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Chemical
Exposures on the
Job May Be Linked
to Diseases in
Nurses
First ever national survey finds widespread
exposure to chemicals and radiation and almost
no mandatory workplace health protections.
WASHINGTON—A first ever national
survey of nurses’ exposures to chemicals,
pharmaceuticals and radiation on the job
suggests there are links between serious health
problems such as cancer, asthma, miscarriages
and children's birth defects and the duration
and intensity of these exposures. The survey
included 1,500 nurses from all 50 states.
The results were released online in
December 2007 at, http://www.ewg.org/reports/
nursesurvey, by the Environmental Working
Group, the American Nurses Association,
Health Care Without Harm, the Environmental
Health Education Center at the University of
Maryland School of Nursing. The survey was
extremely detailed and is the first of its kind,
but it was not a controlled, statistically designed
study.
Every day, nurses confront low-level but
repeated exposures to mixtures of hazardous
materials
that
include
residues
from
medications, anesthetic gases, sterilizing
and disinfecting chemicals, radiation, latex,
cleaning chemicals, hand and skin disinfection
products, and even mercury escaping from
broken medical equipment. There are no
workplace safety standards to protect nurses
from the combined effects of these exposures
on their health.
“Nurses are exposed daily to scores of
different toxic chemicals and other hazardous
materials whose cumulative health risks
have never been studied,” said Jane Houlihan,
Vice President for Research at Environmental
Working Group. “Nurses ingest, touch or breathe
residues of any number of these potentially
harmful substances as they care for patients,
day after day and face potential but unstudied
health problems as a result.”
"This survey is a call to action for nurses
to demand the use of safer products and
protective measures to control exposures to
hazardous agents in the workplace," said Anna
Gilmore Hall, RN, executive director of Health
Care Without Harm, an international coalition
working to reduce the environmental impact of
the health care sector.
The Centers for Disease Control proposed a
National Occupational Exposure Survey for the
health care industry in 2002. To date, no such
survey has been initiated to better understand
the range of potentially hazardous chemical
exposure in the health care industry and
related illnesses.
"For many of the toxic chemicals in hospitals
there are safer alternative or safer processes.
We must make these healthier choices for
the sake of our patients, nurses and all
hospital employees," said Barbara Sattler, RN,
(Continued on page 2)

President’s Message
Ella Harmeyer, MS, RN
As I sit here writing this the week before
Christmas, it seems logical to begin by wishing
all of you a Merry Christmas. Then I am reminded
that this publication will land on your desk as a
February/March/April issue, and thus it seems a
more fitting introduction is at least Happy New
Year. So let’s begin there. 2008!! WOW!! Does time
seem to be flying for the rest of you as it does for
me? I feel as if a few short months ago we were
concerned that our computers would crash at
midnight of the new millennium; yet sometimes
that does seem far away. So a new year is the time
for reviewing old battles and beginning new ones.
Focus on workforce development continues.
While practice areas look for nurses to fill open
positions and address quality of care issues
with staff shortages, schools of nursing compete
for nursing faculty, unable to increase student
slots without faculty to teach them. We are also
reminded that the points of practice and education
are intrinsically linked in that, as education
programs try to increase student numbers at the
request of practice sites, student positions can
only be added to the degree that practice sites
can accommodate additional students’ clinical
experiences. (Cliché “Catch 22” comes to mind.)
My challenge for each one of you this year of
2008 is to look around your professional arena
and commit to one action that would impact
the workforce development initiative. Nursing
educators can dig a bit deeper into their teaching
techniques’ knowledge base and create at least one
idea for moving the nursing educational framework
forward. What new technology or opportunities
are there for providing students with clinical
experiences? Staff nurses know their practice units
better than anyone else. How might your unit work
with nursing students to provide clinical practice
for them and increase their availability to become
your colleagues of tomorrow?
Even as I put this on paper I’m thinking that
adding one more thing to my ‘to do’ list might seem
more than I can handle, but do you have just 15
minutes? If each of us carved out just 15 minutes
a day to brainstorm this current problem, we
could move forward so much stronger and faster.
Problems broken down into smaller components
often lose much of their power to frustrate. (Cliché
—even eating an elephant is possible just one bite
at a time.)
Workplace safety also continues to head the list
of issues for nursing currently. ANA has launched
a new web page to link nurses to information on
safe staffing. It includes the opportunity
to share your story of staffing concerns
or innovations and provides a link to the
current legislative initiatives at the federal
level and how to get connected to the latest
ongoing discussions effecting safe practice.
The following link should put you there
http://www.safestaffingsaveslives.org/.
In all of the issues which crossed my
mind in working as your President, I was
very aware of adding the writing of this
editorial to my list of things to do. What
I did not anticipate was the wonderful
responses I would get from members and
non-members alike with whom I have
crossed paths in the past and who would

see my first attempt at
this and contact me. I
have always considered
networking to be one
of the greatest tools
and strengths of our
Ella Harmeyer
profession—nu rses
always feel an instant
kinship
with
other
nurses. It has really been fun to hear from all of
you.
As flights of association happen to me all the
time, hearing from all of you also reminded me
that nurses united have the potential to be an
incredible force in the health care world. With
that in mind, I ask that those of you who are not
currently members of ISNA take a few minutes to
reconsider becoming part of the voice of nurses
in Indiana and the U.S. Check out our web site;
add up the benefits of membership. Think about
the importance of your career in your life. How
do you value being a nurse? What is it worth
to you to protect your license and to be a part of
the cutting edge of nursing decisions in Indiana?
Membership costs less than ONE DOLLAR a day.
For those of you who think you are too busy to
become involved and are afraid we will add to
your ‘things to do’ list, we would love to do that;
however, your membership dollars allow ISNA
to move forward faster and stronger even if your
day-to-day schedule does not allow you to chair
a committee or go to another meeting. If you have
(Continued on page 2)
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CHEMICAL EXPOSURES...

(continued from page 1)

(continued from page 1)

joined the ranks of “bakeless bake sales” because
you do not have time to bake cookies but you will
give money to support the cause, your membership
can give you access to the information network
of ISNA, the American Nurses Association, the
Center for American Nurses, and the International
Council of Nurses without requiring you to attend
another meeting. Give it some thought: LESS than
a dollar a day.
On that note, and still keeping the holiday
milestones in mind, I will finish by wishing you
a very Happy Valentine’s Day and a great Saint
Patrick’s Day. Easter will have to wait for the next
edition!!

DrPH, FAAN, Professor and Director of the
Environmental Health Education Center at the
University of Maryland School of Nursing.
"ANA is dedicated to ensuring the health and
safety of nurses and their patients," said Rebecca
M. Patton, MSN, RN, CNOR, President, American
Nurses Association. "We are pleased to work with
our partners to bring attention to the growing
concern over chemical exposures in the workplace,
and ANA will continue its efforts on behalf of the
nursing profession to create healthier working
environments."

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

Environmental Working Group is a nonprofit
research organization based in Washington, DC that
uses the power of information to protect human health
and the environment.
Health Care Without Harm is an international
coalition of over 460 organizations in more than 50
countries, working to transform the health care sector
so it is no longer a source of harm to people and the
environment.
The Environmental Health Education Center at the
University of Maryland School of Nursing engages in
education, practice, research, and policy regarding
the relationship between the environment and human
health. The School of Nursing, founded in 1889, is one
of the oldest and largest nursing schools, and is ranked
seventh nationally. Enrolling more than 1,600 students
in its baccalaureate, master’s, and doctoral programs,
the School develops leaders who shape the profession of
nursing and impact the health care environment.
American Nurses Association is the only full-service
professional organization representing the interests of
the nation's 2.9 million registered nurses through its
54 constituent member nurses associations. The ANA
advances the nursing profession by fostering high
standards of nursing practice, promoting the rights
of nurses in the workplace, projecting a positive and
realistic view of nursing, and by lobbying the Congress
and regulatory agencies on health care issues affecting
nurses and the public.

ISNA Board of Directors

Row 1 (1-r) Ella Harmeyer, Jennifer Embree,
Barbara Kelly. Row 2 (l-r) Katie Willock, Mike
Fights, Eleanor Donnelly, Vicki Johnson, Paula
McAfee, Judy Barbeau.

Join ISNA Today!

ISNA BULLETIN

Materials may not be reproduced without written permission
from the Editor. Views stated may not necessarily represent
those of the Indiana State Nurses Association, Inc.
ISNA Staff
Ernest C. Klein, Jr., CAE, Editor
Sara F. Denny, Editorial Assistant

Officers: Ella S. Harmeyer, President; Barbara B. Kelly, VicePresident; Judy A. Barbeau, Secretary; and Paula McAfee,
Treasurer.
Directors:
Eleanor
Donnelly,
Jennifer
Embree,
Michael Fights, Vicki L. Johnson, and Katherine M. Willock.
ISNA MISSION STATEMENT
ISNA works through its members to ensure quality
nursing care.
ISNA accomplishes its mission through advocacy, education,
information, and leadership.
ISNA is a multi-purpose professional association serving
registered nurses since 1903.
ISNA is a constituent member of the American Nurses
Association and an associate member of the United
American Nurses.
BULLETIN COPY DEADLINE DATES
All ISNA members are encouraged to submit material
for publication that is of interest to nurses. The material
will be reviewed and may be edited for publication. To
submit an article mail to ISNA Bulletin, 2915 North High
School Road, Indianapolis, IN 46224-2969 or E-mail to
klein@indiananurses.org.
The ISNA Bulletin is published quarterly. Copy deadline is
December 15 for publication in the February/March/April
ISNA Bulletin; March 15 for May/June/July publication; June
15 for August/September/October, and September 15 for
November/December/January.
If you wish additional information or have questions, please
contact ISNA headquarters.
Advertising Rates Contact—Arthur L. Davis Publishing
Agency, Inc., 517 Washington St., P.O. Box 216, Cedar Falls,
IA 50613, 800-626-4081. ISNA and the Arthur L. Davis
Publishing Agency, Inc. reserve the right to reject any
advertisement. Responsibility for errors in advertising is
limited to corrections in the next issue or refund of price of
advertisement.

February, March, April 2008—ISNA Bulletin—Page 3

✁

The Indiana State Nurses Association is a Constituent Member of the
American Nurses Association and the Center for American Nurses

ISNA Members in
the News

APPLICATION FOR RN MEMBERSHIP
Or complete online at www.NursingWorld.org

PLEASE PRINT OR TYPE

Dr. Cynthia Stone, Indianapolis, received the
2007 Indiana University School of Nursing Alumni
Association Special Recognition Award during the
2007 Nursing Reunion Weekend. Cyndi is chair of
the ISNA-Nurse Political Action Committee (PAC).
Dr. Tamilyn Bakas, Westfield, and Dr. Joan
Ellen Haase, Carmel, were among 54 nurse leaders
inducted as fellows into the American Academy
of Nursing during its 34th Annual Meeting and
Conference in November. Both nurses are on the
staff of the Indiana University School of Medicine,
Indianapolis.
Dr. Karlene Kerfoot, Indianapolis, received
the 2007 Presidential Award from the American
Academy of Nursing at its 34th Annual Meeting
and Conference. Karlene was recognized for her
role in creating the Academy’s successful and
innovative Raise the Voice Campaign, which
represents an unprecedented effort to transform
healthcare policy and practice through nursing
knowledge.

Welcome to New
Members and
Reinstated ISNA
Members

_____________________________________________________________________________
Last Name, First Name, Middle Initial

____________________________________
Name of Basic School of Nursing

______________________________________
Street or P.O. Box

___________________________________
Home phone number & area code

____________________________________
Graduation Month & Year

______________________________________
County of Residence

___________________________________
Work phone number & area code

____________________________________
RN License Number
State

______________________________________
City, State, Zip+4

___________________________________
Preferred email address

____________________________________
Name of membership sponsor

1. SELECT PAY CATEGORY
________ Full Dues – 100%
Employed full or part time.
Annual-$269
Monthly (EDPP)-$22.92.
________ Reduced Dues – 50%
Not employed; full-time student, or 62 years or older.
Annual-$135.50,
Monthly (EDPP)-$11.71.
________ Special Dues – 25%
62 years or older and not employed or permanently disabled.
Annual $67.25.
2. SELECT PAYMENT TYPE
________ FULL PAY – CHECK
________ FULL PAY – BANKCARD
______________________________________
Card Number
______________________________________
VISA/Master card
Exp. Date
______________________________________
Signature for Bankcard Payment

Jan Adler, Merrillville
Barb Bartley, Jasper
Beth Duncan, Shoals
Mary Fleener, Bloomington
Denise Gard, Munster
C. Suzanne Gosse, Terre Haute
Stacy Haley, Brookville
Michelle Herrold, LaPorte
Connie Herron, Kendallville
Erik Homkes, Russiaville
Janelle Koop, Carmel
Amanda Lucke, Fishers
Mary McHugh, Indianapolis
Kimberly Nelson, Lafayette
Susan Rawl, Indianapolis
Carol Roesch, Terre Haute
Patricia Rooney, Odgen Dunes
Jennifer Schele, Valparaiso
Marcy Strine, Avon
Christina Tebbe, Indianapolis
Sarah Tornatta, Indianapolis
Theresa Weitkamp, Loogootee
Danita Williams, Fishers
Jamie Williams, Marion

✁

_______ ELECTRONIC DUES
PAYMENT PLAN, MONTHLY
The Electronic Dues Payment Plan (EDPP)
provides for convenient monthly payment of
dues through automatic monthly electronic
transfer from your checking account.
To authorize this method of monthly
payment of dues, please read, sign the
authorization below, and enclose a check for
the first month (full $22.92, reduced $11.71).
This authorizes ISNA to withdraw 1/12 of
my annual dues and the specified service fee of
$0.50 each month from my checking account. It
is to be withdrawn on/after the 15th day of each
month. The checking account designated and
maintained is as shown on the enclosed check.
The
amount
to
be
withdrawn
is
$________ each month. ISNA is authorized to
change the amount by giving me (the undersigned) thirty (30) days written notice.
To cancel the authorization, I will provide
ISNA written notification thirty (30) days prior
to the deduction date.
__________________________________
Signature for Electronic Dues
Payment Plan
3. SEND COMPLETED FORM AND
PAYMENT TO:
Customer and Member Billing
American Nurses Association
P.O. Box 17026
Baltimore, MD 21297-0405
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Certification Corner
Winter 2008

by Sue Johnson, PhD,
RN, CNA, BC, Director
of Clinical Excellence
and Nursing Research,
Parkview Hospital,
Fort Wayne
Sue Johnson
2008—a New Year with New Challenges for all
of us in Nursing! This year, some of us will start new
positions and take on new responsibilities. Others
will either return to school for further education
or consider the possibility. Some of us will focus
on continuing education activities and others will
begin to prepare for their certification exams.
What do all of these have in common? The answer
is simple. Each of these activities is based on a
simple premise—the importance of lifelong learning.
It’s a term that is often used but seldom evaluated.
We need to learn through our entire lives. Acquiring
new knowledge, both formal and informal, is vital
to our personal and professional success. When we
stop seeking learning experiences, our lives become
much more limited. Our focus becomes narrower
and we no longer feel challenged in our work or
personal lives. When we are not exploring new
experiences, we can get bored easily and our daily
activities become a monotonous routine. That’s why
challenging ourselves by learning something new is
imperative if we are to enjoy our jobs and our lives.
You know that you are a skilled practitioner.
Others seek your advice on a regular basis. You
care about your patients. You also need to care
for yourself, and an excellent way to do this is to
begin studying for the certification exam that will
recognize your talents. Those initials after your
name really do mean something. They demonstrate
your dedication to your profession and to lifelong
learning. Challenge yourself and take that exam in
2008! You’ll be glad you did!
(If you have a certification story to share, email it
to Sue.Johnson@Parkview.com and I will be glad to
publish your comments.)

CE Activities Approved
The Indiana State Nurses Association is
an approver accredited by the American
Nurses Credentialing Center’s Commission on
Accreditation.
The ISNA program is administered through
the Committee on Approval. Individual activity
applications are reviewed throughout the year
and should be submitted at least eight weeks in
advance of the presentation date. Review fees
are based on the number of contact hours to be
awarded and the date of submission. Approval is
awarded for two years if the content, objectives,
and time frame remain the same. If you wish
additional information, contact the Indiana State
Nurses Association by mail, telephone, or fax or
send an e-mail to ce@IndianaNurses.org.
As continuing education programs are
approved, they are posted on ISNA’s web site at
www.indiananurses.org. Click on the “education”
link.
The following continuing education activities
have been approved for contact hours by ISNA
since the last Bulletin copy deadline:
BEST PRACTICES IN POINT OF CARE
TESTING—PROTECTING
WHAT
MATTERS.
October 25, 2007, Live Web-Cast Seminar. Provider:
Indiana University School of Medicine, Division of
Continuing Medical Education, 714 North Senate
Avenue, Indianapolis, IN 46202. Contact: Nahid
Shahnavaz, 317/274-8361 or nshahna@iupui.edu.
Contact Hours: 1.5.
RAISING THE BAR: GETTING EVIDENCE
INTO PRACTICE. November 2, 2007, The Center
at Purdue University Calumet, Hammond, IN.
Provider: The Indiana Center for Evidence-Based
Nursing Practice, 2200 169th Street, Hammond
46323. Contact: Jane Walker, 219/989-2822 or
walkerj@calumet.purdue.edu. Contact Hours: 4.5.
SIMULATION IN NURSING EDUCATION.
November 16, 2007, Student Center, Indiana
Wesleyan University, Marion, IN. Provider: Indiana
Wesleyan University Nursing, 4201 S Washington

Street, Marion, IN 46953. Contact: Judith I. Leach,
765/677-2357 or Judith.leach@indwes.edu. Contact
Hours: 3.5.
NEURO TOPICS FOR NURSES. November 2,
2007, The Methodist Hospitals, Gary. Provider:
The Methodist Hospitals, 600 Grant Street, Gary,
IN 46402. Contact: Diane Roper, 219/886-4455 or
droper@methodisthospitals.org. Contact Hours:
6.9.
2007 GREAT LAKES HOSPICE CONFERENCE.
November 1-2, 2007, University Place Conference
Center, Indianapolis. Provider: Indiana Association
for Home and Hospice Care, Inc., 6320 G Rucker
Road, Indianapolis, IN 46220. Contact: Sue
Sudhoff, 317/575-8751 or sue@iahhc.org. Contact
Hours: 7.0.
PHARMACOLOGY CERTIFICATION REVIEW.
November 30, 2007, Ivy Tech, Evansville. Provider:
Ivy Tech Community College, 3501 N 1st Ave.,
Evansville 47710. Contact: Tammy Wilder,
812/429-1400 or twilder@ivytech.edu. Contact
Hours: 6.7.
PRESS GANEY 2007 NATIONAL CLIENT
CONFERENCE. November 27-29, 2007, Kissimmee,
FL. Provider: Press Ganey Associates, 404
Columbia Place, South Bend, IN 46601. Contact:
Lori Gordon, 800/232-8032, Ext. 436 or lgordon@
pressganey.com. Contact Hours: 18.0.
THERAPEUTIC
TEM PER ATU R E
MANAGEMENT CONGRESS. December 4-7,
Cancun, Mexico. Provider: Watermark Research
Partners, 9190 Corporation Drive, Suite 105,
Indianapolis
46256.Contact:
Georgia
Pate,
317/576-1818 x 205 or gpate@watermarkrs.com.
Contact Hours: 21.0.
BEST PRACTICES IN POINT OF CARE
TESTING—PROTECTING
WHAT
MATTERS.
Prepackaged (Independent Study). Provider:
Indiana University School of Medicine, Division of
Continuing Medical Education, 714 North Senate
Avenue, Indianapolis, IN 46202. Contact: Nahid
Shahnavaz, 317/274-8361 or nshahna@iupui.edu.
Contact Hours: 1.5.
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Continuing Education Programs
Approved Providers
The ISNA Committee on Approval approves continuing nursing education
providers to award nursing contact hours to the individual activities they
develop and present. Any individual, institution, organization, or agency in
Indiana responsible for the overall development, implementation, evaluation,
and quality assurance of continuing nursing education is eligible to seek
approval as a provider. Information must be submitted describing three
different educational activities planned, presented, and approved by the

Indiana State Nurses Association in the two years preceding the application
and should be representative of the types of educational activities usually
provided. Applications are reviewed by the Committee on Approval at
their biannual meetings in May and November. For information contact
the ISNA office, e-mail ce@IndianaNurses.org, or visit the ISNA web site
www.IndianaNurses.org/education. The following are continuing education
providers approved by the ISNA Committee on Approval.
National Healthcare Innovations
333 East First Street
Warren, IN 46792

Carol White
260-375-4253
Carol.white@nationalhi.com

June ‘08

Parkview Health System
2200 Randallia Drive
Fort Wayne, IN 46805

Debra Stam
260-373-7051
Deb.stam@parkview.com

June '09

June '10

Porter
814 LaPorte Avenue
Valparaiso, IN 46383

Carol Walker
219-263-4714
Carol.walker@porterhealth.org

June '09

Deborah A. Green
317-688-2470
dagreen@clarian.org

Dec. ‘09

Purdue University Continuing
Nursing Education
502 N University Street
West Lafayette, IN 46907-2069

Patricia Coyle-Rogers
765-494-4030
pcrogers@nursing.purdue.edu

Dec. '10

Columbus Regional Hospital
2400 E 17th Street
Columbus, IN 47201

Helen Carter
812-376-5651
hcarter@crh.org

June ‘09
Karen Everett
765-983-3094
everetk@reidhosp.com

June '10

Community Health Network
1500 N Ritter Avenue
Indianapolis, IN 46219

Romma Woodward
317-355-5059
rwoodward@ecommunity.com

June '09

Reid Hospital & Health Care
Services
1401 Chester Boulevard
Richmond, IN 47374

Colette Lewandowski
219-836-4504
clewandowski@comhs.org

Dec. ‘09

Janet Lutz
317-988-4243
Janet.lutz@med.va.gov

Dec. ‘10

The Community Hospital
901 MacArthur Boulevard
Munster, IN 46321

R.L. Roudebush VA Medical
Center
1481 W 10th Street
Indianapolis, IN 46202

Ellen Wathen
812-450-7249
Ellen_wathen@deaconess.com
www.deaconess.com

Dec. '10

St. Francis Hospital & Health
Centers
1600 Albany Street
Beech Grove, IN 46107

Kathy Fox
317-783-8312
Kathy.fox@ssfhs.org

June ‘08

Deaconess Hospital
600 Mary Street
Evansville, IN 47747

Christie Sprinkle
317-972-4600, Ext. 123
Christie.sprinkle@ehob.com

Dec. ‘09

St. Joseph Regional Medical Center
801 E LaSalle Street
South Bend, IN 46617

Joanne Weaver
574-237-7643
weaverjo@sjrmc.com

Dec. '09

EHOB, Inc.
250 N Belmont Street
Indianapolis, IN 46222

Judith A. Morgan
812-885-3313
jmorgan@gshvin.org

June ‘09

Saint Margaret Mercy
5454 Hohman Avenue
Hammond, IN 46320

Mary Ann Adamson
219-932-2300, Ext. 34549
Mary.ann.adamson@ssfhs.org

June '09

Good Samaritan Hospital
520 S 7th Street
Vincennes, IN 47591

Joyce Alley
317-247-9008
jballey@hcet.org

Dec. '09

St. Mary's Medical Center
3700 Washington Avenue
Evansville, IN 47750

Sue Miller
812-485-4832
scmiller@stmarys.org

June '09

Health Care Education &
Training, Inc.
9640 N Augusta Drive #421
Carmel, IN 46032

Terri Neaderhiser
812-234-1499, Ext. 302
tneaderhiser@inqio.sdps.org

Wanda K. Powell
317-338-6820
wkpowell@stvincent.org

Dec. '10

Health Care Excel, Inc.
2902 Ohio Boulevard, Suite 112
P.O. Box 3713
Terre Haute, IN 47803-0713

St. Vincent Hospital & Health
Care Center
2001 W 86th Street
Indianapolis, IN 46240

Kathleen Trader
812-265-0495
Traderk@kdhhs.org

June ‘10

Rebecca Floyd
812-522-0533
rfloyd@schneckmed.org

June ‘08

King’s Daughters’ Hosp &
Health Services
One King’s Daughters’ Drive
Madison, IN 47250

Schneck Medical Center
411 West Tipton Street
Seymour, IN 47274
Scott Memorial Hospital
1451 N Gardner Street
Scottsburg, IN 47150

Shannon Carroll
812-752-8572
Shannon.carroll@jhsmh.org

June ‘08

LaPorte Regional Health System
PO Box 250
LaPorte, IN 46352-0250

Janeen R. Arnett
219-326-1234, Ext 3130
j.arnett2@lph.org

Dec. ‘09
Margaret A. (Peggy) Graul
812-465-1161
pgraul@usi.edu

Dec. '10

Lutheran Health Network
7950 West Jefferson Boulevard
Fort Wayne, IN 46804-4160

Jan Colone
260-435-7452
jcolone@lutheran-hosp.com

June ‘10

University of Southern Indiana
College of Nursing & Health
Professions
8600 University Boulevard
Evansville, IN 47712

Lisa Reboulet
317-398-5281
lrebo@majorhospital.com

June ‘10

Valparaiso University College of
Nursing
LaBien Hall
Valparaiso, IN 46383

Julie A. Koch
219-464-5291
Julie.koch@valpo.edu

Dec. ‘09

Major Hospital
150 W Washington Street
Shelbyville, IN 46176

VA Northern Indiana Health
Care System
1700 E 38th Street
Marion, IN 46953

Laura A. Johnson
765-674-3321, Ext. 3513
Laura.johnson2@med.va.gov

Dec. '09

Wishard Health Services
1001 W 10th Street
Indianapolis, IN 46202

Norma Wallman
317-630-7536
norma.wallman@wishard.edu

Dec. ‘09

Provider

Contact

Approved
to:

Bloomington Hosp & Healthcare
System
P.O. Box 449
Bloomington, IN 47402-1149

Ronda Hendricks
812-353-51212
rhendricks@bloomington
hospital.org

June ‘10

Clarian Health Partners, Inc.
P. O. Box 1367
Indianapolis, IN 46206

Sandra Piercy
317-962-8728
spiercy@clarian.org

Clarian North Medical Center
11700 N Meridian Street
Carmel, IN 46032

June '09

MCV & Associates Healthcare Inc. Cora Vizcarra
P.O. Box 68194
317-872-7786
Indianapolis, IN 46268
Consultmcv@mcvassociates.com

Dec. ‘09

Memorial Hospital & Health
Care Center
800 W 9th Street
Jasper, IN 47546

Bonita Bradley
812-481-8401
bbradley@mhhcc.org

Dec. ‘10

Memorial Hospital of South Bend
615 N Michigan Street
South Bend, IN 46601

Diane Parmelee
574-284-7179
ddparmelee@memorialsb.org

Dec. ‘09
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Reflections on a
Former First Lady
by Meredith “Merry” Addison, MSN, RN, CEN
Judy O'Bannon came to the tiny town of
Montezuma, Indiana, one cold winter's day many
years ago. She spent time, effort, and lots of energy
to stand in the VERY cold open garage of the
volunteer fire department to give information on
Indiana 2016, and a new program she was starting
called Communities Building Community. Some
months later she arranged for a professional film
crew to shadow six emergency nurse instructors
and film a Trauma Nursing Core Course at rural
Sullivan County Community Hospital.
WFYI episode #102 of Communities Building
Community: Building Healthy Communities, aired
on March 18, 2003, and my own personal copy has
been shown many times since that date to classes
of emergency nurses in attendance at further
trauma skills courses throughout the state.
In addition to having been shown to trauma
skills classes, the video has served to introduce or
reinforce the concept of basic coordinated trauma
skills training to boards of directors of hospitals
and to the Indiana State Department of Health
statewide trauma task force.
Judy O'Bannon was the dinner speaker for the
Indiana Grantmakers Alliance on November 8,
2007, and I was so honored to be able to see her in
person and looked forward eagerly to hearing her
speak.
At the dinner, I approached Mrs. O'Bannon's
aide to request an opportunity for a photo after
the dinner and speech. During the request Mrs.
O'Bannon spotted me, began to step forward with
a politely outstretched hand. Then her face lit
up, she cried out “MERRY!!!” and quickly came
forward for a BIG COUNTRY HUG!!!
What a lady! What an inspiration of leadership
and Hoosier Hospitality!
During her speech Mrs. O’Bannon not only
mentioned the ongoing, Emmy-Award Winning
Communities
Building
Community
series
but specifically pointed me out by name and
profession to this huge group of philanthropists
from all across our nation and state!
Merry Addison lives in Hillsdale, Indiana, is
a member of the Wabash Valley Chapter of ISNA,
and works at Terre Haute Regional Hospital.
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Indiana Grantmakers Alliance Fall Conference,
November 8, 2007.

Indiana Nurses Calendar
Date/Time

Event/Location

Contact Information

Open
Enrollment

RN Refresher Course
Ivy Tech Community College—
Indianapolis
On-Line Independent Study

Ariane Smith 317/921-4988
1/800/732-1470, pres 2 for staff, ext 4988
asmith608@ivytech.edu

Open
Enrollment

“Being a Preceptor in a Healthcare
Facility”
IUPUI Web-Based Course

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

Open
Enrollment

“Being a Preceptor in a School of
Nursing”
IUPUI Web-Based Course

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

February 15,
2009
1-3 pm

Indiana Nursing Work Force
Development Coalition
ISNA Headquarters, 2915 North
High School Road, Indianapolis

317/299-4575

February 21,
2008
8:30 am

Indiana State Board of Nursing
402 West Washington Street,
Indianapolis

317/234-2043
www.PLA.IN.GOV

February 22,
2008

ISNA Board of Directors
2915 North High School Road,
Indianapolis

317/299-4575 or
email info@IndianaNurses.org

February 25 March 2, 2008

Teaching & Evaluation in Web-Based
Courses
A Web-based Professional Certificate
Program

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

March 1, 2008
10 am

Consortium of Indiana Nursing
Organizations (CINO)
ISNA Headquarters, 2915 North High
School Road, Indianapolis

317/299-4575 or
email info@IndianaNurses.org

March 17 –
April 25, 2008

“Clinical Faculty: A New Practice
Role”—IUPUI Web Based Professional
Certificate Program

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

April 25, 2008

ISNA Board of Directors
2915 North High School Road,
Indianapolis

317/299-4575 or
email info@IndianaNurses.org

April 26,
2008, 10 am
– 2 pm

Nurses Celebration Saturday
Interactive Displays about Nursing
Careers
Indianapolis Children’s Museum, 3000
North Illinois Street

Nursing 2000, 317/574-1325
Info@Nursing2000inc.org

April 29-30,
2008

Nurse Aide Program Director &
Instructor Training Conference
Holiday Inn Express, Greenwood, IN

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

May 7, 2008

Qualified Medication Aide (QMA)
Instructor Education
Holiday Inn Express, Greenwood,
Indiana

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu
(Continued on page 7)
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May 7 July 11, 2008

“Adult Critical Care”
Critical Care Nursing: IUPUI WebBased Course

(continued from page 6)

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

May 7 July 11, 2008

“Neonatal Intensive Care”
Critical Care Nursing: IUPUI WebBased Course

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

May 7 - July
11, 2008

“Pediatric Intensive Care”
Critical Care Nursing: IUPUI WebBased Course

Website: http://nursing.iupui.edu/
LifelongLearning. Contact information:
Office of Lifelong Learning, Indiana
University School of Nursing, 1111
Middle Drive—NU 345, Indianapolis, IN
46202, by phone: (317) 274.7779, by fax:
(317) 274.0012 or by email:
censg@iupui.edu

May 9, 2008

ISNA Committee on Approval of
Continuing Nursing Education
2915 North High School Road,
Indianapolis

317/299-4575 or
email ce@IndianaNurses.org

June 6, 2008

ISNA Board of Directors/ISNA
Delegates to ANA
2915 North High School Road,
Indianapolis

317/299-4575 or
email info@IndianaNurses.org

June 22-23, 2008

ANA Lead Summit
Washington Hilton, Washington, DC

www.nursingworld.org;
317/299-4575

June 26-29, 2008

American Nurses Association House
of Delegates,
Washington, DC

www.nursingworld.org;
317/299-4575

August 22, 2008

ISNA Board of Directors
2915 North High School Road,
Indianapolis

317/299-4575 or
email info@IndianaNurses.org

September 26,
2007

ISNA Board of Directors
TBD

317/299-4575 or
email info@IndianaNurses.org

Raise your organization’s visibility by having its nursing events posted to the Indiana Nurses
Calendar. Exclusively for nurses, this calendar appears in every edition of the quarterly ISNA Bulletin
and is updated regularly on ISNA’s web site at www.indiananurses.org/events/calendar.htm.
The ISNA Bulletin reaches over 100,000 RNs, LPNs and nursing students in Indiana. The web site
receives more than 6,000 unique visitors each month.
For $15 per event your information will be posted on the ISNA web site and in the ISNA Bulletin. Your
organization’s events will appear in each edition of the Bulletin prior to the activity and are immediately
posted to the web calendar. Contact ISNA for information by calling 317/299-4575 or via E-mail ce@
IndianaNurses.org.
The Indiana Nurses Calendar provides an easy, one-stop location for everyone to read about nursingrelated meetings and events. Please contact ISNA by phone (317-299-4575) or email (ce@indiananurses.
org) to have your events listed or for more information. The next copy deadline is December 15 for the
February/March/April issue of the ISNA Bulletin.

Indiana State
Nurses Assistance
Program
Protecting the Public While Saving Careers
Are you or a nurse colleague affected by the
use or abuse of drugs or alcohol? Call ISNAP for
confidential assistance, Monday-Friday 8 am to
4:30 pm ET at 317/295-9862 or 1/800-638-6623.
For
additional
information
go
to
www.IndianaNurses.org. Click on the ISNAP
program under “Hot Links” on the home page.

Join a Chapter or
Create Your Own
ISNA currently has five chapters: the
psychiatric nurses have a chapter and the others
are geographical (North West Indiana, Wabash
Valley, Elkhart/Kosciusko County, and North
Central Chapter). If you are a member of ISNA
and wish to join any of the established Chapters,
please notify ISNA. On the other hand, if you
have another interest; i.e., nursing informatics,
hospice, pediatric oncology, public health, OB/
GYN, etc., the Indiana State Nurses Association
can help you connect with your peers throughout
the state. Becoming involved in your professional
association is the first step toward creating your
personal career satisfaction and connecting with
your peers.
Through ISNA you can create your own chapter
based on shared interest where you can reap the
benefits of compelling experiences, essential
learning, and powerful resources. The steps and
forms for creating an ISNA Chapter are on the
ISNA web site www.IndianaNurses.org/about/
chapter/htm. The steps are quite simple.
1. Obtain a copy of the ISNA Bylaws (www.
IndianaNurses.org/about/bylaws/htm)
2. Gather at least ten (10) ISNA members who
share similar interests.
3. Select a liaison.
4. Identify and agree upon Chapter purpose.
5. Select a Chapter name.
6. Complete a Chapter application form and
submit to ISNA, 2915 North High School
Road, Indianapolis, IN 46224.
7. The application will be reviewed and, if
complete, be forwarded to the ISNA Board of
Directors for action.
If you have any questions about this procedure,
call ISNA at 317/299-4575 or email info@
IndianaNurses.org.
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ISNA BOARD
SUMMARIES
October 5, 2007, Conference Call
Present: Ella Sue Harmeyer, President; Barbara
Kelly, Vice President, Judy Barbeau, Secretary,
Paula McAfee, Treasurer; Eleanor Donnelly, Vicki
Johnson, and Katherine Willock, Directors; Ernest
C. Klein, Jr., CAE, Executive Director.
Absent: Jennifer Embree and Michael Fights.
The Board voted to not accept a proposal to
present a strategic planning session for the 2007-09
ISNA Board of Directors and directed staff to seek
other proposals.
The staff recommendation that ISNA terminate
the Membership Dues Billing System and return
the responsibility to the American Nurses
Association Central Billing was approved by
consensus
November 30, 2007
Present: Ella Harmeyer, President; Barbara Kelly,
Vice-President; Judy Barbeau, Secretary; Paula
McAfee, Treasurer; Eleanor Donnelly, Jennifer
Embree, Michael Fights, Vicki Johnson, and Katie
Willock, Directors; and Ernest C. Klein, Jr., CAE,
Executive Director.
Others present: Stephen Ingram, CAE, Sightline
Solutions.
The Board members received an orientation on
their corporate responsibilities by Ernest Klein
and received a CD containing ISNA Policies
and Procedures, Bylaws, and other pertinent
documents for easy reference.
Stephen Ingram conducted a strategic planning
session. Mr. Ingram will meet with the Board in
February to finalize priorities.
The September 30, 2007, Financial Statement
prepared by Ent and Imler was reviewed.
Minutes of the Board Meetings on September 21
and 22, 2007, were approved as were the minutes
of the September 22, 2007, meeting of the members
and of the conference call held October 5, 2007.
Net income from the September 21, 2007,
Indiana State Nurses Assistance Program
continuing nursing education workshop was
transferred to the Indiana Nurses Foundation to be
used for the Program.
The Board voted to send a contribution to
both the Kentucky Nurses Association and the
West Virginia Nurses Association to support the
professional activities of the Association.
Also approved was a proposal from Stevens
and Stevens LLC Marketing and Communication
Services to redesign, upgrade, and maintain the
ISNA web site.
The Board adopted the proposed balanced
budget for 2008.
Board members were assigned as liaisons to the
ISNA Chapters as follows:
• Northwest—Mike Fights
• North Central—Vicki Johnson
• Elkhart/Kosciusko Counties—Katie Willock
• Wabash Valley—Jeni Embree
• Psychiatric/Mental Health—Eleanor Donnelly
President Ella Harmeyer reported on the ANA
Constituent Assembly meeting and concerns
raised about the United American Nurses (UAN).
Executive Director Ernest Klein reported on
staff activities during October and November. He
included a report on “Member Trends” as well
as a financial recap of the 2008 Meeting of the
Members and the ISNAP Workshop.
Barbara Kelly reported that the Indiana Nursing
Workforce Development Coalition is starting plans
to hold a nursing summit.
The Board adopted the following schedule of
meetings for 2008:
February 22
April 25
June 6 with ANA Delegates
August 22
September 26 & 27 (in conjunction with the
Meeting of the Members)
November 21

Join ISNA Today!
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News From the American Nurses
Association
ANA LAUNCHES NEW SAFE STAFFING
WEBSITE
SILVER SPRING, MD—The American Nurses
Association (ANA) has launched a new web site
dedicated to the issue of safe staffing. The new site
educates nurses about ANA’s history of advocacy
on the issue, provides updates on the newest
information and developments, and gives nurses
tools to get involved.
The site allows nurses to share their own stories
and concerns and invites them to help strengthen
the case for safe staffing legislation by completing
a survey. Through the site, nurses can also stay
informed about the latest developments on Capitol
Hill and contact their members of Congress to urge
their support.
“ANA has been a persistent driving force in the
efforts to make safe staffing legislation a reality,”
said Linda J. Stierle, MSN, RN, CNAA,BC, CEO of
the American Nurses Association. “This site gives
nurses a stronger voice, and empowers them to
take an active role in impacting their workplace
environment.” “Safe staffing saves lives,” added
Rebecca M. Patton, MSN, RN, CNOR, President,
American Nurses Association. “There is a growing
body of evidence that demonstrates adequate nurse
staffing improves the health outcomes of patients,
resulting in fewer inpatient days, complications
and deaths. Implementing safe staffing levels
should be seen as a critical investment in quality,
cost effective care, and ANA’s goal with this web
site is to establish staffing levels that promote a
safe and healthy working environment for nurses,
and ensure the highest possible patient care.”
Visit www.safestaffingsaveslives.org to get
involved in ANA’s safe staffing campaign.
AARP CENTER TO CHAMPION NURSING IN/
AMERICA FUNDED BY THE ROBERT WOOD
JOHNSON FOUNDATION (RWJF)
SILVER SPRING, MD—The American Nurses
Association (ANA) applauds the Robert Wood
Johnson Foundation (RWJF) in addressing the
1.1 million nurse workforce shortage crisis that
is currently poised to strike America’s health
care system by 2020, by creating the Center to
Champion Nursing in America.
“It was an honor to attend the RWJF press
conference last week and witness the support
from all parties involved, working together for
one common goal—to improve patient care for
all Americans and address the growing nursing
shortage issue ,” remarked ANA President Rebecca
M. Patton, MSN, RN, CNOR.
The newly created Center to Champion Nursing
in America will work to improve patient care for
all Americans by pursuing an aggressive agenda to
elevate the visibility of the nursing shortage while
identifying actionable solutions to improve the
quality of patient care. The Center is made possible
by a $10-million grant to the AARP Foundation
from RWJF.

ANA RELEASES NEWLY REVISED SCOPE
AND STANDARDS OF PRACTICE FOR HOME
HEALTH NURSES
SILVER SPRING, MD—ANA’s latest publication,
Home Health Nursing: Scope and Standards of
Practice articulates the essentials of home health
nursing at all practice levels and settings.
Home health nursing practice, currently on the
rise, focuses on providing quality health care for
patients where a patient resides, whether a private
home or an assisted living or personal care facility.
A specialized area of community health nursing,
this multidisciplinary specialty provides the
full range of healthcare services through acute,
chronic, or terminal illness to patients and their
families and other caregivers.
While this book is primarily for practicing
nurses, it is also an essential resource for nursing
faculty and students, other health care providers,
researchers and scholars, and those involved in
funding, legal, policy, and regulatory activities.
ABOUT THIS BOOK
Published: 11/07
Page #: 92 pp.
ISBN-13 978-1-55810-255-2
Price: List $16.95/ANA Member $13.45
NEW FROM NURSESBOOKS.COM
“ANA’s PRINCIPLES OF ENVIRONMENTAL
HEALTH FOR NURSING PRACTICE WITH
IMPLEMENTATION STRATEGIES”
Both as a call to action and a guide to practice,
this book clearly presents the essential topic
suitable to all nurses as health care advocates and
providers. Articulating a set of ten environmental
health principles, it is a guide for providing
nursing care in a way that is environmentally
healthy and safe.
Developed by nurse experts (one of whom is
ISNA Past President Esther Acree), this book
shows how to apply each of these ten principles
to practice through numerous implementation
strategies tailored to individuals, workplaces,
communities and facilities. Key organizational
resources and activities fill out a compact guide
to a health care field whose importance will only
continue to grow.
To obtain this publication go to www.
NursesBooks.com. The publication # is 9788155810.
List price is $9.95 and available to ANA members
for $7.95.
The ANA is the only full-service professional
organization representing the interests of the nation's
2.9 million registered nurses through its 54 constituent
member nurses associations. The ANA advances the
nursing profession by fostering high standards of
nursing practice, promoting the rights of nurses in the
workplace, projecting a positive and realistic view of
nursing, and by lobbying the Congress and regulatory
agencies on health care issues affecting nurses and the
public.
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Surviving Shift Work
by Diane E. Scott, RN, MSN
Reprinted with permission from the Center for
American Nurses
“We were working night-shift together as usual:
just three nurses on a busy rehab department.
One morning, my co-worker was driving the short
distance to her home and fell asleep behind the
wheel of her car. She suffered multiple fractures
and her life was never the same again.” Susan, RN,
Pittsburgh, Pennsylvania.
Regrettably, countless nurses who have worked
shifts can relate to this true story. Shift work,
generally described as working outside of daylight
hours, is difficult physically and mentally,
but inherent to many healthcare positions.
Approximately 30% of the nursing population is
employed in shift work (Hughes & Stone, 2004).
Despite its difficulty, shift work is preferred by
numerous nurses; some for the flexibility of their
home lives, while others prefer it for the monetary
benefits that often accompany working in the
evening and during the night.
Regardless of the reason why a nurse chooses
a position that requires shift work, working nondaylight hours can be detrimental to a nurse’s
health. The National Sleep Foundation (NSF,
2007) states that shift workers experience more
untoward health effects such as high blood
pressure, menstrual irregularities, colds and
weight gain more than day shift workers.
Patient Safety
The correlation between medical errors and
shift work is beginning to demand national

attention. In a recent study by Dr. T. Akerstedt,
over 50% of shift workers report severe decreased
alertness when on the job (2005). Nurses who work
successive night shifts are particularly at risk for
medical errors. Findings compiled from several
research studies state that the risk of medical
errors compounds with each successive off-shift
a healthcare provider works. On average, the error
rate increases 6% after the second night shift,
17% higher the third successive night shift and an
astounding 35% higher on the fourth night shift.
(Folkard et al., 2005).
The Circadian Clock
Nurses need to learn as much as they can
about the physiology of sleep. Learning to survive
shift work starts by understanding sleep and
the methods to counteract the negative affects
of working while the rest of the world is asleep.
Understanding the circadian clock is the first step.
The circadian clock is the human body’s
natural tendency to follow a 24 hour cycle; this
internal pattern is strongly regulated by light and
dark with most people yearning for sleep between
the hours of midnight and 6 AM (NSF, 2007). The
circadian clock controls the body temperature,
hormones, heart rate and other body functions;
as a result, 10-20% of shift workers report falling
asleep on the job (NSF, 2007). The problems often
extend into the daylight as many shift workers
find it difficult to sleep soundly for adequate
periods when returning home.
Taking Control of Sleep
The first step to taking control of sleep is to
learn to make sleep a priority. Shift working nurses
need to teach their bodies how to fall asleep and
remain sleeping for long periods uninterrupted.
Following the clues from the circadian clock,
nurses can learn to counteract the effects of
daylight whenever returning home after working a
night shift. The NSF recommends that nurses wear
wrap around sunglasses when driving home so the
body is less aware that it is daylight.
Rotation Patterns.
Nurses who work in permanent off-shifts can
utilize the principle of reentrainment, or training
the body to be the most alert during the evening
hours and into the night (Berger & Hobbs, 2006).
Reentrainment may take weeks to develop and
social activities may be difficult as the majority of
society is awake during the daylight, not at night
(Berger & Hobbs, 2006).
When scheduling shifts that rotate, nurses
should consider working forward, rotating
shifts whenever possible. Working in a pattern
of daylight, evening then nights or, in the case
of 12 hour shifts, working daylight shifts prior
to nighttime shifts, helps to maintain the body’s
circadian rhythm. (Berger & Hobbs, 2006)
The following are tips that help set the stage for
sound sleep even during daytime hours.
Bedroom Design. Design the bedroom to
accommodate daylight sleeping.
♣ Install room darkening shades to cover all
windows.
♣ Decrease the room temperature.

♣ Consider earplugs to block outside noises
and eyeshades to decrease light sources.
♣ Place a “do not disturb sign” on the outside
of the bedroom door and front door.
♣ Create guidelines for families to eliminate
noise and interruptions during sleep such
as television watching and noisy outside
playing.
♣ Unplug the telephone.
Food and Exercise
♣ Avoid caffeine for at least five hours prior
to sleeping. Consider all sources of caffeine,
including chocolate, energy drinks, gum and
sodas.
♣ Choose nutritious food to eat during the shift
to avoid large fluctuations in blood sugar.
♣ Do not eat a heavy meal prior to bedtime.
♣ Avoid alcohol prior to sleep.
♣ Do not plan exercise prior to sleeping as it
raises the body temperature, heart rate and
tends to energize the body.
Staying Alert during Work
The National Sleep Foundation (2007) states
that people who work night shift tend to be most
fatigued at 4 AM, so try not to plan the most
monotonous tasks during that time.
The following tips can be done to encourage
alertness during night shift:
♣ Schedule short breaks as often as possible
throughout the shift.
♣ Exercise when feeling fatigue, such as
climbing a set of stairs or taking a walk to
the cafeteria.
♣ Avoid unhealthy foods during the shift.
♣ Develop a system to monitor the fatigue
levels among the members of the team.
♣ Never rely on dangerous medications to
enhance alertness.
♣ Develop a partner system that serves as a
check and balance when completing tasks
during periods of fatigue.
The Drive Home
The dangers of driving under the influence
of alcohol is well known throughout the world,
however, driving after shift work can be extremely
dangerous as well. A 2006 Institute of Medicine
report on Sleep Disorders and Deprivation stated
that almost 20 percent of all serious car crash
injuries in the general population are associated
with driver sleepiness, independent of alcohol
effects. Many nurses will open the car windows
and turn the volume of the radio up to combat
fatigue, but, according to the NSF, studies have
proven that these methods do not work. In fact,
these actions should signal that one is dangerously
fatigued and needs to pull over immediately.
The
NSF
has
offered
the
following
recommendations for driving after shift work:
♣ Carpool when possible and keep a dialogue
with the person who is driving.
♣ Take public transportation when possible.
♣ Drive defensively
♣ Don’t stop for a night cap.
Ignoring fatigue signs can be dangerous. Taking
deliberate steps to understand and control the
bodies natural rhythms is essential to the health
and wellbeing of nurses and the patients in their
care.
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AHRQ
Study documents the health costs of being a woman
Women commonly seek care for female-specific conditions, such as
pregnancy and menopause, which substantially increases their costs for
health care, according to a new study. Based on 3 years of data from the
2000-2002 National Medical Expenditure Panel Survey (MEPS), more than
one-fifth of women (21.2 percent) sought care for a female-specific condition
during a 1-year period. They sought care primarily for gynecologic disorders
(7.4 percent), pregnancy-related conditions (6.4 percent), and menopausal
symptoms (5.3 percent). The health costs of being a woman were substantial.
For example, women spent from a mean of $483 per year for menopausal
disorders to $3,896 for female cancers.
Overall, women spent an estimated $108 billion a year for health care,
of which more than 40 percent ($43.3 billion) was for female-specific
conditions. However, more than 20 percent of U.S. women had no health
insurance coverage for some or all of a year, and nearly 30 percent of
pregnant women had no health insurance.
Uninsured women seeking care for female-specific conditions were less
likely to have visited a doctor, filled a prescription, or been hospitalized for
these conditions. Yet they were more likely to have sought treatment for these
problems at emergency departments (especially younger and black women).
Women primarily sought outpatient care for female-related medical
problems, usually requiring several outpatient visits. This underscores
the importance of outpatient care for women's health, as well as access to
providers with the expertise to provide care for female-specific problems,
note the researchers. Their study was supported by the Agency for Healthcare
Research and Quality (HS13057).
More details are in "The cost of being a woman: A national study of health care
utilization and expenditures for female-specific conditions," by Kristen H. Kjerulff,
Ph.D., Kevin D. Frick, Ph.D., Jeffrey A. Rhoades, Ph.D., R.D., and Christopher S.
Hollenbeck, Ph.D., in the January-February, 2007 Women's Health Issues 17, pp. 13-21.
Reprints (AHRQ Publication No. 07-R057) are available from the AHRQ Publications
Clearinghouse.

Implementing a basic electronic prescribing system
may reduce nonclinical prescribing errors
Illegibility, missing information, and wrong dose were the prescribing
errors most frequently found during a pilot study of handwritten prescribing
errors conducted in an internal medicine clinic that is part of a large health
system.
In preparation for implementation of an electronic prescribing system,
Emily Beth Devine, Pharm.D., M.B.A., of the University of Washington,
and colleagues retrospectively reviewed 1,411 prescriptions that were
handwritten during a 5-month timeframe to identify and characterize
medication errors. The electronic prescribing system was then implemented
in two stages: a basic system and then an advanced system with
computerized decision support (CDS) capabilities. To identify errors, the
researchers reviewed each handwritten prescription and the electronic
health record. Nearly 28 percent of the prescriptions evaluated contained one
or more errors.
Over 90 percent of the errors were potential errors and 79 percent were
nonclinical errors (most often missing information); 21 percent were clinical
errors. A total of 6.9 percent of errors reached the patient, 0.2 percent of
errors caused patient harm (2 in every 1,000 prescriptions written that
contained an error).
The authors suggest that implementing a basic electronic prescribing
system may reduce nonclinical prescribing errors such as illegibility,
missing information, and wrong dose, but that the addition of CDS alerts will
be necessary to help reduce more severe clinical prescribing errors, such as
contraindications due to drug-disease or drug-drug interactions.
The study was supported in part by the Agency for Healthcare Research and
Quality (HS15319). See "Characterization of prescribing errors in an internal
medicine clinic," by Dr. Devine, Jennifer I. Wilson-Norton, M.B.A., Nathan M.
Lawless, Ch.E., and others, in the May 15, 2007, American Journal of Health-Systems
Pharmacy 64, pp. 1062-1070.

Palliative care study challenges assumptions about
physician emotional involvement and communication with patients
A new study of doctor-patient relationships and palliative care weighs
the consequences of physicians' emotional involvement with patients,
dependence on protocols for handling difficult communication issues,
and unqualified reliance on consumer empowerment to assure that care
is responsive to patients' needs. It also questions the adoption of narrowly
defined boundaries between medical and social service systems in caring for
patients.
Michael J. Yedidia, Ph.D., of Rutgers University, suggests that medical
schools should help prepare doctors to appropriately manage their emotions
in routine clinical work through personal awareness training, facilitating
reflection on the effectiveness of interactions with patients through use of
standardized patients and videotapes, and expanding physicians' capacity to
address a broad range of patient needs through teamwork training.
Dr. Yedidia observed the care of 40 patients in the inpatient hospice unit
and at home, interviewed patients and family members, and interviewed
22 doctors and 2 nurses providing end-of-life care to these patients. He
examined five dimensions of doctor-patient relationships: range of needs
addressed, source of authority (for example, for tests or treatments),
maintenance of trust, emotional involvement, and expression of authenticity.
He concluded that addressing patients' needs to maintain their identities
as their illnesses progress is central to the delivery of effective hospice care,
and requires sensitivity to patients' belief systems and models of health and
illness. This may entail modifying established procedures to harmonize with
particular patient and family expectations. In making clinical decisions,
providers rarely relied strictly on their status as experts in asserting
authority.
Both physicians and patients agreed that belief in the provider's technical
competence was essential to establish trust, but not sufficient to maintain it,
particularly as care shifted from curative to palliative goals. Patients had to
feel they would not be abandoned, regardless of the unpleasantness of the
illness or the uncertainties of the therapy. Often, the physician's emotional
involvement served as a mechanism for entering the patient's world.
Finally, patients' needs are often entangled with complex social problems,
are too numerous to address in the course of a normal workday, and require
a team approach.
The study was supported by the Agency for Healthcare Research and Quality
(HS13654). See "Transforming doctor-patient relationships to promote patientcentered care: Lessons from palliative care," by Dr. Yedidia, in the January 2007
Journal of Pain and Symptom Management 33(1), pp. 40-57.

Family-centered, high quality primary care is linked
to fewer nonurgent emergency department visits by children
From 37 to 60 percent of children's visits to the emergency department
(ED) each year are for nonurgent conditions. This causes ED crowding as well
as fragmented care for children. A new study underscores one way to reduce
nonurgent ED visits-high-quality, family-centered primary care. In familycentered care, the clinician explains things so that patients understand
them. The clinician also shows respect for the family, spends enough time,
and listens carefully. In the study, parent-reported family-centered care was
associated with 42 percent fewer nonurgent ED visits for publicly insured
children and 49 percent fewer visits for children age 2 years and younger.
Greater realized access (child's ability to receive necessary care and
referrals), as reported by parents, was associated with 44 percent fewer
nonurgent ED visits for children 3 to 11 years of age and 56 percent fewer
(Continued on page 12)
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visits for children 12 and older. It was also
associated with 37 and 35 percent, respectively,
fewer nonurgent ED visits for publicly and
privately insured children. There was no
significant association between timeliness of care
and nonurgent ED use.
These findings suggest that parent reports of
primary care health care quality can complement
other information on health care quality,
concludes David C. Brousseau, M.D., M.S.,
of the Medical College of Wisconsin. He and
coinvestigators analyzed data from the 2000-2001
and 2001-2002 Medical Expenditure Panel Survey.
They examined parental reports on the quality of
primary care with respect to family-centeredness,
timeliness, and realized access. Of the 8,823
children included, 70 percent of parents rated
family-centeredness, 88 percent rated realized
access, and 56 percent rated timeliness as high
quality.
The study was supported in part by the Agency
for Healthcare Research and Quality (HS15482). See
"Quality of primary care and subsequent pediatric
emergency department utilization," by Dr. Brousseau,
Raymond G. Hoffmann, Ph.D., Ann B. Nattinger, M.D.,
M.P.H., and others, in the June 2007 Pediatrics 119(6),
pp. 1131-1138.

Full disclosure of medical errors to patients is
becoming more and more transparent
The medical profession is transforming how to
communicate and discuss incidents of medical
errors with patients. Within a decade, it is possible
that full disclosure of errors to patients will be
the norm rather than the exception, according
to University of Washington researcher Thomas
H. Gallagher, M.D., and colleagues in a recent
commentary.

Until recently, health care professionals have
had little guidance on how or when to disclose
medical errors. Professional societies merely noted
that disclosure was an ethical obligation. However,
in 2001 the Joint Commission on Accreditation
of Healthcare Organizations issued the first
nationwide disclosure standard that requires
that patients be informed about medical errors.
By 2005, 69 percent of health care organizations
had established disclosure policies, which ranged
from simple statements to detailed disclosure
procedures.
In 2006, the National Quality Forum (NFQ)
endorsed a new safe-practice guideline on the
disclosure of serious unanticipated outcomes to
patients, which encourages hospitals to integrate
their risk-management, patient-safety, and quality
improvement programs. The guideline also
calls for appropriate staff training in disclosure
conversations as well as coaching health care
workers just before a disclosure. The 29 large
health care purchasing coalitions in the Leapfrog
Group use the NQF guideline as a standard in their
pay-for-performance program, which publishes
facility compliance on the Internet. Finally,
there are the legal ramifications of admitting
responsibility for medical error. A flurry of laws
concerning disclosure have been proposed or
enacted at the State and Federal levels. There is
considerable speculation and debate about the
impact of disclosure on litigation.
Although disclosure may quell some patients'
interest in litigating, it will ignite interest in
others. Eventually, most organizations will
probably provide disclosure training for their
health care workers and more intensive training
for frontline clinicians, conclude the researchers.
Their study was supported in part by the Agency
for Healthcare Research and Quality (HS14012). More
details are in "Disclosing harmful medical errors to
patients," by Dr. Gallagher, David Studdert, L.L.B.,
Sc.D., M.P.H., and Wendy Levinson, M.D., in the June
28, 2007, New England Journal of Medicine 356(26), pp.
2713-2719.
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Independent Study
Influenza Pandemic:
Nothing to Sneeze
About?
ONF-06-47-I
This independent study has been developed to
provide nurses with an overview of influenza and
influenza-like illnesses. 1.5 contact hour will be
awarded.
The Ohio Nurses Foundation (OBN-001-91) is
accredited as a provider of continuing nursing
education by the American Nurses Credentialing
Center's Commission on Accreditation.
Expires 9/2008
DIRECTIONS
1. Please read carefully the article entitled
“Influenza Pandemic: Nothing to Sneeze
About?”
2. Then complete the post-test.
3. The next step is to complete the evaluation
form and the registration form.
4. When you have completed all of the
information, mail the following to the
Indiana State Nurses Association, 2915
North High School Road, Indianapolis, IN
46224:
1. The post-test;
2. The completed registration form;
3. The evaluation form; and
4. The fee: $15 for ISNA members; $20 nonISNA members.
The post-test will be reviewed. If a score of
70 percent or better is achieved, a certificate
will be sent to you. If a score of 70 percent is not
achieved, a certificate will not be issued. A letter
of notification of the final score and a second posttest will be sent to you. We recommend that this
independent study be reviewed prior to taking
the second post-test. If a score of 80 percent is
achieved on the second post-test, a certificate will
be issued.
If you have any questions, please feel free
to call Zandra Ohri, MA, MS, RN, Director,
Nursing Education, Ohio Nurses Association
at 614 448-1027 or Sandy Dale-Swearingen at
614-448-1030.
OBJECTIVES
Upon completion of this independent study, the
learner will be able to:
1. Define influenza.
2. Recognize differences between influenza
and influenza-like illnesses.
3. List complications of influenza and
measures to prevent influenza.
4. Discuss uses, administration and side effects
of intramuscular and nasal spray vaccines.
5. Differentiate
influenza
from
avian
influenza.
This independent study was developed by:
Barbara G. Walton, MS, RN, NurseNotes, Inc. The
author has no vested interest.
There is no commercial support for this
independent study.

ONF-06-47-I
Influenza has been around forever and has
often been considered a minor health problem,
just a part of life like death and taxes. How many
times have you said, "Oh, I just had that flu bug
that has been going around?" You had fever and
chills, perhaps a runny nose and a cough for a
couple of days, then completely recovered. Now
watch any news broadcast and the reports
of impending influenza pandemics!
Warning headlines read "Avian flu—Are
You Prepared?" Experts caution that we
are "overdue" for a serious pandemic of
influenza. Another expert downplays
the problem stating that the mutations
that would have to occur for an avian
flu pandemic are so remote it will "never
happen." The world has become a smaller
place. One hundred years ago it took at
least 4 weeks to cross the Atlantic Ocean
by boat; now you can go from the U.S. to
Europe in a five-hour flight, two hours if
you could afford a trip on a high speed jet
such as the Concorde. How has this added
to the rapid spread of disease? Add to all
this the threat of biological warfare and
terrorism, and influenza becomes a real
scare. No longer is it just a part of life.
It is the intent of this module to
inform so that we might be better prepared to
answer questions about and deal with influenza.
In the next few pages we will be discussing
such topics as types of influenza, influenza-like
illnesses (SARS, Anthrax, Plague), complications
of influenza, influenza vaccines and antiviral
medications, methods to prevent influenza,
nursing care for an influenza patient, avian flu,
and dealing with a pandemic.
Types of Influenza
In 2003 in the U.S. alone influenza and
pneumonia hospitalized 114, 000 people, killed
36,000 and cost an estimated $12 billion (90%
of this figure is in lost production, while 10% is
medical costs). These figures do not include the
emotional aspect of losing a loved one nor the
efforts put into developing vaccines, studying the
disease or preventing the spread of influenza.
Influenza is defined as a respiratory illness
with fever, not gastroenteritis with nausea,
vomiting and diarrhea. Influenza is a highly
contagious viral infection that occurs in winter
months north of the equator. While "flu season"
typically occurs October through March, outbreaks
can occur in September and into April or May. All
age groups can contract influenza; but children
have the highest infection rate, while death rates
are usually highest among the elderly (age 65 and
older), and those with chronic medical conditions.
In the Southern Hemisphere, influenza season
occurs during our summer months.
History of Influenza
The word influenza comes from the Italian
"influence of the stars" and was first used in the
mid-1500's. Today one theory of pandemics being
studied is still related to the stars. Pandemics have
occurred after meteor showers. It is one theory

that these meteors may contain water crystals and
the water may be the carrier of influenza viruses.
Once the meteors enter our atmosphere, the ice
melts releasing the viruses. So perhaps we are
influenced by the stars! There have been a number
of pandemics, some becoming quite well known.
In 1580 there was a pandemic that gave us some
of the first documented descriptions of what
appeared to be a viral infection. In 1918-1919 the
"Spanish Flu" occurred during World War I, killing
an estimated 20 to 80 million people worldwide.
In 1957 we had the "Asian Flu," while in 1968 there
was the "Hong Kong Flu" and in 1976 we had the
"Swine Flu." Many Baby Boomers will remember
these influenzas and perhaps contracted them,
while grandparents of the Baby Boom generation
remember the Spanish Flu during the Great War.
The 1930's were the age of discovery for
influenza. Influenza Type A, identified in 1933,
and Type B, identified in 1936, are the viruses
that cause illness in humans. Swine influenzas
were isolated and identified in 1930. Also during
this decade, it was discovered viruses could be
grown in chicken eggs. This eventually led to the
development of inactivated vaccines.
For many years it was thought that the farming
practices of Southeastern Asia were the "ground
zero" for the development of influenza. The cycle
for the development of influenza viruses occurs
when ducks are allowed to swim in flooded rice
paddies. The fowl defecate into the water. The
rice paddies are then drained, and the rice is
harvested. Farmers then allow their pigs into
the rice paddies to eat the remnants of the rice
harvest. As the pigs eat the harvest remnants, they
are also consuming the feces the fowl deposited;
thus viruses are spread from bird to swine. With
(Continued on page 14)
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mutations, the viruses may then spread from swine
to human. Wet slaughters are another practice
common in Southeastern Asian markets. Live
fowl (chickens, ducks) are brought to market along
with pigs and produce. When a customer wishes
to purchase a chicken, the live bird is selected
from the pen, and slaughtered on the very counter
where produce and money are exchanged. Blood
and feces are pushed off onto the ground, where
once again pigs may be rutting about, and there is
the possibility of the transfer of virus from bird
to swine to human. What we now know though
is this cycle not only occurs in Southeastern Asia
but can occur anywhere in the world where there
are domesticated animals.
Influenzas belong to the orthomyxovirus
family and are made up of a single stranded
helically shaped RNA virus. Types A, B and C
are differentiated by proteins within the nucleus
and have varying effects on humans who become
infected.
Type C influenza causes mild or even
subclinical disease. An individual may have this
and not even know it, or perhaps they have a day
or two where they just are not their usual self but
don't really feel ill. Type C influenza does not
affect pigs or birds.
Type B influenza causes mild disease,
primarily affecting children. However there may
be outbreaks in military camps, college campus
dormitories or long-term care facilities. It does not
affect pigs or birds and tends to be a more stable
virus with less antigenic change.
Type A influenza causes moderate to severe
illness in all human age groups and is highly
contagious. Type A influenza affects birds, pigs,
other animals and humans. An unstable virus,
Type A is capable of easily mutating, thus many
subtypes of Type A have been identified.
Subtypes are identified by the occurrence of
surface antigens consisting of the glycoproteins
hemagglutinin (H) and neuraminidase (N). The
hemagglutinins play a role in how the virus
attaches to cells, while the neuraminidases help
the virus penetrate cells. To date, 15 different
subtypes of hemagglutinins and 9 different
subtypes of neuraminidases have been identified.
A numbering system is used to identify the virus,
i.e., H1N2, H2N3, based on the subtypes present
on that particular virus. While there are many
possible combinations of hemagglutinins and
neuraminidases, H1N1, H1N2, H2N2 and H3N2
have historically occurred in humans.
Historically pigs have not been infected with
the H2N2 subtype, but they do contract the other
three subtypes of Type A influenza. Birds appear
to acquire all influenza A subtypes, but the virus

infects their gastrointestinal tract without causing
disease, whereas in pigs, other animals and
human, Type A causes respiratory illness. Thus as
infected birds shed the virus through droppings,
it results in contamination of water, fields,
barnyards, and animal food supplies.
Influenza genes are carried on eight separate
segments of ribonucleic acid (RNA), as opposed
to one long molecule. If two or more subtypes of
influenza enter a cell, these viruses can easily
exchange RNA segments during replication,
thus creating a new genetic combination. This
reconstruction is called antigenic shift. This is
what often occurs in pigs and becomes the source
of epidemics as humans have little immunity
to the newly created subtype. Antigenic drift is
a slight change in a particular subtype, but does
not result in a new subtype. Often immunity to
one subtype will give immunity to a subtype with
antigenic drift, as there is no great difference. In
the past, influenza in birds was not able to pass
directly to humans. A middleman was needed to
allow the virus to reconstruct. The middleman
is the pig. Pigs become infected from the food or
water supply contaminated with bird droppings.
They can also acquire other subtypes from other
pigs or humans. Now the pig has become infected
with a variety of subtypes. As these subtypes
replicate in the infected pig, antigenic shift or
reconstruction can occur. This pig can now infect
other pigs and farm workers with the new subtype.
Because farm workers do not have immunity to the
new subtype, they develop illness and launch a
new highly contagious influenza. It is also possible
for humans, who already have a human strain of
influenza, to acquire influenza strains directly
from birds. With the presence of both human
and avian subtypes, with replication within the
human, antigenic shift occurs and a new subtype
is created. Since there is no immunity to the new
subtype, illness results and with efficient and
effective transmission from person to person,
a pandemic could easily result. The major
pandemics of 1889-1891, 1919-1920, 1957-1958,
1968-1969, all occurred due to antigenic shift.
Defining Influenza
A simple definition of influenza is respiratory
illness with fever (usually 101 to 102° F), but
other signs and symptoms can include chills,
myalgia, headache, severe and persistent malaise,
eye pain, light sensitivity, substernal burning
in the chest, nonproductive cough, sore throat,
lymphadenopathy and rhinitis. Usually the lungs
are clear to auscultation unless a complicating
pneumonia, bronchitis or other respiratory
infection occurs. Children, besides presenting with
the above signs and symptoms, may experience
listlessness, irritability, anorexia, convulsions,
otitis media, nausea, vomiting, and diarrhea.
Pneumonia and encephalopathy are serious
complications of influenza for children as well as

adults, and often contribute to the mortality rates.
Elderly patients may exhibit confusion in addition
to other symptoms. Another hallmark of influenza
is the abrupt onset. Many patients are able to tell
you the hour they became ill. Symptoms generally
last two to five days with the patient continuing
with a decreased energy level for the next few
days after symptom resolution. Most symptoms
respond to antipyretics, fluids and analgesics.
Note however that due to Reyes Syndrome, aspirin
should never be given to children or teenagers.
Transmission of influenza from person to
person occurs through coughing and/or sneezing
from the infected person. This creates airborne
droplets, which can then be inhaled by a noninfected person who is in close contact with the
infected person. This is why influenza spreads
so quickly in situations such as long-term care
facilities, daycare facilities, dormitories, prisons,
airplanes or cruise ships. Droplet transmission
can also spread influenza. Droplets are the heavier
particles resulting from a cough or sneeze. These
droplets may be spread when the infected person
coughs or sneezes into their hands, then touches
an item. Or the droplets from a cough or sneeze
settle on objects or a surface. Along comes a noninfected person, who in turn handles the infected
object, touches the surface, or touches the hand
of the infected person. This person now touches
their eyes, nose or mouth and becomes infected.
After an incubation time of one to four days, the
person then develops symptoms of illness. Adults
are typically contagious from the time of infection
to five days after the onset of symptoms, for an
average total of six days. Children are contagious
for a total of 10 days and may shed the virus for up
to six days before the onset of illness. Diagnosing
influenza is best achieved within three to four
days of the onset of symptoms by a nasopharyngeal
swab. There are a variety of rapid tests in which
test results are available within 30 minutes and
are 65 to 81% accurate.
If the patient has had a recent intramuscular
influenza vaccination, the vaccination will
not affect a rapid diagnostic test. However if
the patient received an intranasal vaccination,
serology tests will be affected. Cultures of the
viruses will generally take 48 hours with another
one to two days to identify the virus. Such testing
is not going to influence individual patient
management but will give statistical information
to health authorities for tracking a strain. There
are a variety of other diagnostic tests for influenza
and further information is available at the Center
for Disease Control's (CDC) web site www.cdc.gov/
flu.
Influenza and Influenza-like Illnesses
Many diseases and some biological agents
appear very similar to influenza. It is critical
we bear this in mind when looking at patients
and make efforts to correctly diagnose patients'
illnesses versus potential acts of terrorism. Below
appears a chart comparing influenza to some
influenza-like illnesses, followed by a discussion
of these conditions. This is by no means a complete
education regarding these conditions, but it is
meant to be an introduction to these illnesses.
(Continued on page 15)
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Comparing Influenza to Influenza-like
Illnesses
Clinical
Presentation

Influenza

SARS

Inhalation
Anthrax

Brucellosis

Pneumonic
Plague

Smallpox Syndrome Tularemia

Incubation

1 to 4 days

2 to 7 days

1 to 7 days

5 to 60 days

1 to 6 days

10 to 12 days
usually

3 to 5 days

Onset

Sudden

More gradual

Insidious

Sudden

Sudden

Sudden

Fever

101 to 102° F

Greater than
100.4° F

Yes

Yes

Yes

101 to 105° F

Yes

Chills

Usual, no rigor

Yes, with rigor

60 % of patients

Yes

Headache

May be severe

Sometimes

Usual "splitting"

Yes

Myalgia

Yes, often severe

Sometimes

Usual, in back

Yes

Joint Pain

No

Extreme Exhaustion

Usual

Tiredness, Weakness

May last 2 +
weeks

Sore Throat

Common

Sneezing

Occasionally

Rhinitis

Occasionally

Cough

Usual,
nonproductive

Dry, starts
day 3 to 7

Malaise

Usual

Sometimes

Dyspnea

Rare

Common, starts
day 3 to 7

Progression

Improves in
5 to 7 days

Slowly worsens,
Worsens after
severe in 2nd week one week

Worsens in 2 to 4 Worsens,
days, untreated
untreated
causes death
results in
death

Chest X-ray

Normal

Rapid progression Abnormal with
to bilateral disease pleural effusions,
widening
mediastinum

Abnormal

Profound Sweats

No

Night Sweats

No

Hypoxia

No

Anorexia Weight Loss

No

Nausea, Vomiting

Yes
Yes

Not usually

Yes

Generalized
Yes

Yes

Common

Prostration

Yes

Yes

Progressive
weakness

Bloody or
watery sputum

None

No

Rare
Mild

None

Dry

Usual

Yes
Yes
Usual
Yes
Sometimes

50% of patients

Delirium, Convulsions

15% of patients
7% of patients

Diarrhea

10% of patients

Yes

(Continued on page 16)
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Sudden Adult Respiratory Syndrome (SARS)
is associated with the coronavirus (SARS-CoV)
and was first reported in Mainland China in 2003.
As the problem progresses, 10 to 20% of affected
patients will progress to respiratory failure and
will require mechanical ventilation. Mortality
rates are high at 9.6%, especially affecting the
elderly and those with other complicating chronic
diseases. The initial chills patients develop, often
with rigors, may be a helpful symptom to help
differentiate influenza from SARS in its earlier
stages. Each patient who presents with influenza
symptoms should be questioned regarding travel
history. Has this person in the last 10 days traveled
to an area where SARS has been transmitted or
had close contact with a person who has SARS?
Chest X-ray showing patchy infiltrates can help
diagnose the problem in later stages. SARS is
diagnosed using the following criteria:
Suspect Cases of SARS must have three
characteristics:
1. Fever greater than 100.4o F.
2. One or more clinical findings of respiratory
illness such as cough, dyspnea, hypoxia.
3. With the last 10 days before the onset
a) travel to an area with community
transmission or close contact with someone
with suspected SARS or b) employment as a
healthcare worker with recent direct patient
contact.
Probable Cases of SARS must have the
following:
1. All of the above and
2. Chest x-ray evidence of Adult Respiratory
Distress Syndrome (ARDS) or autopsy
evidence of SARS.
Confirmed Cases of SARS must exhibit:
1. A positive antibody titer 28 days after
symptoms develop.
To date, we do not have effective treatment for
SARS; thus management is mainly supportive.
Therapy will include antipyretics, fluids, rest
and respiratory support. Hand washing is an
absolute must as well as isolation or protective
techniques, especially in the early stages when
SARS is suspect. It is essential healthcare workers
use properly fitting masks, gloves, gowns, and
sealed eye protection as initial spread of SARS is
via droplets. Anyone having close contact with the
patient is at increased risk to come into contact
with droplets. Airborne transmission is also likely
so be sure to take protective precautions when
undertaking such procedures as suctioning or
intubating a patient suspected of having SARS. Of
course, hand washing and avoidance of touching
one's nose, mouth and eyes is essential so as not
to infect oneself. Unfortunately, we do often
unconsciously touch our eyes, mouth and nose.
The simple act of rubbing an eye, scratching a nose
or resting a cheek on a hand may be enough to
transmit infection. Be mindful of how and when
one touches one's face and consciously avoid doing
so.
Inhalation Anthrax
In humans, bacillus anthracis causes anthrax in
three forms: cutaneous, inhalation, and intestinal.
Cutaneous and intestinal do not present with
influenza like symptoms, but the inhalation form
does. All patients with inhalation anthrax will
have dyspnea, hypoxia and abnormal chest X-rays.
Once mediastinal widening has occurred on
chest X-ray, prognosis is poor. One differentiating
finding is the development of pleural effusions
versus infiltrates (that rarely occur) on chest X-ray.
Identifying anthrax is critical, as early treatment
with antibiotics is essential if the patient is to
survive. Taking the patient's history is important.
Can they identify the hour they became ill?
Because anthrax has a more gradual onset, this
question may be helpful in identifying influenza
versus anthrax. Because bacillus anthracis spores
can occur on farms, be sure to ask the patient's
occupation or about a recent visit to a farm or
contact with farm animals such as cattle, pigs or
horses.
Person to person transmission of anthrax has
not been known to occur; thus if the patient can
identify a person from whom he or she acquired
an illness, it is probably not anthrax. Anthrax has
been weaponized recently, so careful questioning
of the patient about occupational or environmental

exposures may be helpful in targeting the point
of exposure. Besides presenting with symptoms
of inhalation anthrax, laboratory confirmation
is based on isolation of bacillus anthracis from
sputum or blood, or anthrax electrophoretic
immunotransblot test, or identification of the
bacillus by immunofluorescence.
Brucellosis results from a gram-negative
coccobacillus of which there are many varieties.
Brucella abortus is found in cattle, Brucella suis
in pigs, Brucella melitensis in sheep, and Brucella
canis is found in dogs. Brucellosis presents
very much like influenza, but night sweats,
anorexia and weight loss many distinguish it
from influenza. Other factors that may help
differentiate brucellosis from influenza include: (1)
Does this person have contact with farm animals?
(2) Does this person consume unpasteurized
dairy products? Cases are confirmed by isolating
the bacteria from blood, serum, bone marrow,
spleen, or liver specimens and can be treated with
antibiotics.
Pneumonic Plague is caused by the bacteria
Yersinia pestis, often found on rodents and their
fleas, and infects humans and animals. Yersinia
pestis can lead to four clinical presentations:
1. Bubonic plague that results in buboes in
lymph nodes, which are enlarged nodules,
that later turn black, hence the historically
significant name "Black Plague" or "Black
Death."
2. Septicemic plague without buboes, found in
the blood;
3. Pneumonic plague found in the lungs, and
4. Pharyngeal plague in the pharynx and
cervical lymph nodes.
Pneumonic plague may occur secondary to
the dissemination of bubonic plague. Pneumonic
plague is transmitted through respiratory droplets
and sputum from animals or humans with
pneumonic plague. Only pneumonic plague is
transmitted from person to person. Septicemic,
pharyngeal and bubonic plague are transmitted
by the bite of infected fleas. Unfortunately,
pneumonic plague has also been weaponized.
A variety of antibiotics are effective in treating
pneumonic plague, thus quick identification and
treatment are essential in order to prevent the rapid
progression of pneumonic plague. Pneumonic
plague, like influenza has a sudden onset, but
patients with influenza do not produce watery or
bloody sputum. Patients suspected of pneumonic
plague, should be placed in isolation, ideally in
a negative pressure room. Everyone entering the
patient's room should don gowns, gloves, masks
and eye protection. Obtain specimens of blood and
sputum before beginning antibiotics.
Smallpox
Face-to-face contact while talking, singing,
coughing, or sneezing may transmit droplets
containing the variola virus and result in
Smallpox. Patients are not contagious during
the incubation period. The incubation period is
followed by a one to four day prodromal period.
At the end of the prodromal, the patient begins
to shed the virus and becomes contagious until
the last scab from the rash has fallen off. During
the prodromal period, patients may experience
delirium, abdominal cramping, diarrhea and
convulsions. The appearance of the rash certainly
rules out influenza. Vomiting that occurs in
smallpox does not occur in influenza. The
headache smallpox patients have will often
be characterized as "splitting" verses a lesser
headache of influenza.
Tularemia
Tularemia occurs in all U.S. states except
Hawaii. Between 1990 to 2000, the heaviest
concentration of cases was in the middle section
of our country, with most cases occurring during
May to August, unlike the usual "flu season"
of influenza. Tularemia is caused by the gramnegative coccobacillus Francisella tularensis,
which is found in rodents, rabbits and hares.
Like anthrax and pneumonic plague, tularemia
organism could also be used in a biological attack.
Diarrhea, joint pain and progressive weakness
are the symptoms that differentiate tularemia
from influenza. Person to person transmission
has not been documented, so isolation of the
patient is not necessary. However, until tularemia
has been isolated or identified, employ isolation
and infection control practices. Humans acquire
tularemia by being bitten by an infected tick,

by handling an infected animal carcass, by
consuming contaminated food or water, or by
breathing in the organism.
Due to the variety of portals of entry, the disease
may manifest itself in a variety of ways. Insect
bites result in an ulceroglandular form. Ingestion
of the organism results in a painful pharyngitis
and/or gastrointestinal disease. Inhalation of the
organism may be followed by pneumonia with
pleurisy, which will mimic influenza in its early
stages. Careful questioning of the patient for
possible exposure, rapid diagnosis and treatment
with antibiotics (streptomycin, gentamicin, and/or
tetracyclines) can be very effective for tularemia
patients.
Other Influenza-like Illnesses
Other causes of influenza-like illnesses
include bacterial infections caused by Chlamydia
pneumoniae,
Mycoplasma
pneumoniae,
Streptcoccus
pneumoniae,
and
Legionella
pneumonophila. These have not been weaponized.
Respiratory syncytial virus (RSV) can also cause
influenza-like symptoms. By and large these
illnesses are easily identified with cultures
and treated with antibiotics. Chlamydia and
streptococcal pneumoniae will also occur during
the winter months as does RSV, but mycoplasma
and legionella will peak during summer and fall
months.
Healthcare workers are often the first ones to
come into contact with a patient exposed to one
of these illnesses. Before we dismiss a patient
as simply "having the latest flu bug" we need to
perform an assessment to be sure it is indeed "just
the latest flu bug." The purpose of this discussion
has been to introduce you to and give you some
differences between these illnesses and influenza
so that we might be able to make the most of
the time we have with patients and accurately
identify what could be a lethal situation. The
quicker the correct agent is identified, the quicker
proper authorities can be notified (public health,
law enforcement); and the quicker a coordinated
response can be set into action. For more
information about any of these influenza-like
illnesses consult the CDC website www.cdc.gov/
(disease name) or your Infection Control Officer at
your place of employment.
Complications of Influenza
Pneumonia, either bacterial or viral, is the
major complication of influenza. The elderly
(65 years and older) and those patients with
chronic diseases such as heart, lung or kidney
disease, are at the greatest risk of death secondary
to pneumonia and influenza. However, in
pandemics, 50% of the deaths from complicating
pneumonia occur in those younger than 65 years
of age. The development of pneumonia, usually
by streptococcus pneumoniae or staphylcoccus
aureus, is thought to occur because of damage to
the tracheobronchial epithelium caused by the
influenza virus. This damage leads to impairment
of organism clearance by the cilia and mucous.
Thus microbes may begin to colonize and
invade the lung tissues. It should also be noted
staphylococcus aureus infections may cause
bacteremia and endocarditis, further complicating
influenza.
Influenza B with an infection of staphylococcus
aureus can lead to toxic shock syndrome. Viral
pneumonias may occur, either caused by the
same influenza virus or by other viruses. Patients
may have both viral and bacterial pneumonias
simultaneously.
Signs that the patient has developed pneumonia
are:
1. Symptoms continue to worsen beyond the
expected 5 to 7 days of influenza.
2. Symptoms worsen after the patient has
begun to improve.
3. Fever returns and is higher than what
occurred with initial illness.
4. Dyspnea, shortness of breath is present.
5. Patient now has a productive cough as well
as rales or rhonchi upon auscultation.
6. Chest x-ray shows pulmonary infiltrates.
Reyes Syndrome has seen a dramatic decrease
due to the amount of attention and education it
has received. No one under the age of 18 should
take/receive aspirin to treat a fever. Aspirin
interacts with the influenza viruses as well as
the varicella (chicken pox) virus to produce the
(Continued on page 17)
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syndrome. Symptoms of Reyes Syndrome include
nausea, vomiting, decreased consciousness and/
or seizures due to cerebral edema, hypoglycemia
and liver failure. Be sure to remind all patients
to read labels, as aspirin may be a component of
medications and they may take it unsuspectingly.
Myositis (inflammation of muscle tissue) and
rhabdomyolysis (destruction of striated muscle
tissue) can be complications of influenza that
are more common in children. These conditions
are exhibited by extreme muscle tenderness,
especially in the legs. Myoglobulinuria that occurs
as a result of myositis and rhabdomyolysis may
result in kidney failure. Myoglobin is also known
as myohemoglobin and functions similarly to
hemoglobin by carrying oxygen in muscle tissues.
With both of these complications, because of
the breakdown of muscle tissue, the patient will
exhibit elevated creatinine phosphokinase (CPK)
and CPK-MM (muscle bands) levels.
Other complications of influenza include:
• Cardiac
Problems:
myocarditis
(inflammation of the cardiac tissues) and
pericarditis (inflammation of the pericardial
sac);
• Pulmonary Problems: besides pneumonias,
may include worsening of chronic lung
diseases such as bronchitis, emphysema or
asthma;
• Central Nervous System Problems that
include
encephalitis,
postencephalitic
Parkinson's
disease,
Guillain-Barre
syndrome, and possibly amyotrophic lateral
sclerosis (ALS). There is research linking
the Spanish Flu of 1918 with Parkinson's
disease.
Influenza Vaccines
Each year the Advisory Committee on
Immunizations Practices (ACIP) along with
the Food and Drug Administration (FDA) meet
to identify which influenza strains should be
included in the composition of the year's vaccine.
Because of antigenic drift, the formulation of
vaccine changes each year. Generally in each
year's vaccine there are two type A strains as
they cause the most illness in humans and one
type B strain. In the 2003 to 2004 flu season, the
dominant strain that was selected to be included
in the vaccine actually killed the embryonated
egg where the virus was to grow. Thus a different
strain had to be selected and while a very close
virus was chosen, it was not enough of a match
to the strain that actually circulated among
the population to be effective. Therefore, many
individuals who received the flu vaccine that year
also developed influenza.
To manufacture vaccine, one egg produces one
dose of vaccine. At this production rate, it requires
an enormous number of chickens and eggs! In
the U.S. alone, 80 million doses are made for
annual distribution. What will happen to vaccine
production if major flocks of chickens, used solely
for the production of vaccine, become infected
with avian influenza and have to be destroyed?
Time is another consideration in the production
of vaccine. Currently it takes 6 to 8 months to
produce the annual vaccine. A strain of influenza
can circulate around the world faster than the
vaccine can be produced. At this time there is a lot
of research being conducted, aimed at identifying
quicker and more efficient methods of vaccine
production.
Storage, administration, side effects and
adverse reactions: Vaccines should be stored
between 35 and 46° F. Do not allow the vaccine
to freeze, as that will destroy the effectiveness.
Also do not store the vaccine in the door of a
refrigerator, as there are too many temperature
fluctuations with frequent opening and closing of
the door. The vaccine is generally administered
intramuscularly and because it is inactivated, it
can be given along with other vaccines if required.
However separate needles and syringes and
separate sites must be used. The most common
side effect is soreness, redness or induration at
the site of injection. Some patients experience
fever, chills, malaise and myalgia within 6 to 12
hours of injection. Usually taking an over the
counter antipyretic (non-aspirin) will alleviate
these problems. Some individuals may experience

a severe allergic reaction, which is probably due
to hypersensitivity to a component of the vaccine,
such as an egg allergy. Should an allergic response
occur, be prepared to intervene with appropriate
anti-histamine medications and other measures
as necessary. There are protocols for vaccinating
individuals with known influenza vaccine
allergies that include the use of epinephrine.
Persistent fever, dizziness, behavior change,
serious allergic reactions, difficulty breathing,
hoarseness, wheezing, hives, paleness, weakness
or tachycardia following influenza vaccine are
considered to be adverse events. These events
should be reported to the U.S. Department of
Health and Human Services Vaccine Adverse Event
Reporting System (VAERS). Medical providers
should use 800-822-2463 and non-medical persons
should use 800-822-7967, or the website www.
vaers.org can be used to report an adverse event.
Most adverse events will occur within the first 48
hours after vaccination; however Guillain-Barre
Syndrome may not occur for as long as six weeks
after vaccination.
Who should/should not receive the vaccine?
The influenza vaccine is one of the primary
preventative measures against the influenza virus.
High-risk groups who should receive the vaccine
include:
Those who are 65 years of age or older:
This group has the highest mortality rates and
hospitalizations due to influenza.
Those who are 50 to 64 years of age: This
group is also considered high risk because many
people in this group also have chronic diseases.
However, with so much publicity focusing on the
65+ year-old group, individuals between 50 and 64
do not receive or think they need the vaccination.
Economic constraints may also be an issue, as
Medicare will pay for the vaccine for the 65 year
old and older group.
Those who are 6 months of age or older and
have a chronic health problem: This group is at
great risk for complications from influenza and/
or exacerbation of their chronic conditions due to
influenza.
Chronic conditions include:
• Cardiac disease: valvular disease, congestive
heart disease, and cardiomyopathy
• Pulmonary disease: asthma, cystic fibrosis,
emphysema, and bronchitis
• Renal disease: polycystic kidney disease and
chronic kidney disease
• Diabetes and other metabolic diseases
• Anemia and other blood disorders: sickle
cell disease
• Compromised immune system disease:
AIDS, autoimmune disorders, cancer, and
long-term steroid treatment.
Those patients with compromised immune
function should receive vaccines made from
inactivated (killed) viruses, but because of their
depressed immune system, the expected antibody
response may not be obtained. These individuals
should always check with the healthcare
professional regarding influenza vaccines.
Those persons who are healthcare providers:
Not only direct patient care professionals but
all workers employed by a given facility should
receive the vaccination.
Those who reside in long-term care/skilled
nursing facilities: Because of the close living
arrangements, persons living and/or working in
any type of chronic care facility should receive the
vaccine.
Pregnant women in the second or third
trimester: This group has the same risk as those
with chronic diseases. Pregnant women should
check with their healthcare professional, as
there are some recommendations that women
do not receive the vaccine before the 14th week
of pregnancy. It is not clear if the vaccine is
associated with spontaneous abortion that can
occur during the first trimester of pregnancy.
Children, 3 to 23 months of age, even without
chronic diseases: This group is at substantially
high-risk for hospitalization due to complications
from influenza. Dehydration is the leading cause
of complications, as children with fevers will
become dehydrated very quickly, especially if they
are not able to take in enough fluids.
Other groups who should receive influenza
vaccines: Anyone who has contact with a high-risk
group, i.e., doctors, nurses, in-home caregivers;
family members of infants less than 6 months
of age in order to protect the infant for whom no
current vaccine is available. Law enforcement

officers, firefighters, emergency medical services
personnel, students living in dormitories,
individuals taking a cruise, and anyone who
desires should all receive the vaccine.
Groups who should not receive the vaccine
include:
• Those who are allergic to eggs due to the fact
the vaccine is grown in eggs.
• Persons with acute respiratory or other
active infections should be advised to wait
until they have recovered.
• Anyone with a history of Guillain-Barre
Syndrome (GBS) as they will be at increased
risk for another episode. However, this
is somewhat controversial and there is
conflicting information as to the actual
incidence of GBS after influenza vaccine.
These individuals should check with their
healthcare professional.
• Those individuals with latex allergies should
be evaluated before being vaccinated, as the
stopper in the vaccine vile contains latex.
Note: This vaccine is not contraindicated in
breastfeeding mothers but is often encouraged so
they do not contract influenza and then pass it on
to their vulnerable infants.
A nasal spray influenza vaccine, FluMist,™ was
first approved in 2003 for use. The nasal vaccine
is a live attenuated influenza vaccine (LAIV) and
is sprayed directly into the nose. Because it is a
live virus, this vaccine is only for healthy persons,
age 5 to 49 years old. LAIV should not be given
to pregnant women, patients who have received
antiviral medications in the previous 48 hours,
patients with any chronic diseases as previously
discussed, history of GBS, or hypersensitivity
to eggs. LAIV vaccines will contain the same
influenza strains as the injectable vaccine,
however they contain live, but weakened viruses.
LAIV can be given to those individuals who have
close contact with high risk or immunosuppressed
individuals, and can be given at the same
time as other vaccines. If vaccinations are not
given at the same time, the patient must wait 4
weeks to receive any additional vaccinations.
Individuals who are in close contact with severely
immunocompromised individuals should not be
given LAIV. LAIV must be kept frozen. Advantages
of LAIV is that it builds both mucosal and serum
antibodies and is easy to administer. Cost for this
vaccination in the 2003-2004 flu season was $46
per dose, which dampened enthusiasm; hence,
the manufacturer is considering dropping costs
to build a customer base. To administer the nasal
vaccine, the single dose, single use sprayer should
be removed from the freezer, held in the palm of
the hand until thawed. With the patient sitting
up, half of the dose is sprayed into one nostril,
the attached dose-dividing clip is removed and
the remainder of the dose is administered into the
other nostril. Patients who have received LAIV
should not take any antiviral medications for two
weeks.
Other Measures to Prevent Influenza
Hand washing is one of the single most effective
ways to prevent transmission of not only influenza
but also many diseases. Good hand washing
involves removing the skin oils where organisms
can remain even when the hands look clean. To
remove skin oils, the process should take at least
20 seconds for children (the time it takes to sing
'Twinkle, Twinkle Little Star'). The hands should
be soaped and rubbed vigorously for 15 seconds
(for adults) to create a good lather and distribution
on all hand surfaces. The hands should then be
rinsed and dried, preferably with a paper towel
that can then be used to turn off the water faucet.
While nothing replaces a good hand washing, a
waterless hand sanitizer containing at least 60%
alcohol can be used. Hand sanitizers, in small
bottles, can easily be carried in a pocket, purse,
briefcase or lunchbox, making it readily available
for use.
Avoid touching eyes, nose and mouth as these
are the entryways for bacteria and viruses.Because
we unconsciously touch these areas, persons
trying to prevent illness should make a conscious
effort to avoid touching the face.
Covering one's mouth and nose when sneezing
and/or coughing is essential. Disposable paper
tissues should be used whenever possible,
followed by hand washing. Reality is that coughs
or sneezes are often covered by bare hands. While
not ideal as the individual may not wash their
(Continued on page 18)
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hands immediately after coughing or sneezing into them, covering the cough
or sneeze with something is better than not covering it with anything at
all. Patients and children can be taught to sneeze or cough into their upper
sleeves instead of their hands when they are not readily able to wash their
hands. Using cloth handkerchiefs should also be avoided. Blowing nasal
secretions into cloth handkerchiefs creates a moist, viable culture that is
then carried in a pocket or purse, to be transferred to another individual or
result in prolonged episodes from re-infection.
Avoiding people with respiratory symptoms. Avoid close contact with
others during cold and flu season, especially in stores, restaurants, church
and workplaces.
Help your immune system by getting enough rest, not letting yourself
get "run down," keeping yourself hydrated, eating a well balanced diet, and
consider taking multivitamins. In other words, take care of yourself.
Antiviral medications may also be used to prevent influenza. However in
January 2006 the Centers for Disease Control (CDC) began urging physicians
to not prescribe antiviral medications because the predominant strain of
influenza had built up high levels of resistance to them. Ninety one (91)
percent of the virus samples tested by the CDC this year showed a resistance
to rimantadine and amantadine. This is an alarming increase in resistance
compared to the 11% resistance noted in 2004-2005 flu season. The CDC
is speculating that the increase in resistance may be due to viral mutation
or overuse of the antiviral medications. The newer antiviral medications
oseltamivir (Tamiflu ™) and zanamivir (Relenza™) are still effective;
however, more use of these may also increase the risk of resistance. Antiviral
medications can be administered within 48 hours of the onset of symptoms
and will reduce the illness by one or two days and make the patient less
contagious to others. Persons who may receive antiviral medications include
those who have chronic illness, institutionalized patients where there is an
influenza outbreak and, in the case of a pandemic, those providing critical
services to shorten their absence.
Caring for Influenza Patients
Most healthy individuals can tolerate influenza and will be back on
their feet in a week or so. Individuals who are able to care for themselves
may consider obtaining an antiviral, should stay home to protect others
from infection, get plenty of rest and fluids, should not drink alcohol or
use tobacco, should consider the use of over-the-counter medications for
symptom relief, cover coughs and sneezes, and frequently wash hands.
Individuals should seek medical attention in the event any of the following
conditions occur:
• High or prolonged fever, particularly fever that does not respond to
antipyretics.
• Any difficulty breathing, watch for retractions, labored breathing,
cyanosis, and pay attention to complaints of pain or pressure in the
chest.
• Dehydration
• Changes in mental status, fainting, near fainting, seizures
• Severe and/or persistent vomiting
• Worsening of a chronic disease
• Worsening of influenza symptoms
• Any rash or jaundice
• Dry cough that becomes productive.
Once hospitalized, care is mainly supportive. If the patient develops a
fever, antipyretics and other measures to combat high fevers will need to
be employed. Maintaining fluid and electrolyte balances with appropriate
parenteral fluids will be necessary. Meticulous skin care to prevent skin
breakdown due to dehydration or constantly moist skin due to fever will be
a nursing concern. Pulmonary hygiene to include frequent turning, elevating
the head of the bed, deep breathing exercises, and inhaled respiratory
treatments will be employed. It will be important to monitor for worsening
symptoms or development of pneumonia as rapid intervention, including
intubation and mechanical ventilation, may be necessary. And of course,
impeccable infection control practices need to be followed to protect patients
as well as healthcare providers.
For patients who live alone, home care or other community support (Meals
on Wheels, neighbors, other family members) may be necessary. Healthy
elderly people with influenza may be able to stay by themselves but may
need assistance with meal preparation or perhaps only assistance with
shopping. Each situation will have to be individually assessed.
Avian Influenza
In the past, bird influenza viruses only rarely infected humans directly.
This is because avian viruses attach to receptors found on bird cells but not
on human cells. Human viruses prefer the receptors found in the human
respiratory tract; hence, influenza causes so many respiratory symptoms.
Pigs, on the other hand, being the previously mentioned middleman between
humans and birds, have receptors that avian, human, and swine viruses can
use. In 2004 an avian virus H5N1 made the jump directly to humans without
using swine as the middleman. This deadly strain of virus began sweeping
through flocks of domestic and wild birds in Southeastern Asia. Wild birds
have now carried the virus west, with dead birds having tested positive for
the virus in China, Russia, Turkey, Iraq, a number of European countries,
and Africa. The mortality rate for humans infected with H5N1 is 50 percent.
So far transmission has occurred in individuals who have come into contact
with infected birds, with only two documented cases of person-to-person
contact. This virus has the potential to become a pandemic if it develops the
capacity to easily spread from person to person. Recent research regarding
the Spanish Flu pandemic (1918-1919) indicates this was due to an avian
virus similar to the H5N1 strain. The Spanish Flu virus was able to mutate
and developed the capacity to jump easily from one person to another.
Because people had no immunity to this new strain, it spread rapidly to

one third of the world's population with deadly results. The Spanish Flu
was so virulent it killed previously healthy young adults within 24 hours
of symptom onset. Will the H5N1 virus mutate? -When will it mutate? Only
time will tell.
Signs and symptoms of avian influenza are similar to other influenza
infections. It is essential, in differentiating avian influenza from influenza,
to ask about recent travel to countries where avian influenza is endemic. Ask
if they have come into contact with infected birds. Below appears a chart
comparing influenza with avian influenza.
Comparing Influenza to Avian Influenza
Clinical

Influenza

Avian Influenza

Incubation

1 to 4 days

1 to 10 days

Onset

Sudden

Sudden

Fever

101 to 102° F

100 to 103° F

Chills

Usual, no rigor

Usual, no rigor

Headache

May be severe

May be severe

Myalgia

Yes, often severe

Yes

Joint Pain

No

No

Extreme Exhaustion

Usual

Usual

Tiredness, Weakness

May last 2 + weeks

May last 2+ weeks

Sore Throat

Common

Common

Sneezing

Occasionally

Less common

Rhinitis

Occasionally

Less common, occurs with

Presentation

rhinorrhea
Cough

Usual, nonproductive

Usual, nonproductive

Malaise

Usual

Severe, persistent

Dyspnea

Rare

Early in the illness

Progression

Improves in 5 to 7 days

Chest X-ray

Normal

Abnormal, indicating
pneumonia, ARDS

Pleuritic pain

No

Early in the illness

Bleeding from nose

No

Early in the illness

Profound Sweats

No

No

Night Sweats

No

No

Hypoxia

No

Possible with dyspnea,

&/or gums

pneumonia, ARDS
Anorexia, Weight

No

Possible

Nausea, Vomiting

No

Early in the illness

Abdominal pain

No

Early in the illness

Diarrhea

No

Watery without blood, early

Loss

in the illness
Laboratory studies will show elevated white blood cell counts and mild to
moderate thrombocytopenia (decreased platelet count). Chest X-rays will be
abnormal and reveal pneumonia, infiltrates that can be diffuse, multifocal,
patchy, or interstitial, or consolidation that may be segmental or lobular. The
patient may worsen and present with ARDS, which will require immediate
medical attention with possible mechanical ventilation. Bear in mind,
ARDS can progress rapidly and has a 50 percent mortality rate. Current CDC
recommendations include testing a patient for the H5N1 virus if they present
with pneumonia, ARDS, or any other severe respiratory illness and if they
have traveled within 10 days of symptoms to a country where H5N1 has been
documented in humans or birds. Testing for the virus is also recommended
in patients who present with fever over 100.4° F and one or more of the
following: cough, sore throat, shortness of breath; and a history of contact
with poultry, contact with a person known or suspected to have H5N1, or
travel to an H5N1 affected country within 10 days of the onset of symptoms.
To obtain the most up to date list of countries affected by the H5N1 virus,
consult the CDC website www.cdc.gov. There are a number of tests available
to identify the virus. Follow the instructions of your laboratory or infection
control officer to perform necessary diagnostic procedures. Once laboratory
personnel do identify the H5N1 virus, they are required to notify the
National Respiratory and Enteric Virus Surveillance System as well as local
public health departments and infection control officers. Caring for the avian
influenza patient is essentially the same as influenza and was discussed
earlier in this module. Infection control practices including gown, gloves,
eye protection and appropriate mask need to be maintained for 14 days after
the onset of symptoms.
(Continued on page 19)
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Stage

Name

Description

1

Novel Virus Alert

A new influenza virus is identified in
one or more humans. The population
has little to no immunity; thus this
could be the precursor to a pandemic.

2

Pandemic Alert

There is sustained person-to-person
transmission.

3

Pandemic Imminent

There are unusually high rates of
morbidity and mortality in widespread
geographic areas.

4

Pandemic

Further spread of the illness involving
multiple continents.

5

"Second Wave"

Pandemic appears to be ending.
Second wave of cases occurs within
several months.

6

Pandemic Over

Waves of cases cease. Virus joins those
that cause seasonal epidemics.

(continued from page 18)
Information to give to individuals who find they may be traveling to an
H5N1 affected area include:
• Make sure all vaccinations are up to date.
• Get a regular influenza vaccine. Although it won't protect against
H5N1, it will give them protection for regular influenza.
• Remind the traveler that "flu season" occurs during our summer
months in the Southern Hemisphere.
• Advise him/her to check their medical and/or travel insurance to see
that it covers emergency medical evacuation.
• While traveling, avoid open-air markets and rural areas with domestic
fowl.
• Wash hands frequently, preferably with an alcohol-based hand
sanitizer.
• Advise them not to eat raw eggs or foods containing raw eggs
• Advise them that a U.S. consulate member can be helpful in procuring
medical treatment while out of the country. They should obtain the
phone number of the U.S. consulate before leaving the country.
• Should avian influenza become apparent on a flight returning to the
U.S., the CDC has established guidelines for airline personnel that
include: keeping the infected person as isolated as possible; provide a
mask for the patient, or for those in close contact with the individual;
use disposable gloves when handling body fluids; and report the
illness to the U.S. Quarantine Station.
• Upon returning to the U.S. the individual should monitor their health
for the next 10 days. If they become ill, they need to immediately notify
their health care provider, describe symptoms, report their travel
history and whether they came into contact with poultry or anyone
who may have been infected with avian influenza.
• Currently, our poultry in the U.S. are free of avian influenza. However,
teach individuals to handle poultry safely to avoid transmission
of other diseases. This would include thawing frozen poultry in the
refrigerator versus room temperature; cooking poultry and eggs
thoroughly; washing hands; utensils and surfaces with hot soapy
water after contact; using a separate cutting board for raw poultry, and
avoiding foods containing raw eggs. When properly cooked, poultry
and eggs do not transmit the disease. The virus is destroyed by the
time chicken reaches an internal temperature of 180o F.
Dealing with a Pandemic
Should the avian influenza evolve into a full pandemic, it is estimated
there will be 20 to 47 million illnesses (35% of the population); 18 to
42 million outpatient visits (19% of the population); 314,000 to 734,000
hospitalizations (0.4% of the population); and 89,000 to 207,000 deaths
(0.1% of the population) in the U.S. It is further said the resulting strain on
resources would be far greater than any terrorist attack localized in one or
two areas, lasting from a few minutes to hours. Needless to say, in the event
of a pandemic, elective surgeries or procedures would need to be eliminated
or reduced. It may also be necessary and wise to set up influenza clinics,
especially for outpatient care, to keep influenza patients separate from the
general patient population. Methods for identifying additional staff and
equipment as well as coordinating services among other professionals such
as firefighters, ambulance personnel and police should also be undertaken.
Using a set of screening questions to triage patients might include the
following questions:
• Is this the time of year when influenza is expected?
• Has the person traveled to an infected area (SARS, avian influenza) in
the last 10 days?
• Did the person travel by airplane or cruise ship?
• Can the individual pinpoint the exact time the illness began?
• Has the individual had contact with any farm animals (pigs, cows,
chickens, turkeys, ducks or other birds)?
• Has the individual been around anyone who has been ill? Is so, who
was this person and what were their symptoms?
• Is the individual feeling just as bad as when they first became ill or are
they getting worse or perhaps getting better?
• Has the individual been in the mountains? Did they notice any signs
warning about plague?
• Has the individual had any raw/unpasteurized milk or eggs?
The World Health Organization has defined six stages for a pandemic.

No vaccine is yet available for widespread use for the H5N1 virus.
Currently researchers say an experimental vaccine given in two doses one
month apart is being developed. With this vaccine, it takes up to 6 weeks
to confirm immunity. The U.S. Department of Health and Human Services
has contracted with vaccine manufacturer Sanofi Pasteur to manufacture
the vaccine. Currently there are 2 million doses of the experimental vaccine
on hand. Once approved for use, it could take as long as 6 to 8 months to
produce a substantial supply. The Department of Health and Human Services
has also begun stockpiling doses of antiviral agents, namely oseltamivir
(Tamiflu™) and zanamivir (Relenza™) previously mentioned in this module.
While these do not prevent influenza, they do lessen the symptoms
and the duration of the illness. Roche, the manufacturer of oseltamivir,
has donated 3 million doses to the World Health Organization and has
announced recent plans to build a plant in the U.S. to manufacture the drug.
Other drug companies may be asked to assist in producing the antivirals as
well. Currently the U.S. has enough oseltamivir to treat about 2 percent of the
population. However, the U.S. government has ordered enough oseltamivir to
treat 25 percent of the population; but that won't be delivered until 2007.
A major way of limiting the spread of the avian influenza is to destroy
all diseased birds and their flock mates. Because the virus is not only
carried by birds but by people and machines on shoes and tires, the current
recommendation is to cull all fowl in a two-mile radius of the diseased flock.
Those individuals who are responsible for culling flocks, the disposal of
carcasses, or disinfecting the environment where flocks were housed, should
follow all infection control practices for the use of gowns, gloves, masks, eye
protection, shoe covers, influenza vaccines, and reporting any illness to their
healthcare providers.
In handling environmental clean-up, note the avian virus is killed by
heating to 132.8° F for three hours or 140° F for 30 minutes. The virus can
survive for three months in contaminated manure. At 71.6° F, the virus
can survive for four days in water; and at 32° F, the virus can survive for
more than 30 days. Formalin and iodine solutions will also kill the avian
influenza virus.
Conclusion
As if all the other things going on in the world today aren't enough, we
do need to worry about influenza. It isn't anything to sneeze about as it
could happen. Because bioterrorism attack symptoms appear so much like
influenza, we need to be able to quickly identify the source of the illness
or symptoms. While influenza coupled with it's complicating pneumonia
remains one of the top ten killers in the U.S., we need to be able to identify,
confine and treat the illness. It is hoped this module has enlightened the
reader to some of the intricacies of influenza so perhaps our destiny won't be
left to the "influence of the stars."
Resources:
Atkinson, W, Wolfe C, Editors. Influenza. Epidemiology and Prevention of
Vaccine-Preventable Diseases, 7th ed. Public Health Foundation 2004: 190-204.
Centers for Disease Control and Prevention: Information about influenza
pandemics. www.cdc.gov/flu/avian/gen-info/pandemics.
Hallinan, C, Bloice, C, Rough Beasts and Public Health, Revolution: The Journal
for RNs and Public Advocacy, Vol. 6, No. 4: 13-17.
Hitt, E. Avian Flu: What Clinicians Need to Know. Medscape Medical News, 29
January 2004.
Sheff, B. Avian Influenza: Poised to Launch a Pandemic? Nursing 2006, January:
51-53
World Health Organization, www.who.int/cst/disease/influenza
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COMPARING INFLUENZA...
(continued from page 19)

Influenza Pandemic: Nothing to Sneeze About?
ONF-06-47-I

a. Define influenza.
b. Recognize differences between influenza
and influenza-like illnesses.
c. List complications of influenza and
measures to prevent influenza.
d. Discuss uses, administration and side
effects of intramuscular and nasal
spray vaccines.
e. Differentiate influenza from avian
influenza.

ONF-06-47-I

Post Test
Name: _____________________________________________________________

Evaluation
1. Were the following objectives met?

Influenza Pandemic: Nothing to Sneeze About?

Final Score: _______________________________________________________
Yes

No

❑

❑

❑

❑

❑

❑

❑

❑

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

There is only one correct answer.
1. All experts offer consistent information regarding influenza, avian
influenza and the development of a pandemic.
A. True
B. False
2. In the U.S. influenza costs an estimated $12 billion annually.
A. True
B. False
3. Influenza is defined as a respiratory illness with fever, is highly
contagious and occurs during the winter months in the Northern
Hemisphere.
A. True
B. False
4. The decade of the 1930's held many discoveries about influenza.
A. True
B. False

3. How long did it take you to complete the study, the post-test, and the
evaluation form?
4. Were the directions clearly written? ____Yes ____No
If no, please comment:

5. A portion of the cycle of influenza development includes pigs eating
the harvest remnants of rice paddies that have been contaminated by
fowl droppings.
A. True
B. False
6. The practice of wet slaughter in markets does not contribute to
influenza strain development.
A. True
B. False
7. Type C influenza produces profound illness in humans.
A. True
B. False

5. Were the post-test questions clear? ____Yes ____No
If no, please comment:

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

8. Type B influenza causes mild disease and may occur in outbreaks in
long-term care facilities or dormitories.
A. True
B. False
9. Type A influenza affects bird, pigs and humans, easily mutates and is
not a public health concern.
A. True
B. False
10. Subtypes of influenza are identified by the hemagglutinin and
neuraminidase components using a numbering system.
A. True
B. False

Thank you for your assistance.

Influenza Pandemic: Nothing to Sneeze About?
ONF-06-47-I

Independent Study Registration Form
Name: _____________________________________________________________
(Please print clearly)
Address: __________________________________________________________
Street
City/State/Zip
Daytime phone number: ( __ ) _______________________________________
____RN

____LPN

Fee: _________ISNA Member ($15) _________ Non-ISNA Member ($20)

ISNA OFFICE USE ONLY
Date Received:______________ Amount: ________ Check No ________
MAKE CHECK PAYABLE TO THE INDIANA STATE NURSES
ASSOCIATION.
Enclose this form with the post-test, your check, and the evaluation and
send to: Indiana State Nurses Association, 2915 North High School Road,
Indianapolis, IN 46224.

11. Type A influenza infected birds may show no signs of illness, but shed
the virus through the gastrointestinal tract.
A. True
B. False
12. Antigenic shift can occur when RNA from one influenza virus
combines with the RNA of another influenza virus and results in a
new subtype.
A. True
B. False
13. Antigenic drift results in a slight change in influenza subtype, but
does not create a new subtype.
A. True
B. False
14. Antigenic drift offers no immunity to similar subtypes.
A. True
B. False
15. A hallmark of influenza is the abrupt onset of illness.
A. True
B. False
16. Transmission of influenza occurs when a non-infected person comes
into contact with airborne droplets or droplets from an infected
person.
A. True
B. False
17. Adults are typically contagious for 1 to 5 days while children are
contagious for 2 to 3 days.
A. True
B. False
(Continued on page 21)
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37. The nasal spray vaccine is made of live attenuated influenza virus and
is licensed for individuals 50 years of age and older.
A. True
B. False

18. Diagnosing influenza will significantly impact the management of the
illness and is not really useful for statistical reasons.
A. True
B. False

38. Nasal spray vaccines are recommended for patients with compromised
immune systems.
A. True
B. False

19. A website that may be helpful in up to date information regarding
influenza is www.CDC.gov/flu.
A. True
B. False

39. Handwashing, avoiding touching eyes, nose and mouth, covering one's
nose and mouth when sneezing and/or coughing, avoiding others
with respiratory symptoms and supporting one's immune system are
measures one can employ to help prevent influenza.
A. True
B. False

COMPARING INFLUENZA (POST TEST)...

20. Biological agents do not appear similar to influenza.
A. True
B. False
21. In SARS, fever with rigor may be helpful in differentiating it from
influenza in late stages of the illness.
A. True
B. False
22. Treatment for SARS, as well as influenza, is mainly supportive.
A. True
B. False
23. Anthrax may be identified by the development of pleural effusions on
chest x-ray.
A. True
B. False
24. Anthrax is dangerous because of its known person-to-person
transmission.
A. True
B. False
25. All forms of plague are transmitted from person to person.
A. True
B. False
26. Smallpox patients are contagious from the time they become infected
until the onset of symptoms.
A. True
B. False
27. Vomiting that occurs with smallpox does not occur with influenza.
A. True
B. False
28. Tularemia cases most often occur May to August and the bacteria can
also be used as a biological weapon.
A. True
B. False
29. Pneumonia is not a major complication of influenza.
A. True
B. False
30. The development of dyspnea, a returning fever and worsening
symptoms may indicate the patient has developed pneumonia.
A. True
B. False
31. Myositis and rhabdomyolysis, causing an elevated CPK level and
myoglobulinuria, have no significant effects on children.
A. True
B. False
32. Cardiac, pulmonary and central nervous system problems may be
considered to be complications from influenza.
A. True
B. False
33. Generally, two type A and one type B strain are included in the
composition of the annual influenza vaccine.
A. True
B. False
34. The intramuscular form of vaccine is an inactivated virus and cannot
be given with other vaccines.
A. True
B. False
35. All women in the first trimester of pregnancy should receive an
influenza vaccine.
A. True
B. False
36. Patients allergic to latex or having a history of Guillain Barre
Syndrome should all receive the influenza vaccine.
A. True
B. False

40. All antiviral medications are effective in preventing and/or limiting
influenza.
A. True
B. False
41. Healthy elderly people with influenza always require much community
support such as home care and Meals on Wheels.
A. True
B. False
42. Pigs, birds and humans all have the same virus receptors on their cells,
which contributes to the spread of influenza.
A. True
B. False
43. The Spanish Flu (1918 to 1919) was an avian virus, similar to the H5N1
virus and was so virulent it was known to kill healthy young adults
within 24 hours of symptoms onset.
A. True
B. False
44. To assist in recognizing avian influenza, it is necessary to question
patients about recent travel.
A. True
B. False
45. Avian influenza can exhibit chest x-ray changes of pneumonia and
possibly ARDS.
A. True
B. False
46. With avian influenza, infection control practices (gloves, gowns,
masks, and eye protection) needs to be instituted for six days.
A. True
B. False
47. Receiving the annual influenza vaccine will also protect one from bird
flu.
A. True
B. False
48. It is estimated that 35% of the population would become infected
with influenza should a pandemic occur, putting enormous strain on
resources.
A. True
B. False
49. The World Health Organization has defined six stages of pandemic.
A. True
B. False
50. It is essential workers who cull flocks, dispose carcasses and disinfect
environments where flocks were housed use infection control
practices.
A. True
B. False

