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After graduating in 1970, the American Nurses 
Association (ANA) was a very strong and politically 
powerful organization. The expectation was for 
graduate nurses to join ANA, become lifetime 
members, and participate in the state ANA association. 
It was a privilege to be appointed to one of the five 
Committees or serve as an elected Officer. The 
legislators and Governor called the state ANA office 
on matters of health care, nursing education and 
nursing practice. 

With membership dues, ANA had sufficient money 
to educate the public about the important role nurses 
played in the nation’s health care. Both nationally and 
locally, ANA had the finances to address the needs of 
all nurses in their specialty areas of practice. ANA had 
the finances to support the efforts of all state Boards 
of Nursing to protect and advance the scope of nursing 
practice. ANA had the finances to support nurses in 
providing testimony to the Legislature and to meet 
with their local–state–national legislators. 

What Happened to the Strong and Financially 
Stable American Nurses Association?

Several factors led to the present critical situation 
of ANA and the current attempts from the American 
Medical Association to curtail and oversee our 
profession.

Development of Specialty Areas of Nursing Practice
In the 1980’s, specialty areas of nursing associations and 

nursing interest groups emerged with strength. This was 
appropriate as the advances in medicine and health care led to 
the need for nurses to advance their education to the master’s 
level for practice and the doctoral level for the research on 
patient outcomes. ANA expected each specialty nursing 
association to conduct research and develop specific guidelines 
for their areas. ANA approved the new standards of practice. 
Unfortunately, many nurses believed their specialty nursing 
associations were the only professional nursing organization 
and membership declined in ANA. Confusion still exists 
about the relationship between specialty nursing associations 
and ANA. 

Collective Bargaining
Nurses as employees have their salaries and working 

conditions determined by hospital administrators and 
health care agencies. After World War II, several nursing 
shortages resulted in poor working conditions and lower 
salaries than other professions. ANA in 1946 established 
an economic and general welfare program to investigate. In 
1949, ANA was certified by the National Labor Relations 
Board (NLRB) as a labor union. ANA state members now 
had the right to establish collective bargaining units and 
their ANA members served as representatives in contract 
negotiations with hospitals and other health care agencies.

By the 1960s, the national ANA labor union was 
successfully negotiating contracts for salary increases 
and better benefits. In 1966, ANA adopted the Resolution 
on National Salary Goal which set the national base for 
nurses’ salaries. 

By the 1990s, hospital management decided to operate 
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President’s Pen Louise F. Timmer, EdD, RN

ANA and ANA\C Do Not 
Participate in Negative 

Campaign Ads
 The ANA and ANA\C office has been 
inundated with calls and emails chastising 
us for participating in a very distasteful 
campaign advertisement against McCain and 
Palin. Nurses have called, upset about the 
ad, no matter whose side they are on!  They 
believe the ad is in poor taste and are not 
happy that it is tied to nursing.
 WE DID NOT DO THE AD! Nor, did 
anyone affiliated with us. The California 
Nurses Association, an independent union 
organization is responsible. A reporter, who 
did not know the difference between nursing 
organizations attributed the ad to ANA.  They 
have retracted their statement but the damage 
was already done.

Are the American Nurses Association and the 
Nursing Profession in Peril?

I never thought I would ever ask this Question!

Louise F. Timmer EdD, RN
President American Nurses

Association \ California
2007-2008

hospitals with lesser educated nursing staff. Registered 
nurses were laid off and replaced by Licensed Vocational 
Nurses and Certified Nurses Aides. The national ANA 
Collective Bargaining Unit believed that by linking up 
with a major non-nurse labor union, it would have more 
political power against the hospitals. Unfortunately, this 
marked the advent of non-nurse labor unions looking at 
registered nurses as a potential source of income and a 
way to expand their national and state political power.

Non-nurse labor unions, such as SEIU, AFL-CIO, and 
Teamsters, began to negotiate with staff nurses in hospitals 
to disaffiliate from the ANA Labor Union and have their 
unions represent staff nurses in collective bargaining 
issues. In 1995, this effort was successful in California. 
The staff nurses voted to disaffiliate with ANA and 
become the California Nurses Association (CNA), an 
independent labor union. Since the advent of non-nurse 
labor unions, the majority of nursing graduates believe 
these labor unions are their professional nursing 
associations. Thus, membership in ANA and the specialty 
nursing associations declined.

Nursing Faculty 
Since the 1980s, ANA witnessed a sharp decline in 

faculty membership. In California, there are 3,260 nursing 
faculty in 130 pre-licensure programs, and only 125 nursing 
faculty belonging to ANA. There is great confusion among 
nursing students regarding the functions and responsibilities 
for each group of organizations; the non-nurse labor unions, 
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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: 
February 16, 2009 for the March 2009 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

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; 
Cathy Melter, RN, Treasurer. Directors; Dianne Moore, PhD, 
RN, CNM, MN, MPH, Education; Nicole Marcy, BSN, RN, 
Practice; Monica Weisbrich, BSN, RN, Legislative; Susan 
Bowman, PhD., RN, At Large; Chris Jordan-Morrow, RN, 
Membership and Communication.

ANA\California 
Executive Director:  Hon. Tricia Hunter, MN, RN

ANA\C Associate Director: Myrna Allen MS, RN

ANA\California Lobbying Firm:  Government Relations  
 Group, Inc.

ANA\C Director of Member Services 
& Editor of The Nursing Voice: Samantha Hunter

ANA\C Merchandise Development 
& Sales Michele Townsend

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. ANA\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. 

www.anacalifornia.org

Sharyn Turner, MA, RN Government Relations
 
School Nurses throughout the five sections of CSNO 

journeyed to Sacramento to meet with their state legislators 
or  their aides as part of CSNO’s Annual Legislative Action 
Day on May 19, 2008. Twenty-five participants attended a pre-
conference dinner held at Frank Fat’s in Sacramento on May 
18th. Carolyn-Veal Hunter, lobbyist conducted a briefing on 
“How to Meet with Your Legislator” for the next day. 

 Thirty-two CSNO members met at the Capitol. New 
advocacy folders were distributed by the GRC Committee to 
each participant to be left with each legislator at the time of 
the legislative visit. Enclosed in the folder was information on 
the role of the school nurse; statistics on staffing, RIF notices 
and chronic illness data; school nurses in the news; current 
relevant sections of the California Education Code and where 
we measure up by state by students per school nurse ( Not 
surprisingly, California is 44th!).

Our lobbyist, Carolyn Veal-Hunter met with the participants 
for a briefing to discuss the talking points that school nurses 
would communicate to the legislators or their legislative aides 
that day. Assembly member Sandre R. Swanson (Sponsor 
of our bill ACR 99) spoke to the group on the “Political 
Landscape in Sacramento”. He is a genuine friend to school 
nurses and expressed his support to our profession. Jeff Freitas, 
Government Relations representative and lobbyist from the 
California Federal of Teachers gave an update of the bills 
being supported by the CFT.

CSNO was honored to have the Honorable Tricia Hunter, 
MN, RN, Executive Director, and Lobbyist for the American 
Nurses Association/California present. She attended after just 
returning from a volunteer mission in Europe that previous 
day. She emphasized how important it is to expand the need for 
educating political leaders in the field of school nursing. “A bill 
can impact whether our kids have access to health services.” 
It becomes imperative that we talk to legislators because they 

California School Nurse Organization 
Legislation Action Day Successful

have no idea of the increased needs of a child that attends 
school today such as those with increased chronic illnesses, 
complicated medication administration, and specialized health 
care procedures. Tricia knows what she is talking about since 
she served on the legislature from 1989-1992 as a Republican 
Assemblywoman for California. “You’re only going to know 
as much about the bill you’re voting on as someone who cares 
about that legislation takes the time to let you know,” Hunter 
said. She has become an important partner in the fight to 
retain the professional standards of a school nurse as ANAC/C 
is sponsoring the diabetic lawsuit prohibiting nurses to delegate 
the responsibility of insulin administration to unlicensed staff.

After a delicious lunch, provided by Northern Section in the 
Capitol’s cafeteria, we were off to make our legislative visits. 
The GRC Section Chairs organized visits in their regions, 
while the CSNO Board accompanied Carolyn Veal-Hunter to 
visit specific officials such as David Long, Ph.D., Secretary 
of Education; Michael N. Villiness, Assembly Republican 
Leader; Jennifer Kent, Deputy Legislative Secretary to the 
office of Governor Arnold Schwarzenegger; Dave Cogdill, 
Senate Republican Leader; Dena Wilson, Policy Analyst and 
Lei McCabe, Finance Budget Analyst for the Department of 
Finance.
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Letters to the Editor
Diabetes Management in Schools! 

PLEASE READ!!! THIS MAY AFFECT YOU
May 29, 2008

To Whom It May Concern,
We, the students at Loma Linda University Masters 

program are currently enrolled in a health policy class, 
and would like to commend you for your arduous efforts 
in actively working to oppose SB 1487. Congratulations 
on your progress thus far and your continued effort in 
protecting the Nurse Practice Act which states that "n[o] 
person shall engage in the practice of nursing as defined 
in section 2527 without holding a license which is in 
active status issued under this chapter, except as otherwise 
provided in this act.”

From our recent inquiry with the office of Senator 
Negrete-McLeod, we understand that SB 1487 is dead. 
However, the issue of inadequate availability of school 
nurses, insufficient funding, and the need for the provision 
of a safe environment which provides high quality care to 
school children needs to be addressed. 

We believe that together we can make a difference and 
while the proposed solution of one school nurse per 750 
students may be ideal, it is not the only answer. In working 
towards accomplishing this ratio, which we realize may not 
happen overnight, we would like to suggest the following 
proposed solutions:

§ Partnering with the Board of Registered Nursing 
(BRN) to provide continuing educational units 
(CEU's) to registered nurses for volunteering their 
expertise in the school setting. Hopefully, this will 
motivate registered nurses to consider working 
with children in the schools and therefore make a 
difference in the lives of diabetic children. 

§ Working in collaboration with nursing schools, 
community colleges and the school districts to 
encourage student nurse placements in schools as 
part of their pediatric clinical practicum. 

§ Utilization of licensed vocational nurses (LVNs) 
instead of "health aids" or "health clerks" because 
LVNs have a higher knowledge base and level of 
experience with diabetic management. LVNs can 
also be hired at a comparable pay rate.  

We agree with the CSNO that "the nursing shortage is 
no excuse to provide students with substandard care," and 
would like to work with your organization to ensure that 
diabetic children receive the appropriate care that they are 
legally entitled to under the American with Disabilities Act 
(section 504).

We hope that we can work in co-operation with your 
organization to implement the abovementioned suggestions. 
We would also like to hear of any ideas or suggestions to 
address this issue.

Thoughts on a Friend

As I was reading your e-mail, I was thinking about 
Professor Randy Pausch who died today. He was a 
professor at Carnegie Mellon University. He has a website 
if you are interested in reading about his life. He made 
such on impact on the profession of teaching and his, "Last 
Lectures," series has even got me thinking about what is 
truly important. (You can view his last lecture on youtube) 
He talked about giving back and most importantly, having 
fun and enjoying the journey.

In nursing we are afforded such incredible opportunities 
to make a difference and to focus people on what is truly 
important. Randy did more in his last two years to touch 
humanity then most people do all of their lives. He loved 
what he did and was so appreciative of the opportunities 
which life had given him. 

Yesterday I was offered a position by a large respected 
university in southern California. I am humbled by their 
offer which includes a chance to obtain a PhD. I hope I can 
continue to make an impact on my profession and students 
like Randy. I want to end my life in a similar manner with 
a great sense of appreciation and pride, knowing that I 
have made a difference. 

Randy also exhorted people to be themselves . . . Dr. 
Seuss once wrote this quote which Randy and I shared a 
belief. “Be yourself! Those that mind don't matter and 
those that matter don't mind." Thank you and God bless 
you Randy Pausch for your commitment to excellence and 
fun. Your life proved that those two powerful forces are 
not mutually exclusive. 

Bobbie-Ann Murphy

AB 2747

I have been following AB2747 with intense interest. 
I applaud the efforts to bring this bill to fruition. I can 
tell you that generally physicians DO NOT provide 
information on palliative care and hospice when it is 
appropriate. Palliative care is a holistic team approach to 
promote the quality of life for patients and their families 
facing serious life-limiting illnesses. Palliative Care can 
be provided earlier on in the disease process and I usually 
provide consultations to patients who are within the last 18 
months of life. Physicians are so reluctant and even upset 
that I want to discuss life care planning with their patients 
who have the right to this information. Hospice-physicians 
are again reluctant to even estimate that their patients are 

Members in the News
ANA\C Endorses Lois Wolk for State Senate

Sheila Allen, RN, PhD 
congratulates California Senate 
Candidate Lois Wolk on her 
endorsement by ANA\California 
at a fundraiser focusing on 
education in Davis. Lois is a 
long time advocate for children, 
seniors and health care and 
has been a consistent friend to 
nursing. The 5th Senate district runs from Stockton along I 
5, and parts of Yolo, Sacramento and Solano Counties. To 
get more information on Lois' work as a Assemblymember 
and her goals as a Senator visit www.loiswolk.org. Dr. 
Allen is the president of the Davis School Board and a long 
time member of ANA\California.

On January 1, 2013, a historical event will occur at the 
Tournament of Roses ®—a Nurses’ Float honoring all 
nurses around the world will be on the parade route for 
millions to see. Creation of the Nurses’ Float was inspired 
by Sally Bixby, RN, Director of Surgical Services City of 
Hope National Medical Center and Beckman Research 
Institute who will be the President of the Tournament 
of Roses on January 1st that year. Sally’s presidency 
inspired five registered nurses who believed there would 
be no better way to put the profession of nursing on the 
international stage that to form a nonprofit corporation to 
raise funds to design and build a Nurses’ Float.

We named our corporation Bare Root, Inc. because that 
is the basic root of any rose plant. Once the bare root is 
planted it becomes a beautiful rose bush. We believe the 
Nurses’ Float is the blossom of this project and it offers 
a unique opportunity to educate potential nurses about 
the profession, to encourage those seeking a meaningful 
career to consider becoming a nurse, to showcase the 
multidimensionality the career of nursing offers and to let 
the world know the importance of nurses to every world 
community.

Bixby’s presidency provides a perfect stage to honor 
all nurses. “Nursing has been a rewarding and fulfilling 
career for me,” said Bixby. “I am thrilled and honored that 
my colleagues are promoting nurses during my tenure as 
president of the Tournament of Roses.”www.flowers4thefloat.org

The Historic Nurses Float
For the first time in its 124-year history, 
the Tournament of Roses has named a 
Nurse as its president. Sally Bixby has 
been a devoted volunteer for the
Tournament for over 20 years.

Flowers 4 the Float would like to honor
Sally and all nurses by designing a Nurses Float to coincide
with this historic event. We are excited knowing that millions
of people will see the Nurses Float on January 1, 2013. What 
a tremendous way to get the attention of the world, telling
them how important nurses and the profession of nursing 
is to the health of the world and all of its communities.

We need your donations to make the Nurses Float possible.
Please go to our website for more information and make a
donation today.

Thank you.

Nurses In The News

Thank-you for your time. We look forward to hearing 
from you soon! 

Sincerely,
Lisa Simpson, RN, BSN, MSN-FNP (c)
Michelle Milner, RN, BSN, MSN-FNP (c)
Nayiri Ketchedjian, RN, BSN, MSN-FNP (c)

Membership and Communication
Bare Root, Inc. has created a website to encourage 

nurses to support the float through financial donations, 
volunteering to decorate the float and spreading the word 
about the project. The website makes it easy to donate to 
build the float. You can send eBouquets and eCards to 
honor other nurses. We will also keep you updated with 
ongoing status reports regarding the building of the float, 
which will begin in earnest January 2, 2012. Please visit 
www.flowers4thefloat.org now and often. We will be 
looking for volunteers to decorate the float in the future 
and all that information will be on the website.

This campaign is designed at the grass-root level. We 
encourage nurses and those who have been helped by 
nurses to go to our website www.flowers4thefloat.org and 
contribute to help us meet our goal. It is with love of our 
profession and the love of being a nurse that we invite you 
to join us in making this historic even a reality.

Sincerely,
Monica Weisbrich, RN, President Bare Root, Inc.
Judy Dahle, RN, CEO
Paul Wafer, RN Vice President Marketing
Pat Spongberg, RN, Secretary
Suzanne Ward, RN Treasurer

within the last six months or so of life. I can't tell you how 
many times I have suggested hospice to a physician and 
they do not think the patient is ready and then the patient 
dies within a few days. Patients and their families must 
have correct and appropriate information on palliative 
care and hospice so they can make an informed decision. 
I could also provide a litany of how our patients do not get 
the appropriate pain and other symptom management they 
need. 

Physicians and nurses need more education on end-of-
life issues. 

Gloria Lewis, MSN, MHA, RN, CCM 
Inpatient Palliative Care Nurse 
Antioch Kaiser Medical Center

Louise Timmer and Gov. Schwarzenegger
Proposition 11 Rally
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Nursing Education

SNAPLE: Nursing Faculty 
Load Assumption

The State Nursing Assumption Program of Loans for 
Education for Nursing Faculty (SNAPLE NF)—This 
program is intended to encourage students to complete a 
baccalaureate or graduate degree and teach in a nursing 
program at a regionally accredited college or university 
in California. It will pay up to a total of $25,000 over 
the course of 3 academic years on a full-time basis, or 
on a part-time basis for the equivalent of three full-time 
academic years, on outstanding students loans for nursing 
faculty. A person must be a student enrolled in or admitted 
to a program, in which they will be enrolled at least half-
time each academic term, making satisfactory academic 
progress, and be nominated for participation in the 
program by their institution. 

For more information please visit www.csac.ca.gov or 
call (888) 224-7268.

o Forging strong academic and health care service 
partnerships

o Establishing core professional and clinical role 
competencies 

o Developing a model for educational advancement to 
BSN and advanced degrees

o Collaborating to recruit, develop and retain a 
diversified faculty 

o Integrate simulation, technology and informatics into 
curriculum

o Supporting graduate transition into clinical practice 
o Creating a centralized nursing education resource, 

data, and research center
An immediate result of the work, which involved 

nursing leaders from throughout the state, is a “request for 
proposal” to create a partnership between associate degree 
and baccalaureate degree programs. 

The white paper was funded by the Gordon and Betty 
Moore Foundation and co-sponsored by the American 
Nurses Association\California (ANA\C); California 
Organization of Associate Degree Nursing Program 
Directors, North and South (CO-ADN); Association of 
California Nurse Leaders (ACNL); California Association 
of Colleges of Nursing (CACN); and California Board of 
Registered Nursing (BRN).

The complete report is available at www.cinhc.org. 
CINHC is a 501 (c)(3) nonprofit organization dedicated to 
collaboratively developing statewide solutions to a critical 
nursing shortage and related nursing issues that affect the 
health of all Californians. 

Future Nurses Need More Advanced Preparation 
Low Salaries, More Retirees Creating Nurse Educator 

Shortage 

BERKELEY, Calif., June 16, 2008—A more complex 
healthcare system, rising patient safety expectations and 
a persistent nursing shortage are among the reasons cited 
for transforming California’s nursing education system in a 
new study by the California Institute for Nursing & Health 
Care (CINHC). 

“We need a better system for educating nurses,” said 
Deloras Jones, executive director of CINHC. “We cannot 
continue to educate nurses using traditional strategies. 
New models are evolving that will better prepare nurses 
for today’s complex environment.” 

According to the study, more baccalaureate- and 
graduate-prepared nurses will be needed as the state 
strives to fill a forecasted shortage of 116,000 nurses by 
2020. Currently, 70 percent of graduating nurses have two-
year AA degrees, and only 26 percent of these go on to 
secure a BSN or graduate level degree. 

“The guiding vision for this study was creation of a 
system that would develop a workforce of well-prepared 
professional registered nurses who can be leaders in 
improving the health of Californians,” said Jan Boller, 
PhD, RN, who directed the study.

A critical barrier to improving the state’s nursing 
education infrastructure, according to the report (Nursing 
Education Redesign for California: White Paper and 
Strategic Action Plan Recommendations), is the difficulty 
in recruiting experienced nurse educators. Entry level 
teaching salaries may be only half what can be earned 
as clinical nurse with 20 years of experience. Currently, 
nearly seven percent of teaching positions are unfilled. 

“Not only must salaries increase, but the looming 
retirement of a majority of nursing faculty is driving a 
nursing faculty shortage crisis,” said Boller.  

The report identified seven critical areas for strategic 
nursing education redesign: 

Solving California Nursing Shortage 
Requires Redesigned Education System

nursing specialty associations, specialty interest nursing 
associations, and ANA. 

Should the pre-licensure nursing students be expected 
to define these differences at graduation? Should there 
be a program objective that compares ANA to non-nurse 
labor unions and to professional nursing organizations in 
all pre-licensure nursing programs? What does it mean 
to be a “professional” registered nurse today? A recent 
ANA national survey concluded that only 5% of 3 million 
nurses belong to ANA and only 20% of the 3 million 
nurses belong to any professional nursing organization. Is 
this what we want for our future nurses? 

Nursing faculty must educate and mentor nursing 
students into the professional nurse’s role before 
graduation. A professional nurse is more than a graduate 
from a state approved nursing program. It means acquiring 
the ten characteristics of a professional person. Otherwise, 
we are graduating nurses who are technical and 
occupational in mind and spirit. Students must graduate 
with a clear, articulated scope of nursing practice and 
describe the difference between nursing practice and 
medical practice. Nurse graduates must understand that 
a professional nurse belongs to and is active in ANA and 
specialty nursing organizations. Most important, graduate 
nurses must describe the differences between non-nurse 
labor unions and professional nursing associations. 

Present and Real Danger to the 
Scope of Nursing Practice

With the health care system in total disarray, the need 
for a new health care system has become evident. The 
American Medical Association is producing ads on TV 
and radio to inform the public of its role in the health care 
system. The AMA is passing resolutions that will limit the 
scope of nursing practice. A local chapter of the California 
Medical Association passed a resolution to remove advance 
practice nurses from the state Nursing Board and place 
them under the state Medical Board. 

The need to educate the public and legislators about 
ANA is greater today than ever before. Many health care 
providers want to expand their responsibility and scope 
of practice in the new health care system. Nurses must be 
prepared to protect their scope of practice in this political 
arena. This takes money!! 

The potential for financial strength for both the specialty 
nursing associations and ANA is substantial. ANA\C would 
have 30 million dollars every year if all 300,000 nurses 
paid their dues to ANA. This amount would pay for several 
ads on TV and radio, guest appearances on talk shows, 
expenses to testify before the Legislative Committees, 
meet with the local and state legislators, or run for political 
office. ANA dues will contribute to the expenses for the 
specialty nursing organizations that are fighting bills to 
limit their scope of practice. Magnet hospitals with shared 
governance would become the primary organizational 
structure for all hospitals and health agencies. Every work 
place would be a safe environment for nurses and patients.

Nurse Administrators
Nurse administrators in hospitals and other health care 

agencies must encourage the professional development of 
nurses. It should be written in the performance evaluation 
criteria for staff nurses to become involved in the activities 
of ANA and their specialty organization. This means that 
staff nurses are expected to maintain lifelong membership 
and participate in professional nursing associations.

Political Activism Works to Protect the 
Scope of Nursing Practice

It must be understood that in order to protect the 
scope of nursing practice nurses must extend themselves 
politically. Nurses are needed to provide testimony, speak 
to public groups and the media about the role of nursing 
in health care, and visit their local and state legislators to 
educate them about the nursing scope of practice. Finally, 
nurses must join ANA and their specialty nursing 
associations because numbers count! Three million 
voting nurses count!!

I welcome your feedback
I will end with this story. I asked a new physician how 

he was prepared to participate in the American Medical 
Association after graduation. He replied, “It was very 
simple, at graduation, the Dean gave me my diploma 
in one hand and an application to the America Medical 
Association in the other hand. I got the message. I joined 
AMA.” Thus, AMA continues to be one of the most 
powerful and financially stable political associations in 
the United States. AMA has the numbers and the money!! 
However, ANA can become the most powerful health 
care association. Nurses have the members and the 
money.

President’s Pen
(Continued from page 1)

Join ANA\C
Today!
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Rotary International, through a program sponsored by 
Smiles International and Smile Train, sponsors a clinic in 
Tecate, Mexico the first Friday of March, July and November 
every year. Through the generous donations provided by 
Variety Children’s Charity and the support of Sharp Chula 
Vista Hospital we have been able to increase the supplies and 
equipment needed to provide this care.

ANA\C Board Member Monica Weisbrich and Executive 
Director Tricia Hunter were two of the nurses who help start 
this clinic. Dixie Newman, Theresa Spinosa, Barbara Mullen 
and Myrna Allen are four ANA\C members that have also 
dedicated a great deal of their time to starting this clinic and 
organizing it.

One of the early principals we learned as operating room 
nurses is that you needed to understand the ideal technique 
and nursing care to be able to compromise in conditions that 
are not ideal. The nurses involved in this type of surgery clinic 
understand these principals very well. 

The Rotary Club of Tecate built a surgical facility and 
requested support from Dr. Jeff Moses to provide a clinic for 
children with cleft palates and lips and facial deformities in 
Tecate. Before the clinic radio and TV ads are done throughout 
Northern Mexico. Some of the children come from more than 
four hours away. At one clinic three van’s of children were 
brought in from orphanages in the middle of Mexico. 

Friday is an all day clinic where volunteers provide 
entertainment for families and children until they can be seen 
by the doctors and nurses who volunteer for the clinic. Half the 
nursing team goes to the surgery facility to clean the rooms 
and gather supplies for the surgeries performed on Saturday. 
We always have more children then time. 

At our July clinic four nursing students from the UCLA 
Master’s Entry Program requested to join us in Tecate. They 
had a first hand look at volunteer nursing. The following is 
their thoughts and comments about the experience.

UCLA Nursing Students
By sunrise we had crossed the border into Mexico, leaving 

behind our textbooks and classrooms at UCLA, prepared 
to learn through experience from nurse leaders in the field. 
Drawn into the team, we witnessed the dedication, generosity, 
compassion, and tireless advocacy of nurses who embody both 
the art and science of nursing and inspire us to reflect on our 
future profession. 

Kelly Peck on Teamwork
The teamwork behind Smiles International is breathtaking. 

Rotary clubs of San Diego, Oklahoma City, and Tecate, 
Mexico stand united behind an incredible vision: donating 
a few weekends a year to improve the lives of children born 
with cleft lips and palates. Families travel from long distances 
in Mexico, and the surgeons and nurses work tirelessly for 
two days. The non-medical Rotary members and volunteers 
who attended this mission also worked long days translating, 
building a supply room, and providing lunch. After the first 
day of assessing and interviewing children we were welcomed 
into the beautiful home of a Tecate Rotary member for dinner. 
The generosity of everyone involved in the mission was 
incredible. Day two began early in the morning and the team 
worked late into the night to finish the last surgeries. The trip 
was an amazing example of how much can be accomplished 
with a vision and a team of people who want to make a 
difference. 

May Wheelwright on 
Compassion 

With the first surgery 
complete, the recovery 
nurse settled onto the room’s 
twin bed, neatly made 
with donated sheets, and 
prepared to accept the toddler 
into her arms from the 
anesthesiologist. She rocked 
him gently, continuously 
assessing and intervening on 
changes in his status and pain 
from her intimate proximity. 
She welcomed him back to 
consciousness with a medley 
of English and Spanish. As 
students newly immersed 
in the high-intensity environment of the hospital, the science 
of nursing roars to the forefront as we learn to interpret data, 
research medications, and decode complex pathophysiologic 
processes. It is the art of being a nurse that we sometimes 
forget to absorb. Our time in the Tecate clinic presented 
nursing at its raw core—stripped of fancy monitors and 
machines; pure heart, sweat, open arms, and quick thinking. 
The integrity, intimacy, and interpersonal nature of our new 
profession have never been clearer. 

Barbara Adams on Advocacy
Volunteering in Mexico was one of the best experiences 

of my life. I was inspired to realize the difference nurses 
can make in the lives of their patients. I will never forget the 
woman who traveled 6 hours with her son for the surgery. 
The 1 year-old had been abandoned at birth because of his 
cleft palate deformity. She had taken him in as an infant. She 
sobbed when she saw how the cosmetic part of the surgery had 
changed the way his faced looked. My classmate also cried as 
she understood in Spanish the gratitude that was expressed 
to us by his adopted mother. I felt proud to become a nurse. 
The nurses advocated for us to become involved and treated 
us as thinking, intelligent beings instead of hazing us. I got a 
glimpse into how nurses could advocate for one another. Being 
a patient advocate can mean being a nurse advocate too, so 
that nurses feel empowered and treated with dignity, and can 
in turn have the resources to care for and advocate for patients

Diana Benitez on Inspiration
I always envisioned my future as a nurse doing international 

work, but I didn’t think that the opportunity would present 
itself so soon. We were fortunate to meet the Honorable Tricia 
Hunter at UCLA, who gave us the opportunity to go with 
her to Tecate. The services rendered by this group of nurses, 
doctors, and volunteers to the children suffering from cleft lips 
and palates were remarkable. 
It was incredible to see the 
work that the group did for 
the children and what an 
impact it had not only on 
the child but for the parents 
as well. Babies who had 
struggled to grow would now 
be able to eat and flourish, as 
well as smile. We knew that 
our work was giving them 
an opportunity at a different 
lifestyle. The trip was very 
inspirational as well as 
humbling. Our trip to Tecate 
confirmed my drive to serve 
international communities in 
my future as a nurse.

Nursing Practice

Student Nurses Join ANA\C Members to Provide Care to Children in Tecate, Mexico

May Wheelwright, Diana Benitez, Barbara Adams, 
Kelly Peck.

Kelly Peck

May Wheelwright

Barbara Adams

Diana Benitez

If you are a travel nurse you have probably heard some 
recruiter, somewhere mention a "50 Mile" Rule. The so 
called 50 mile rule is the imaginary logistical line that 
magically turns a nursing job into a travel nursing job that 
might offer tax free money. First, let me tell you that there 
is no 50 mile rule when it comes to legally qualifying for tax 
free reimbursements. Secondly, let me say that while I believe 
the recruiters that quote the 50 mile rule are misinformed, I 
don't think their misguided information comes from malice. 
Rather, the confusion lies with a misunderstanding between 
IRS Code and hospital policy. Across the country, many 
hospitals consider a traveler any professional that lives farther 
than 50 miles away from their hospital. This has nothing to 
do with the IRS at all. This is strictly hospital policy. Many 
recruiters confuse hospital policy with IRS rules and set up 
a traveler to receive tax free reimbursements that they do not 
legally qualify for. 

IRS rules can be confusing because some are based on 
the subjective data as it relates to the specific individual. 
For example: If the travel distance requires the nurse to 
stay overnight to be refreshed to perform her job, then this 
qualifies. If the nurse travels home after every shift, then tax 
free reimbursements don't apply. This distance is different 
based IRS rules can be confusing because some are based 
on the subjective data as it relates to the specific individual. 
For example: If the travel distance requires the nurse to 
stay overnight to be refreshed to perform her job, then this 
qualifies. If the nurse travels home after every shift, then tax 
free reimbursements don't apply. This distance is different 
based on the nurse. This is called the Sleep & Rest Test. 

Example 1: Hadley Sleepover, RN travels to work at a 
hospital 60 miles from her house. The drive takes 1.5 hours 

each way. Hadley knows that this commute would make her 
too tired to effectively do her job. She has a tax home and 
accepts housing from her travel company. She is compliant 
because she does not return home during her assignment. 

Example 2: Shana Comehome, RN travels 70 miles to 
work at a hospital. The drive takes about 1.75 hours. She 
drives home at the end of her shift and uses the drive time to 
unwind and talk to her friends & family on her cell phone. 
Shana has a tax home and does not qualify for tax free 
reimbursements because she is returning home at the end of 
each shift. 

Example 3: Kerri Hotel, RN accepts an assignment that's 
about 75 miles from her tax home. She works 12 hour shifts 
and blocks them together so she works 3 days in a row. 
During these shifts, she stays in a hotel. On her "off days" she 
returns home. Kerri has accepted a housing allowance from 
her travel company. However, because Kerri returns home, 4 
days per week- 4/7ths of this housing allowance is taxable. 
This is because when she returns home she doesn't have 
duplication of expenses. 

Example 4: Gabby Apartment, RN accepts an assignment 
that is 100 miles from her home. She has a tax home and 
accepts the package provided by her travel company. Like 
Kerri above, Gabby returns home on her off days. The 
housing allowance qualifies for tax free reimbursements; 
however, the meal allowance must either be returned or added 
as taxable income. This is because the recurring expense of 
the apartment remains even while Gabby is at home. There is 
duplication of expenses. 

I truly hope these examples help you gain a better 
understanding about the myths of the 50 mile rule. Happy 
travels!

The Myth Of The Travel Nursing 50 Mile Rule
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by Tricia Hunter, RN, MN

The National Council of State 
Boards of Nursing (NCSBN) was 
held in Nashville, Tennessee on 
August 5 through 8. This is the 
quasigovernmental organization 
made up of Boards of Nursing 
from across the United States. In 
attendance were Francine Tate, 
President and Ruth Ann Terry, 
RN, MN Executive Director 
California Board of Nursing and 
Louise Bailey, RN, MN Senior 
Consultant. Theresa Bello Jones, 
RN, MN, Executive Director of the Board of Licensed 
Vocational Nursing and Psychiatric Technicians was a 
delegate from the Licensed Vocational Nursing Board This 
year the Council was able to approve associate members 
and the first to apply was the British Columbia Colleges. 
The Council had also changed their bylaws to accept 
advanced practice Boards and the first to be accepted was 
the Nebraska Advanced Practice Board.

At the award dinner Ruth Ann Terry, RN MN, 
Executive Director, California Board of Registered 
Nursing, received acknowledgement for her 15 years as 
Executive Director of the California BRN. Ruth Ann Terry 
was reelected Treasurer of the NCSNB with no opposition.

The primary responsibility of the NCSBN is to develop 
and maintain the Registered Nurse (RN) and Practical 
Nurse (PN or LVN in California) examination. The 
company contracted to provide the examination gives a 
summary report each year at the council. 

NCLEX-RN
Highlights of the examination report stated the 

examination is now given throughout the U.S. and in 18 
international centers in 11 countries. The examination 
is given in 222 locations globally. There were 200,215 
NCLEX-RN examination candidates in 2007 as compared 
to 177,029 NCLEX-RN candidates in 2006. This is a 13.1% 
increase. The overall passing rate was 69.4% in 2007 
compared to 73.8 percent in 2006. Approximately 48.6% 
of the total group ended their tests after a minimum of 75 
items. The average time needed to take the examination 
during the 2007 testing period was 2.5 hours. Overall, 
2.1% ran out of time before completing the test.

NCLEX-PN 
There were 74933 vocational or practical nurse 

candidates in 2007 compared to 70822 candidates in 
2006. The overall passing rate was 78.5% percent in 2007 
compared to 78.8 % in 2006. The percentage of maximum-
length test takers was 16.8%. The average time needed to 
take the examination was 2.2 hours. Overall, 1.8% ran out 
of time before completing the test. 

International NCLEX 
The NCLEX examinations are offered in England, 

South Korea, Hong Kong, Australia, India, Taiwan, 

Japan, Canada, Mexico, Germany and Manila. To take 
the examination overseas a U.S. Board must approve 
the candidate. California approves the most candidates 
overseas with a total of 9701. The majority of these, 3919, 
come from Hong Kong. The second largest group, 3685 
come from Manila. England comes in third with 895. 

The second largest state with foreign applicants is 
Vermont with 2400. There are a total of 23290 applicants 
for all states. Manila has the largest number of testers at 
6601 and Hong Kong is second with 5681. London is third 
with 2655. 

The Philippines with 14033 candidates, supplies the 
largest number of test takers, India is second with 5113, 
and South Korea is third with 2130. 

 
Actions of the Delegate Assembly

The assembly passed the APRN Model Act. This is 
a concept paper based on best practices and cannot be 
implemented unless passed by each state. 

1. The APRN Consensus model and the APRN 
legislative language which parallels the Consensus 
Model for APRN Regulation: Licensure, Accreditation, 
Certification & Education were approved. The approval is 
the culmination of collaboration between several nursing 
groups, including ANA. What is most remarkable about 
the model is the recognition of clinical nurse specialists 
as advanced practice nurses, which ANA has consistently 
done. It was believed the only way to achieve this by the 
NCSBN consensus group was by including provisions for 
prescriptive authority if the CNS is educated and deemed 
appropriate by the state statute. There is also recognition of 
the title “doctor” for nurses educated in doctoral programs, 
but with emphasis to continue to identify one’s self as a 
nurse. 

2. Future Faculty Qualifications & Roles—
recommendations were approved following a study 
of evidenced-based nursing education findings and 
collaboration with nursing education groups during the 
past two years. Recommendations include: qualifications 
for faculty who teach in a program leading to licensure as 
a RN—a minimum of a master’s degree in nursing or a 
doctorate in nursing degree with justification for graduate 
preparation in nursing versus another discipline such as 
education. Justification was provided for changing the 
minimum qualifications for faculty teaching in practical/ 
vocational nurse programs to mirror that of RN programs 
with a minimum of a master’s degree in nursing. 

Knowledge Network Sessions
These sessions run concurrently providing attendees 

opportunities to discuss issues of importance and concern 
in their states. The session examines trends, allows 
attendees to share strategies, and communicate with 
NCSBN staff.

Practice Session: The meeting began with a discussion 
about assistive personnel administering medications. No 
state was able to report any adverse outcomes as a result, 
but rather expressed concern whereby APRNs may not be 
authorized to delegate medication administration because 
of wording in the Nurse Practice Act. Many expressed 
interest in the article cited in the ANA talking points 
on use medication assistants and technicians, “Nurses 
Reported Thinking during Medication Administration.” 
Journal of Nursing Scholarship (first quarter 2007) pg 82-
87.  Discussion ensued with the dilemma posed by CRNAs 
traveling between states and differing rules related to 
supervision and practice setting. Also discussed was the 
difference CRNAs deem between prescriptive authority 
(which they do not seek as a group) and that of selecting 
and administering anesthesia. Louisiana publicly thanked 
ANA for our support in a lawsuit in which the Board of 
Nursing has been challenged by the anesthesiologist for 

overstepping their bounds when interpreting that CRNAs 
could engage in pain management. It has not yet been 
resolved; the initial Court decision did not rule in favor 
of the Board. This not only has implications for patients 
access to pain management and CRNA practice, but also 
for the ability of Boards to interpret practice. 

There is a shortage of mental health providers in many 
states. Psychiatric Mental Health Nurse Practitioners 
and Clinical Nurse Specialists have many clients. These 
practitioners are challenged with finding a collaborating 
physician, but in Nebraska, they are also being assessed a 
fee for the collaboration! 

Nurses performing esthetic treatments such as Botox 
injections and Laser has been a focus of several Boards 
of Nursing. MA reported convening an advisory group 
consisting of all those who may be involved in performance 
of these skills which will make recommendations 
to the Legislature. Because of the number of nurse 
desiring private practice and the evolution of science and 
technology, MA hopes to regulate the space, not just the 
practice.

Keynote Speakers
Jeffrey Bauer, PhD, healthcare futurist offered his 

beliefs about the future of health care and subsequent 
challenges within the regulatory arena. Dr. Bauer spoke 
before the delegate assembly ten years ago and began his 
presentation by evaluating the accuracy of his previous 
predictions. “Healthcare will change more between 
2006 and 2015 than it did between 1965 and 2005.” 
In looking forward, he suggested we will not see true 
health care reform with a new administration, regardless 
of the election results. He believes that there will be a 
resurgence in the regulatory arena with a greater need to 
defend the nursing model in health care with established 
measures and the ability to validate nursing competence, 
not necessarily the terminal degree. He also suggested that 
we have an opportunity to reshape the profession to the 
demands of the new marketplace with one example given, 
nurses need to be at the table when insurance products are 
being developed. 

Self-Assessment, Self-Direction, Self-Regulation and 
Other Myths was delivered by a member of the faculty 
of medicine at the University of Toronto, Glenn Regehr, 
PhD. His presentation, research based, began with “Self 
Assessment works only for areas in which you are good.” 
This is based upon the presumption that reflection on 
practice is used to expose gaps, but reflection is often used 
to protect self-concept. The literature on self-assessment 
revealed that “self-assessment ability is generally poor.” 
Self assessment is so bad because the skills required 
to know whether you are performing well are also the 
skills required to actually perform well. (You may have 
to read that last statement twice.) All this results in a 
perceptual deficit. He discussed the implications for self 
regulation and some of the flaws in the long held theories 
on motivation and adult learning. He suggested that most 
feedback is personality based and cautioned that praise 
can be dangerous. Needed are better tools to identify data 
demonstrating performance strengths and weaknesses. 
Although, his presentation was geared to regulators, it has 
implications for leaders/ managers. 

TERCAP 
I attended a session reviewing TERCAP which is the 

acronym for Taxonomy of Error Root Cause Analysis and 
Practice Responsibility. It is a NCSBN data collection 
instrument used prospectively in conjunction with Board 
investigations. It is intended to provide consistent national 
data about “practice breakdown” that NCSBN analyzes 
and reports in aggregate. It subsequently provides analyses 
of causal relationships and similarities of cases. Practice 
breakdown is defined as the disruption or absence of 
any aspects of good practice and the categories include: 
medication administration, documentation, attentiveness 
and surveillance, clinical reasoning, prevention, 
intervention, interpretation of authorized provider orders, 
and professional responsibility and advocacy. TERCAP 
research questions look at factors associated with the 
practice breakdown (such as patient characteristics); nurse 
characteristics (such as year’s experience), practice history 
(such as shift, staffing level,). Each state may retrieve and 
access its own data, available on an excel spreadsheet and 
may compare their state data to the national aggregate. 
Currently there are 12 Boards submitting cases: AZ, ID, 
KY, MN, NC, NH, NJ, OH, OK, TX and WV-PN.

The NCSBN will be held in Philadelphia next year.

Professional Advocacy

NCSBN Meeting

Ruth Ann Terry
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California’s Professional 
Nursing Organization

916-447-0225
On April 26th & 27th 2009, the American Nurses Association\California will present a dynamic educational 
conference in Sacramento: RN Lobby Days. The program will focus on opening the world of politics and 
legislation in a friendly and easy to understand venue, as well as the issues that affect the nursing profession. The 
goal; to open up new avenues of thinking as to how nurses can participate in the legislative process and 
support the nursing agenda throughout the state of California. It is important that all nurses and school of 
nursing students know and understand that their voice can and will protect and enhance the nursing profession, as 
well as nursing’s position in the medical and political communities.

RN Lobby Days 2009

Sunday,
April 26th 2009

&
Monday,

April 27th 2009

Sunday Program 8:00am Registration
CSUS University Union Ballroom

Monday Program 8:30am Registration
1201 K Street, 15th Floor, Sac. CADon’t miss the opportunity to . . .

• Earn Continuing Education Units both Sunday (6 credit hours) and Monday (8 credit hours). ANA\C is 
approved by the BRN as a provider of continuing education in nursing (Provider 11665).

• Listen to an overview of the Legislative Process and what to expect in 2009-2010 from the ANA\C 
Legislative Advocate and Executive Director and forecasts for ANA\C and it’s membership from the 
President of ANA\C.

• Hear speakers from both the Board of Registered Nursing and the California Department of Health 
Services

• Learn “The In and Out of Lobbying in California” including how to prepare, contact and present issues to 
local and state representatives.

• Meet and speak with your local area Representatives

• Tour the capitol, participate in the legislative process first hand, join committee meetings and tour the 
Assembly Floor.

Mail your completed registration 
form with payment to:

ANA\California
2009 RN Lobby Days Registration

1121 L Street, Suite 409
Sacramento, CA 95814

For Credit Card users, either mail or 
fax completed form to 

(916) 442-4394. Cardholder’s 
signature must be included.

Call 916-447-0225 or visit 
www.anacalifornia.org
for more information.

_______________________________
_______________________________
_______________________________
_______________________________
_______________________________
_______________________________

Method of Payment ❑ Visa
❑ Cash  ❑ MasterCard
❑ Check  ❑ American Express

Name
Address

Phone
Email

__________________________________   ___________________
Credit Card #  Exp. Date
__________________________________
Signature

Sign up for: Both Days Sunday Monday
❑ ANA\C Members $80.00 $60.00 $35.00

Member #
____________________________________________

❑ All Others  $115.00 $75.00 $50.00

❑ Students $40.00 $30.00 $20.00 

Total _______________

Professional Advocacy
Governor Signs “Anti-Balanced 

Billing Law” Hospitals and 
Physicians Protest 

Governor Schwarzenegger signed a bill into law that 
takes effect immediately banning physicians and hospitals 
from billing the patient when they disagree with insurance 
companies on their fees. Under new state laws, hospitals 
and physicians are barred from billing patients for the 
balance of emergency care not covered by insurers. The 
State Department of Managed Health Care is going 
forward with the ban on emergency room balance billing 
despite the court challenges.

Hospitals and physicians are protesting the rules in 
court. The state Supreme Court is set to hear the first 
"balance billing" challenge next month. Another court 
test may come sooner in a challenge by hospital chain 
Prime Healthcare Services Inc. of Victorville. The State 
Department of Managed Health Care sued Prime. The 
state is seeking to bar Prime from billing insured patients 
for unpaid medical bills that the hospital chain contends it 
is owed from insurers and is seeking from patients as a last 
resort.

The Department of Managed Care believes they are 
getting patient’s out of middle of billing disputes between 
insurers, hospitals and physicians. Many of these bills are 
causing California families to lose everything they have 
because of unexpected medical bills. "No longer will 
Californians face the possibility that if they have to use 
an emergency room, they may be stuck with a bill, asking 
them to pay a second time for emergency care, which they 
already purchased with their [insurance] policy," stated 
Cindy Ehnes, Director of Department of Managed Care.

The disputes typically occur when an insured patient 
ends up in an emergency room that is not in his or her 
carrier's network. These hospitals and physicians may send 
insurers bills that are higher than what the insurance firms 
usually pay providers in their network. And insurers often 
balk, sending back less than the full payment. Insurers 
accuse hospitals and physicians of taking advantage of 
the situation and sending out inflated bills. Hospitals and 
physicians counter that it is the insurers that take advantage 
by paying far less than reasonable and customary rates.

Patients wind up in the middle of such disputes when 
a hospital or physician bills them for the balance. "There 
was very little until now the consumer could do," said 
Mark Senkel of Tracy, Calif., whose credit was ruined 
after he refused to pay a balance bill. "This is a great 
step in helping us. I'm going to use this now to get the 
insurance company and hospital to negotiate with each 
other and leave me alone, and then I have to go and repair 
my credit."

The department also announced that it would address 
what Ehnes called "the root cause of balance billing"—
the unfair or late payment of legitimate emergency room 
claims by insurers. She said the department would add 
resources to speed up the resolution of hospital and 
physician complaints over such practices. Ehnes said she 
was confident the rules would pass legal muster in pending 
court tests.

Several physician and hospital organizations have 
sued the department to block its enforcement of the ban 
on balance billing. "The root cause of balance billing is 
HMOs underpaying providers," said Ned Wigglesworth, 
a spokesman for the California Medical Assn., which 
represents physicians. 

The new rules should make it easier for consumers to 
avoid problems with their credit ratings and repair those 
damaged in billing skirmishes. 

Professional Advocacy
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Tricia Hunter attended the Board meeting of the 
Licensed Vocational Nursing and Psychiatric Technician 
Advisory Board held at the LA Hilton, Friday September 
12th. The Board convened as an Advisory Committee. This 
means all actions must be approved by the Department of 
Consumer Affairs Director. The LVN "Board" will be an 
advisory committee until January 1, 2009. In 2008 the 
sunset bill to reestablish the Board of LVN PT’s was “lost” 
in the last few days of the session and therefore not signed. 
The Board was sunset. Emergency legislation was passed 
to create an advisory committee for the 2008 year. A bill 
to reestablish the board has passed the legislature and they 
will become a board in 2009. They have one more meeting 
scheduled as an advisory committee. 

In November the Department of Consumer Affairs is 
holding a week long education and hearing session. They 
have asked all Boards and Bureau's to arrange to have a 
meeting during this week. The BRN and LVN Board will 
hold their last meeting of the year at this LA site on the 
same day. The public is invited to attend.

John Vertido, LVN was reelected President and Todd 
D'Braunstein was reelected Vice President. This is the 
make up of the Board at this time. The Executive Director 
is concerned about a quorum for the meetings with four 
vacancies.

John Vertido—L.V.N. Educator Member, Board 
President 
 Todd D'Braunstein—P.T. Member, Board Vice-

President 
 Kevin Baucom—P.T. Member 
 Josefina Canchola—Public Member 
 Martin Mariscal—Public Member 
 Kenneth Merchant—Public Member 
 Angelique Stephens—Public Member 
 Vacant—Public Member 
 Vacant—Public Member 
 Vacant—L.V.N. Member 
 Vacant—L.V.N. Member  
Theresa Bella Jones did a good overview of the 

Advisory Committee roll. She also reported that because 
of the budget problems they had 8 retired annuities who 
could not work, they cannot fill 2 positions for nursing 
consultants. She stated renewals are backlogged. President 
Vertido suggested doing your renewal online. You receive 
instance confirmation and at least had that to show you 
had renewed.

Theresa Bella Jones stated that it would take at least 
nine months for any new program to be approved. She 
said they had 67 new requests for programs that staff 
were reviewing. She reminded everyone to work with 
the Nursing Consultants and that you should hear back 
from them within 10 days. IF you did not, call again. 

Her reported stated that there are 183 LVN programs and 
25 intent for programs in the process. California has the 
largest number of LVNs in the nation, New York is second. 
First time takers pass the NCLEX at 73%; 12,300 LVNs 
tested this last year.

A bill passed last year stating that LVNs and PTs were 
required to report incidents that were violations of practice 
or patient harm incidents. There was much discussion 
on what this means. Regulations will be proposed in 
the future. Other licensee’s have had this requirement 
for sometime. Individual’s would be expected to report 
incidents that could cause harm to patients. 

A number of schools were before the board for 
deficiencies when the Board visited the schools.

1. ATC College Oakland had poor passing rates; sent in 
progress reports after the deadline; did not have faculty 
meeting minutes; lack of communication between 
faculty and administration; lack of committee meetings 
and not adhering to admission criteria. Staff had 
recommended two year provisional approval but the 
Board changed it to one year, wanting the school to have 
to come back before them.

2. Career Colleges of America, San Bernardino was placed 
on two year provisional status because of poor passing 
rates; delinquent reports to the board; failure to follow 
screening policies.

3. CenterPointe Learning Institute was recommended 
for provisional accreditation but when the board heard 
the testimony from the Director, they voted to not 
approve. The issues included faculty changes without 
notification; a faculty member who was hired who's 
stated qualifications were false; three versions of policies 
all different from the ones the board had;  using head 
start programs for pediatric clinical without verification 
from the board; not following screening and selecting 
policies; sending in reports after the deadline, among 
a number of other issues.  The Director disagreed with 
the Nursing Consultants interpretation and let the Board 
know this during the testimony. 

4. Coast Health Education Center had issues with the 
Director (there is not one at this time: passing rates, 
admission criteria among others. The owner was out of 
the country and no one was there to present. The board 
asked staff to have the program have representation at 
the November meeting and delayed a final decision until 
someone could be there.

5. Walter Jay MD Institute Vocational Nursing program 
was granted provisional status. They had problems 
with passing rates and admission criteria but had taken 
steps to resolve the delinquencies. They had fired their 
director and hired a new one that came in, after eight 
weeks with a detailed plan to resolve the deficiencies.

Gov. Schwarzenegger Signs 
Legislation to Protect Patients, 

Prevent Deadly Hospital 
Infections

Governor Arnold Schwarzenegger signed legislation, 
supported by ANA\C that will create a robust prevention 
and surveillance system over deadly hospital infections—
fostering improvements within hospitals and providing 
consumers with important information about hospital 
infection rates. Curbing hospital infections will also save 
health care dollars by reducing patients’ length of stay and 
readmissions, as well as minimizing avoidable deaths and 
illnesses. 

“These important measures will help save lives and 
health care dollars by reducing the number of infections 
that people are exposed to while staying in the hospital,” 
Governor Schwarzenegger said. “Improving patient safety 
within hospitals and arming consumers with information 
about hospital infection rates will better protect 
Californians and improve the overall quality of health 
care.”

The American Nurses Association/California actively 
supported these bills including testimony and letters and 
support. “We are proud the Governor recognized the need 
for legislation to protect patients who are vulnerable when 
they are ill” stated ANA\C President Louise Timmer. 
“The Operating Room Nursing Council of California also 
provided expertise and we appreciate their participation in 
shaping this legislation.” 

SB 1058 by Senator Elaine Alquist (D-San Jose) 
establishes the Medical Facility Infection Control and 
Prevention Act or “Nile’s Law,” which requires hospitals 
to develop more comprehensive policies and procedures to 
improve and ensure effective infection control practices. It 
also requires the Department of Public Health to establish 
a health care acquired infection program that will receive 
reports from hospitals on specified hospital-acquired 
infection rates. In addition, hospitals would be required 
to screen certain high-risk patients for Methicillin-
Resistant Staphylococcus Aureus (MRSA) and to provide 
instructions regarding aftercare and precautions to prevent 
the spread of the infection to others. 

SB 158 by Senator Dean Florez (D-Shafter) expands 
upon the current responsibilities of the existing California 
Department of Public Health’s (CDPH) Healthcare 
Associated Infections Advisory Committee. The bill 
requires hospitals and skilled nursing facilities to establish 
plans to improve patient safety. This bill also contains 
detailed training requirements for hospital infection 
control committee chairs, clinicians, and all licensed and 
non-licensed hospital staff.

The Center for Disease Control (CDC) estimates that 
every year two million patients contract a hospital acquired 
infection while being treated for something else, and 
almost 100,000 die every year from these infections.

SB 891 by Senator Lou Correa (D-Santa Ana) builds 
on existing law that authorizes health facilities to practice 
Percutaneous coronary intervention (PCI) by establishing 
the Elective Percutaneous Coronary Intervention Pilot 
Program at CDPH. The program will authorize up to six 
eligible acute care hospitals that are licensed to provide 
cardiac catheterization laboratory service in California, 
and that meet prescribed, additional criteria to perform 
scheduled, elective primary percutaneous coronary 
intervention for eligible patients.

Professional Advocacy

LVN PT Licensing Board
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This year has been a very difficult year for anyone 
involved with health care advocacy. The budget deficit was 
so large that the legislature was not willing to compromise 
on a solution to resolve the problem. Republicans did 
not want to raise taxes and Democrats did not want to 
cut programs. The budget compromise did not cut any 
program but did limit growth in some areas. The budget 
passed was dependent on loans provided through bonds 
that have been denied by the bonding institutions. The 
legislature will have been required to come back and deal 
with an additional shortage. 

Any bill that required major funding did not get through 
the process or were vetoed by the Governor. This included 
the major health care reform bills: AB 1 a and AB 2 a 
Nunez, the reform package of Assemblyspeaker Nunez and 
Governor Swartzenegger failed in committee and SB 840 
Kuehl was vetoed by the Governor. 

Major legislation affecting nursing education had 
mixed results this year: SB 1620 Ashburn would have 
allowed clinical nursing faculty to be hired part time at 
community colleges like the California State University 
system is allowed to do. Our President Louise Timmer 
testified on behalf of ANA\C during hearings on this bill 
unfortunately the bill died in the Assembly Appropriations 
Committee. SB 1621 by Ashburn, a bill that allows 
persons who have a bachelor’s degree to qualify for loan 
assumption agreements under SNAPLE, was signed into 
law. A bill by Senator Padilla that would have set up a 
pilot program for transfer agreements was vetoed. AB 
1754 by Assemblywoman Hayashi would have required 
the community college system to establish grade changing 
policies and procedures that reflect a standard based on 
best practices. This bill was vetoed.

SB 1393 Scott, was chaptered into law mandating 
that a student with a previous degree from a regionally 
accredited institution cannot be required to take additional 
prerequisites for the nursing program unless they are 
prerequisites required for the nursing degree. 

SB 1288 Scott allowing the California State University 
to grant the Doctorate in Nursing Practice Degree failed 
in Senate Appropriations. Our understanding is that a case 
was not made for a need. An informal survey was done 
stating their were openings that were not going to be filled! 
Many nurses get education degrees and sociology degrees 
because a doctorate in nursing is not available. ANA\C is 
working with educators to provide additional information 
when this bill is introduced again.

Nursing practice and staffing bills included: 
AB 13 Brownley which would have required a general 

staffing plan for non-nursing staff was vetoed by the 
Governor; AB 1436 Hernandez would have established a 
scope of practice for nurse practitioners. ANA\C joined the 
California Association of Nurse Practitioners in trying to 
get this bill passed. The bill failed in the Senate Business 
and Professions Committee. A bill that would have allowed 
greater nurse staffing to patients in emergency rooms and 
hospitals during flu season and other regular seasonal 
health issues failed passage in the Assembly Committee on 
Appropriations. 

AB 2244 Price required the Department of Public 
Health to establish a review of the written staffing plans 
from the University of California hospitals. This bill was 
vetoed.

A bill, AB 1605 Lieber, to require the Director of the 
State Department of Public Health to appoint one of the 
Department Chief Deputies as the State Public Health 
Nurse to act as a liaison to public health nursing was 
vetoed by the Governor.

Bills that impacted access to immunizations, testing 
and other health care included AB 1894 Krekorian that 
requires health plans to provide human immunodeficiency 
virus testing, regardless of whether the testing is related to 
the primary diagnosis was signed into law. AB 30 Evans 
extended the coverage requirement for the testing and 
treatment of phenylketonuria by health service plans was 
vetoed by the Governor. 

AB 2279 Leno would have protected persons from 
discrimination if they tested positive for marijuana use and 
they had medical reasons for the use. This bill was vetoed. 

AB 2649 Ma would have specifically limited 
procedures medical assistants could do with patients with 
circulatory disorders. The Governor vetoed this bill stating 
he did not want to start the precedent of establishing a 
laundry list of what medical assistants could do. ANA\C 
had supported the bill. 

AB 2899 Portantion allows publically funded HIV 

sites to advise people who have been tested before and are 
following appropriate public health risk reduction measures 
that they do not need any further education services and 
to determine whether a person should be allowed to self 
administer any data collection forms. This bill was signed 
into law.

Cosmetics
AB 2905 Davis that would have declared the Legislature 

to prohibit the use of lead in lipstick failed passage on the 
Assembly floor. 

SB 1712 Migden also restricted lipstick with lead. This 
bill failed in the Assembly Health Committee

Aesthetic Nursing
Three bills were introduced this year that impacted 

the ability of a Registered Nurse to practice under 
standardized procedures in many settings were introduced 
this year. AB 2398 Nakanishi originally would have 
allowed only physicians to be able to do this procedures 
and only physicians to own the business’s that provided 
the procedure. The final version of the bill required 
penalties for existing law. This bill was vetoed by the 
Governor. SB 1454 Ridley-Thomas was also vetoed by the 
Governor. This bill would have allowed certain licensees 
to verbally give their credentials instead of having to wear 
a name badge and would have set physician supervision 
for outpatient settings. ANA\C along with many aesthetic 
nurses opposed this bill. 

AB 2968 Carter probited performance of an elected 
cosmetic surgery procedure unless the patient has received 
a physical examination by and written clearance from 
a physician or certified nurse practitioner or physician 
assistant. This bill was vetoed.

Department of Consumer Affairs
There were numerous bills this year that impacted the 

licensing boards: AB 1545 Eng reestablished the Board of 
Vocational Nursing and Psychiatric Technicians after they 
were inadvertently sunseted during the last session. This 
bill was signed into law in June of 2008 and takes affect 
January 1, 2009. During the interim a bill was passed to 
allow the board to continue as an advisory board. 

AB 1869 Anderson would have eliminated many boards 
including the Board of Registered Nursing and Board of 
Vocational Nursing and Psychiatric Technicians. This bill 
did not pass out of the Assembly Business and Professions 
Committee.

AB 1925 would have required all boards to provide 
the name and social security number of all licenses to the 
Franchise Tax Board to use if we did not pay taxes. Our 
license would have been suspended. ANA\C opposed this 

bill. We did not believe nurses should be held to a different 
standard then the rest of the public just because we held a 
license. The bill failed in the Senate Revenue and Taxation 
Committee.

AB 1927 Galgiani allows the Board of Vocational 
Nursing and Psychiatric Technicians to deny or revoke 
accreditation of schools who provide education to practice 
in these professions. This bill was signed into law.

AB 2423 requires an applicant with a dismissed 
conviction to provide proof of the dismissal. This bill 
affects the Board of Licensed Vocational Nursing and 
Psychiatric Technicians and was signed into law.

AB 2427 Eng, a bill that would have made it unlawful 
for a city or county to prohibit a healing arts licensee from 
engaging in any act or performing any procedure that falls 
within their licensee was vetoed. This bill would have 
affected nurses doing massage therapy among other issues.

AB 3037 Eng was opposed by ANA\C and failed to 
pass the Assembly floor. This bill would have affected the 
sunset process and allowed one executive director to be 
over multiple boards including the nursing boards. 

End of Life Issues
AB 2565 Eng requires an acute care hospital to adopt a 

policy for providing family or next of kin with a reasonably 
brief period of accommodation from the time a patient is 
declared dead by irreversible cessation of all brain function 
through discontinuation of support. This bill was signed 
into law.

AB 2747 Berg provides that when a health care provider 
makes a diagnosis that a patient has a terminal illness, 
the provider shall provide information and counseling 
regarding legal end-of-life options and provide for the 
referral or transfer of a patient if the patient’s provider 
does not wish to comply with the patient’s request for 
information on end-of-life options. This bill required major 
compromise among many groups and was supported by 
ANA\C and signed into law by the Governor.

AB 3000 Wolk was signed into law requiring a 
patient’s request regarding measures which are in a written 
document signed by the individual should be honored. 

Other Issues: 
AB 2497 Garrick would have removed the requirement 

for motorcycle helmets. This bill was vetoed.
ACR 99 an Assembly Resolution by Swanson urges 

school districts to take necessary steps to increase school 
nurse salaries.

Professional Advocacy

ANA\C 2008 Legislative Report
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On September 18th and 19th the BRN meet in 
Bakersfield, California at the Doubletree Hotel. This is the 
first time the board has been in Bakersfield since the early 
1990’s. 

Executive Director Report
The Executive Director, Ruth Ann Terry, MPH, RN, 

reported that the number of RNs increased by 3.9% 
this past fiscal year. First time examination applicants 
increased by 15% and RNs endorsing into California 
increased by 10%. RNs leaving California are slightly 
higher than RNs coming in, 12,850 endorsing out and 
12,517 endorsing in. There are 356,817 RNs in California 
up from 307,524 in 2004. 

The BRN felt the impact of the budget crisis. All hiring 
was ceased and there was no authorized overtime. The 
Board was granted an exemption for terminating services 
of retired annuitants seasonal and temporary help because 
there work is directly related to protection of human life 
and safety. 

The Board announced that all documents for upcoming 
committee meetings and board meetings would be posted 
on the web and could be downloaded for the public to look 
at. 

Ruth Ann Terry, MPH, RN, attended the National 
Council of Boards of Registered Nursing with President 
and Public Member LaFrancine Tate and Louise 
Bailey, RN, MN Senior Nursing Consultant. Ruth Ann 
acknowledged the presents of ANA\C at the NCSBN 
meeting and thanked AMN Healthcare for being willing 
to sponsor ANA\C to attend the meeting.

Janette Wackerly and Miyo Minato also attended 
the Barriers to Practice APRN Summit at West Coast 
University, sponsored by the California Association of 
Psych Mental Health Nurses in Advanced Practice on 
September 13, 2008.

Diversion/Discipline Committee
Carol Stanford, Division/Probation Program Manager 

reported the current statistics of the Probation program. 
There are 123 male and 352 female nurses in the program. 
Chemical dependency cases make up 261 of the cases 
and 163 cases are and practice related. There are 73 cases 
pending at the attorney general’s office; 37 cases are 
related to advanced practice 26 nurses had surrendered 
their license since January of 2008.

This fiscal year there has been 3900 complaints with 
2754 investigations open, 494 pleadings filed and 339 
disciplinary actions. This is the highest number in the 
history of the board. The Board settled 59% of the cases 
by stipulated agreement. Only 11% of the cases had to go 
to administrative hearing.

The Diversion program has 196 nurses this fiscal year 
with 142 female and 54 male. Substance abuse was 99 of 
the cases; 2 were mental health; 93 dual diagnosis. 109 
were self referrals and 87 were referred by the Board. 
The ethnicity is overwhelming Caucasian at 175 with 10 
Hispanic nurses next 179 cases have been closed this year 
with a total of 3141 cases closed over the life of the whole 
program. 3692 nurses have been in the Diversion Program.

Education Committee
SCHOOLS

A number of Nursing Programs had minor curriculum 
changes and progress reports that were presented to the 
Board. These items are usually approved by staff and 
ratified by the Board at their next meeting. The Board 
voted on whether to continue to approve Loma Linda 
University Baccalaureate Degree Nursing Program, the 
Loma Linda University Nurse Practitioner Program and 
the Bakerfield College Associate Degree Nursing Program. 
The Bakersfield College nursing students were in the 
audience and were excited when the Board voted approval. 

The Board voted to defer action on the continued 
approval of Mount San Jacinto College Associate Degree 
Program. 

A Feasibility Study for Charles Drew University Entry 
Level Master’s Degree nursing program was approved. 
A feasibility study for a prelicensure nursing program at 
Advanced Pro Nursing Institute Associate Degree Nursing 
Program was not accepted. The school started an LVN 
program in 2007 and has only graduated two classes. The 
school is in the Hayward area and the feasibility study was 
not complete.

A feasibility study for the prelicensure nursing program 
at the Institute of Medical Education LVN to RN Associate 
Degree program was not accepted. The 2006 pass rate for 
the LVN program was This Santa Clara schools study 
lacked information on the community and the need for 
the program; needed to revise the curriculum and did 
not address how they were going to recruit faculty. This 
college also does not have degree granting authority. 
Section 2786 of the Nurse Practice Act clearly states the 
program must be able to grant a degree. The Board will 
not accept Feasibility Studies, in the future, from schools 
that cannot grant a degree.

West Coast University, Inland Empire Campus, 
Baccalaureate Nursing program was granted approval 
based on their self study to start admitting students. Doctor 
Dianne Moore, RN is the Vice President of Nursing 
Academics and Doctor JoAnn Grunow, RN is the Dean of 
the Program. Three nursing programs have been started by 
West Coast University with passing rates on the NCLEX in 
the high 80 and 90 percent. 

REGULATIONS
The Board approved the proposed amendments and 

additions to Regulations, Title 16, California Code of 
Regulations, Division 14, Article 3, Schools of Nursing. 
These regulations will be posted soon at the BRN site 
and the Office of Administrative Law, www.oal.ca.gov. 
Please read them! You will have an opportunity to provide 
testimony during the open period, 45 days, but after that 
they are law!

NCLEX
There were 123,133 nurses who took the NCLEX last 

fiscal year with an 85.51% passing rate for first time takers. 
9151 took the examination in California with an 85.93% 
passing rate for first time takers. 

Nursing Practice
The Board shared the Consensus Model for APRN 

Regulation: Licensure, Accreditation Certification and 
Education, approved by the National Council of State 
Boards and the American Nurses Association.

100,000 Licensed 
Nurses will be 
Fingerprinted

Fingerprinting for licensure was required by all 
licensee’s sometime in the early nineties.  Approximately 
100,000 Registered Nurses, 63,000 of them licensed 
in the 20’s, 30’s and 40’s, have not been fingerprinted.  
A Los Angeles Times report decided to look into the 
nurses without fingerprinting and discovered a nurse in 
prison(family was renewing the license at the home), a 
nurse who had been charged with statutory rape, and a 
couple other cases and then sensationalized the issue.  
Because of the newsletter articles, the Board of Registered 
Nursing (BRN) has been granted the budgetary funds 
and is promulgating regulations to require fingerprinting 
of the 100,000 nurses, who are  almost all over the age 
of 50.  The BRN will have to spend thousands of dollars 
to run these fingerprints through the Department of 
Justice.  The impact will be very minimal because there 
is a statute of limitations on the action the BRN can take 
for many convictions, especially if the nurse demonstrates 
rehabilitation.

The articles failed to look at the real reason these nurses 
had not been caught.  In the 1980’s there was a belief 
that licensing should be centralized.  The Department 
of Consumer Affairs, the umbrella agency for most 
licensing agencies, has a lot of control over the budgets of 
these Boards. The BRN had their own investigators who 
were trained to review nursing cases, who went through 
newspaper articles and other media looking for nurses 
who might have committed a crime, who worked full time 
doing nothing except investigating nurses who may have 
been a  potential risk to the public.  These positions were 
deleted from the BRN, along with the budgeted money. 
The funds and positions were then   placed in a centralized 
fund for investigating everything from car repairs  to 
health care licensees.  This change meant the Nursing 
Education Consultants of the BRN, already with full time 
responsibilities, had to take on looking at many of the 
complaints to determine whether they had merit.  It also 
ended the practice of the BRN actively looking for cases.
Instead the system required a nurse to be reported to the 
BRN for a violation of her license. 

Once a complaint is determined to have merit the BRN 
files the complaint with the Attorney General’s (AG) office 
and it becomes part of the backlog of this department.  It 
has taken as long as two years for a case to be prosecuted 
and closed by the AG’s office.  The BRN has no control 
over this process.

The BRN is self funded by the licensing fees, yet every 
time there has been a budget crisis the Board has had to 
cut 10% just like every other state agency.  Governor 
Schwartzenegger is the first Governor to recognize that 
public protection should not be cut in a budget crisis and 
limited the number of cuts the BRN had to take.  The BRN 
was still affected by the cuts.  There has been a budget 
crisis approximately every five years.  These dollarcuts are 
never returned to the BRN.  The money goes into a reserve 
that the legislature has borrowed at least three times in 
history.  

The BRN held an emergency hearing in October to 
promulgate emergency regulations to require the 100,000 
nurses to be fingerprinted.  They will also promulgate a 
regulation to require every nurse to state whether they have 
been convicted of a crime since their license was renewed.  
These emergency regulations must go through the Office 
of Administrative Law and this office must agree that the 
rules are so necessary they need to be implemented via the 
expedited process.  This process will require the BRN to 
post the proposals for a 30 day hearing.  If this process is 
approved the regulations will go into affect in March of 
2009. The regulations still must go through the traditional 
regulation process to be placed permanently in law.    The 
BRN started the emergency process and the traditional 
process at the same meeting.   

Updated information will be on the BRN webpage 
www.rn.ca.gov or on the ANA\C webpage at www.
anacalifornia.org. Those who need to be fingerprinted can 
do so as soon as the regulations become law.  The process 
to get fingerprints done and submit them to the Board will 
be on the websites.  You can do your fingerprints anytime 
after the regulations are passed and before your license 
needs to be renewed. 

Professional Advocacy

Board of Registered Nursing Meets in Bakersfield

Join ANA\C Today!
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SILVER SPRING, MD—The American Nurse 
Association (ANA) is collaborating with nearly two dozen 
national nursing organizations to commission the first 
comprehensive study of its kind in 20 years addressing the 
positive impact the 240,000 Advanced Practice Registered 
Nurses (APRNs) have on health care quality and patient 
outcomes. 

“An Assessment of the Safety, Quality, and 
Effectiveness of Care Provided by Advanced Practice 
Nurses, for the first time, when implemented by January 
2009, will standardize each aspect of the regulatory 
process for APRNs, resulting in increased mobility, and 
will establish independent practice as the norm rather than 
the exception. This will support APRNs caring for patients 
in a safe environment to the full potential of their nursing 
knowledge and skill,” said ANA President Rebecca M. 
Patton, MSN, RN, CNOR.

Substantial challenges to educational expectations and 
certification requirements for APRNs, and the proliferation 
of nursing specializations have sparked debates on 
appropriate credentials, scope of practice, and state-by-
state regulation of nursing scope of practice. To that end, 
the consensus model for APRN regulation focuses on the 
regulation and credentialing of nurses. 

Though APRNs have been linked to improved access 
to health care services, enhanced patient safety, and cost-
effective care, a contemporary systematic review is needed 
to gauge the overall impact these providers are having in 
today’s health care system. 

Researchers will examine research-based evidence 
connected to care provided by nurses in the four APRN 
roles—certified registered nurse anesthetist (CRNA), 
certified nurse-midwife (CNM), certified clinical 
nurse specialist (CNS), and certified nurse practitioner 
(CNP). Additionally, APRNs focus on at least one of six 

ANA\C President Louise Timmer with Elissa Brown, 
Susan Bowman and Board Member Nicole Marcy at 
CNSA Convention

CNSA 2008 State 
Convention

October 9-12, 2008, CNSA held their state convention. 
Several hundred nursing students from the 130 nursing 
programs gathered at the Hilton Hotel, Universal City, Los 
Angeles. The students demonstrated excellent leadership 
skills by discussing resolutions on important health 
issues and bylaws changes and ran a wonderfully lively 
House of Delegates. Many scholarships were awarded to 
nursing students who demonstrated leadership skills in 
their nursing program and through the various statewide 
activities. Nursing faculty were greatly appreciated at the 
convention. Next year, it would be a wonderful experience 
for faculty to plan on attending. In 2009, the CNSA 
convention will be in Sacramento. Stay tuned for more 
information.

The new CNSA Board of Directors were installed. The 
new Board members are:

President: Jeff Huber, Saddleback College
- VP: Briggs Latham, Maurine Church Coburn School 

of Nursing, Monterey Peninsula College
- Secretary/Treasurer: Nancy Chiang, CSU Sacramento
- Convention Director: Sharon Robillos, CSU Sacramento
- Community Health Director: Elena Rilleau, SFSU
- Breakthrough to Nursing: Dazel Roberts, CSU San 

Diego
- Legislative Director: Angela Schwab, CSU San Marcos
- Communications Director: Christopher Passanisi, CSU 

East Bay-Concord
- Co-CR North: Fatima Arastu, SFSU
- Co-CR South: Molly Cocking, SDSU
ANA\C gave a scholarship to Nicole Latham, CSU, 

Sacramento nursing program.

ANA

ANA Partners With 21 National Nursing Organizations To 
Commission A Study Of Advanced Practice Registered Nurses 

On Safety, Effectiveness And Quality Care
population foci: psych/mental health, women’s health, 
adult-gerontology, pediatrics, neonatal, or family. 

The American Nurses Association (ANA) has been 
an active participant in both the APRN Consensus Work 
Group and the subsequently formed Joint Dialogue Group. 
In addition to ANA, members of the Joint Dialogue 
Group are the: American Academy of Nurse Practitioners 
Certification Program, National Association of Clinical 
Nurse Specialists, American Association of Colleges of 
Nursing, American Association of Nurse Anesthetists, 
American College of Nurse-Midwives, American 
Organization of Nurse Executives, National Organization 
of Nurse Practitioner Faculties, National Council of State 
Boards of Nursing, National Council of State Boards of 
Nursing APRN Advisory Committee, National League 
for Nursing Accrediting Commission and nursing compact 
administrators.

CNSA
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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. 

The following four scholarships/awards are 
available through the Golden State Nursing 
Foundation.

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

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

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.

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

Visit our website at
www.anacalifornia.org

Nursing Journals Review on 
Audio CD

We survey hundreds of articles from dozens of leading 
journals. Then we pack the most relevant information 
into an audio CD which is delivered quarterly to your 
door. EARN CE CONTACT HOURS while listening to 
the abstracts and commentaries over a cup of coffee, 
by the pool or while driving to work. You also get a 
printed version delivered to your e-mail address for easy 
reference from any computer.

NAME ________________________________________________

STREET_______________________________________________

CITY, STATE ,ZIP ______________________________________

E-MAIL _______________________________________________

CHECK/MONEY ORDER $49.95 TO: 
Nursing Journals Review  

8310 S. 67th E. Ave. Tulsa, OK 74133                                 
Visit us online www.nursingjournalsreview.com
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CAPNAP

CALIFORNIA ASSOCIATION OF
PSYCHIATRIC/MENTAL HEALTH NURSES

IN ADVANCED PRACTICE

Application for Membership

Perspectives from Clinical 
Nurse Specialists on 

Prescriptive Privileges
LuAnn Sanderson, MSN, PMHCNS-BC

in collaboration with 
Elissa Brown, MSN, PMHCNS-BC

I was asked to share my professional experience as 
a Clinical Nurse Specialist (CNS) with prescriptive 
authority. 

My professional practice as a CNS began in the 
1990s in a state that recognized all Advanced Practice 
Nurses as equally prepared to assess, diagnose, and plan 
treatment including writing orders and prescribing. In 
fact, all Advanced Practice nurses were included under the 
umbrella term “Advanced Registered Nurse Practitioner 
“(ARNP). We completed the same core course work with 
differentiation by our clinical specialty areas. The Family 
Nurse Practitioners (FNPs) and Clinical Nurse Specialists 
(CNSs) graduated together and found support, strength, 
and unity in our professional careers.

As we entered the clinical practice area, we found that 
the unity among our ARNPs set the stage for physicians 
to readily collaborate with us. There was no limit to the 
number of ARNPs with whom a physician was allowed 
to collaborate. However, there were limitations on the 
number of Physician Assistants (PAs) to be supervised by 
physicians on site. 

With the achievement of national certification, our 
Advanced Practice Nurses were entitled to bill for and 
receive 3rd party reimbursement.We operated with 
collaborative agreements i.e. agreements made between 
each Advanced Practice Nurse and a physician. These 
collaborative agreements were in place to ensure patients 
that they would never be caught in the middle of any 
professional conflicts, and that they would be guaranteed 
access to an appropriate provider without delay. 

For the first 10 years ARNP prescriptive authority 
was limited to those working in rural areas. Then, based 
on evidence of successful patient outcomes in rural areas, 
legislation was passed to extend the prescriptive authority 
to ARNPs working in all geographical areas and all 
settings. Our prescriptive authority included ordering 
Controlled Substances schedules II–V. We knew that 
medication management was more that just the act of 
prescribing. It was only a small part of a holistic approach 
to patient care. Medication evaluation and management, 
which today includes medication reconciliation, meant that 
we did a complete review of all medications, assessed what 
each patient needed, and tracked their previous responses 
to medications. We actively looked for ways to minimize 
the number, the dose, and the frequency of medications 
that any one patient was receiving. We were responsible 
for establishing and maintaining regular dosage reduction 
plans. 

In the interest of professional advancement, states need 
to work toward legislation that provides the option of 
prescriptive privileges for all Advanced Practices Nurses. 
Legislation that clarifies required education, supervised 
clinical practice hours, and appropriate titling should be 
standardized across the states. Practicing with prescriptive 
authority has enabled me to offer a more complete package 
of services to patients. 

Because of the unique role of Clinical Nurse Specialists, 
prescriptive authority may not be considered by some to 
be necessary and should remain optional. However, as an 
Advanced Practice Nurse group, we need to acknowledge 
the value of enhancing our own educational foundation. 
With the rapid changes in our healthcare system, 
and emphasis on evidence-based practice, we have a 
professional and ethical responsibility to stay current in all 
areas of our practices.
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Honor A Nurse
A Gift to be Recognized!

The American Nurses Foundation invites you and/or
friends to give a special gift of recognition by making
a special tax-deductible $100 contribution to the ANF! 

Your special nurse will be recognized in the
November/December issue of The American Nurse
for all to see!

Contact ANF at 301-628-5227 or on the 
Web at www.ANFonline.org to make your gift 
by check or credit card today!  

All contributions and information must be received
no later than October 31, 2008!
Please print

Donor name: ______________________________________
Donor Address: __________________________________
Address 2: ______________________________________
Phone number: ____________________________________
Email address: ____________________________________
Mastercard/Visa #: ________________________________
Expiration date: ____________________________________
Signature: ________________________________________
Please Honor: ____________________________________

Name/Credentials

Checks payable to ANF
Mail to ANF Lockbox: 

ANF, PO Box 504342, St. Louis, MO  63150-4342

Your donation supports both ANF and ANA\C!  

On September 13, 2008 the first California Advanced 
Practice Registered Nurse Summit was held on September 
13th at West Coast University in Anaheim. This was an 
opportunity to collaborate on common issues-including 
prescriptive authority for all APRNs in California. The 
Summit was also held to start a collaborative effort to 
improve the delivery of patient care, through increased 
access to highly qualified APRNs. Topics included 
political pathways, healthcare reform in California, and 
discussion around prescriptive authority for each of the 
four APRN roles. 

Approximately 60 advanced practice nurses representing 
the California Nurse Midwife Association, the California 
Association of Nurse Practitioners, the California 
Association of Nurse Anesthetists, Clinical Nurse 
Specialists North and South, the American Psychiatric 
Nurses Association, California Chapter, California School 
Nurses Association, faculty from a number of programs 
and the Board of Registered Nursing attend a summit at 
West Coast University in Orange County. The Summit was 
sponsored by the California Association of Psych/ Mental 
Health Nurses in Advanced Practice (CAPNAP), an 
Affiliate of ANA\C and the American Nurses Association\
California. Funding for the program was provided by a 
grant from Pharma and through the generosity of West 
Coast University. 

Susanne Phillips, MSN, RN, and Doctor Elizabeth 
Dietz, RN plus staff members Miyo Minato, RN and 
Jeannette Wackerly, RN represented the Board of 
Registered Nursing. Tricia Hunter discussed political 
pathways, Terri Roberts, RN from Kansas presented 

their story of working together to achieve legislation 
for all Kansas APRNs. Lisa Kalustian, Chief Deputy 
Director of the Los Angeles Office for Governor Arnold 
Schwartzenegger, gave a presentation about the status of 
“Healthcare Reform in California.” A panel from all of the 
APRN associations plus 2 APRNs on the BRN presented 
the barriers to practice for each group. In the afternoon 
five breakout sessions included nurses from each specialty, 
education and the BRN, who further discussed the barriers 
to practice and how we could collaborate and strategies 
for continuing to work together toward achieving common 
goals. 

All in attendance were excited about the discussion 
and potential for nursing and advanced practice nursing 
in California. Future meetings will be planned as well as 
a permanent communication network and other ongoing 
activities.

We thank everyone who attended for their support in 
making this Summit so successful. We look forward to a 
future of working as a coalition to keep the momentum 
going!

CAPNAP

Advanced Practice Nurses Hold Summit 
Sponsored by CAPNAP and ANA\C

APRN Panel: Susanne Phillips CANP, BJ Snell 
CNM, Tom Wolf CRNA, Elizabeth Dietz, Nursing 
Education, Rita HavrKamp CNS

LuAnn Sanderson CAPNAP Board, Monica 
Weisbrich ANA\C Board, Elissa Brown 
President CAPNAP, Lisa Kalustian Governor 
Swartznegger’s Office, Nancy Brown, Virginia 
Wittig, Muriel Janes

President Elissa Brown
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About the Author
Persis has a rich background in nursing, nursing 

education, and writing. She has written fourteen nursing 
textbooks for two major publishers and several courses for 
Wild Iris.

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).

The information in this course is taken primarily from 
the Centers for Disease Control and Prevention, Prevention 
and Control of Influenza, Recommendations of the 
Advisory Committee on Immunization Practices (ACIP) 
2008–2009 Influenza Vaccine Updates. 

LEARNING OBJECTIVES
Upon completion of this course, you will be able to:
• Discuss the etiology of influenza.
• Describe the clinical signs and symptoms associated 

with influenza.
• Evaluate the effectiveness of flu vaccine in 

preventing infection.
• Compare vaccine types and identify their appropriate 

uses.
• Discuss the types and uses of antivirals for the 

treatment of influenza.
• Explain appropriate control measures to prevent the 

spread of influenza.

THE IMPACT OF INFLUENZA
Influenza (the “flu”) is a highly contagious infection of 

the respiratory tract caused by a myxovirus and transmitted 
by airborne droplets. The incubation period is brief and 
the onset sudden, with chills, fever, and general malaise. 
Symptoms include sore throat, cough, fever, muscle pain, 
and weakness. The disease occurs in isolated cases, 
epidemics, and pandemics. Treatment is symptomatic and 
usually involves bed rest, aspirin, and fluids. Fever and 
malaise distinguish influenza from the common cold. It 
can cause mild to severe illness and, in some instances, 
lead to death. Most healthy people recover within 3 to 10 
days, but bacterial pneumonia may occur among the very 
young, the elderly, and those with chronic pulmonary 
disease. 

Flu usually starts suddenly and may include these 
symptoms:

• Fever (usually high)
• Headache 
• Extreme fatigue
• Cough and sneezing
• Sore throat (rhinitis)
• Runny or stuffy nose 
• Body aches 
• Diarrhea and vomiting (more common in children) 
• Irritated, watery eyes
These indications of illness are referred to as "flu-like 

symptoms." Other illnesses, including the common cold, 
can have similar symptoms. 

Human influenza is transmitted primarily via large, virus-
laden droplets that are generated when infected individuals 
cough or sneeze. These large droplets may be deposited 
directly onto the mucosal surfaces of the upper respiratory 
tract of susceptible individuals who are near the droplet source. 
Transmission may also occur through direct or indirect contact 
with infectious respiratory secretions. It is possible for a person 
to be actively transmitting the flu virus without having any 
signs and symptoms of the disease. 

Epidemics of influenza typically occur during the 
winter months. Although the incidence of influenza 
can vary widely, the Center for Disease Control reports 
that every year in the United States there are more than 
200,000 hospitalizations and approximately 36,000 deaths 
directly associated with influenza. 

Influenza viruses cause disease among all age groups. 
Rates of infection are highest among children, but rates 
of serious illness and death are highest among people 
over 65 years of age and people of any age who have 
medical conditions that place them at increased risk for 
complications from influenza. 

Influenza vaccination is the primary method for 
preventing influenza and its severe complications. Such 
vaccination helps reduce influenza-related respiratory 
illness, complications, physician visits, hospitalization, and 
death among people at high risk. 

While antiviral drugs have been developed to reduce 
the symptoms and complications of the disease, different 
strains of influenza virus have different degrees of 
resistance to the drugs. As a result the effectiveness of 
these drugs is limited. For this reason, vaccination is a far 
more effective way to control influenza.

The BIOLOGY OF INFLUENZA
The influenza virus is an RNA virus of the family 

Orthomyxoviridae (the influenza viruses). Two types of 
influenza viruses cause epidemic human disease: Influenza 
A and B. 

Influenza A viruses are categorized into subtypes on 
the basis of two surface antigens: hemagglutinin (H) and 
neuraminidase (N). Antigens are substances the body 
recognizes as foreign; as a result, the body reacts with 
what is called an immune response. Influenza B viruses do 
not have identified subtype categories. 

The influenza A and B viruses are further separated 
into groups on the basis of antigenic (immune response) 
characteristics. New influenza virus variants result from 
frequent antigenic drift. 

Antigenic drift is the tendency of a virus to alter its 
genetic makeup. Thus, new antibodies must be produced to 
combat the altered virus. When this occurs, a new vaccine 
is required. As a consequence, people need repeated 
vaccinations to protect them from the altered viruses. 
Influenza B viruses undergo antigenic drift less rapidly 
than influenza A viruses. 

A person's immunity to the surface antigens, including 
hemagglutinin, reduces the likelihood of infection and the 
severity of the disease if infection occurs. An antibody 
against one influenza virus type or subtype confers little 
or no protection against another. Furthermore, antibodies 
to one antigenic variant of influenza virus may not 
protect against a new antigenic variant of the same type 
or subtype. Frequent development of antigenic variants 
through antigenic drift is the virologic basis for seasonal 
epidemics and the reason that each year the new strains 
must be included in the latest influenza vaccine.

 
SIGNS AND SYMPTOMS 

Uncomplicated influenza illness is characterized by the 
abrupt onset of constitutional and respiratory signs and 
symptoms such as fever, muscle pain headache, malaise, 
nonproductive cough, sore throat, and rhinitis. Among 
children, nausea, vomiting, and otitis media are commonly 
reported with influenza illness. On the basis of symptoms 
alone, respiratory illness caused by influenza is difficult 
to distinguish from illness caused by other respiratory 
pathogens.

Among certain individuals, influenza can exacerbate 
underlying medical conditions such as pulmonary or 
cardiac disease, lead to secondary bacterial pneumonia or 
primary influenza viral pneumonia, or occur as part of a 
co-infection with other viral or bacterial pathogens. 

Young children with influenza infection can have initial 
high fevers that mimic bacterial sepsis. Influenza has also 
been associated with encephalopathy, transverse myelitis, 
myositis, myocarditis, and pericarditis. Children who 
are medicated with aspirin have a 35% increased risk of 
developing Reye’s syndrome, a serious, life-threatening 
fatty infiltration of internal organs and encephalopathy. For 
this reason, aspirin should not be administered to children 
under 18 years of age. 

The incubation period for influenza is 1 to 3 days. 
Adults typically are infectious from the day before 
symptoms begin through approximately 5 days after onset 
of illness. Children can be infectious for more than ten 
days, and severely immunocompromised individuals for 
weeks or months. 

THE RISKS FOR COMPLICATIONS 
The risks for complications, hospitalizations, and deaths 

from influenza are higher among adults over the age of 65, 
young children, and individuals of any age with certain 
underlying health conditions. Risks are lower among 
healthy older children and younger adults. Estimated rates 
of influenza-associated hospitalizations vary substantially 
by age group. 

INFLUENZA VACCINES
Two types of vaccine are available in the United States: 

Trivalent inactivated vaccine (TIV) and live attenuated 
influenza vaccine (LAIV). TIV contains dead virus. 
LAIV contains attenuated (or weakened) viruses. The 
weakened strains of LAIV do not usually cause illness 
because they have lost virulence. However, they may 
possibly reproduce and cause disease, especially in persons 
with weakened immune systems. Both types of vaccines 
reduce the risk for virus infection and its complications. 

Comparing TIV and LAIV
Administered annually to provide optimal protection, 

both TIV and LAIV provide effective prevention 
against influenza. Both vaccines contain strains of 
influenza viruses antigenically equivalent to the annually 
recommended strains: one influenza A(H3N2) virus, 
one A(H1N1) virus, and one B virus. Each year, based 
upon global surveillance for influenza viruses and the 
emergence and spread of new strains, one or more virus 
strains might be changed. Viruses for both vaccines are 
grown in eggs. The vaccines do differ in several aspects.

TIV [trivalent inactivated vaccine]
LAIV [live attenuated influenza vaccine]
TIV contains killed viruses, and thus cannot produce 

signs or symptoms of influenza virus infection. TIV 
is approved for use among individuals over 6 months 
of age, including both those who are healthy and those 
with chronic medical conditions by the Food and Drug 
Administration (FDA). The vaccine is administered 
intramuscularly. 

LAIV contains live, attenuated viruses and has a 
potential to produce mild symptoms related to influenza 
virus infection. It is FDA-approved only for use among 
healthy individuals ages 5 to 49 years of age and is 
administered intranasally by sprayer. 

Effectiveness of TIV 
Over time, the effectiveness of TIV has been amply 

demonstrated. Multiples studies have established that high 
post-vaccination hemagglutination inhibition antibody 
titers develop in the majority of vaccinated children and 
young adults. These antibodies are protective against 
illness caused by strains that are antigenically similar to 
those strains of the same type or subtype included in the 
vaccine.

Dosage recommendations vary according to age group. 
Among previously unvaccinated children aged 6 months up 
to 9 years, two doses of inactivated vaccine administered 
>1 month apart are recommended for eliciting satisfactory 
antibody responses. If possible, the second dose should be 
administered before the onset of influenza season. 

If a child aged 6 months up to 9 years receiving 
influenza vaccine for the first time does not receive a 
second dose of vaccine within the same season, only one 
dose of vaccine should be administered the following 
season; two doses are not required at that time. The CDC’s 
Advisory Committee on Immunization Practices (ACIP) 
does not recommend that a child receiving influenza 
vaccine for the first time be administered the first dose of 
vaccine in the spring as a priming dose for the following 
season.

Among adults, studies have indicated limited or no 
improvement in antibody response when a second dose 
is administered during the same season. Even when the 
current influenza vaccine contains one or more antigens 
administered in previous years, annual vaccination is 
necessary because immunity declines during the year after 
vaccination. Vaccine prepared for a previous influenza 
season should not be administered to provide protection 
for the current season.

Children under 6 months of age usually acquire 
protective levels of anti-influenza antibody against 
specific influenza virus strains after vaccination, although 
the antibody response among children at high risk for 
complications might be lower than among healthy children. 
Two studies have documented that TIV vaccine decreases 
the incidence of influenza-associated otitis media among 
young children by approximately 30%.

Effectiveness of LAIV
The immunity provided by LAIV has been assessed 

in multiple studies. The LAIV virus strains replicate 
primarily in the cells of the nasopharynx. Its protective 
mechanisms are not completely understood but they appear 

(Continued on page 16)
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to involve antibodies in both serum and nasal secretions. 
In studies, LAIV demonstrated up to 92% efficacy in 
preventing influenza in healthy children. It was also 
associated with reductions in otitis media (ear infections). 

In a controlled study of both LAIV and TIV among 
92 healthy adults, the overall efficacy against all three 
influenza strains combined was between 85% and 
71%. The difference between the two vaccines was not 
statistically significant.

Multiple studies have demonstrated the ability of LAIV 
to stimulate an immune response (immunogenicity). 
LAIV is an option for vaccination of healthy, nonpregnant 
individuals aged 5 to 49 years who want to avoid influenza, 
and those who might be in close contact with others at 
high risk for severe complications, including healthcare 
workers. 

LAIV can be administered to clients with minor acute 
illnesses (eg, diarrhea or mild upper respiratory tract 
infection with or without fever). However, if clinical 
judgment indicates nasal congestion is present that might 
impede delivery of the vaccine to the nasopharyngeal 
mucosa, deferral of administration should be considered 
until resolution of the illness.

The following populations should not be vaccinated 
with LAIV:

• People under 5 years or over 50 years of age
• People with asthma, reactive airways disease, 

or other chronic disorders of the pulmonary 
or cardiovascular systems; people with other 
underlying medical conditions, including such 
metabolic diseases as diabetes, renal dysfunction, 
and hemoglobinopathies; or people with known or 
suspected immunodeficiency diseases or who are 
receiving immunosuppressive therapies

• Children or adolescents receiving aspirin or other 
salicylates (because of the association of Reye 
syndrome with wild-type influenza virus infection);

• People with a history of group-B strep (GBS)
• Pregnant women
• People with a history of hypersensitivity, including 

anaphylaxis, to any of the components of LAIV or to 
eggs

The safety and effectiveness of LAIV co-administration 
with influenza antiviral medications has not been studied. 
However, because these antivirals reduce replication of 
influenza viruses, LAIV should not be administered 
until 48 hours after cessation of influenza antivirals, and 
influenza antiviral medications should not be administered 
for two weeks after receipt of LAIV.

LAIV must be stored at -15°C or colder in a frost-free 

freezer; a freezer box is no longer required. It can be 
thawed in a refrigerator and stored at 2°C to 8°C for up to 
60 hours before use. It should not be refrozen after thawing 
because its potency could be decreased.

VACCINATION PROTOCOLS
Vaccination efficacy depends primarily on the age and 

the immune system of the recipient, whether the viruses 
in the vaccine match the viruses in circulation, and the 
outcome being measured. Individuals with moderate-to-
severe febrile illness should not be vaccinated until their 
symptoms abate. However, minor illnesses with or without 
fever do not contraindicate use of influenza vaccine, 
particularly among children with mild upper-respiratory 
tract infection or allergic rhinitis.

Vaccine effectiveness is lower among previously 
unvaccinated children under 9 years of age if they have 
received only one dose of vaccine, compared with children 
who have received two doses. All children aged 6 months 
up to 9 years who have never been vaccinated with 
either LAIV or TIV should receive two doses of vaccine. 
Children in this age range who receive TIV should have 
a booster dose of TIV administered at least 1 month after 
the initial dose and before the onset of influenza season, if 
possible. 

LAIV is to be used only as a nasal spray and should 
not be administered by the intramuscular, intradermal, or 
intravenous route. It must be thawed before administration. 
This can be accomplished by holding an individual 
sprayer in the palm of the hand until thawed and then 
administering it immediately. Alternately, the vaccine can 
be thawed in a refrigerator and stored at 2°C to 8°C for up 
to 60 hours before use. Vaccine should not be refrozen 
after thawing. 

LAIV is supplied in a pre-filled single-use sprayer 
containing 0.5 mL of vaccine. Approximately 0.25 mL 
(half of the sprayer contents) is sprayed into the first nostril 
with the recipient in upright position. An attached dose-
divider clip is removed from the sprayer to administer the 
second half of the dose into the other nostril. Even if the 
vaccine recipient sneezes after administration, the dose 
should not be repeated.

LAIV should be administered annually according to the 
following schedule:

• Children aged 5 up to 9 years previously 
unvaccinated at any time with either LAIV or TIV 
should receive two doses of LAIV separated by 6 
to 10 weeks; if possible, the second dose of vaccine 
should be administered before the onset of influenza 
season.

• Children aged 5 up to 9 years previously vaccinated 
with either LAIV or TIV should receive one dose of 
LAIV. They do not require a second dose.

• Individuals aged 9 to 49 years should receive one 
dose of LAIV.

During periods when inactivated vaccine is in short 
supply, use of LAIV is encouraged when feasible for 
those eligible (including healthcare workers) in hopes of 
increasing availability of TIV for individuals in high-risk 
groups. Possible advantages of LAIV include its potential 
to induce a broad mucosal and systemic immune response, 
its ease of administration, and the general preference of 
nasal spray over injection. 

Vaccine shortages do occur. When they do, the 
following populations have highest priority: 

• All children 6 to 23 months

• Healthy children aged 24 to 59 months and their 
household contacts and out-of-home caregivers

• Adults 65 years and older 

• Individuals 2 to 64 years with underlying chronic 
medical conditions 

• All women who will be pregnant during the 
influenza season 

• Residents of nursing homes and long-term care 
facilities

• Children ages 6 months to 18 years on chronic 
aspirin therapy 

• Healthcare workers involved in direct client care

• Out-of-home caregivers and household contacts of 
children of ages under 6 months

The ACIP emphasizes that influenza vaccine should 
continue to be offered throughout the influenza season 
even after influenza has been documented in a community.

ACIP [Advisory Committee on Immunization 
Practices]

Contraindications for Influenza Vaccine
Individuals in the following groups should not receive 

influenza vaccine before talking with their doctor: 
• Those with a severe allergy (ie, anaphylactic allergic 

reaction) to hens' eggs 
• People who had onset of Guillain-Barré syndrome 

during the 6 weeks after receiving influenza vaccine

USING ANTIVIRAL AGENTS FOR INFLUENZA 
Antiviral drugs for influenza are an adjunct to influenza 

vaccine for controlling and preventing influenza. These 
agents are not a substitute for vaccination. Although there 
is ongoing research on influenza on molecular virology, 
including studies by the Influenza Genome Sequencing 
Project, at present, only two classes of anti-viral drugs are 
available in the United States: neuraminidase inhibitors 
and M2 inhibitors (adamantine derivatives). 

Neuraminidase Inhibitors 
Neuraminidase inhibitors are antiviral drugs such 

as oseltamivir (Tamiflu) and zanamivir (Relenza). 
These drugs are designed to halt the spread of the virus 
in the body. They are effective against both influenza 
A and B and have been found to reduce symptoms and 
complications. Because different strains of influenza 
viruses have differing degrees of resistance to these 
antivirals, they may not be effective in a future pandemic.

M2 Inhibitors 
M2 inhibitors are antiviral drugs such as amantadine 

and rimantadine. They are designed to block a viral 
ion channel (M2 protein) and prevent the virus from 
infecting cells. These drugs are sometimes effective 
against influenza A if given early in the infection but are 
not effective against influenza B. During the 2005–2006 
influenza season, the CDC recommended against using 
M2 inhibitors. 

 
INFECTION CONTROL MEASURES 

The flu spreads in droplets from coughing and 
sneezing. It usually spreads from person to person, though 
occasionally people may become infected if they touch the 
mouth and nose after by touching something with virus 
particles on it. 

A combination of infection control strategies is 
recommended to decrease transmission of influenza in 
healthcare settings. These include influenza immunization 
for people at high risk for complications, immunization for 
healthcare workers, respiratory hygiene/cough etiquette, 
Standard Precautions and droplet precautions, and visitor 
and worker restrictions programs. Influenza clients should 
be given private rooms when possible and healthcare 
personnel should be encouraged to wear masks for close 
client contact (within 3 feet), and gowns and gloves if 
contact with respiratory secretions is likely. 

The use of surgical or procedure masks by infectious 
clients may help contain their respiratory secretions and 
limit exposure to others. When a client is not wearing 
a mask (eg, in an isolation room), having healthcare 
personnel mask for close contact with the client may 
prevent nose and mouth contact with respiratory droplets. 
However, no studies have definitively shown that mask use 
by either infectious clients or healthcare personnel prevents 
influenza transmission. 

In the United States, disposable surgical and procedure 
masks have been used widely in healthcare settings to 
prevent exposure to respiratory infections, but they have 
not been used commonly in community settings, such as 
schools or businesses, or at public gatherings.

CONCLUSION
Vaccination is the primary method for preventing 

influenza and its secondary complications. The 
introduction of live attenuated influenza vaccine (LAIV) 
administered intranasally is simplifying delivery of this 
crucial medication to a large segment of the population. 
Administration of antiviral medications, either for the 
early treatment of influenza infection or for prophylaxis, is 
a useful adjunct in the control of influenza.
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1. Influenza is a contagious respiratory illness that 
causes mild to severe illness but is never fatal. 
a. True
b. False

2. Which of the following symptoms are commonly 
associated with influenza in adults? 
a. Sudden onset of fever with diarrhea and 

vomiting 
b. Sudden onset of fever with headache and 

diarrhea 
c. Sudden onset of fever, headache, tiredness, 

cough, sore throat, runny nose, and body aches 
d. Gradual onset of fever with headache, cough, 

and sore throat

3. Influenza is spread through direct and indirect 
contact with virus-laden droplets. 
a. True
b. False

4. The primary method for preventing influenza and 
its severe complications is: 
a. Vaccination.
b. Antiviral medications.
c. Handwashing.
d. Isolation.

5. Influenza A viruses are categorized into subtypes 
on the basis of their: 
a. Effects on specific age groups.
b. Surface antigens.
c. Presence in certain geographical regions.
d. Morbidity rates.

6. Antigenic drift is: 
a. Immunocompromise due to poor health habits.
b. Poor immune response to established viruses.
c. Alteration of the genetic makeup of a virus.
d. Movement of viruses globally in a pandemic.

7. Healthy adults who have influenza may be able to 
infect others: 
a. One day before getting symptoms and up to 5 

days after getting sick. 
b. One week before getting symptoms and up to 2 

weeks after getting sick.
c. Only after they are symptomatic.
d. Only before they are symptomatic.

8. The risks for complications of influenza are spread 
equally across all age groups. 
a. True
b. False

9. Live attenuated influenza vaccine (LAIV) may 
cause mild, flu-like symptoms because: 
a. It contains live virus.
b. It is given in two doses.
c. It is more potent, and also more effective.
d. Attenuated strains have greater virulence.

10. Trivalent inactivated vaccine (TIV) contains dead 
viruses and is approved for administration to 
anyone over six months of age. 
a. True
b. False

11. Live attenuated influenza vaccine (LAIV) is 
administered: 
a. Intranasally to infants under 6 months of age.
b. Intranasally to people aged 5 to 49 years.
c. Intranasally to adults over age 50.
d. Intramuscularly to children under age 5.

12. Improved antibody response is apparent when: 
a. Adults receive two vaccine doses in the same 

season.
b. Children receive two vaccine doses 

approximately four weeks apart.
c. Children with mild febrile illness are vaccinated 

after their symptoms have abated.
d. Children receive a priming dose in the spring, 

followed by a second dose after the onset of flu 
season.

13. When used to inoculate healthy adults, TIV and 
LAIV are equally effective. 
a. True
b. False

14. LAIV must be stored: 
a. In a refrigerator.
b. In a freezer box within a standard freezer. 
c. At 0°C.
d. In a frost-free freezer.

15. Antiviral drugs such as zanamivir and oseltamivir 
can be given as a substitute for the influenza 
vaccination. 
a. True
b. False

Registration Information 
for Influenza Update 2008

To receive contact hours and a certificate of 
completion for this module, complete the post test 
and send it along with the completed registration form 
and a $10.00 check to: Wild Iris Medical Education, 
PO Box 257, Comptche, CA 95427 * If your score is 
below 70%. A new copy of the post test 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
Select one answer for each question.

1. This course covered the objectives.

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

2. This course took 60 minutes per contact hour to complete. 

 Yes________ No________

3. This offering met my professional and educational learning needs. 

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

4. The manner in which this material was presented was effective.

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

5. The course material was presented in an understandable manner.

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

6. The course was accurate and current.

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

7. The educational level of this course was appropriate.

 Agree______  Somewhat agree_______  Neutral_______  Somewhat disagree _______  Disagree______

Comments

Continuing Education Course Wild Iris

POST TEST
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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

Membership and Communication

ANA\California 
Calendar of Events
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. 

December 31, 2008—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.

January 1—Ballot and Bylaws Mailed

February 1—Ballot must be postmarked to office

February 9—Newsletter deadline for articles

February 20—BVNPT Board Meeting in San Diego

March 1 and 8—ANA\C Board Meeting and New 
Member Orientation Sacramento

April 26 and 27—RN Lobby Days

Bracelets are $3.00/piece
And offered in both green and apricot camo swirl, 

mix and match your order.
Get your Nursing Awareness Bracelets

Share the Passion of Nursing

Name: ________________________________________________

Address:______________________________________________

City, State, Zip ________________________________________

Home Phone: __________________________________________

Business Phone: _______________________________________

Shipping & Handling

1-10 $2.50  11-20 $5.00  21-30 $7.50

Bracelets ______________________ @ $3.00 = ____________

____ Green Camo ____Apricot Camo

S&H ____________________________  Total = ____________

Please make check payable to the American Nurses’ Association 

\ California and mail with completed form to 1121 L Street, 

Suite 409, Sacramento, CA 95814

Visa ____  MC ____  AMEX_____

Card # _______________________________________________

Ex. Date ______________________________________________

Signature _____________________________________________

Card address if different from above: _____________________

 _____________________________________________________

American Nurses Association California

Merchandise
Order Form

 Description Qty. Price Subtotal

 ___________________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

 Order total:  ____________________

 Shipping:  ____________________

 Total:  ____________________

Name:  _____________________________________________________________________

Address: ___________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

Phone: _____________________________________________________________________

E-Mail: ____________________________________________________________________

Method of Payment

❑ Check - Payable to ANA\C

❑ Visa

❑ MasterCard

❑ American Express

 ___________________________________________________________________________

Credit Card#                     Exp. Date

 ___________________________________________________________________________

ANA\California
Attn: MicheleT

1121 L Street, Suite 409
Sacramento, CA 95814

(916) 447-0225 Phone (916) 442-4394 Fax

Save the Date 

RN Lobby Days 2009

Sunday, April 26, 2009 &
Monday, April 27, 2009

See page 7 for more information
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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 #

.................................... $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


