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For those of you who 
know me well, I am sure 
it will bring a smile to 
your face for me to admit 
that while I sit at the 
keyboard (Remember 
when we called it 
typing?), I struggle for 
something to say or a way 
to begin this column.  

It has been a demanding first quarter of 2008. 
ISNA has been very busy on behalf of all nurses 
in Indiana. Thankfully, our wonderful staff 
keeps the day-to-day operation of our Association 
running smoothly. Not to mention keeping our 
headquarters together and safe. (We survived the 
January tornados—have you ever heard of such a 
thing?) We closed 2007 with positive results: our 
Association is financially sound, confirmed by our 
annual audit.

The ISNAP program continues to serve nurses 
needing assistance with substance abuse. The 
ISNAP staff meets regularly with the Indiana 
State Board of Nursing. The Committee on 
Approval oversees Continuing Nursing Education 
programs across Indiana. ANA now manages 
our membership dues. The transfer was time 
consuming, but it saves valuable time for our staff.

Ernie Klein, our Executive Director, and 
Glenna Shelby, one of our contract lobbyists, were 
consumed with monitoring legislation, lobbying, 
educating legislators, testifying at hearings, 
attending committee meetings, and protecting the 
licenses and interests of nurses in Indiana. The 

ANANurseSpace.org—
Connecting Nurses 

with Nurses
Be sure to visit 

ANANurseSpace, a new 
ISNA member benefit 
offering protected online 
space for nurses to connect, 
coast to coast and beyond. 
ANANurseSpace is an 
online social network (think 
MySpace or FaceBook, but professional and for only 
nurses and student nurses) where members connect 
with nurses on the issues they choose.

Your first step will be to create a professional 
profile to show others where you are working and 
what your interests are. Then you will be able to 
initiate and participate in discussions about hot 
issues in your everyday practice; read (and maybe 
even write!) blogs about nurse experiences; find 
other nurses in your area or from your nursing 
school; share documents, pictures and ideas with 
your fellow nurses; comment on ideas that you see 
and connect with those that you chose to. The goal 
is to create and build online nursing communities 
to connect the way you want to—personally and 
professionally—with other nurses.

How Do I Get to ANANurseSpace? 
To participate in ANANurseSpace.org, simply go 

to http://NursingWorld.org, click “Members Only 

Relapse and
Relapse 

Prevention
October 3, 2008

ISNA’s Third Fall Workshop is scheduled 
for Friday, October 3, 2008, at the Holiday Inn 
Select Airport in Indianapolis. The theme 
for 2008 is “Relapse & Relapse Prevention.” 
Keynote speakers are Michael Wilkerson, MD, 
and Jackie Fazeli, RN, LCSW.  Dr. Wilkerson 
is Medical Director of Bradford Health 
Services in Alabama. He has also worked 
as the Medical Director of Talbott Recovery 
Campus in Atlanta, GA, as well as the Medical 
Director of North Carolina’s Physician’s Health 
Program. Ms. Fazeli, who is the Healthcare 
Professional Advocate for Bradford Health 
Services, has provided several presentations 

2008 legislative 
Review

by ernest klein, RN, CAe
executive Director and Lobbyist

The second session of the 115th Indiana General 
Assembly adjourned before the midnight deadline 
on March 14, 2008. Although this was the “short” 
session, legislators tackled several significant 
proposals including property tax reform (passed) 
and illegal immigrants (didn’t pass).

HB 1172 Various professions and Occupations
This large bill, authored by ISNA member 

Rep. Peggy Welch, RN, D-Bloomington, became 
increasingly larger during the session as it was 
amended several times. Language added was from 
SB 154 Select Joint commission on medicaid 
Oversight, SB 155 Study on Domestic Violence 
program, HB 1020, umbilical cord Blood and SB 
363 uniform emergency Health practitioners Act.

Although the language for the Nurse Licensure 
Compact remains in the bill, we will have to wait 
to see if the National Compact Administrators (the 
unelected group of out-of-state individuals who 
regulate the Compact) will not permit Indiana to 
join. An amendment supported by the Attorney 
General to require investigations to remain 
confidential until charges are filed with the Board 
of Nursing (current law) remains in the bill. The 
Compact Administrators want investigations to 
be placed in the national data system. If Indiana 
is permitted to join the Compact, it will not be 
effective until at least July 1, 2009. ISNA will keep 
Indiana nurses informed re: Indiana’s participation 
in the Nurse Licensure Compact.

This bill also contains language that would 
permit the Indiana Professional Licensing Agency 
to use a larger percentage of the nurse license 
renewal fees to fund the Indiana State Nurses 
Assistance Program.  

SB 302 professional and Occupation licensing.
This Senate bill was another large bill to clean 

up and make language consistent among the 
various licenses administered by the Professional 
Licensing Agency. There are two issues that 
specifically impact nurses: (1) the provision 
that prohibits Advance Practice Nurses from 
entering into collaborative practice agreements 
with physician assistants and (2) one which 
adds APNs to the list of practitioners who are 
subject to sanctions if they repackage and then 
sell free samples they received from the drug 
manufacturers.

HB 1125 Various Government matters.
Last session, the General Assembly adopted a 

two-year budget with appropriations for the Area 
Health Education Centers (AHEC). More 
than halfway through the fiscal year, the 
State had not released any of the funds. 
Many legislators were not pleased that the 
administration decided to withhold the 
funds. The approved conference committee 
report requires the Budget Agency to allot 
and otherwise take the steps necessary 
to make available for expenditure and 
distribution to area health education centers 
before May 2, 2008, at least 75 percent of the 
amount appropriated by P.L. 234-2007 for 
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President’s 
Message

Assembly adjourned before the midnight deadline 
on March 14, 2008. Although this was the “short” 
session, legislators tackled several significant 
proposals including property tax reform (passed) 
and illegal immigrants (didn’t pass).

HB 1172 Various professions and Occupations

Rep. Peggy Welch, RN, D-Bloomington, became 
increasingly larger during the session as it was 
amended several times. Language added was from 
SB 154 

ella Harmeyer
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legislative sessions are more hectic than usual in 
short session years.

Mr. Klein also took the Legislative 101 program 
on the road again this year and provided a 
number of workshops for nurses across the state 
on how to monitor legislative issues and interact 
with legislators. Although it is timely to be able 
to discuss the bills being introduced during the 
session, Mr. Klein is more than willing to bring 
this workshop to your area nurses any time of 
the year to prepare you for activity for next year’s 
session. Politics never go away!

The 2008 election cycle requires all of us to be 
vigilant over the next several months. In addition 
to positions to be filled in the state election, this 
year Indiana has gained considerable attention at 
the national level. Take the time to find out who is 
running in your area and what their positions are 
on nursing and health care issues. PLEASE VOTE!

ISNA also coordinates the participation of 
Indiana nurses on a wide variety of committees. 
To look over the schedule is exhausting! We have 
roles with the Indiana State Board of Nursing, 
the Medicaid Advisory Committee, the Indiana 
Workforce Development Coalition, the Indiana 
Association of Nursing Students, and more.

My email in-box holds correspondence on 
workplace violence (especially among nurses), 
safe staffing issues, guidelines for responding 
to emergencies or disasters, and the shortage of 

PReSIDeNt’S MeSSAGe
(continued from page 1)

nursing staff and faculty. These are just a few of 
the fifty professional emails I receive each day.
(Occasionally our firewall diverts an email that 
I really need. If you email me and do not get a 
response, please email me again or leave a voice 
mail message. Technology is great when it works, 
but it can be a nightmare when it does not!)   

We fight some old battles over and over again. 
Last week I received a copy of a letter from ANA 
President Patton to Michael Leavitt, Secretary of 
Health and Human Services. He has appointed the 
study committee for the Healthy People Objectives 
for 2020 and failed to include a nurse (or nurses) on 
this committee. We are the largest health provider 
group and education is part of our daily practice 
regardless of setting or specialty. Yet amazingly, 
we are not invited to the decision making table. 
Some issues are relatively new such as clarifying 
professional standards during times of national 
disasters or pandemics. This has become more 
urgent given the struggles of Hurricane Katrina 
and the threat of pandemic influenza. Some local 
communities did not immediately appoint a nurse 
to community task forces as they were developed.  

I need to end with a request for your support 
and your presence as a part of ISNA. We are 
doing great work on behalf of Indiana nurses, 
but we could be doing so much more with 
increased membership. Your skills and talents 
would strengthen the organization. We miss you. 
Sometimes we get tired. For each member of ISNA, 
there are 100 Indiana nurses who do not belong 
to the Association. Consider becoming a part of a 
great group. Your help will be greatly appreciated.



May, June, July 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

APPlICAtION FOR RN MeMBeRSHIP
Or complete online at www.NursingWorld.org 

pleASe pRINt OR type
 
_____________________________________________________________________________ 
  Last Name, First Name, Middle Initial 
 
______________________________________
  Street or P.O. Box

______________________________________
   County of Residence

______________________________________
   City, State, Zip+4

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

___________________________________
   Home phone number & area code

___________________________________
   Work phone number & area code

___________________________________
   Preferred email address

____________________________________
   Name of Basic School of Nursing

____________________________________
   Graduation Month & Year

____________________________________
   RN License Number                 State

____________________________________
   Name of membership sponsor

 _______ 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 under-
signed) 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✁

✁

Ruth Davidhizar, Dean of the School of Nursing 
at Bethel College in Mishawaka, Indiana, and 
Co-author, Dr. Joyce Newman Giger, Professor 
and Lulu Wolff Hassenpluf Endowed Chair at 
UCLA, have written a chapter entitled “Promoting 
Culturally-Appropriate Interventions Among 
Vulnerable Populations” in the 2007 Annual 
Review of Nursing Research. In addition, Dr. 
Davidhizar has authored a chapter entitled “Active

The Midwest Nursing Research Society (MNRS) 
held its 2008 conference in Indianapolis March 
28-31. Three ISNA members were among the 
presenters:

•	 Janet carpenter presented “Modeling the 
Hot Flash Experience in Breast Cancer 
Survivors.”  

•	 “Serious	 Games	 as	 a	 Strategy	 for	 Health	
Promotion in Youth” was addressed by 
Anna mcDaniel. Both are Indiana University 
School of Nursing researchers.  

•	 IU	 School	 of	 Nursing	 Dean	 marion e. 
Broome, who is also editor of Nursing 
Outlook, the official journal of the American 
Academy of Nursing, presented in a special 
session entitled “Strategies for Becoming 
Effective Manuscript Peer Reviewers.” She 
was joined by three other editors of leading 
nursing journals.

Listening” in Evidence-Based Nursing Care 
Guidelines Medical-Surgical Interventions (2008) 
published by Mosby/Elsevier. She also authored 
“The Successful Nurse Scholar as Interdisciplinary 
Collaborator and Leader” in Nurse Author and 
Editor (Dec. 2007).

ISNA Members in 
the News
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Content” on the left side menu in the Member Center. 
Log in and look for the ANANurseSpace button. 

What if I know Nothing About participating in 
Online communities?

Do not worry! ANANurseSpace will have a 
tutorial for first time users and help information 
throughout the site. Look “First Time Users” or 
“Get Started” to help set up your initial information 
and look for the yellow circle with ‘?’ for help 
understanding what items are through out the site.  

The best way to learn is to get in and try it. There 

ANA NurseSpace.org
(continued from page 1)

Not familiar with all the terminology around 
social networking? Here are just a few terms that 
will help you get started:

Online social network—An online web space 
that allows participants to connect with others 
within a community. For ANA this will be an 
ANANurseSpace, an online, password protected 
community for ANA members and nursing 
students, housed in ANA’s Members Only Section 
of www.NursingWorld.org. 

Community—a group of participants, focused 
around specific interest or commonality. An 
example would be a Staff Nurse Community, 
Educator Community, Advanced Practice RN 
Community, Student Nurses Community.  

Blog—A web log that is a series of entries by 
one or more authors, written in chronological 
order and displayed in reverse chronological 
order so that the most recent entry is at the top. 
Blogs can be formal, presenting resources, expert 
content, or informal, presenting stream of thought 
ideas, or anywhere in between. 

are no mistakes—you can get as much out of it as you 
wish and you choose if and when you participate. 

How Will I know if Something Happens that I want 
to participate in?  

The site brings the info you want to your e-mail 
box, but only IF you want it. ANANurseSpace is set 
up so you can choose what you want to be notified 
about and when. Choose if you want notification 
sent to your e-mail about entries into discussions 
or communities you are participating in, and 
notification of messages from other participants. 
Choose to have notices sent to your e-mail 
immediately, daily or weekly.  

This tool is for you—ANA hopes you find it a new 
asset in your complex personal and professional life 
as a nurses. Please come and join in! 

Social Networking terminology
Online ‘Discussions’—Read other people’s ideas, 

documents, invitations or blogs and comment on 
them by posting your own entries of any length, 
connected directly with the item that you are 
responding to. When reading discussions, you are 
able to see the initial idea and the responses from 
others, as well as comment yourself. This process 
allows multiple ideas to be presented.  

Rate postings—This is a feature on the site that 
allows participants to rate the different content 
(blogs, documents, videos, discussions) posted on 
ANANurseSpace, from one star (you did not like 
it) to 5 stars (it is great material). The average of all 
ratings is visible to other participants.  

Professional Profile—This is where you record 
information about you, where you work, your 
education, and what your interests are. This helps 
you find other nurses like yourself—by location, 
work experience, interests—that you can reach 
out to and connect with. It can also allow you to 
find friends from the past. 

two Nursing 
Students from 

Indiana elected to 
National Office

Jenna Sanders and Grant 
Tyler, both students at the 
University of Saint Francis, 
Fort Wayne, Indiana, were 
elected to serve on the 
Board of Directors of the 
National Student Nurses’ 
Association (NSNA) for the 
2008-09 term. The election 
occurred during NSNA’s 
56th Annual Convention 
in Grapevine, TX, March 
26-30.

Jenna Sanders is the 
new President of the National Student Nurses’ 
Association, having served as NSNA’s Vice-President 
for 2007-08. Grant Tyler was elected as a Director, 
and will chair the Membership Committee as well 
as serve on the Breakthrough to Nursing, Disaster 
Preparedness, and Image of Nursing Committees. 

Indiana Student 
Nurses Hold Annual 

Meeting
More than 125 of Indiana's most promising 

nursing students used the 2008 annual convention of 
the Indiana Association of Nursing Students (IANS) 
to continue to "chart their careers in nursing."

Held at the University Place Conference Center 
and Hotel on the IUPUI campus February 8-10, 2008, 
the IANS convention featured nationally known 
speakers who gave students new perspectives on 
their future nursing careers. The keynote address 
by Dr. Angela Barron mcBride, former Dean of the 
Indiana University School of Nursing, encouraged 
students to intentionally plan their careers to allow 
for stages of growth and personal development. 
Students also heard from academic leaders, nursing 
professionals, and patient families about topics 
ranging from medication errors to charting to 
Alzheimer's disease to graduate degrees in nursing.  

IANS members elected next year's board at the 
convention. The officers are: President Christen 
Alexander, Vincennes University; Vice President 
Rauf Khalid, University of Indianapolis; Secretary 
Joy Faulkner, Ivy Tech Community College-Madison; 
and Treasurer Stacie Koole, Purdue University.

Jenna Sanders
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Lorene Arnold, Fort Wayne
Charisa Bensinger, Reading, PA
Janine Biddle, Fort Wayne
Kasandra Booher, Harlan
Peggy Brandon, Brookville
Carolyn Burns, Rockville
Carole Carnes, Indianapolis
Kathlean Cooley-Ponds, Gary
Susan Colosimo, Brownsburg
Karlyn Doty, Bloomington
Amy Dryden, Indianapolis
Kristy Dulton, Lawrenceville 
Elizabeth Dyer, Kokomo
Maggie Erickson
Linda Everett, Indianapolis
Lisa Faust, Avon
Toni Jo Ford, Danville
Joanne Fox, Fort Wayne
Cathy Fulton, Bloomington
Bruce Garber, Bloomington
Cathleen Garber, Bloomington
Sherry Griepenstroh, Dale

Rebecca Helton, Indianapolis
Sarah Herb, Columbus
Julie Herman, Warsaw
Kimberly Hodge, Morristown
Teresa Howe, Hebron
Sarah Huebschman, Franklin
Sandra Hull, Columbus
Elisa Johnson, Bloomington
Kaitlin Kesmodel, Noblesville
Judi Kuric, Evansville
Carla McGee, Bloomington
Cathy Murray, Muncie
Mary Nierzwicki, Bloomington
Margaret Noro, Huntingburg
Teresa O’Donnell, Pittsboro
Barbara Owen, French Lick
Sharon Poole-Carpenter,
    Indianapolis
Marianne Rearick, Decatur
Janet Robinson, La Porte
Karen Sanders, Lafayette
Sally Sare, Bloomington

Cathy Sims, LaPorte
Kimberly Singleton,
    North Manchester
Terri Slater, Carmel
Kimberly Smith, Princeton
Marteen Sparks, Lebanon
Juanita Starika, Monrovia
Dan Stephens, LaPorte
Marsha Stewart, Scottsburg
Margaret Stoffregen-DeYoung, 
    Munster
Rebecca Strange, Jasper
Juanita Strika, Monrovia
Emily Stults, Elkhart
Melinda Swenson, 
    Bloomington
Amanda Tressler, Fort Wayne
Sara Uzelac, Walkerton
Windy Watt, Roachdale
Karen Werskey ,Seymour
Steven Wilson ,Greens Fork
Marta Wrobleski, Fort Wayne

Welcome to New Members and
Reinstated ISNA Members

by Sue Johnson,
PhD, RN, CNA, BC, 
Director of Clinical 

excellence and Nursing 
Research,

Parkview hospital,
Fort Wayne

Usually I encourage 
you to seek certification 
for your personal and 
professional growth. In 

this column, I’d like to help you seek information 
about the testing process. There are several 
national nursing organizations that provide 
certification examinations. Each organization 
supplies applicants with information about exam 
contents and provides methods to prepare for 
testing. The one I am most familiar with is the 
American Nurses Credentialing Center (ANCC); so 
I am going to share their information with you. 

ANCC has numerous certification exams on 
different nursing specialties. You can find a 
certification catalog for your nursing specialty 
on the website www.nursecredentialing.org/cert/
application.html. The certification catalog lists 
the eligibility criteria that you must complete prior 
to testing. It outlines content areas for study and 
provides the exam fee and application form. The 
catalog will also direct you to the General Testing 
and Renewal Handbook on the same website. This 
Handbook provides detailed information about the 
examination process and can be downloaded to 
your computer as a reference.

A section called Exam Preparation Resources 
will help you prepare by testing your knowledge 
through sample questions. It also lists the reference 
texts and manuals for your particular exam. You 
may sign up for a review course sponsored by the 
Institute for Credentialing Innovation or for an on-
line review course. There is a cost associated with 
the review courses, but the other study aids are 
available for free.

If you are considering another nursing 
professional organization’s exam, please check 
with that organization’s web site for details.  

Certification is important to our field. 
Organizations encourage professional growth 
by supporting the successful achievement of 
credentials.

Now it’s up to you. Take advantage of this 
support and let me hear your feedback. I’d love to 
publish your success story. Go for it!  

(Editor’s Note: If you wish to contact Sue 
Johnson via email her address is: Sue.Johnson@
parkview.com.)

Sue Johnson

Certification Corner
Spring 2008

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:

TODDLER NUTRITION. Prepackaged 
education program. CNE Provider: Mead Johnson 
Nutritionals, 2400 West Lloyd Expressway, 
Evansville, Indiana 47721. Contact: Karen 
Lundgren, 952/829-0380 or Karen.lundgren@bms.
com. Contact Hours: 2.0.

UPDATE: PRIMARY OBSTETRICAL 
HEMORRHAGE. February 25, 2008. CNE 
Provider: Methodist Hospitals, Inc., 600 Grant 
Street, Gary, IN 46402. Contact: Karen Strathman, 
219/886-4239 or kstrathman@methodisthospitals.
org. Contact Hours: 2.0.

SHOW ME THE EVIDENCE. April 23, 2008. 
Provider: Hendricks Regional Health, 1000 East 
Main Street, Danville, IN 46122. Contact: Lynn 
Devich, 317/745-7205 or ledevic@hendricks.org. 
Contact Hours: 6.0.

CONTROVERSIES & INNOVATIONS 
IN PERINATAL HEALTH: AN INDIANA 
PERINATAL NETWORK FORUM. March 19-20, 
2008, Sheraton Indianapolis City Centre Hotel. 
Provider: Indiana Perinatal Network, 1991 East 
56th Street, Indianapolis, IN 46220. Contact: 
Sarah Hundagen, 317/924-0825, Ext. 4222 or 
shundagen@Indianaperinatal.org. Contact Hours: 
9.5.

COLLABORATIVE LEARNING SESSIONS. 
March 10, 2008, Omni Severin Hotel, 
Indianapolis. Provider: Indiana Organ 
Procurement Organization, 429 N Pennsylvania 
Street, Ste 201, Indianapolis 46204. Contact: 
Melissa Skalicky, 260/241-7629 or melissas@
iopo.org. Contact Hours: Declaration of Brain 
Death—1.2 contact hours; Harnessing the Power 
of Regenerative Medicine—1.0; What’s Hot in 
Organ Donations—1.0; The Grief Process—1.0.

NEW THERAPIES IN CANCER CARE. April 
11, 2008, The Landmark Conference Centre, Fort 
Wayne. Provider: Cancer Services of Northeast 
Indiana, 2925 E State Boulevard, Fort Wayne. 
Contact: Sanna Harges, 260/481-6279 or harges@
ipfw.edu. Contact Hours: 4.5.

SAFE TRAVEL FOR ALL CHILDREN: 
TRANSPORTING CHILDREN WITH SPECIAL 
HEALTHCARE NEEDS. April 11-12, 2008, 
Legacy Emanuel Hospital, Portland, Oregon. 
Provider: Automotive Safety Program, Riley 
Hospital for Children, 575 West Drive, Room 004, 
Indianapolis, IN 46202. Contact: Judith Talty, 
317/274-2977 or jtalty@iupui.edu. Contact Hours: 
13.7.

ISCVPR 21ST ANNUAL MEETING AND 
CONFERENCE. April 9 & 10, 2008, Valle Vista, 
Greenwood, Indiana. Provider: Indiana Society 
of Cardiovascular & Pulmonary Rehabilitation, 
Porter Hospital, 814 LaPorte Avenue, Valparaiso, 
IN 46383. Contact: Susan Bauman, 219/263-4629 
or susan.bauman@porterhealth.com. Contact 
hours: 8.5 (2/preconference; 6.5/conference)

CE Activities Approved

RelAPSe AND
RelAPSe PReVeNtION

(continued from page 1)

on the impaired nurse and relapse.  
In addition, there will be a panel of experts 

sharing how to handle relapse when it occurs 
in the workplace. Lastly a panel of nurses will 
share their stories of relapse and recovery. 
These stories have always been a highlight of 
the conference!

For additional information, please contact 
the Indiana State Nurses Association at 
317-299-4535 or the Indiana State Nurses 
Assistance Program (ISNAP) at 800-638-6623. 
Watch the ISNA web site www.IndianaNurses.
org for additional information on registration.

NOtICe tO MeMBeRS
ISNA Annual Meeting of the 

Members
OCtOBeR 4, 2008

ISNA’s Annual Meeting of the Members is 
scheduled for Saturday, October 4, 2008, at the 
Holiday Inn Select Airport in Indianapolis. 
Mark your calendars now!
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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.

provider contact Approved   
  to: 

Bloomington Hosp & Healthcare  Ronda Hendricks June ‘10
 System 812-353-51212
P.O. Box 449 rhendricks@bloomington
Bloomington, IN 47402-1149 hospital.org

Clarian Health Partners, Inc.  Sandra Piercy June '10
P. O. Box 1367 317-962-8728
Indianapolis, IN 46206 spiercy@clarian.org 

Clarian North Medical Center Deborah A. Green Dec. ‘09
11700 N Meridian Street 317-688-2470
Carmel, IN 46032 dagreen@clarian.org 

Columbus Regional Hospital Helen Carter June ‘09
2400 E 17th Street 812-376-5651
Columbus, IN 47201 hcarter@crh.org 

Community Health Network Romma Woodward June '09
1500 N Ritter Avenue 317-355-5059
Indianapolis, IN 46219 rwoodward@ecommunity.com 

The Community Hospital Colette Lewandowski Dec. ‘09
901 MacArthur Boulevard 219-836-4504
Munster, IN 46321 clewandowski@comhs.org

Deaconess Hospital Ellen Wathen Dec. '10
600 Mary Street  812-450-7249
Evansville, IN 47747 Ellen_wathen@deaconess.com
 www.deaconess.com 

EHOB, Inc. Christie Sprinkle Dec. ‘09
250 N Belmont Street 317-972-4600, Ext. 123
Indianapolis, IN 46222 Christie.sprinkle@ehob.com 

Good Samaritan Hospital Judith A. Morgan June ‘09
520 S 7th Street 812-885-3313
Vincennes, IN 47591 jmorgan@gshvin.org 

Health Care Education &  Joyce Alley Dec. '09
  Training, Inc. 317-247-9008
9640 N Augusta Drive #421 jballey@hcet.org
Carmel, IN 46032
 
Health Care Excel, Inc. Terri Neaderhiser June '09
2902 Ohio Boulevard, Suite 112 812-234-1499, Ext. 302
P.O. Box 3713 tneaderhiser@inqio.sdps.org
Terre Haute, IN 47803-0713

King’s Daughters’ Hosp &  Kathleen Trader June ‘10
  Health Services 812-265-0495
One King’s Daughters’ Drive Traderk@kdhhs.org
Madison, IN 47250
 
LaPorte Regional Health System Janeen R. Arnett Dec. ‘09
PO Box 250 219-326-1234, Ext 3130
LaPorte, IN 46352-0250 j.arnett2@lph.org 

Lutheran Health Network Jan Colone June ‘10
7950 West Jefferson Boulevard 260-435-7452
Fort Wayne, IN 46804-4160 jcolone@lutheran-hosp.com

Major Hospital Lisa Reboulet June ‘10
150 W Washington Street 317-398-5281
Shelbyville, IN 46176 lrebo@majorhospital.com 

MCV & Associates Healthcare Inc. Cora Vizcarra Dec. ‘09
P.O. Box 68194 317-872-7786
Indianapolis, IN 46268 Consultmcv@mcvassociates.com 

Memorial Hospital & Health  Kelly Hartwick Dec. ‘10
  Care Center 812-481-8502
800 W 9th Street khartwic@mhhcc.org
Jasper, IN 47546

Memorial Hospital of South Bend Diane Parmelee Dec. ‘09
615 N Michigan Street 574-284-7179
South Bend, IN 46601 ddparmelee@memorialsb.org 

National Healthcare Innovations Carol White June ‘08
333 East First Street 260-375-4253
Warren, IN 46792 Carol.white@nationalhi.com 

Parkview Health System Debra Stam June '09
2200 Randallia Drive  260-373-7051
Fort Wayne, IN 46805 Deb.stam@parkview.com 

Porter Carol Walker June '09
814 LaPorte Avenue 219-263-4714
Valparaiso, IN 46383 Carol.walker@porterhealth.org 

Purdue University Continuing  Patricia Coyle-Rogers Dec. '10
  Nursing Education 765-494-4030
502 N University Street pcrogers@nursing.purdue.edu
West Lafayette, IN 46907-2069
 
Reid Hospital & Health Care  Karen Everett June '10
  Services 765-983-3094
1401 Chester Boulevard everetk@reidhosp.com
Richmond, IN 47374
 
R.L. Roudebush VA Medical  Janet Lutz Dec. ‘10
  Center 317-988-4243
1481 W 10th Street  Janet.lutz@med.va.gov
Indianapolis, IN 46202

St. Francis Hospital & Health  Kathy Fox June ‘08
  Centers 317-783-8312
1600 Albany Street Kathy.fox@ssfhs.org
Beech Grove, IN 46107

St. Joseph Regional Medical Center Joanne Weaver Dec. '09
801 E LaSalle Street 574-237-7643
South Bend, IN 46617 weaverjo@sjrmc.com

Saint Margaret Mercy Mary Ann Adamson June '09
5454 Hohman Avenue 219-932-2300, Ext. 34549
Hammond, IN 46320 Mary.ann.adamson@ssfhs.org 

St. Mary's Medical Center Sue Miller June '09
3700 Washington Avenue 812-485-4832
Evansville, IN 47750 scmiller@stmarys.org 

St. Vincent Hospital & Health  Wanda K. Powell Dec. '10
  Care Center 317-338-6820
2001 W 86th Street wkpowell@stvincent.org
Indianapolis, IN 46240
 
Schneck Medical Center Karen Werskey June ‘08
411 West Tipton Street 812-524-3342
Seymour, IN 47274 kwerskey@schneckmed.org 

Scott Memorial Hospital Shannon Carroll June ‘08
1451 N Gardner Street 812-752-8572
Scottsburg, IN 47150 Shannon.carroll@jhsmh.org 

University of Southern Indiana  Margaret A. (Peggy) Graul Dec. '10
  College of Nursing & Health  812-465-1161
  Professions pgraul@usi.edu
8600 University Boulevard
Evansville, IN 47712
 
Valparaiso University College of  Julie A. Koch Dec. ‘09
  Nursing 219-464-5291
LaBien Hall Julie.koch@valpo.edu
Valparaiso, IN 46383
 
VA Northern Indiana Health  Laura A. Johnson Dec. '09
  Care System 765-674-3321, Ext. 3513
1700 E 38th Street Laura.johnson2@med.va.gov
Marion, IN 46953

Wishard Health Services Norma Wallman Dec. ‘09
1001 W 10th Street 317-630-7536
Indianapolis, IN 46202 norma.wallman@wishard.edu 

Continuing Education Programs

(Continued on page 7)
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Indiana Nurses Calendar
Date/time event/location contact Information

Open  RN Refresher course Ariane Smith 317/921-4988
Enrollment Ivy Tech Community College—Indianapolis 1/800/732-1470, pres 2 for staff, ext 4988
 On-Line Independent Study asmith608@ivytech.edu
  
Open  “Being a Preceptor in a healthcare  Website: http://nursing.iupui.edu/Lifelong
Enrollment Facility” Learning. Contact information: Office of
 IUPUI Web-Based Course 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  “Being a Preceptor in a School of Website: http://nursing.iupui.edu/
Enrollment Nursing” LifelongLearning. Contact information:
 IUPUI Web-Based Course 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 6-12, 2008 Nurses Week www.NursingWorld.org
 Theme is “Nurses: Making a Difference 
 Every Day”
 (May 6 National Nurses Day—May 12 
 Florence Nightingale’s Birthday) 

May 7, 2008 Qualified Medication Aide (QMA) Website: http://nursing.iupui.edu/Lifelong
 Instructor education Learning. Contact information: Office of
 Holiday Inn Express, Greenwood, Indiana 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  “Adult Critical Care” Website: http://nursing.iupui.edu/
11, 2008 Critical Care Nursing: IUPUI  LifelongLearning. Contact information:
 Web-Based Course 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  “Neonatal Intensive Care” Website: http://nursing.iupui.edu/Lifelong
11, 2008 Critical Care Nursing: IUPUI  Learning. Contact information: Office of
 Web-Based Course 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  “Pediatric Intensive Care” Website: http://nursing.iupui.edu/Lifelong
11, 2008 Critical Care Nursing: IUPUI  Learning. Contact information: Office of
 Web-Based Course 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 317/299-4575 or
 Nursing education email ce@IndianaNurses.org
 2915 North High School Road, Indianapolis  

May 15, 2008 Indiana State Board of Nursing 317/234-2043 or
8:30 am Conference Center Auditorium www.pla.in.gov
 302 West Washington Street, Indianapolis 

May 16, 2008  Nursing 2000 eighteenth Annual Reservations: $75/person or $110/patron; 
6pm Social  Scholarship Benefit $40/first degree students
7 pm Dinner The Westin, 50 S Capitol Ave., Indianapolis Call: 317/574-1325 or
 Honorary Co-Chairs: Anne Ryder &  email info@nursing2000inc.org
 Kevin O’Keefe
 Keynote: Dennis Sherrod, EdD, RN 
 
June 2-8, 2008 “Getting Started: an Introduction to  Website: http://nursing.iupui.edu/Lifelong
 Choosing and Using Web Course  Learning. Contact information: Office of
 Management Software” Lifelong Learning, Indiana University School
 Teaching and Learning in Web-based  of Nursing, 1111 Middle Drive—NU 345,
 Courses: A Web-base Professional  Indianapolis, IN 40602, by phone: (317)
 Certificate Program   274.7779, by fax: (317) 274.0012 or by email:  
  censg@iupui.edu 

June 6, 2008 ISNA Board of Directors/ISNA Delegates 317/299-4575 or
 to ANA email info@IndianaNurses.org
 2915 North High School Road, Indianapolis
  
June 16-23,  “Designing Web pages for Web course” Website: http://nursing.iupui.edu/Lifelong
2008 Teaching and Learning in Web-based Learning. Contact information: Office of
 Courses: A Web-base Professional Lifelong Learning, Indiana University School
  Certificate Program 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 8)
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(Continued on page 9)

INDIANA NuRSeS CAleNDAR 
(continued from page 7)

Date/time event/location contact Information

June 19, 2008 Indiana State Board of Nursing 317/234-2043 or
8:30 am Conference Center Auditorium www.pla.in.gov
 302 West Washington Street, Indianapolis 

June 22-23, center for American Nurses www.centerforamericannurses.org
2008 membership council
 Washington Hilton, Washington DC  

June 23-24, 2008 center for American Nurses leAD Summit www.nursingworld.org;
 Washington Hilton, Washington, DC 317/299-4575
  
June 26-28, 2008 American Nurses Association House  www.nursingworld.org.
 of Delegates, 317/299-4575
  Washington, DC 

June 27, 2008, Igniting Our Strengths: An Affirmative Julie Sears, 317/745-3505 or
8 am 3:30 pm Approach to creating environments of jksears@hendricks.org
 excellence Nursing 2000, 317/574-1325
 The Martin Hotel & Lilly Conference Center, or info@Nursing2000inc.org
 1801 W 86th Street, Indianapolis
 Application has been submitted to ISNA 
 for approval of 5.0 contact hours 

July 7-13, 2008 “Teaching and evaluation in Web-based Website: http://nursing.iupui.edu/Lifelong
 Courses” Learning. Contact information: Office of
 A Web-based Professional Certificate  Lifelong Learning, Indiana University School
 Program 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 

July 17, 2008 Indiana State Board of Nursing 317/234-2043 or
8:30 am Conference Center Auditorium www.pla.in.gov
 302 West Washington Street, Indianapolis 

August 11- “Clinical Faculty: A New Practice Role” Website: http://nursing.iupui.edu/Lifelong
September 19,  — IUPUI Web Based Course Learning. Contact information: Office of
2008  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 

August 15-16,  med-Surg Nursing Systems Review Contact: Karen.gregg@ssfhs.org
2008 Review for nurses taking the Med-Surg 
 Certification Exam
 St. Francis Hospital, Beech Grove, Indiana
 Sponsored by Central Indiana Chapter, 
 Academy of Medical-Surgical Nurses 

August 20- “Adult Critical Care” Website: http://nursing.iupui.edu/Lifelong
October 24, 2008 Critical Care Nursing: IUPUI Web- Learning. Contact information: Office of
 Based Course 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 

August 20- “Neonatal Intensive Care” Website: http://nursing.iupui.edu/Lifelong
October 24, 2008 Critical Care Nursing: IUPUI  Learning. Contact information: Office of 
 Web-Based Course 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 

August 20- “Pediatric Intensive Care” Website: http://nursing.iupui.edu/Lifelong
October 24, 2008 Critical Care Nursing: IUPUI Web-Based  Learning. Contact information: Office of
 Course 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 

August 20- “Clinical Information Systems” Website: http://nursing.iupui.edu/Lifelong
December 15, 2008 Nursing Informatics: A Web-based  Learning. Contact information: Office of
 Professional Certificate Program 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

August 20- “Clinical Information Systems” Website: http://nursing.iupui.edu/Lifelong
December 15, 2008 Nursing Informatics: A Web-based  Learning. Contact information: Office of
 Professional Certificate Program 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

August 21, 2008 Indiana State Board of Nursing 317/234-2043 or
8:30 am Conference Center Auditorium www.pla.in.gov
 302 West Washington Street, Indianapolis 

August 22, 2008 ISNA Board of Directors 317/299-4575 or
 2915 North High School Road, Indianapolis email info@IndianaNurses.org
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Date/time event/location contact Information

September 8-14,  “Getting Started: an Introduction to Website: http://nursing.iupui.edu/Lifelong
2008 Choosing and Using Web Course  Learning. Contact information: Office of
 Management Software” Lifelong Learning, Indiana University School
 Teaching and Learning in Web-based  of Nursing, 1111 Middle Drive—NU 345, 
 Courses: A Web-based Professional Indianapolis, IN 46202, by phone: (317) 274. 
 Certificate Program 7779, by fax: (317) 274.0012 or by email:    
  censg@iupui.edu 

September 18, 2008 Indiana State Board of Nursing 317/234-2043 or
8:30 am Conference Center Auditorium www.pla.in.gov
 302 West Washington Street, Indianapolis 

September 22-29,  “Designing Web Pages for Web Course” Website: http://nursing.iupui.edu/Lifelong
2008 Teaching and Learning in Web-based  Learning. Contact information: Office of
 Courses: A Web-based Professional  Lifelong Learning, Indiana University School
 Certificate Program 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

September 29-30,  Fall conference, Indiana Association of Contact: bcsnyder3842@sbcglobal.net
2008 School Nurses
 Adams Mark Hotel, Indianapolis  

October 3, 2008 ISNA/ISNAp Fall Workshop www.IndianaNurses.org
 “Relapse and Relapse Prevention for Nurses” 317/299-4575
 Holiday Inn Select at the Indianapolis Airport 

October 3, 2008 ISNA Board of Directors 317/299-4575 or
 Holiday Inn Select at the Indianapolis Airport email info@IndianaNurses.org

October 4, 2008 ISNA 2008 meeting of the members www.IndianaNurses.org
 Holiday Inn Select at the Indianapolis Airport 317/299-4575

October 6-12,  “Teaching and evaluation in Web-based Website: http://nursing.iupui.edu/Lifelong
2008 Courses” Learning. Contact information: Office of
 A Web-based Professional Certificate  Lifelong Learning, Indiana University School
 Program 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

October 13- “Clinical Faculty: A New Practice Role” Website: http://nursing.iupui.edu/Lifelong
November 21, 2008  IUPUI Web Based Course Learning. 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

October 22, 2008 3rd Annual critical link Nursing  Registration includes continental breakfast
 Symposium and full lunch
 University of Notre Dame, South Bend, Indiana Contact Carol Whiteman at 574/647-3479
 Continuing Nursing Education provided by or cwhiteman@memorialsb.org 
 Memorial Hospital of South Bend
 Terry Johnson, Keynote; Sessions on Historical 
 Trauma, Pandemic Flu, Nutrition, 
 Simulation, Sepsis, et al. 

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 nursing-
related 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 June 15 for the 
August/September/October issue of the ISNA Bulletin.

area health education centers for the state fiscal 
year beginning July 1, 2007, and ending June 30, 
2008.

2008 elections
Finally, if you hadn’t noticed, 2008 is an 

election year. You may know about the Presidential 
candidates, but don’t forget that all 100 Indiana 
House seats and 25 of the 50 Senate seats are up 
for election. Even before the primary in May, we 
know that it will be a different General Assembly 
as more than 10 percent of the current legislators 
have indicated they will not be returning.

They include:
Senate
District 2  Samuel Smith, Jr., D-East Chicago
District 12 Marvin Riegsecker, R-Goshen
District 18  Thomas Weatherwax, R-Logansport
District 19 vacant due to the death of David  

  Ford, Hartford City
District 21 Jeff Drozda, Westfield, will be  
  moving to South Carolina this   

  summer
District 33 Glenn Howard, D-Indianapolis
District 44 Robert Jackman, R- Milroy

House of Representatives
District 16 Eric Gutwein, R-Rensselaer
District 26 Joe Micon, D-West Lafayette
District 63 Dave Crooks, D-Washington
District 77 G. Philip Hoy, D-Evansville
District 79 Michael Ripley, R-Monroe
District 86 David Orentlicher, D-Indianapolis
District 89 Lawrence Buell, R- Indianapolis
District 94 Carolene Mays, D-Indianapolis
District 97 Jon Elrod, R-Indianapolis
Note that Representatives Orentlicher and 

Mays are both Democratic candidates in the May 
Primary for the Congressional House District 7 
seat currently held by Rep. Andre Carson. Rep. 
Elrod will likely be the Republican challenger for 
that seat in the November election.

So what does this all mean for nurses and 
nursing?  
■ It means that you must register to vote.  
■ You must find out who the candidates are 

and what they believe in.
■ When you find a candidate that you can 

support —do it!  
■ Write their campaign a check, stuff 

envelopes, make phone calls, or walk door-
to-door with them. Get to know them.  

■ Let them know what matters to you as a 
citizen, a parent, a property owner and, yes, 
as a nurse.

■ And last, but certainly not least—vote!
Thanks to ISNA’s year-round government affairs 

team which helps us watch out for the interests of 
nurses and nursing: SDS Group, Doug Simmons, 
President; Glenna Shelby, Vice President; and Ron 
Breymeier for their daily presence and assistance 
at the State House.

2008 Selected House Bills
NOTE: The changes made in conference 

committee are indicated in bold type.

HB1140 coverage for orthotic and prosthetic 
devices. (Murphy, Dillon) 

Requires certain coverage for medically 
necessary orthotic and prosthetic devices under 
a state employee health plan, a policy of accident 
and sickness insurance, and a health maintenance 
organization contract. (the conference committee 
report: (1) amends the definition of "orthotic 
device"; (2) provides that required coverage 
for orthotic and prosthetic devices applies 
when certain persons provide the device or 
perform repair or replacement; (3) requires the 
same coverage and reimbursement for orthotic 
and prosthetic devices as the coverage and 
reimbursement under medicare, but specifies 
that the applicable deductibles are not required 
to be equal to medicare deductibles; (4) specifies 
that a prosthetic device and orthotic device 
lifetime maximum coverage limitation must not 
be included in and must be equal to the lifetime 
maximum coverage limitation that applies to 
other items and services generally under the 

2008 leGlISlAtIVe ReVIeW
(continued from page 1)

(Continued on page 10)

INDIANA NuRSeS CAleNDAR 
(continued from page 8)
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plan, policy, or contract; and (5) requires that 
certain deductible, co-payment, and coinsurance 
provisions applying to orthotic and prosthetic 
devices be no less favorable to a covered 
individual, insured, or enrollee than deductible, 
co-payment, and coinsurance provisions applying 
generally under the plan, policy, or contract.)

03/21/2008 Signed by the Governor

HB1171 Autism training for emS personnel. 
(Summers) 

Requires certified Emergency Medical Services 
(EMS) personnel to successfully complete a 
course of education and training on autism. (The 
introduced version of this bill was prepared by the 
Indiana Commission on Autism.)

03/13/2008 Signed by the Governor

HB1172 Various professions and occupations. 
(Welch) 

Codifies the uniform emergency volunteer 
health practitioners act to provide a procedure 
for recognizing other states' licenses for health 
practitioners who volunteer to provide assistance 
during an emergency requiring significant 
health care assistance. Requires the office of the 
secretary of family and social services to form a 
nonprofit corporation to establish and operate an 
umbilical cord blood bank. Requires the nonprofit 
corporation to establish an umbilical cord blood 
donation initiative to promote public awareness 
concerning the medical benefits of umbilical cord 
blood. Requires beginning July 1, 2008, and until 
June 30, 2009, a home health agency and a personal 
services agency to obtain an employee's limited 
criminal history not more than three business days 
after the date that an employee begins to provide 
services. Establishes criteria when a nursing 
home is not required to provide cardiopulmonary 
resuscitation or other intervention on a patient 
who has died. Makes certain changes to the 
law concerning defibrillators in health clubs. 
Amends the definition of "regulated occupation.” 
Removes physician referral requirements to 
receive acupuncture and specifies training and 
testing requirements. Amends the places a dental 
hygienist may practice under direct supervision, 
prescriptive supervision, and without supervision 
of a dentist. Establishes requirements for a dental 
hygienist to administer local dental anesthesia. 
Requires a dental assistant to work under the 
direct supervision of a dentist. Specifies certain 
procedures that may and may not be delegated 
to a dental assistant. Exempts licensed mental 
health counselors from the licensed hypnotist 
requirements. Establishes the interstate nurse 
licensure compact beginning July 1, 2009. Allows 
the state board of nursing to issue a registered 
nurse's license to certain applicants. Requires 
specified examination and registration fees to be 
used for the rehabilitation of impaired registered 
nurses and impaired licensed practical nurses. 
Allows an optometrist to refer patients to an 
occupational therapist. Establishes licensing 
and continuing education requirements for 
marriage and family therapist associates, and 
requires emergency rules for the implementation 
of the licensure. Requires the office of Medicaid 
policy and planning to receive approval to cover 
umbilical cord transplants under the Medicaid 
program. Makes conforming changes. Requires 
the health finance commission to address 
domestic violence programs. Repeals a provision 
that abolishes and transfers the rights, powers, 
and duties of the state board of examination and 
registration of nurses. (the conference committee 
report: (1) requires the social worker, marriage 
and family therapist, and mental health counselor 
board to adopt emergency rules regarding the 
implementation of the family and marriage 
therapist associate license; and (2) requires the 
health finance commission to recommend the 
proper agency to administer domestic violence 
programs for the state instead of requiring the 
commission to determine the proper agency to 
administer the program.)

03/24/2008 Signed by the Governor

HB1187 Nonprofit corporations. (L. Lawson, 
Thomas) 

Provides that notice given by a nonprofit 
corporation (corporation) is fair and reasonable 

if the corporation provides notice by: (1) 
communicating in person; (2) mail or other 
method of delivery; or (3) other electronic means 
capable of verification. Requires a corporation to 
maintain a notice in a record unless the notice 
was given orally. Establishes when notice is 
effective. Requires a corporation to retain ballots 
for a certain period. Establishes circumstances 
under which contracts or transactions that involve 
conflicting interests of members, directors, 
members of a designated body, or officers, are 
not void or voidable. (Current law establishes 
the circumstances under which contracts or 
transactions that involve conflicting interests 
of directors are not void or voidable.) Amends 
provisions that restrict certain actions by 
committees of directors. Allows: (1) boards of 
directors; and (2) members present at a committee 
meeting; to appoint alternate members of a 
committee. Allows corporations to create or 
authorize the creation of advisory committees. 
Provides that a constituent of a business entity and 
the business entity are presumed to have agreed 
to conduct certain actions electronically unless 
conducting the actions electronically is prohibited 
by the governing documents of the business entity 
or an express statement by the business entity. 
Establishes certain guidelines for the use of 
electronic records or electronic signatures. Makes 
other changes and conforming amendments. 
Repeals a provision that is replaced concerning 
conflicting interest contracts or transactions. 
(the conference committee report: (1) removes 
certain definitions, allows notice to be given by 
any electronic means capable of verification, 
and removes a provision permitting notice to be 
given by radio, television, or public broadcast; 
(2) relocates certain provisions dealing with 
notice; (3) adds certain definitions to the uniform 
electronic transactions Act, and provides that a 
constituent of a business entity and the business 
entity are presumed to have agreed to conduct 
certain actions electronically unless conducting 
the actions electronically is prohibited by the 
governing documents of the business entity or 
by an express statement by the business entity; 
(4) establishes certain guidelines for the use of 
electronic records or electronic signatures; and (5) 
makes conforming amendments.)

03/21/2008 Signed by the Governor

HB1288 certification for behavior analysts. 
(Summers) 

Makes it a Class B misdemeanor if an individual 
professes to be a certified behavior analyst and 
the individual does not hold and maintain the 
certified behavior analyst credentials administered 
by the Behavior Analyst Certification Board, Inc.

03/10/2008 Signed by the Governor

HB1318 Funding for spinal cord and brain injury 
research. (Mays) 

Eliminates the $10 registration fee on 
motorcycles that is designated for deposit in the 
spinal cord and brain injury fund. Provides for 
a fee of fifty cents to be collected after December 
31, 2008, for registration of certain vehicles, to 
be deposited in the spinal cord and brain injury 
fund. Repeals the law establishing the spinal cord 
and brain injury fund, and re-enacts the law under 
a different citation number to resolve a technical 
conflict between P.L.193-2007 and P.L.234-2007, 
which resulted in the addition of two different 
laws with the same citation number. Increases the 
law enforcement continuing education program 
fee from $3 to $4. Makes an appropriation. 

03/19/2008 Signed by the Governor

2008 Selected Senate Bills
SB0143 childhood lead poisoning prevention. 
(Gard, C. Brown) 

Specifies certain requirements for laboratories, 
the state department of health, local health 
departments, and retail establishments related to 
childhood lead poisoning prevention. Provides 
for certain actions by the state department of 
health for noncompliance with certain provisions. 
Establishes the childhood lead poisoning 
prevention fund for outreach and prevention 
activities. Establishes a lead-safe housing advisory 
council to make recommendations related to lead 
poisoning prevention. Requires interim study of 
issues concerning requirements for the division 
of family resources, childcare providers, and 
children related to childhood lead poisoning 
prevention. Makes conforming and technical (Continued on page 11)

amendments. (The introduced version of this bill 
was prepared by the health finance commission.) 
(the conference committee report: (1) removes 
language: (A) requiring abortion clinics to be 
evaluated for lead hazards; (B) requiring the state 
department of health to inform the school about a 
child if the state department has received a report 
concerning the presence of lead in the child and 
requiring the school to keep the information 
confidential; (c) requiring a housing unit that has 
been determined to have caused or contributed to 
elevated blood lead levels to submit a remediation 
plan and complete remediation within a specified 
time frame, requiring owners of rental units 
to relocate tenants in specified instances, and 
prohibiting rental unit owners from taking 
retaliatory action against a tenant for reporting 
the presence of lead hazards; and (D) establishing 
a cause of action for a consumer or user who is 
injured by a hazardous substance; (2) changes the 
amount of the civil penalty for failing to provide 
a complete report on the presence of lead in an 
individual's blood to $1,500; (3) changes reporting 
dates for the lead-safe housing advisory council 
to submit a preliminary report to November 1, 
2008, and a final report to November 1, 2009; 
and (4) requires a retail establishment that sells 
paint or paint products to ensure that at least 
one employee who provides advice to customers 
concerning paint and paint products attend a 
lead hazards training program and provide the 
training to other employees.)

03/21/2008 Signed by the Governor

SB0153 extension of dentist instructor license. 
(Miller) 

Extends until June 30, 2013, the authority of 
the state board of dentistry to issue a dentist 
instructor's license for individuals not otherwise 
licensed to practice dentistry in Indiana. (Under 
current law, the authority expires June 30, 2008.) 
(The introduced version of this bill was prepared 
by the health finance commission.)

03/12/2008 Signed by the Governor

SB0156 communicable disease rules. (Miller) 
Specifies that the state department of 

health may adopt emergency rules concerning 
communicable diseases. (The introduced version 
of this bill was prepared by the health finance 
commission.)

02/22/2008 Signed by the Governor

SB0157 Health programs. (Miller) 
Changes the term "methadone treatment" 

to "opioid treatment" for purposes of the law 
concerning certification of opiate addiction 
treatment facilities. Requires the division of 
mental health and addiction to adopt rules on: 
(1) standards for operation of an opioid treatment 
program; (2) a requirement that the opioid 
treatment facilities submit a current diversion 
control plan; and (3) fees to be paid by an opioid 
treatment facility. Requires an opioid treatment 
program to: (1) periodically and randomly test a 
patient for the use of specified drugs; and (2) take 
certain actions if the drug test is positive for an 
illegal drug other than the drug being used for the 
patient's treatment. Requires the division to create 
a central registry and prepare a biennial report. 
Specifies violations and penalties. Repeals the 
expiration of current law requiring a methadone 
diversion control and oversight program. (The 
introduced version of this bill was prepared by 
the health finance commission.) (the conference 
committee report removes language requiring: 
(1) the office of the secretary of family and 
social services to form a nonprofit corporation 
to establish and operate an umbilical cord blood 
bank; and (2) suitable postnatal donations to be 
available for medical treatments and scientific 
research.)

03/23/2008 Signed by the Governor

SB0159 third party health service agreements. 
(Gard) 

Specifies terms under which a third party may 
obtain a contractor's rights and responsibilities 
concerning a provider's delivery of health 
care services. Makes a violation an unfair and 
deceptive act in the business of insurance. 

03/13/2008 Signed by the Governor

2008 leGlISlAtIVe ReVIeW
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SB0164 medicaid claim payments. (Miller) 
Specifies that the office of Medicaid policy and 

planning (office), a managed care organization 
that has contracted with the office under the 
state's Medicaid program, and a person that has 
contracted with the managed care organization 
must meet certain requirements concerning 
payment and denial of claims. Specifies that 
eligibility for the children's health insurance 
program is limited to a child whose family annual 
income is not more than 300% of the federal 
income poverty level or the maximum percentage 
approved by the federal government if the 
approved percentage is less than 300%. Requires 
the health finance commission to study during the 
2008 interim the feasibility and costs of allowing 
individuals who meet certain requirements to 
participate in the Indiana check-up plan without 
state funding for the coverage. (The introduced 
version of this bill was prepared by the select 
joint commission on Medicaid oversight.) (the 
conference committee report: (1) removes 
language that required the office to reimburse 
federally qualified health centers and rural health 
clinics using a prospective payment methodology 
if federal financial participation is available for 
the methodology; and (2) removes language that 
allowed certain individuals to participate in the 
Indiana check-up plan without state funding, and 
requires the health finance commission to study 
this issue during the 2008 interim.) 

03/24/2008 Signed by the Governor

SB0219 lactation support in the workplace. 
(Simpson) 

Lactation support in the workplace. Provides 
that the state and political subdivisions: (1) shall 
provide for reasonable paid breaks for an employee 
to express breast milk for the employee's infant 
child; (2) must make reasonable efforts to provide 
a room or other location in close proximity to the 
work area where the employee can express the 
employee's breast milk in privacy; and (3) must 
make reasonable efforts to provide for a refrigerator 
or other cold storage for keeping breast milk that 
has been expressed. Provides that other employers 
that employ 25 or more individuals, to the extent 
reasonably possible, must provide: (1) a private 
location for an employee to express the employee's 
breast milk during any period away from the 
employee's assigned duties; and (2) a refrigerator 
or other cold storage space, or allow the employee 
to provide the employee's own portable storage 
device, for keeping the expressed milk until 
the end of the employee's work day. Provides 
that, except in case of willful misconduct, gross 
negligence, or bad faith, an employer is not liable 
for any harm caused by or arising from: (1) the 
expressing of an employee's breast milk; or (2) 
the storage of expressed milk; on the employer's 
premises. 

02/27/2008 Signed by the Governor

SB0227 Domestic violence issues and invasion of 
privacy. (Becker)

Renames the "sexual assault standards and 
certification board" as the "sexual assault 
victims advocate standards and certification 
board" and moves control of the board to the 
criminal justice institute from the department of 
workforce development. Moves the sexual assault 
victims assistance account and all balances and 
encumbrances to the criminal justice institute 
from the department of workforce development. 
Removes the executive director of the commission 
for women from membership on the commission 
and adds representatives of the office of family 
and social services and state department of health 
as members. Provides that victim advocates 
and victim services providers may not give 
testimony, produce records, or disclose certain 
confidential communications and confidential 
information without the victim's consent. Provides 
that a victim may not be forced to consent to 
the disclosure of confidential information in 
order to receive services. Requires a victim to be 
notified if confidential information is disclosed. 
Makes certain information obtained as part 
of an application for certain gaming licenses 
confidential. Allows a court: (1) to prohibit a 
defendant who has not been released from lawful 
detention from contacting a particular individual; 

and (2) to require, as a part of a person's executed 
sentence, that the person refrain from contact 
with a particular individual. Makes it a Class A 
misdemeanor to contact a particular individual 
in violation of: (1) a prohibition imposed on 
a defendant while in lawful detention; or (2) 
a requirement imposed as a condition of an 
executed sentence. Makes conforming changes. 
Repeals provisions being superseded by this bill. 
(the conference committee report: (1) makes 
technical changes; (2) adds certain types of 
information which, if obtained through certain 
gaming license applications, are confidential; and 
(3) adds exceptions to the victim privileges and 
confidentiality protections.)

03/21/2008 Signed by the Governor

SB0249 emergency medical services commission. 
(Wyss, Broden) 

Requires the emergency medical services 
commission to adopt rules concerning the triage 
and transportation protocols for the transportation 
of trauma patients. 

03/03/2008 Signed by the Governor

SB302 professional and occupational licensing. 
(Mishler)

Allows members of certain licensing boards 
to participate in emergency meetings to suspend 
the licenses of practitioners who represent a 
clear and immediate danger to the public health 
and safety, if a means of communication is used 
that allows all board members and the public to 
simultaneously communicate with each other. 
Allows members of the state boxing commission to 
participate in meetings to consider final approval 
of a permit for a particular boxing or sparring 
match or exhibition, if a means of communication 
is used that allows all commission members and 
the public to simultaneously communicate with 
each other. Makes changes in the procedures for 
renewal of expired certificates and licenses, and 
provides that the professional licensing agency 
is to set the times for license renewals for: (1) 
accountants; (2) acupuncturists; (3) architects; 
(4) landscape architects; (5) athletic trainers; 
(6) auctioneers; (7) auction houses; (8) auction 
companies; (9) barbers; (10) cosmetologists; (11) 
tanning facilities; (12) chiropractors; (13) dental 
hygienists; (14) dentists; (15) dietitians; (16) 
embalmers, funeral directors, and funeral homes; 
(17) health facility administrators; (18) hearing aid 
dealers; (19) home inspectors; (20) hypnotists; (21) 
land surveyors; (22) physicians; (23) nurses; (24) 
manufactured home installers; (25) optometrists; 
(26) pharmacists, pharmacies, drug stores, and 
home medical equipment service providers; (27) 
plumbers; (28) podiatrists; (29) private investigator 
firms, security guards, and polygraph examiners; 
(30) professional engineers; (31) environmental 
health specialists; (32) psychologists; (33) real 
estate brokers and sales persons; and (34) speech 
pathologists and audiologists. Makes changes 
to the qualifications for licensing of out-of-state 
architects, accountants, and acupuncturists. 
Makes changes to the qualification criteria for 
approval to sit for the licensing examination for 
architects. Prohibits advanced practice nurses from 
entering into collaborative practice agreements 
with physician assistants. Reduces membership 
on the state board of health facility administrators 
from 14 to 13 and makes conforming changes. 
Establishes qualifications for a provisional license 
for physicians. Adds a definition of "dispense" to 
the law concerning controlled substances. Provides 
that advanced practice nurses with prescriptive 
authority are subject to certain restrictions 
regarding drug samples. Makes changes to 
the membership of the board of accountancy. 
Provides that a physician assistant who renders 
care in response to an emergency under the state 
emergency management law is not required to 
comply with the law requiring supervision by a 
physician. Repeals a provision allowing real estate 
brokers and salespersons to use a notice of passing 
the required licensing examination as a temporary 
permit to practice. Requires a nonresident 
pharmacy that dispenses more than 25% of the 
pharmacy's total prescription volume through the 
Internet to have certain accreditations and display 
the accreditation in advertisements. Allows the 
board of pharmacy to take certain action against 
a nonresident pharmacy for not being accredited 
or for failing to display the accreditation. Removes 
specified home medical equipment from the 
definition of "home medical equipment" and 
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redefines the term as equipment that is prescribed 
by a health care provider and either: (1) sustains, 
restores, or supplants a vital bodily function; or 
(2) is technologically sophisticated and requires 
individualized adjustment or maintenance. 
Defines "home medical services" to require both 
the: (1) sale, rental, delivery, or installation of 
home medical equipment; and (2) installation, 
maintenance, and instruction in the use of the 
equipment. Repeals superseded sections in the 
licensing laws and a definition of "dispenser" in 
the controlled substances law. Amends a statutory 
reference to resolve a technical conflict with SB 
190 (the agriculture and animals recodification 
bill). Makes other changes relating to the law 
concerning occupations and professions. (the 
conference committee report does the following: 
(1) Removes a provision regarding an amendment 
to the state medicaid plan to provide coverage for 
medically necessary umbilical cord transplants 
under the state medicaid program. (2) Removes 
a provision concerning fire sprinkler fitters. (3) 
Adds the contents of eSB 247 concerning home 
medical equipment and pharmacists. (4) Removes 
provisions concerning private investigator 
agencies.)

03/21/2008 Signed by the Governor

SB0305 controlled substances. (Steele) 
Adds certain controlled substances to the list of 

schedule I, schedule II, schedule III, schedule IV, 
and schedule V controlled substances. Corrects 
the spelling of certain other controlled substances.

03/03/2008 Signed by the Governor

SB0315 long term care screening and counseling. 
(Dillon) 

Provides that a person who has made certain 
asset transfers is not eligible for residential 
care assistance. Requires the adoption of rules 
to implement: (1) a screening and counseling 
program for individuals seeking long term 
care services; (2) a process of prior approval 
for certain individuals seeking admission to a 
nursing facility; and (3) the annual review of 
Medicaid rates. Prohibits the state department 
of health from approving the certification of 
new or converted comprehensive care beds for 
participation in the Medicaid program until 
July 1, 2011, unless the state comprehensive care 
bed occupancy rate is more than 95% in health 
facilities. Allows for an exception for replacement 
beds and continuing care retirement communities 
under development if specified requirements are 
met. Makes conforming and technical changes. 
(the conference committee report: (1) removes 
language that transferred the adult guardianship 
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program from the division of aging to the division 
of disability and rehabilitative services; and (2) 
adds language that exempts certain continuing 
care retirement communities under development 
from the limitation on medicaid comprehensive 
care beds.) 

03/24/2008 Signed by the Governor

SB0350 Funding for community mental health 
centers. (Lawson, Crawford) 

Requires a county (other than Marion 
County) to transfer money to the division of 
mental health and addiction (division) to satisfy 
the non-federal share of medical assistance 
payments to community mental health centers 
for: (1) certain administrative services; and (2) 
community mental health rehabilitation services; 
in a specified time frame. Permits the health and 
hospital corporation of Marion County to make 
payments to the division for the operation of a 
community mental health center. Requires the 
division to ensure that the non-federal share of 
funding received from a county is applied only for 
a county's designated community mental health 
center. Specifies the manner in which the division 
may distribute certain excess state funds. Provides 
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ISNA in third Year 
of State Contract for 
Nurses Assistance 

Program

Alcohol and drug abuse have become the 
third highest preventable health problem in the 
United States. Conservative estimates suggest that 
approximately ten percent of the population is 
addicted to alcohol or other drugs. For the health 
care professional, the figure is estimated to be 
fifteen percent or higher. The extent of addiction 
among nurses is difficult to measure, as many do 
not seek treatment because they fear exposure, 
possible loss of employment, and the judgment of 
their peers.

Chemical dependency is a primary, chronic, 
and progressive disease. If left untreated, addiction 
can be fatal. Successful rehabilitation is possible, 
however, with appropriate treatment and support. 
It is a nurse’s ethical and legal responsibility to 
help identify impaired colleagues. Detection and 
treatment protect the rights of the patient, the 
impaired nurse, and the employer, creating a safer 
work environment for the patients and the staff.

The Indiana State Nurses Assistance Program 
(ISNAP) supports nurses in a confidential and 
non-punitive rehabilitation program. A nurse who 
meets criteria for ISNAP enters into a recovery 
monitoring agreement. This individualized plan 
may include worksite monitoring, limitations on 
the individual’s nursing practice, substance abuse 
treatment, AA/NA involvement, and random drug 
screens. The success rate for people completing 
treatment is as effective as treatments for other 
chronic health conditions such as diabetes, 
hypertension, and asthma. 

For more information, visit the ISNAP link at 
www.indiananurse.org, or call 1-800-638-6623 
(317-295-9862) to speak to a representative. ISNAP 
representatives are also available for on-site 
continuing education seminars.

ISNA Board 
Summaries

February 22, 2008
Due to inclement weather the ISNA Board of 

Directors met at 9:30 am, EST, by conference call.  
Participants: Ella Harmeyer, President; Barbara 

Kelly, Vice-President; Paula McAfee, Treasurer; 
Judy Barbeau, Secretary; Eleanor Donnelly, 
Jennifer Embree, Michael Fights, and Katherine 
Willock, Directors; Ernest Klein, ISNA Executive 
Director; and Steve Ingram, Sightline Solutions. 
Absent with notice: Vickie L. Johnson.

The Board postponed discussion of recent 
membership surveys and action on Planning for 
the Future until its next meeting to be held April 
4, 2008.

Discussion about the United American Nurses 
will also take place at the April 4 meeting as will 
action on the Board Minutes of the November 4, 
2007, meeting.  

The ISNA Board discussed the establishment of 
State Board of Nursing committees.

Ernest Klein announced the addition of Wendy 
Robison-Curry to the ISNA Staff beginning 
February 25, 2008, and the retirement of Sara 
Denny, ISNA Administrative Assistant, whose last 
day at ISNA will be April 30, 2008.

The conference call recessed at 10 am and 
resumed at 1 pm with the following participants:

Ella Harmeyer, President; Barbara Kelly, Vice-
President; Paula McAfee, Treasurer; Judy Barbeau, 
Secretary; Eleanor Donnelly, Jennifer Embree, 
Michael Fights, Directors; Esther Acree and 
Sandra Fights, ANA Delegates; and Ernest Klein, 
Jr., ISNA Executive Director.

The Board members and the Delegates to the 
American Nurses Association reviewed and 
discussed the Proposed ANA Bylaw Amendments.

Mike Wolf, CPA, Ent and Imler CPA Group, 
reviewed the 2007 audit summary and noted the 
transfer of ISNA membership dues and billing to 
the ANA effective December 31, 2007.

Call adjourned at 2:55 pm, EST.

March 7, 2008
The ISNA Board of Directors held a conference 

call at 4:30 pm, EST, on March 7, 2008. 
Participants: Ella Sue Harmeyer, President; 

Paula McAfee, Treasurer; Judy Barbeau, Secretary; 
Eleanor Donnelly, Jennifer Embree, and Vickie 
L. Johnson, Directors; Ernest C. Klein, Jr., ISNA 
Executive Director. Absent with Notice: Katherine 
Willock. Absent: Barbara Kelly, Vice-President; 
Michael Fights

The Board agreed to support funding in an 
amount up to $2,500 for a consultant to work 
with the Indiana Nursing Workforce Development 
Coalition on the matter of low nursing school 
faculty salaries in Indiana.  

Call adjourned at 5:03 pm, EST.

IONe Renews as an 
ISNA Organizational 

Affiliate

The Indiana Organization of Nurse Executives 
(IONE) recently renewed as an Organizational 
Affiliate of the Indiana State Nurses Association. 
The Indiana Association of School Nurses 
is also an ISNA affiliate organization. ISNA 
Organizational Affiliates have voice but no vote 
at the ISNA annual Meeting of the Members. They 
are entitled to other ISNA member benefits such 
are reduced registration fees for ISNA sponsored 
events and they may make reports and/or 
recommendations to the ISNA Board of Directors 
and the annual Meeting of the Members. Affiliate 
Organizations are also entitled to space in the 
quarterly ISNA Bulletin.

An ISNA Organizational Affiliate may not be 
a labor organization but must be an organization 
comprised of a majority of registered nurses 
with a governing body composed of a majority 
of registered nurses. The organization must also 
maintain a mission and purpose harmonious with 
the purposes and functions of the Indiana State 
Nurses Association.

ISNA Organizational Affiliates pay a yearly 
fee based on the number of members of the 
organization. The current IONE President is Linda 
Webb, Chief Nurse Executive, Pulaski Memorial 
Hospital, Winamac.

IASN ANNOuNceS upcOmING eVeNtS

The Indiana Association of School Nurses 
(IASN) is busy in preparation for the New School 
Nurse Orientation that will be held from 8:30 am 
to 4 pm on July 22-24, 2008, at the Fatima Retreat 
House in Indianapolis. Overnight rooms will be 
available at Fatima Retreat House.  

IASN is also preparing for the Indiana School 
Nurse Fall Conference on September 29 and 
30, 2008, at the Adams Mark Hotel near the 
Indianapolis airport.  

For further information about the above events 
and/or about joining the Indiana Association of 
School Nurses, please contact Carolyn Snyder at 
765/362-7493, via email bcsnyder3842@sbcglobal.
net or by visiting the website www.inasn.com.

School nurses will meet for the National 
Association of School Nurses’ Conference June 
28-July 1, 2008, in Albuquerque, New Mexico. For 
more information about the national conference go 
to the website www.nasn.org.

that the county levy for community mental health 
services is allocated to: (1) the division of mental 
health and addiction for operational expenses 
of community mental health centers; and (2) the 
community mental health centers. Provides that 
the provisions of the bill are applicable only to 
the extent that: (1) the congressional moratorium 
on the implementation of certain rules by the 
U.S. Secretary of Health and Human Services 
is not extended; and (2) the restricted rules are 
implemented. Makes conforming changes. (the 
conference committee report removes language 
that: (1) requires the division to ensure that 
community mental health centers are allocated 
funding provided in the 2006-2007 state fiscal 
year and provide notice of available funding; 
and (2) specifies the manner in which funds are 
to be allocated for the 2008-2009 state fiscal year 
appropriation from the tobacco master settlement 
fund and the state general fund to community 
mental health centers.) 

03/24/2008 Signed by the Governor
For more information on these and other bills 

passed by the General Assembly this session, go 
to: http://www.in.gov/apps/lsa/session/billwatch/
billinfo
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Asthma is a common chronic disease affecting 
more than half a million Hoosiers. The Indiana 
State Department of Health’s Asthma Program 
recently released a report on asthma in Indiana 
and found certain populations had a greater 
burden of asthma.

The Asthma Program report found blacks, 
children, females, and persons with an annual 
household income less than $15,000 per year 
carried a disproportionate amount of the 
asthma burden with higher prevalence rates, 
hospitalizations, emergency department visits, 
and deaths. Several factors that may contribute 
to these disparities include genetic differences, 
poverty, environmental exposures, and lack of 
patient education.

The Asthma Program report, which analyzed 
data primarily from 2005, found adult men had 
an asthma prevalence of 6.0 percent, while adult 
women had an asthma prevalence of 10.3 percent. 
Adult women had higher asthma hospitalization 
and emergency department (ED) visit rates than 
men; however, hospitalization and ED rates were 
higher for males 14 years of age or younger when 
compared to females of the same age. Females also 
had higher asthma mortality rates than males.

Though the prevalence of current asthma was 
not significantly different between blacks and 
whites, the asthma ED and hospitalization rates 
for Blacks were approximately three times higher 
than Whites. Additionally, the asthma mortality 
rate for blacks was nearly five times higher. 

Children had the highest asthma ED rates and 
third highest asthma hospitalization rates when 
compared to all other age groups. Additionally, 
asthma prevalence was highest among those with 
an annual household income of less than $15,000 
per year.  

Individuals in the above mentioned 
demographic groups should receive special care to 
help them better understand asthma control since 
they tend to use the health care system for asthma 
treatment more often. This may include extra 
time to evaluate environmental triggers, assessing 
proper inhaler use during each visit, monitoring 
use of controller and quick-relief medications, and 
determining barriers to asthma control (i.e. cost, 
low health literacy, absence of an Asthma Action 
Plan, etc.). 

Most adults and children with asthma should 
receive an influenza shot every year. Those adults, 
who also smoke should be referred to the Indiana 
Tobacco Quitline at 1-800-QUIT-NOW. While these 
steps are important for all people with asthma, 
they are critical for populations disproportionately 
affected.

In August of 2007, the National Heart, Lung, 
and Blood Institute updated their Guidelines on 
the Diagnosis and Management of Asthma, which 
more clearly defined how to assess asthma severity 
and control. 

Asthma severity measures disease intensity 
when the patient is not on long-term control 
therapy, and asthma control measures the extent 
to which symptoms of disease are minimized 
and guides decisions on maintaining or adjusting 
therapy. Severity and control also each involve 
two domains: current impairment and future risk.

Additionally, the guidelines have tailored 
disease assessment and treatment plans to 
three age groups: 4 years of age and younger; 5 
to 11 years of age, and 12 years of age and older. 
These help direct treatment, however, asthma 
varies widely among patients and does require 
individualized therapy. 

Despite advances in treatment, the guidelines 
conclude even long-term control medications do 
not improve the underlying severity of the disease. 
A copy of the guidelines and a summary can be 
found at: http://www.nhlbi.nih.gov/guidelines/
asthma/index.htm.

By following the National Heart, Lung, and 
Blood Institute guidelines, Hoosiers can help 
reduce asthma disparities and the overall burden 
of asthma in Indiana. Until more research 
is completed to determine which factors are 
contributing to these disparities in Indiana, it is 
important for individuals with asthma to know the 
disease can be controlled. All people with asthma 
deserve to lead active, healthy lives.

For more information on asthma or to access 
the full report on the Burden of Asthma in Indiana 
contact the Indiana State Department of Health 
Asthma Program at (317) 233-1325 or www.
statehealth.IN.gov/programs/asthma. 

Asthma Disparities in Indiana

Adult Asthma Hospitalization* eD visits* mortality*
 prevalence per 10,000 per 10,000 per 1,000,000 

Females  10.3%  16.4  43.9  16.4 

males  6.0%  9.4  34.3  8.1 

Blacks  9.2%  27.6  94.7  55 

Whites  8.2%  10.6  28.3  9.8 

Source: The Burden of Asthma in Indiana: Second Edition, January 2008
* Hospitalization, ED visit, and mortality rates include adults and children.
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The American Nurses Association (ANA) is 
pleased to announce the passage of the Paul 
Wellstone Mental Health & Addiction Equity Act 
(H.R. 1424). By a vote of 268 to 149 the House of 
Representatives passed the measure, which would 
end longstanding insurance discrimination and 
removes barriers to care for those facing mental 
illness.

“We at the American Nurses Association believe 
the enactment of mental health parity legislation 
is fundamental to the delivery of comprehensive 
healthcare,” said President Rebecca M. Patton, 
MSN, RN, CNOR. “ANA remains committed to 
ensuring access to quality health care that meets 
the needs of all Americans.”

The Senate passed a version of the Mental 
Health Parity Act (S. 558) by unanimous consent 
in September. Now, Senate and House leaders must 
work together to reconcile differences between 
the two versions and produce a bill that can pass 
in both chambers. ANA calls on the House and 
Senate to enact meaningful mental health parity 
legislation before the end of this Congress.

ANA ISSueS pOlIcy pApeR WItH GuIDelINeS 
AND RecOmmeNDAtIONS FOR All HeAltH 

cARe pROFeSSIONAlS WHO ReSpOND tO 
emeRGeNcIeS, DISASteRS OR pANDemIcS

White Paper Makes Clear: ‘No emergency 
Changes the Basic Standards of Practice, Code of 
ethics, Competence or Values of the Professional’ 

As a result of the American Nurses Association’s 
(ANA) effort to significantly engage registered 
nurses and the nursing profession in the 
association’s policy development process, today 
ANA released a timely policy paper “Adapting 
Standards of Care Under Extreme Conditions: 
Guidance for Professionals During Disasters, 
Pandemics, and Other Extreme Emergencies.” 

“America’s nurses understand the difficult 
decisions that must be made during a disaster. We 
have to shift our clinical goals from making day 
to day decisions for the individual to achieve the 

greatest good for the greatest number of people. 
This means that care decisions are about what can 
be done given the limited resources and extreme 
conditions at the time,” said President Rebecca M. 
Patton, MSN, RN, CNOR. 

The policy document addresses individual 
health professionals who find themselves 
providing care during an extreme emergency when 
the usual resources—both human and material 
—may not be available. The paper’s guideline 
are based on critical “foundational” documents 
including emergency preparedness and response 
competencies expected of health professionals, 
scope and standards of care documents issued 
by professional organizations, such as the ANA 
Code of Ethics for Nurses and a wide range of 
guidelines on care in emergencies produced by 
professional organizations, governmental agencies 
or specific institutions. Visitors to ANA’s Web 
site, NursingWorld, can locate it through the 
following link http://www.nursingworld.org/
MainMenuCategories/HealthcareandPolicyIssues/
DPR/TheLawEthicsofDisasterResponse/Adapting 
StandardsofCare.aspx. 

In developing this policy paper, ANA held the 
first in a series of policy conferences, “Nursing 
Care in Life, Death and Disaster” in June 2007 
—and convened a multidisciplinary expert 
panel to advise the association on the policy 
questions related to standards of care and to 
develop strategies that guide health professional’s 
institutions and policy makers in challenging 
circumstances. All participants of the policy 
conference had an opportunity to review the 
document and provide significant feedback to the 
expert panel.

Key Recommendations:
➢ Registered nurses and other health 

professionals must prepare themselves and 
their families for potential emergencies, 
including the potential for the health 
professional to be away for extended periods 
during an emergency.

➢ Registered nurses and other health 
professionals must use their professional 
competence to provide the best care possible 
given the resources and physical conditions 
under which they are working.

➢ Health facilities and other practice sites 
must provide opportunities for professional 
decision-making about adapting standards 
in drills and exercises on a regular basis.

➢ Health facilities and other practice sites must 
conduct psychosocial needs assessment for 
those responding, and arrange for assistance 
if needed.

➢ Emergency response planners should ensure 
the health institutions and professionals 
are included in all planning for legal 
declarations of emergencies to assure that 
concerns about patient care guidelines and 
relevant regulations are considered.

➢ Emergency response planners should 
assist in developing plans to return to pre-

event status as quickly and smoothly as 
reasonable. 

ANA WeBSIte ReDeSIGNeD—members Only 
Sections

We are excited about the launch of ANA’s newly 
redesigned Web site, www.nursingworld.org. We 
hope you have had a chance to login and visit this 
great new site. It has been totally redesigned and 
features completely new information architecture 
and a robust search engine which improves site 
navigation and usability. It has an updated and 
modern look that makes it easier to find what you 
and your members seek.

The new site is built with our members in mind. 
Members who login to the special Members Only 
section will be able to access the exclusive ANA 
publications archive, access the free CE section 
and the CINAHL database, view daily headlines 
from the ANA SmartBrief (as well as a link to 
subscribe to this new daily e-newsletter), view a 
new section that features individual members and 
coming soon—access to the latest topic of OJIN: 
The Online Journal of Issues in Nursing. 

We hope that your members have not 
encountered any difficulties in logging into 
the Members Only section. If the member had 
already created a user name and password, this 
information has been transferred to the new site. 
If members had not created their own, a user name 
and password was created for them. If we had one 
in our database, the member’s e-mail address was 
set up as their user name and their password was 
set to their last name. If we had no e-mail address 
for a member, we used their ANA ID as their user 
name and their password remained their last 
name. If any members have difficulty logging 
in, please refer them to us at 1-800-923-7709 or 
memberinfo@ana.org, and we will be happy to 
assist them. Also, if you have specific members of 
your staff that need access to the Members Only 
section, please provide their e-mail addresses and 
names. Logins specifically assigned to these staff 
members will be established.

The new site brings some really exciting 
features for membership. As soon as a new 
member submits their application online, a login 
and password are established for the Members 
Only section. Although their membership has not 
officially been established (their application still 
must be downloaded and submitted to the bank 
at this time), the new member does not have to 
wait to view the Members Only section. We will 
be launching the real-time, online renewal process 
shortly and hope to have real-time processing of 
new member applications up and running in the 
next few months. Beyond that, real-time viewing 
of the membership database and basic update 
capabilities are also in the plans. The final step 
will be setting up reports that can be accessed 
online when the CMAs need the information 
rather than only receiving this data once a month 
on your membership CDs.

New titles from Nursesbooks.org
Home Health Nursing: Scope and Standards of 

Practice, 116 pages
ISBN-13: 978-1-55810-255-2
List price $16.95/Member price $13.45

Nursing Informatics: Scope and Standards of 
Practice, 212 pages

ISNA-13: 978-1-55810-256-9
List price $16.95/Member price $13.45

To order by mail, send to Nursesbooks.org 
Publications Distribution Center, PO Box 931895, 
Atlanta, GA 31193-1895.

Orders may also be placed by phone 
1/800/637-0323 or on-line www.nursesbooks.org. 
To receive the 20 percent discount, Constituent 
Members must give their membership number.  

Postage and handling is $4 for orders up to $25, 
$6 for up to $50, $8 for $100 orders, etc. Payment 
may be made by check, Visa and MasterCard. 
Purchase orders over $500 are accepted.

Congress Passes Mental Health Parity legislation:
ANA Applauds Crucial Bill that Removes Barriers to Mental Health Care

News From the American Nurses Association
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by Diane e. Scott, RN, MSN

Reprinted with permission from the Center for 
American Nurses*

Last year, the Health Resources and Services 
Administration, an agency of the U.S. Department 
of Health and Human Services, released the 2004 
National Sample Survey of Registered Nurses, 
which collected data on the actively licensed 
Registered Nurse population as of March 2004. 
This most recent edition of the survey revealed 
that over 100,791 (3.5 percent) of the Registered 
Nurses (RNs) practicing in the United States 
received their basic nursing education outside 
of the U.S. While this percentage reflected only a 
slight increase since 2000, foreign-educated nurses 
are now licensed in all 50 States and the District 
of Columbia. 

According to the American Hospital 
Association, 17% of hospitals recruit from abroad 
to fill nursing vacancies. While the percentage 
of hospitals looking toward employing foreign-
educated nurses (FENs) as part of the solution for 
the nursing shortage is increasing, questions still 
arise over the best means to recruit and orient this 
unique nursing population. 

To address some of these issues, the Center for 
American Nurses interviewed Wanano “Winnie” 
Fritz, RN, MS, the Chief Nursing Officer and 
Director of International Operations of HCCA 
International, a company which specializes in 
international nurse recruitment and hospital 
management. 

Ms. Fritz’s experiences, both domestic and 
international, have given her a wealth of cultural 
and clinical expertise in nursing and management 
roles in the United States, Thailand, Germany, 
Russia, and Vietnam. Notably, she was employed 
for nearly 17 years by King Hussein of Jordan as 
both the Dean of a School of Nursing and a Health 
Systems Planner before joining HCCA in 2005.

The Center: Are there ethical issues involved 
with recruiting foreign educated nurses?

Ms. Fritz: The answer is yes, there can 
be ethical concerns for both the nurse and 
the nursing profession. Professional nursing 
organizations appropriately caution us to not 
deplete resources in specific countries where 
there are already serious shortages. For example, 
in the U.S., we have 8-10 RNs per 1000 population. 
In South African nations, there are only 1 to 1000. 
But as a general position, the International Council 
for Nursing states: “Nurses have a right to migrate 
and denounces unethical recruitment.” In addition 
many of the foreign-educated nurses genuinely 
want to work in the United States. 

The Center: What are the reasons that foreign 
educated nurses want to come work in the united 
States?

Ms. Fritz: With the increased accessibility to 
the internet and other media from the United 
States, foreign-educated nurses are much more 
exposed to the potential personal and financial 
benefits and mechanisms to become a nurse in the 
United States. Many of the foreign-educated nurses 
obtain a U.S. nursing license to fulfill multiple 
professional and personal goals. Numerous 
foreign-educated nurses desire the opportunity to 
work in clean, safe high-tech hospitals. 

The economic advantage for nurses working 
in the United States usually goes beyond their 
personal financial gain; it carries through to their 
extended families back in their home country. 
It has been my experience that most foreign 
educated nurses will send up to 33% of their 
salary back to their home country to support their 
parents, siblings, and other family members. The 
governments of the foreign countries welcome 
the influx of financial assistance and are often 
very accommodating in assisting the nurses who 

are seeking to enhance their careers in the United 
States. 

The Center: Where do most of the foreign-
educated nurses come from?

Ms. Fritz: According to the U.S. Department of 
Health and Human Services, 50% come from the 
Philippines, 20% from Canada and 8% from the 
United Kingdom. 22% come from all other sources. 
In addition, over half of the foreign-educated 
nurses were estimated to have baccalaureate or 
higher degrees 

The Center: What are the advantages of hiring 
a foreign-educated nurse?

Ms. Fritz: Many (FENs) are highly motivated to 
be a nurse in the U.S. and usually have dedicated 
from 2 to 4 years of their lives to reach this 
goal. In addition, the nurse usually has already 
demonstrated persistence and adaptability 
in navigating the immigration and licensure 
processes. 

As U.S. hospitals care for an increasingly 
diverse patient population, the foreign-educated 
nurse is also an asset as we work to be culturally 
competent and provide culturally appropriate 
care. Finally, the foreign-educated nurse can be a 
more permanent solution than temporary staffing 
options since many want to integrate permanently 
into a hospital and community, resulting in 
retention rates as high as 85%.

The Center: How would a prospective employer 
approach the recruitment of foreign-educated 
nurses?

Ms. Fritz: When choosing a recruitment 
partner, choose carefully. In the past, there were 

New trends in Foreign Nurse Recruitment

(Continued on page 16)
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only about 30 or 40 companies recruiting nurses 
from overseas, now there are over 200. The Joint 
Commission has implemented a certification 
process which is helping to address some of the 
quality issues in selecting a reliable recruiting 
partner, so I highly recommend making sure the 
recruitment company is certified. 

It behooves a healthcare organization to know 
how long the agency has recruited internationally 
and learn how many nurses they have brought to 
work in the U.S. It is just as important to learn the 
satisfaction rate of their client hospitals as well 
as their ethics in their practices. I also believe it 
is important for a recruiting organization to “give 
back” to the countries of origin.

Some large health care systems recruit directly; 
but most use third-party recruiters because of 
the complexity of the credentialing, education, 
licensure, and immigration processes. 

The Center: What are the types of FeN 
recruiters? 

Ms. Fritz: With either model, the commitment 
period for the nurse typically ranges from 2 to 3 
years. When choosing a recruiter, there are two 
general models:  

(1.) Direct Placement: 55-60% of recruiters 
pay up front for recruitment and immigration 
fees to fill a specific “order” in terms of quantity 
and specialty. The hospital employs the nurse 
immediately and assumes the risk of hiring them 
without previously working with them. 

(2.) Lease to Hire: 40-45% of recruiters pay no 
upfront costs to the recruiting agency; instead, 
they pay an hourly rate for nurses’ shifts worked 
for the contract period. The hospital then hires the 
nurse after having experienced the quality of their 
work in the hospital for several months.

The Center: What are keys to success in 
working with these nurses?

Ms. Fritz: One of the most important 
components of a successful long-term placement 
of a foreign-educated nurse is the extent to which 
the recruiting company chooses and prepares the 
candidates. A simple phone interview and skills 
check list is not enough to ensure success and 
recruiters should meet potential candidates face-
to-face in their country of origin. 

The interviewing and preparation phase of the 
placement should be done with extreme caution 
and by using various tools to determine the level 
of critical thinking and decision making. Each 
nurse that I place in the United States completes a 
survey tool to determine how she makes decisions. 
I want to find out how she will accommodate 
unconventional and unique patient situations, 
physician interactions, and peer relations, and 
having a well designed tool can help predict how 
they may react when encountering real patient 
situations in this culture.

While all foreign-educated nurses must also take 
the NCLEX exam for licensure, simply passing the 
test does not always determine critical thinking 
skills. My team uses patient vignettes in our verbal 
interviews with the nurses to get a much deeper 
assessment of their ability to critically think 
through situations. The face-to-face interviews are 
also very helpful in determining the extent of her 
English speaking skills as well. 

The Center: How can a FeN be best oriented 
after she arrives to the united States?

Ms. Fritz: The greatest challenge for a foreign-
educated nurse is clarity of speech. While all are 
required to pass an English exam, accent reduction 
is also sometimes needed. Recruiters and hospitals 
assist the foreign-educated nurse by coaching her 
to listen to talk radio and audio books. Preceptors 
and colleagues can also help by monitoring phone 
calls or having the foreign-educated nurse take 
formal accent reduction courses. 

As for clinical competencies, it is important to 
choose a recruitment company that assesses and 
validates competency of the individual foreign-
educated nurse prior to their arrival to the United 
States, including clinical skills, equipment 
familiarly, and U.S. cultural practice. 

The Center: What about orientation to the 
community?

Ms. Fritz: The orientation to the community 
is important and should include, at minimum, 
securing and settling in a safe, appropriate, and 
furnished apartment; organizing transportation; 
teaching shopping, taxes, and banking; and 
processing payroll and benefits documents. An 
experienced recruitment company will provide 
this as well teaching U.S. culture, laws, and 
manners.

The recruitment and integration of the foreign-
educated nurse can truly be a win-win situation 
for all concerned if the above elements are 
considered.  Foreign-educated nurses benefit from 
their professional “dreams being fulfilled” and 
their families receiving funds to improve their 
lives in the home countries. Our diverse patient 
populations benefit by the culturally diverse nurse 
population. And healthcare organizations gain 
permanent staff members who remain as flexible, 
confident, and competent nurses.

*The Center for American Nurses is committed 
to helping nurses develop both professionally and 
personally. The Center offers solid evidence-based 
solutions-powerful tools-to navigate workplace 
challenges, optimize patient outcomes, and 
maximize career benefits. Whether it’s learning 
how to handle conflict, gaining continuing 
education credits, knowing your legal rights, or 
skillfully managing your money, The Center’s 
resources add traction, moving you toward the best 
life a career in nursing can offer.  

NeW tReNDS IN FOReIGN 
NuRSe ReCRuItMeNt

(continued from page 15)
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Age, gender, and location are keys to predicting 
patient fall injuries in hospitals

Studies have suggested that serious injuries after 
a fall in a hospital can increase patient charges 
by about $4,000. A new study by Washington 
University School of Medicine researchers 
suggests hospitals keep close watch on older and 
female patients in bathrooms and patient care 
areas if they hope to quell the injuries that occur 
when patients fall.

The researchers studied 7,082 patient falls that 
occurred in 9 Midwestern hospitals of varying 
sizes, missions, and populations from 2001 to 
2003. They found that patients were not harmed 
after more than half of the falls. However, 26.4 
percent of patient falls resulted in some sort of 
injury, ranging from minor to major.

Most of the falls reported for the nine hospitals 
were unassisted, that is, no staff member was 
present to help break the fall. Unassisted falls 
tended to lead to injury. Injuries also ensued when 
falls occurred in bathrooms or in areas such as 
nurses' stations, hallways, and examination and 
treatment rooms.

Women who fell were not likely to be injured; 
however, if they were injured, their injuries were 
serious. Though all nine of the hospitals used the 
same fall reporting system, the researchers found 
variation in fall definitions. The team recommends 
standardizing definitions in systems that report 
patient falls, so research efforts can zero in on 
risk factors. They also suggest that if hospitals 
want to know how to prevent falls, their fall 
reporting systems should collect more descriptive 
information, including the patient's name, the 
hospital unit, location, a description of the fall, 
and the outcome.

This study was funded in part by the Agency for 
Healthcare Research and Quality (HS11898).

See "Circumstances of patient falls and injuries 
in 9 hospitals in a Midwestern healthcare system," 
by Melissa J. Krauss, M.P.H., Sheila L. Nguyen, 
M.P.H., William Claiborne Dunagan, M.D., and 
others in the May 2007 Infection Control and 
Hospital Epidemiology 28(5) pp. 544-550.

competing priorities, burnout, and collegial 
support all play a role in nursing career decisions

Significant staff shortages of registered nurses 
(RNs) have plagued hospitals for the past 10 years. 
The nurse shortage will worsen in the next 5 to 10 
years, when a large part of the nursing workforce 
is expected to retire. Comments from 472 RNs who 
responded to a 2006 survey hint at factors that may 
impede nurse recruitment and retention.

Nurses recounted several factors that played a 
large role in their nursing career decisions. These 
included competing family and work priorities and 
the struggle to balance them, practice deterrents 
such as inadequate staffing and work overload, 
and collegial support.

Many nurses loved nursing as a career and 
took great pride in it, notes Carol S. Brewer, Ph.D., 
of the University of Buffalo School of Nursing. 
However, at certain family stages, family needs 
took precedent over professional needs. When 
nurses had young children, they either stopped 
nursing for a while or worked part-time. Many 
pursued advanced education in the hope of a 
better schedule, less shift work on holidays and 
weekends, increased opportunities for promotion, 
and salary increases. However, many felt that the 
advanced degrees did not pay off as they expected. 
As nurses aged, some chose retirement in response 
to intolerable working conditions. 

Nurses cited practice deterrents such as pay 
inequity (for degree of responsibility and skills), 
lack of respect for hospital nurses, and safety 

concerns for themselves and patients. They 
also voiced concerns about exhaustion, stress, 
excessive work demands and work-related injuries, 
increasingly ill patients, mandatory overtime, and 
nurse shortages. These problems gave them more 
negative attitudes toward nursing. On the other 
hand, Suzanne S. Dickerson, D.N.S., reported 
that collegial support encouraged nurses to stay 
in practice. Most nurses generally enjoyed their 
fellow nurses and were encouraged to remain 
in the profession because of them. Employers of 
RNs must find creative ways to respond to RNs' 
concerns in order to retain this skilled group.

The study was supported by the Agency for 
Healthcare Research and Quality (HS11320).

See "Giving voice to registered nurses' decisions 
to work," by Suzanne S. Dickerson, D.N.S., R.N., Dr. 
Brewer, Christine Kovner, Ph.D., and Mary Way, 
M.S.N., in

Studies examine the impact of nurse staffing on 
complications, mortality, and length of hospital 
stay

Two new studies supported by the Agency for 
Healthcare Research and Quality (HS10153) add 
to the growing body of research linking nurse 
staffing to quality of care. The first study found 
that more hours of care provided by registered 
nurses (RNs) were related to fewer postoperative 
problems among hospitalized children. The 
second study revealed that, despite lower RN 
staffing in for-profit than not-for-profit hospitals, 
the mortality rates and length of stay were similar 
after controlling for population and market 
characteristics.

The impact of managed care on both types of 
hospitals may have played a role. Both studies, led 
by Barbara A. Mark, Ph.D., R.N., F.A.A.N., of the 
University of North Carolina at Chapel Hill, are 
discussed here.

Mark, B.A., Harless, D.W., and Berman, W.F. 
(2007, May). "Nurse staffing and adverse events in 
hospitalized children." Policy, Politics, & Nursing 
Practice 8(2), pp. 83-92.

 AHRQ

(Continued on page 19)
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more RN care reduces complications
More hours of care provided by RNs are related 

to significantly fewer postoperative pulmonary 
complications, pneumonia, and septicemia among 
hospitalized children, according to this study. 
The researchers used administrative data from 
1996-2001 to examine discharges of 3.65 million 
children in 286 general and children's hospitals in 
California. In this group of children, septicemia 
occurred most often, followed by postoperative 
cardiopulmonary complications, deaths, 
postoperative pneumonia, and postoperative 
urinary tract infections.

Increasing hours of RN staffing had no effect 
on mortality rates. However, for three of the four 
complications (cardiopulmonary complications, 
postoperative pneumonia, and postoperative 
septicemia/other infections), there were 
significant staffing effects at the 25th, 50th, and 
75th percentiles of nurse staffing. The increase 
in RN hours had the largest impact at the lowest 
level of RN staffing. For example, the researchers 
estimated that from 425 to 596 fewer post-
operative cardio-pulmonary complications (75th 
vs. 25th percentile) would have occurred during 
the 6-year study period with a 1-hour increase in 
RN hours per patient day. Similarly, from 95 to 
124 postoperative pneumonia complications and 
from 719 to 787 postoperative septicemia and other 
infections might have been averted. These results 
are consistent with studies on the impact of nurse 
staffing on adverse outcomes for hospitalized 
adults.

Mark, B.A. and Harless, D.W. "Nurse staffing, 
mortality, and length of stay in for-profit and not-
for-profit hospitals." (2007, Summer). Inquiry 44, 
pp. 167-186.

Facility expenditure influences care
This study found that RN staffing (adjusted 

for case mix) was significantly lower in for-profit 
than not-for-profit hospitals. Yet, mortality rates 
and length of hospital stay were similar between 
the two types of hospitals, after controlling for 
population and market characteristics. Both types 
of hospitals also became more similar over time in 
terms of distribution of RN staffing and length of 
stay ratio. 

The lack of differences in patient outcomes 
among the two types of hospitals found during 
the study period, despite RN staffing differences, 
may reflect the dramatic changes in the operating 
environment for both types of hospitals due to the 
growing dominance of managed care in the early 
to mid-1990s.

Not-for-profit hospitals may have responded to 
increased competitive pressures by behaving more 
like their for-profit counterparts. For example, 
they may have implemented initiatives to improve 
the efficiency of their internal operations, such 
as changing the volume and mix of services, 
explain the researchers. They suggest that future 
research examine the impact of RN staffing on 
other outcomes such as in-hospital complications 
and occurrence of certain adverse events. Their 
findings were based on analysis of the Healthcare 
Cost and Utilization Project (HCUP) National 
Inpatient Sample of U.S. community hospitals. A 
total of 422 hospitals were included in each of the 
study years 1990 through 1995.

Staffing levels and turnover are influenced by 
nursing home expenditure patterns

Direct care staffing levels and staff turnover 
rates in nursing homes are widely used as 
measures of care quality. Much previous research 
has found that the type of nursing home ownership 
(for-profit or not-for-profit) had influenced staffing 
levels and turnover, with not-for-profit nursing 
homes having higher staffing levels and lower 
turnover. A new study reveals that nursing home 
expenditure patterns also influence staffing levels 
and turnover. 

Bita A. Kash, Ph.D., M.B.A., of Texas A & 
M University, and colleagues examined the 
relationship between 10 financial ratios (6 
activity expense ratios, 2 growth and risk ratios, 
and 2 profitability ratios) and staffing levels 
and turnover in 1,018 Texas nursing homes. The 
researchers measured expenditures by the ratio 
of a given type of expenditure to net resident 
revenues. They found that higher administrative 

expenses (implying more management capacity) 
can reduce both staff turnover and staffing levels.

Staff training and benefit expenses did not 
affect staff turnover, but higher staff benefit 
expenses were associated with higher levels of 
professional staff, that is, registered nurses (RNs) 
and licensed practical nurses (LPNs). Higher profit 
margins were associated with reduced staffing 
levels. However, when the 10 financial ratios were 
factored in, the relationship between for-profit or 
not-for-profit ownership and staffing indicators 
was weakened. Depending on the particular 
staffing indicator, administrative expenses, 
activity expenses, operating profit margins, and 
benefit expenses all played a greater role than the 
type of ownership.

Nursing home administrators could use the 
different expense and profitability ratios identified 
in this study as predictors of staffing levels and 
staff turnover. For example, higher administrative 
expenditures produced lower LVN and certified 
nursing assistant (CNA) turnover and staffing 
levels without affecting RN staffing levels. Because 
higher RN staffing levels are associated with 
better quality, this implies that more management 
capacity may be associated with more cost-
effective care, note the authors. They suggest that 
the financial ratio approach used in their study 
may eventually provide possibilities for practice 
guidelines and budgeting standards focused on 
improving staffing levels and reducing turnover in 
nursing homes.

The study was supported by the Agency for 
Healthcare Research and Quality (HS16229).

See "Nursing home spending, staffing, and 
turnover" by Dr. Kash, Nicholas G. Castle, Ph.D., 
and Charles D. Phillips, Ph.D., M.P.H., in the July-
September 2007 issue of Health Care Management 
Review 32(3), 253-262.

Some women with breast cancer do not receive 
adjuvant treatments recommended by guidelines

Women with breast cancer do not consistently 
receive adjuvant treatments that have been shown 
to increase survival. Such treatments include 
radiotherapy after breast-conserving surgery, 
adjuvant chemotherapy for estrogen receptor-
negative tumors, and hormonal therapies for 
estrogen receptor-positive tumors larger than 1 
cm.

A survey of surgeons at 6 New York hospitals 
treating 119 women, who did not receive 
guideline-recommended adjuvant therapy, points 
out some contributing factors contributing to this. 
In one-third (34 percent) of cases, surgeons did 
not recommend adjuvant treatment, most often 
because they perceived the risks exceeded the 
benefits (for example, due to patient frailty or age).

Among the two-thirds of cases for whom 
surgeons did recommend therapy, 31 percent of 
the women declined treatment and in 34 percent 
of cases, the women didn't refuse, but care did 
not ensue and the physicians could not explain 
why care failed to happen. Such system failures 
occurred more commonly among minority 
than white women (73 vs. 54 percent), and 
more commonly in women who were insured 
by Medicaid or were uninsured than those 
with Medicare or commercial insurance (54 vs. 
19 percent). Women treated by a surgeon who 
worked closely with oncologists were less likely 
to experience a system failure (84 vs. 68 percent) 
than those treated by other surgeons.

These findings underscore the need for 
simultaneous development of different strategies 
to improve breast cancer treatments, conclude the 
researchers. They interviewed surgeons because 
surgeons typically perform the initial treatment 
for breast cancer, determine tumor stage, and 
review the findings with the patient. Their 
recommendations for subsequent referral to either 
radiation or medical oncology or willingness to 
prescribe hormonal therapy are pivotal. Yet, in 
many cases, surgeons were unaware whether their 
patient was resistant to taking adjuvant therapy 
(56 percent of patients), understood the risks and 
benefits of adjuvant treatment (54 percent), or 
could not tolerate adjuvant treatment (52 percent). 

The study was supported in part by the Agency 
for Healthcare Research and Quality (HS10859).

More details are in "Lost opportunities: 
Physicians' reasons and disparities in breast 
cancer treatment," by Nina A. Bickell, M.D., 
M.P.H., Felice LePar, M.D., Jason J. Wang, Ph.D., 
and Howard Leventhal, Ph.D., in the June 20, 2007, 
Journal of Clinical Oncology 25(18), pp. 2516-2521.

Editor's Note: Another AHRQ-supported study 
on breast cancer (HS15756) describes the Breast 
Global Health Initiative to create an international 
health alliance to develop evidence-based 
guidelines for countries with limited resources 
to improve health outcomes. For more details, 
see: Anderson, B.O. and Carlson, R.W. (2007, 
March). "Guidelines for improving breast health 
care in limited resource countries: The breast 
health global initiative." Journal of the National 
Comprehensive Cancer Network 5(3), pp. 349-356.

Return to Contents

Studies examine pharmacy workload and 
medication errors and cost savings of hospital 
barcode medication systems

The more medications that community 
pharmacists dispense each day, the greater the 
likelihood of medication errors. Aside from the 
sheer volume of prescriptions they need to fill, 
community pharmacists are often interrupted 
by telephone calls from doctors or patients and 
questions from pharmacy support personnel or 
in-store customers, which may also influence 
medication errors. Indeed, higher pharmacist and 
pharmacy workload at community pharmacies 
does increase the risk of dispensing medications 
with the potential for drug-drug interactions 
(DDIs), concludes a study supported by the Agency 
for Healthcare Research and Quality (HS10385).

Hospitals incur $2,200 in additional costs 
per adverse drug event, including DDIs, at a cost 
nationally of $2 billion per year. Implementing a 
barcode-assisted medication dispensing system 
in hospital pharmacies can result in a positive 
financial return on investment for the hospital, 
concludes a second AHRQ-supported study 
(HS14053). 

Both studies are briefly discussed here.
Malone, D.C., Abarca, J., Skrepnek, G.H., and 

others. (2007, May). "Pharmacist workload and 
pharmacy characteristics associated with the 
dispensing of potentially clinically important 
drug-drug interactions." Medical Care 45(5), pp. 
456-462.

Barcoding of medications can reduce hospital 
pharmacy dispensing errors that typically involve 
the incorrect medication, strength, or dosage 
form. For example, after implementing a barcode-
assisted dispensing system, one hospital pharmacy 
reduced the rate of potential adverse drug events 
(ADEs) from dispensing errors by 63 percent (from 
0.19 to 0.07 percent). In addition, implementation 
of this system resulted in a positive financial 
return on investment for the hospital, according to 
this study.

The authors performed a cost-benefit analysis 
of the medication barcode system within a large 
hospital pharmacy. They examined the net 
financial cost and benefit of implementing the 
system over a 5-year period. In inflation- and time-
value-adjusted 2005 dollars, total costs during 5 
years were $2.24 million ($1.31 million in one-time 
costs during the initial 3.5 years and $342,000 per 
year in recurring costs starting in year 3). The 
primary benefit was a decrease in ADEs from 
dispensing errors (517 ADEs averted annually), 
resulting in an annual savings of $2.2 million. 
The net benefit after 5 years was $3.49 million. 
The break-even point for the hospital's investment 
occurred within 1 year after the system became 
fully operational.

AHRQ
(continued from page 18)
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Multiple Sclerosis: 
A Multi-Faceted 

Disease
ONF-06-37-I

This independent study has been developed 
to help nurses understand multiple sclerosis. It 
takes approximately 60 minutes to complete this 
independent study. 

1.0 contact hour will be awarded for successful 
completion of this independent study. 

The Ohio Nurses Foundation (OBN-001-91) is 
accredited as a provider of continuing education 
in nursing by the American Nurses Credentialing 
Center's Commission on Accreditation. 

Expires August, 2008.

DIRectIONS
A. Please read carefully the enclosed article 

"Multiple Sclerosis: A Multi-faceted Disease."
B. Then complete the post-test.
C. The next step is to complete the evaluation 

form and the registration form.
D. 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 non-

ISNA 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 letter of notification of the final 
score and a second post-test will be sent to you. 
We recommend that this independent study be 
reviewed prior to taking the second post-test. If a 
score of 70 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, ext. 1027, or Sandy Dale, ext. 1030, Ohio 
Nurses Association at (614) 237-5414.

OBJectIVeS
Upon completion of this independent study, the 

learner will be able to:
1. Describe the pathophysiology of MS.
2. Identify medication used to treat MS and 

related nursing implications.
3. Recognize nursing interventions to deal with 

symptoms of MS.
This independent study was developed by: 

Barbara Walton, MS, RN, NurseNotes, Inc., Milan, 
Michigan. The author has no vested interest.

There is no commercial support for this 
independent study.

ONF-06-37-I

pathophysiology of multiple Sclerosis
It is estimated that 400,000 Americans are 

affected by multiple sclerosis (MS). It typically 
strikes between the ages of 20 and 50. Some 
patients experience a limited number of "attacks" 
and remain healthy for decades, while other 
patients deteriorate rapidly from the time of 
diagnosis.  

MS is characterized by the formation of 
multiple lesions or plaques along the nerve fibers 
in the brain and spinal cord. MS is thought to 
be an autoimmune process, but what triggers 
this process is still unknown. Cells that identify 
antigens are somehow triggered to interpret one 
of the components of myelin as foreign. When 
antigen-presenting cells introduce the myelin 
antigen to T cells, the T cells pass the blood brain 
barrier and launch an attack on the myelin sheath 
of the neurons. The attack on myelin activates 
more T cells and other inflammatory factors 
such as cytokines are released and more damage 
is sustained to the myelin. With demyelination, 
transmission of information via axons becomes 
more difficult. Besides myelin damage and 
loss, damage to the axon of the neuron may also 
result. This is called axonal injury and can yield 
permanent loss of neural function. There may 
also be damage and loss of oligodendrocytes. 
Oligodendrocytes are the cells that produce 
myelin. If these cells become disabled, there 
may be a cessation of remyelination. MS is a 
waxing and waning disease made up of periods of 
demyelination (exacerbations, attacks or relapses) 
and remyelination (remissions).

What triggers MS? Factors that trigger MS 
remain largely unknown, however a number 
of hypotheses exist. One popular belief is that 
viruses trigger MS. Blood antibody titers to viruses 
are elevated in many MS patients. Viruses include 
varicella zoster, vaccinia, rubella, Epstein-Barr, 
human herpes virus 6 (HHV-6). The HHV-6 virus 
antibody is also detected in the cerebrospinal fluid 
of some MS patients. Being able to identify these 
viruses may give us insight into the diagnosis and 
treatment of MS in the future.

Another trigger may be environmental factors. 
MS occurs more often in countries with a 
moderate cool climate. The greater distances from 

the equator, the higher the incidence of MS. There 
is a hypothesis regarding vitamin D deficiencies 
or greater need for vitamin D in cooler climates. 
Because inclimate weather, rain and snow keep 
people indoors, there is a lack of exposure to 
sunlight, thus a vitamin D deficiency or greater 
need for vitamin D results. Lack of vitamin D 
may result in formation of free radicals that in 
turn leads to myelin damage. Vitamin D also 
plays a role in stimulating transforming growth 
factor (TGF beta-1) and interleukin-4 production, 
which in turn may suppress inflammatory T cell 
activity. There is evidence vitamin D may actually 
provide a preventative effect for patients at risk of 
developing MS.  

Genetic risks for MS exist too. MS is seen in 
greater number in northern European Caucasians 
and has the lowest incidence in Asians. While 
no specific genes have been identified, MS is 10 
to 50 times higher for persons with an affected 
relative than a person with no family history. 
It is suspected that multiple genes, along with 
environmental factors or a viral trigger are 
involved.

types of mS
There are four main types of MS as follows:
1. Relapsing-remitting: episodes of acute 

worsening with some amount of recovery and 
no progression in between. This is the most 
common form of MS, diagnosed in 85 % of 
all MS patients.

2. primary progressive: continuing worsening 
of symptoms and loss of function, without 
any distinct relapses.

3. Secondary progressive: Starts as relapsing-
remitting MS, and converts to a progressive 
form with gradual loss of function.

4. progressive relapsing: progressive disease 
from the onset, with acute relapses and 
continuing disease progression.

Another term being used to describe MS in 
some patient is "benign MS." Benign MS occurs 
when a patient experiences only one symptom, 
remains fully functional, and there are no MRI 
changes. The one symptom may be optic neuritis 
by itself. Malignant MS is a term used to refer to 
very rapidly progressing disease that leads to 
severe disability and death within a very short 
period after onset.

Independent Study

(Continued on page 21)
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clinical Signs and Symptoms of mS
This module is titled MS: A multi-faceted 

disease, because signs, symptoms and deficits vary 
greatly from patient to patient with MS. Below is 
a table describing the more common signs and 
symptoms of MS.

Signs and Symptoms of mS

Symptom Discussion

Fatigue 90 % of all MS patients report
 fatigue. Fatigue does not correlate
 to disease severity or progression.

Depression The second most common 
 symptom reported by 70 % of all 
 MS patients. Like fatigue, 
 depression does not correlate to 
 disease severity. Suicide is 7.5 
 times greater in the MS 
 population than general 
 population.

Motor May occur early in the disease, 
Involvement  especially in patients who present 
 with multiple symptoms.
 Weakness in an affected 
 limb, progressing to spasticity, 
 hyper-reflexia, clonus, extensor 
 plantar responses and muscle 
 contractures may be present.

Visual Blurring or haziness that can
Involvement evolve to vision loss. Periorbital 
 pain may occur and optic neuritis 
 (inflammation of the optic nerve) 
 is a common presenting symptom.

Sensory Can be very vague and difficult 
symptoms  for the patient to characterize.
 May be described as a squeezing, 
 burning, numbness or tingling 
 type sensation. Sensory symptoms 
 may be transient but may progress 
 to loss of dexterity.

Tonic Brief increases in flexor muscle 
spasms tone in one or more limbs. Pain is 
 often associated with tonic 
 spasms.

Brainstem Symptoms arise from cranial 
symptoms  nerve involvement. Cranial nerves 
 originate along the brainstem. 
 Ophthalmoplegia (optic nerve 
 pain) and nystagmus (rapid eye 
 movement side to side), facial 
 numbness, weakness or pain 
 (trigeminal neuralgia) may occur.

Cerebellar Intention tremors, which can 
involvement  become disabling are frequently 
 seen. Ataxic gait and truncal 
 ataxia, dysarthria (difficulty 
 forming words) and scanning 
 speech may be seen. Ataxia is 
 the inability to coordinate 
 muscles to complete a voluntary 
 activity.

Genitourinary Urinary urgency, frequency, 
symptoms  incontinence, hesitancy and 
 retention and urinary tract 
 infections may be seen at any 
 time during the course of the 
 disease. Constipation is also a 
 common problem.

Cognitive 40 to 60% of patients with MS 
deficits  will elicit some degree of 
 cognitive impairment. Short-term 
 memory loss, being easily 
 distracted, inability to 
 concentrate, difficulty managing 
 complex tasks and confusion may 
 be seen.

Diagnosis of mS
MS is usually suspected based on the patient's 

symptoms. Symptoms highly suggestive of MS 
include gait disturbances, optic neuritis, persistent 

double vision, and/or numbness. These symptoms 
may occur periodically, then resolve and be absent 
for months or years. It is important to take a 
comprehensive history of the patient to include not 
only symptoms, but also family history, exposure 
to viruses and environmental exposure. Once MS 
is suspected, further diagnostic tests should be 
ordered to confirm or rule out the diagnosis.

Other tests include:
magnetic Resonance Imaging: (MRI) scans 

will reveal lesions or plaques in the white matter 
that depicts demyelination. MRI's are also 
helpful in tracking the progression of the disease. 
Gadolinium is often used to enhance the view of 
MRI's. Gadolinium will highlight new or active 
lesions that may come and go. Lesions detected 
without gadolinium represent more severe and 
permanent tissue loss.

lumbar puncture: may reveal the presence 
of specific antibodies as well as an excess of 
inflammatory proteins.

Visual evoked potentials (Vep): demonstrate 
a reduced transmission of impulses across nerve 
fibers due to demyelination. VEP's are most 
sensitive to MS related damage.

Diagnosis of MS is confirmed when patients 
demonstrate lesions separated in time and space, 
i.e., more than one lesion in more than one 
location occurring at more than one point in time. 

treatment of mS
There is no cure for MS, thus treatment is aimed 

at three areas to include: 
1. treatment of relapses 
2. disease modification 
3. symptom management

Relapse treatment 
A relapse is defined as new or worsening 

neurological symptoms greater than 24 hours in 
duration. Relapses usually evolve over a period of 
1 to 7 days, plateau for several weeks and resolve to 
some degree over weeks to several months. Some 
patients may experience a pseudorelapse, which 
is a worsening of symptoms due to concurrent 
illness, fever or infection. It is important to 
distinguish a true relapse from a pseudorelapse. 
Nurses should question patients about cold and flu 
symptoms, infections, fever, chills, aches, pains, 
urinary urgency, burning on urination, etc. to 
ascertain the difference.  

Once it is determined the patient is undergoing 
a true relapse; the usual treatment is high doses 
of glucocorticosteroids either orally and/or 
intravenously. It is felt glucocorticosteroids hasten 
the resolution of the acute symptoms of a relapse, 
but do not alter the course of the disease. A 
common regimen is methylprednisolone 1gm/day 
IV for 3 to 5 days followed by an oral prednisone 
taper. It is important for nurses to teach patients 
about the side effects of steroid therapy. Side 
effects include a metallic taste in the mouth, 
weight gain, restlessness, mood swings, insomnia, 
and stomach upset. Some patients may experience 
psychosis or blurring vision, which may be very 
upsetting to the patient. Side effects from long-
term use of steroids may include cataracts, GI 
bleeding, diabetes, acceleration of atherosclerosis, 
and osteoporosis. Because of the seriousness 
of the long-term side effects, infrequent and 
short-term courses of therapy are the optimum. 
Patients requiring long-term steroidal use must be 
monitored for the development of side effects. 

Disease modification 
In 1993, with the introduction of interferon 

therapy, treatment for MS changed dramatically. 
Interferon beta-1b (Betaseron®) was approved in 
1993 for treatment of ambulatory patients with 
relapsing-remitting MS. In 2003 Betaseron® was 
approved for use in patients who had progressed 
to secondary progressive MS. In 1996 Interferon 
beta-1a (Avonex®) was approved for use with 
patients experiencing their first clinical episode 
and exhibited MRI changes consistent with MS. 
In 2002, another interferon-beta 1a (Rebif®) was 
approved for relapsing forms of MS.

How interferons work
In MS it is thought that inflammatory T cells 

migrate to the central nervous system and are 
reactivated. Upon reactivation, cytokines are 
released that begin to damage myelin and axons. 
Interferons are thought to interfere with the 
initial stimulation of the T cells and preserve the 
integrity of the blood brain barrier, thus preventing 
the migration of the T cells into the central 
nervous system. Hence the name interferon, as 
they "interfere" with this process. Below is a table 
describing the use of each of the interferons.

Side effects of interferons are similar. Many 
patients experience flu-like symptoms with the 
first few injections. These include fever, malaise, 
muscle achiness and stiffness. Usually these 
symptoms dissipate with time. If they do not, 
adjusting to a lower dose and gradually increasing 
to the desired dosage may help. Also taking the 
injection in the evening and using antipyretics 
may be helpful to many patients.  

Another side effect of interferons is injection 
site reaction, particularly with subcutaneous 
injections. Injection site reactions may appear as 
redness, pain, lumps and itching. Intramuscular 
interferon may produce bruising and discomfort. 
Rarely does skin breakdown or tissue necrosis 
occur. Be sure to re-evaluate the patient's injection 
technique, as that may be the cause of the injection 
site reaction. Applying ice to the injection site 
just prior to and after the injection may reduce 
any discomfort. Some patients find using a new 
needle just prior to injecting the medication helps. 
Patients who experience itching at the site may 
find over the counter hydrocortisone ointments of 
benefit. Allowing refrigerated medications to come 
to room temperature just prior to injection may 
also reduce local injection site reactions.

Severe liver damage may occur with interferon 
usage. It is imperative the patient have a baseline 
CBC and liver profile done prior to beginning 
therapy, repeat these tests after the patient has 
been taking the medication for one month, and 
continue re-testing every three months thereafter.

Other side effects of interferons include 
menstrual irregularities and possible depression. 
It is unclear if interferons cause depression or 
whether it is part of the MS disease process. 
Depression is common in individuals with MS. 
Be sure to include emotional assessments when 
evaluating an MS patient; changes in mood 
and behaviors may require anti-depressant 
medications.

Another medication used to modulate MS is 
glatiramer acetate (Copaxone®). Copaxone® is 
a not an interferon, but a synthetic compound of 
four amino acids that are the building blocks for 
proteins that are found in myelin. Patients taking 
Copaxone® have 33% reduction in relapses. The 

(Continued on page 22)

INDePeNDeNt StuDY
(continued from page 20)

Drug % Reduction in Dose, Route & Frequency Special considerations 
 Relapse Administered

Interferon-beta  31% 250 mcg May be used with an
1b  Subcutaneous auto injector.
Betaseron®  Every other day Requires reconstitution
   prior to injection

Interferon-beta  32% 30 mcg Requires refrigeration
1a  Intramuscular Available in a pre-filled,
Avonex®  1 time per week pre-mixed syringe.
 
Interferon-beta 32% 22 to 44 mcg Available in a pre-filled, 
1a  Subcutaneous pre-mixed syringe.
Rebif®  3 times per week May be used with an auto  
   injector.
   Requires refrigeration.
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medication is administered via daily subcutaneous 
injection, must be refrigerated, is available in pre-
mixed, pre-filled syringes and can be given via 
auto injector. Patients taking Copaxone® may 
experience a post injection reaction that presents 
as tachycardia, sweating, anxiety, dyspnea, faint 
feeling, flushing and/or nausea. These symptoms 
will subside rapidly, usually in 15 to 20 minutes, 
but can be very anxiety provoking for the patient. 
Be sure to educate the patient about post injection 
reactions. Advise the patient to stay calm and 
remain seated. If the symptoms do not resolve 
within 20 to 30 minutes, the patient should be 
taught to contact the local emergency services.  

As with the interferons, local injection site 
reaction may also occur with Copaxone®. Using 
the same nursing interventions will be of benefit as 
well. In addition, patients taking Copaxone® may 
experience lipoatrophy with repeated injections. 
Be sure to teach the patient to rotate injection sites 
on a routine basis.

As with any medication regimen, compliance 
is always an issue. It is important for patients 
and families to understand the interferons and 
Copaxone® are not "miracle cures." Patients taking 
these medications will still experience relapses, 
so they need realistic education about what these 
drugs can and cannot do. Assisting the patient to 
manage side effects of flu-like symptoms, local 
injection site reactions and post injection reactions 
as well as building a trusting relationship with the 
patient will all contribute to ongoing treatment 
compliance. Making appropriate referrals for 
emotional and spiritual support should also be 
instituted.

For patients with worsening secondary-
progressive, progressive-relapsing or relapsing-
remitting MS, the FDA has approved mitoxantrone 
(Novantrone®) for use. Novantrone® is a 
chemotherapy agent with cytotoxic effects. The 
overall effect of this medication is to decrease 
the number of white blood cells, particularly T 
cells, thereby diminishing the immune response 
and halt the destructive process to the myelin. 
Because of its cytotoxic effects, Novantrone® is 
used for short-term therapy. Side effects include 
nausea, hair loss, urinary and/or upper respiratory 
tract infections, menstrual disorders and cardiac 
toxicity. Cardiac toxicity usually occurs with 
higher doses of the medication typically given to 
cancer patients. Lower doses are typically used 
with MS patients. However Novantrone® should 
only be used in patients with normal cardiac 
function and cardiac monitoring is required.

Symptom management 
Because MS is such a multi-faceted disease 

and presents itself in such a variety of ways, 
specific symptom management will be discussed 
in the next section "Special Considerations." 
As the reader will see, there are many nursing 
interventions we can use to assist the MS patient 
and their families.

psychosocial Issues and mS
The diagnosis of MS is upsetting, to say the 

least, for most patients and their families. Patients 
face the unknown; unpredictable course of 
this disease where neurological symptoms can 
fluctuate on a day to day basis, and can become 
worse with something as simple as elevated body 
temperature or fatigue. Even with the disease 
modulating medications, patients still face the 
symptoms that accompany MS. Depression, 
helplessness and hopelessness are common among 
the MS population and requires a high level of 
empathy and unconditional regard from healthcare 
professionals. Some of the aspects to be assessed 
by nurses and interventions are as follows:

mood: Observing a person's body language, 
tone of voice, expression of pessimism versus 
optimism, fear, anger, anxiety and depression are 
all associated with mood. Findings will indicate 
whether a patient feels in control of the situation. 
Assessing the patient's grooming, posture, facial 
expressions, the spring in their step, patterns of 
sleeping, eating, sexual functioning and adherence 
to medication regimens can give the nurse valuable 
insights to the patients emotional status.

Self-esteem, self-efficacy and self-care: Self-
esteem reflects how adequate or worthwhile 
the person feels. Self-efficacy means the person 

believes he/she is competent and capable of 
completing tasks, such as self-care. Assessing 
these areas will give the nurse insight into the 
person's ability to cope with this illness. High 
levels of self-efficacy can be directly correlated 
to a patient's willingness and ability to adhere 
to treatment modalities. Besides assessing the 
items listed in the "mood" section, inquire about 
exercise regimens, stress management techniques, 
dietary supplements and complementary therapies 
a patient may be using.  

Relationships: Social support has been well 
documented as a predictor of coping and improved 
compliance. Assess the patient's support network 
of family and friends. Remember, just because the 
person has a spouse, it does not mean that spouse 
is necessarily supportive. Help the patient identify 
key players who would be or are supportive.

lifestyle changes: Persons who perceive 
themselves as being in control of situations, or 
who regularly assume leadership roles, have 
more difficulty coping when MS affects their 
physical and cognitive abilities. Loss of mobility, 
independence, employment, and enjoyment 
from activities can all contribute to lifestyle 
changes and social isolation. Assess the patient 
by asking questions such as "what is your role in 
your family?" or "how do you see yourself in the 
workplace?" Lifestyle assessment should also 
include means of transportation, hobbies, past-
times, financial concerns, insurance concerns, 
disclosure of MS to family members, friends, or 
co-workers.

Hope: Hope helps people cope. Hopeful 
attitudes improve a person's self-esteem and 
well-being, creating a synergistic effect with 
treatment. Hopeful people are able to verbalize 
goals, are motivated to achieve their goals, expect 
to accomplish their goals and can make alternative 
plans in the event goals are not met. People with 
MS, who are hopeful, know that one day they may 
be bothered by symptoms, but the next few days 
hold the possibility the symptoms will resolve. 
Often optimistic people will have supportive and 
reciprocal relationships; feel connected to a Higher 
Being or have a sense of spirituality, use humor, 
use stress management techniques and may use 
other modalities such as yoga or meditation. Be 
sure to inquire about these when assessing a 
patient's sense of hopefulness.

psychosocial Interventions include: 
educate the patient and family about the 

disease, its course, signs and symptoms and 
treatment modalities.

encourage the patient to maintain optimal 
health and wellness. We do with so many patient 
groups, but exercise programs, limiting or 
eliminating alcohol and tobacco use, maintaining 
ideal body weight, and stress management 
techniques can all help preserve conditioning and 
promote a sense of well-being. It may also give a 
sense of control to the patient.  

Help them identify and manage symptoms 
such as urinary and bowel dysfunction, mobility 
problems, sexual dysfunction, pain and fatigue.  

Assessment and counseling for depression. Be 
watchful for feelings of anger and hostility, as this 
is how depression may manifest itself.

Patients may require medications such as the 
selective serotonin re-uptake inhibitors (SSRI's), 
or other anti-depressant medications. Effexor®, 
Paxil®, Prozac®, Wellbutrin® or Zoloft® may be 
used. 

Involve family, friends in the plan of care.
For some patients, looking ahead to the 

uncertainty of the future is too painful. Reframing 
to look at what is hopeful for the moment may be 
beneficial, i.e., focusing on the positive, a happy 
memory, or a beautiful day.

Advocate for the patient. Nurses can play 
instrumental roles in helping the MS patient deal 
with insurance companies, employers, write letters 
to obtain parking permits, promote life planning, 
and use of legal and medical advance directives.

Make appropriate referrals to other health care 
professionals to include occupational, speech, 
and physical therapies. By maintaining solid 
relationships with other health care professionals, 
nurses are better equipped to make good referral 
for patients. Patients may require referrals to 
urologists, gastroenterologists, psychiatrists, 
ophthalmologists, nutritional support, home care, 
pain specialists, social services, or equipment 
and supply sources. Refer patients to the local 
chapter of the National Multiple Sclerosis Society 

for more information, news on research, and peer 
support. The National Multiple Sclerosis Society 
may be found in the phone book or at the National 
Multiple Sclerosis Society; 1-800-FIGHT MS 
(1-800-344-4867); www.nmss.org

mobility and mS
Mobility limitations can affect a person's 

vocational and recreational activities, one's self-
esteem and quality of life. Factors that affect 
mobility are weakness, balance and coordination 
impairment, sensory and visual disturbances, 
fatigue, cognitive deficits, and depression. Most 
mobility problems are due to a combination of 
factors. It is important to assess the patient's 
mobility. This can easily be done as you observe 
them undertaking activities of daily living in a 
home setting, to watching them enter the clinic 
setting. Watch them as they transfer to the 
examination table, rise from a chair, or sit in a 
chair. Inquire about falls or near falls they may 
be experiencing. If falls do occur, under what 
circumstances, and how do they manage the 
fall? What seems to trigger and alleviate mobility 
problems? While on a long walk do they notice 
a foot starts to drag, and with rest, it resolves? 
Do they report less of an ability to ambulate 
when feeling hot or fatigued? Do they use canes, 
walkers, handrails, grab bars, or other assistive 
devices? Just because you don't see them using 
such devices, it doesn't mean they don't. They may 
just use them as needed. 

Interventions to improve mobility include:
Strengthening exercises such as progressive 

resistive exercises ranging from isometrics to 
resistive tubing to weight training. This will help 
address overall deconditioning and decrease 
weakness. Note: if the patient reports an abrupt 
increase in weakness that does not resolve, they 
should be referred to their physician, as it may be 
infection, illness or relapse that requires further 
treatment.

use of assistive devices: grab bars, canes, 
walkers, handrails, wheelchairs, or scooters may 
all improve mobility and promote safety. Referral 
to physical and occupational therapies is helpful 
for evaluation of specific devices that would most 
benefit the patient.

Balance problems can be addressed with vision 
techniques that include looking ahead, focusing 
on a target. Another technique called vestibular 
stimulation uses rocking motion from therapeutic 
balls or tilt boards, hammocks or swings to 
restore balance. The services of physical and/or 
occupational therapist should be utilized.

Spasticity problems are often reported as 
"stiffness." Stretching exercises may be effective 
in alleviating mild spasticity. For more severe 
spasticity medications such as baclofen, 
tizanidine, (Zanaflex®), diazepam, (Valium®), 
clonazepam, (Klonopin®), dantrolene sodium, 
(Dantrim®), or gabapentin (Neurontin®), may be 
used. If oral medications prove to be ineffective, 
intrathecal baclofen, delivered via a pump 
implanted under the skin, can be used to deliver a 
steady, lower dose of the medication. If spasticity 
involves small muscle groups, botulinum toxin 
Type A (Botox®) may be used. This will weaken 
the muscle, lessening contraction for up to three 
months. Patients who have had severe spasticity 
may require phenol injections or surgical nerve 
ablation. If contractures develop, these may have 
to be surgically corrected.

tremors in MS patients can range from 
aggravating to debilitating, and indicate cerebellar 
involvement. Tremors may impede mobility and 
result in falls. Medications may have to be used 
to include clonazepam, (Klonopin®), primidone, 
(Mysoline®), propanolol, (Inderal®), isoniazid, 
ondansetron hydrochloride, (Zofran®), and anti-
epileptic drugs. 

Driving is certainly a form of mobility and can 
become impaired due to muscle weakness, spasms, 
and/or an increase in cognitive problems or 
emotional problems. It may be helpful to interview 
the family members regarding driving abilities, 
as the patient may not recognize problems or may 
be hesitant to reveal them. Some patients may 
have to relinquish driving and rely on public 
transportation or allow others to do the driving, 
should they become unsafe.

Fatigue, pain and mS: These are often 
characterized as the invisible symptoms of MS. 
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Other invisible symptoms include paresthesias, 
cognitive dysfunction, depression, and mood 
changes. Often patient neglect to mention these 
problems, or because we cannot "see" these 
problems, we neglect to inquire about them.  

Fatigue is defined as a subjective lack of 
physical and/or mental energy perceived by the 
patient to interfere with usual or desired activities. 
It is the most common symptom of MS and yet 
is not understood. Fatigue is a primary cause 
of unemployment and significantly increases 
a person's degree of impairment and disability. 
Fatigue also contributes to reduction of self-esteem 
and control over the illness. Fatigue happens to 
everyone at some point in time or another for a 
variety of reasons. However research has identified 
characteristics unique to MS induced fatigue. 
These characteristics are:

•	 Comes	on	suddenly
•	 Prevents	sustained	activity
•	 Is	worsened	by	heat
•	 Interferes	with	responsibilities
•	 Interferes	with	physical	functioning
•	 Causes	frequent	problems
Fatigue can appear or markedly increase 

during relapses and improve with remission. An 
increase in body temperature can greatly increase 
fatigue, particularly when the weather is warm or 
the patient takes a hot shower, has a fever or has 
participated in strenuous exercise or activity. As 
body temperature returns to normal, the fatigue 
generally lessens.  

Evaluating fatigue should include assessing for: 
•	 Physical	 deconditioning	 due	 to	 sedentary	

lifestyle. 
•	 Mobility	 impairment:	 Patients	 with	 MS	

gradually require increasing amount of 
energy to perform activities of daily living, 
which in turn results in more fatigue.

•	 Disturbed	 sleep:	 common	 in	 the	MS	 patient	
due to periodic limb movement, nocturia, 
and pain from spasticity or depression.

•	 Medications:	 anticholinergics,	 analgesics,	
anti-spasticity drugs, anti-epileptic drugs 
and interferons can produce sleepiness and 
increased fatigue.

•	 Co-existing	conditions.	Patients	with	MS	are	
not immune to heart or lung disease, diabetes 
or other diseases that can contribute to 
fatigue.

management strategies for fatigue may include: 
•	 Personal	 exercise	 programs	 to	 improve	

strength, tone and aerobic conditioning. 
Exercise programs can improve fitness, arm 
and leg strength, bladder and bowel control, 
and reduce depression, fatigue, and anger.

•	 Use	 appropriate	 rehabilitation	 strategies	
such as mobility aids, assistive devices and 
energy conservation. Early consultation with 
occupational or physical therapy is essential.

•	 Medication	 adjustments	 in	 dosing	 and/or	
scheduling may help reduce sleepiness and 
fatigue.

•	 Fatigue	 due	 to	 depression	 may	 respond	 to	
Prozac or other anti-depressant drugs.

primary mS fatigue may respond to these 
medications:

•	 Amantadine	(100	mg	bid)	is	an	antiviral	agent	
and a dopamine agonist that has been shown 
to reduce fatigue in MS patients. 

•	 Modafinil	(Provigil®)	(100	to	200	mg	qd)	is	a	
wakefulness-promoting agent and may help 
reduce feelings of fatigue.

•	 Pemoline	 (Cylert®)	 (75	 mg	 qd)	 is	 a	 central	
nervous system stimulant that may be 
helpful for short-term treatment of MS related 
fatigue.

•	 Aerobic	exercise:	has	been	shown	to	improve	
cardiovascular fitness, strength, and health 
status and reduce fatigue.

•	 Cooling	 therapy:	 such	 as	 air	 conditioning	
or cooling vests can reduce fatigue in heat 
sensitive MS patients.

•	 Energy	 conservation	 techniques	 such	 as	
time management, use of mobility aids, and 
assistive devices can help curb fatigue.

pain
First identified by Charcot in 1872, we know 

pain is present in 45 to 65 % of MS patients. As 
much as 32% of these patient report unremitting 

pain for at least one month. Types of pain 
experienced by MS patients include.

Acute pain Syndromes:
trigeminal neuralgia: 400 times more common 

in MS patients than the general population. 
Experienced as a sharp searing facial pain, 
bilaterally, that can be precipitated by chewing, 
shaving or tooth brushing. This usually responds 
to anticonvulsant medications, but may require 
surgical intervention.

painful tonic spasms: Simple flexor spasms, 
brought on by movement or noxious stimuli 
usually respond to anti-spasm medications. Brief 
spasm of upper and lower extremities sometimes 
called tonic spinal cord seizures, may occur 
several times per day and usually respond to 
anticonvulsant medications.

lightening-like pain: Intense shooting pain 
traveling through any part of the body, often 
precipitated by movement. Generally responds to 
carbamazepine (Tegretol®), phenytoin (Dilantin®) 
or gabapentin (Neurontin®).

lhermitte's sign: Occurs in any disorder that 
causes damage to the posterior columns of the 
cervical spinal cord. Sensation of electric shock 
that travels down the neck, typically in response 
to movement of the head and neck, it may radiate 
down the extremities. Typically responds to 
carbamazepine (Tegretol®).

Optic neuritis: sharp, knife like pain, or a dull 
deep ache or sense of pressure above or behind the 
eye. Results from inflammation and demyelination 
around the optic nerve and will subside with 
steroid treatment.

chronic pain Syndromes include:
Dysesthetic extremity pain: most common 

syndrome, described as a burning or aching pain, 
occurring most often in the legs. Thought to be 
due to demyelination in the posterior columns 
of the spinal cord. Pain is usually worse towards 
the end of the day. Responds better to phenytoin 
(Dilantin®) and gabapentin (Neurontin®) than 
carbamazine (Tegretol®).

Band-like pain in torso or extremities: caused 
by a lesion in the spinal cord, characterized by 
intense pressure or squeezing in a girdle-like 
pattern. May respond to gabapentin (Neurontin®) 
and phenytoin, (Dilantin®), benzodiazepines may 
be helpful in resistant cases.

Back pain and radiculopathy: may occur due 
to orthopedic problems, musculo-skeletal changes 
due to impaired mobility or demyelination. 
Physical therapy and non-steroidal anti-
inflammatory drugs may be used first, followed by 
gabapentin (Neurontin®) or phenytoin (Dilantin®). 
Tizanidine (Zanaflex®), baclofen (Lioresel®), 
clonazepam (Klonopin®) or tramadol, (Ultram®) 
may also be used.

elimination Dysfunction and mS: Patients 
with MS can experience bladder and/or bowel 
dysfunction up to and including incontinence. 
Symptoms may include urgency, frequency, 
hesitancy, incontinence, nocturia, incomplete 
emptying or urinary tract infections.

Bladder dysfunction: For urination to occur, 
the bladder detrusor muscle contracts to expel 
the stored urine and the sphincter muscle relaxes 
and opens, permitting the free flow of urine. 
In patients with MS, the neural connections 
controlling these muscles can be affected resulting 
in failure to store urine, failure to empty urine or a 
combination of these problems.

Failure to store urine: results due to hyper-
contractility of the detrusor bladder muscle. 
Patients experience urgency, frequency, nocturia, 
small post void residuals, and leakage or 
incontinence. Teach the patient to avoid substances 
such as caffeine, aspartame and alcohol, as these 
may aggravate the problem. Timed or scheduled 
voiding may be helpful. Usually the bladder is 
ready to empty 1 to 1½ hours after drinking a 
liquid. Patients may benefit from anticholinergic/
antimuscarinic drugs such as desmopressin nasal 
spray or tablets, tolterodine (Detrol®), oxybutynin 
(Ditropan®), or imipramine (Tofranil®).

Failure to empty occurs when the bladder 
attempts to empty unsuccessfully due to the 
inability of the sphincter to relax, thereby 
obstructing flow and/or a weakened detrusor 
muscle. Symptoms include urgency, frequency, 
hesitancy, a sense of incomplete emptying, large 
post void residual volumes, and frequent urinary 
tract infections. Intermittent catheterization is a 
commonly employed intervention. Intermittent 
catheterization is generally performed every four 

to six hours, using a clean technique. Patients 
wash the catheter with soap and water and store 
the catheter in an air-permeable container. Be 
sure to assess the patient's manual dexterity 
and ability to perform this procedure, as they 
may require assistance. In some instances a 
continent vesicostomy may be surgically created. 
This provides a stoma at naval level that allows 
for bladder catheterization. Some patients may 
need an indwelling urethral or supra pubic 
catheter placed. Catheters should be changed 
on a monthly basis. Patients may experience 
spasms of the detrusor muscle, which in turn can 
cause leakage of urine around a catheter. If such 
leakage occurs, it is not an indication the patient 
needs a larger catheter but that changing the 
catheter more frequently and adding medication 
to prevent bladder spasms should be considered. 
Routine urine analysis in patients with indwelling 
catheters will reveal bacterial growth, usually 
from contamination. This does not constitute a 
urinary tract infection. However, if the patient 
is symptomatic, appropriate antibiotic therapy 
should be initiated.

combined bladder dysfunction: results in the 
detrusor muscle working in opposition to the 
external sphincter muscle. This is sometimes 
called detrusor-sphincter dyssynergia. 
Symptoms are the same as previously mentioned. 
Interventions include intermittent catheterization 
and medications to relieve spasms.

Bowel dysfunction is also a common symptom 
of MS. Constipation and incontinence are two of 
the most distressing problems for patients.  

constipation: is defined as two or fewer bowel 
movements per week, or difficult elimination of 
stool. Due to the neural disruption that stimulate 
peristalsis of the gut, motility is slowed, thus more 
water is reabsorbed, resulting in hard, constipating 
stool. This problem may be worsened when 
patients, in an effort to control urinary urgency, 
frequency or incontinence, avoid or reduce their 
fluid intake. Once stool enters the rectum, again 
due to neural disruption, there may be a lack of 
rectal sensation that in turn interferes with normal 
defecation. Further, medications, lack of mobility 
and exercise, weakness, spasticity and fatigue may 
intensify the problem.

There are many interventions for constipation, 
with prevention being key. Encouraging the 
patient to take in 1½ to 2 quarts of fluid each 
day, a high fiber diet (20 to 30 grams per day) and 
establishing regular meal times may all help. Fiber 
can be added easily to diet by consuming fruits, 
vegetables, cereals and grains. However if adding 
fiber results in gas, bloating and/or diarrhea, 
try adding these foods gradually. Peristalsis is 
strongest 30 to 45 minutes after a warm meal or 
beverage. Timing defecation after meals may be 
helpful, with correct positioning on the toilet. 
Have the patient sit on the commode; bend 
forward with knees elevated slightly higher than 
the hips. Bulk forming agents, (Metamucil®) or 
stool softeners may be added. Rectal stimulants 
or suppositories can provide stimulation and 
lubrication to promote elimination of stool.

Incontinence of stool may result due to 
overflow from constipation, diminished rectal 
sensation, sphincter dysfunction, medications or 
diet. Many of the interventions described in the 
constipation section will prove helpful in dealing 
with incontinence. Avoiding spicy foods, alcohol, 
caffeine, fatty foods or other dietary triggers may 
decrease the number of incontinent episodes. A 
daily glycerin suppository may help empty the 
bowel and avoid accidents.

Sexuality and mS
While not all patients may feel comfortable 

discussing intimate details, it is important for 
nurses to include this in their assessments of 
MS patients. By giving information regarding 
sexuality to the patient either verbally or via 
written pamphlets, it may provide an invitation 
for the patient to approach the topic, once a 
trusting relationship has been established. Be 
sure to include significant others in giving this 
information. It is important for both the patient 
and significant other to realize the changes in 
sexuality they are experiencing may be due 
to the progression of the disease or effects of 
medications, versus thinking it is a reflection 
of problems in the relationship. While MS can 
and often does bring about changes in sexual 
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function, it usually does not affect fertility. 
Patients and significant others may also benefit 
from information regarding family planning and 
contraception. Sexual problems in MS are divided 
into primary, secondary and tertiary types.  

primary Sexual Dysfunction occurs due to 
neurological damage caused by MS that directly 
impairs sexual feelings and/or response. This may 
present itself as decreased or absent libido, altered 
genital sensations such as numbness, painful 
intercourse, or aversion to touch due to heightened 
sensitivity, decreased frequency or intensity of 
orgasms, erectile dysfunction, decreased vaginal 
lubrication, decreased clitoral engorgement and 
decreased vaginal muscle tone. Interventions that 
may prove helpful include the following.

Decreased or absent libido is a common 
complaint among women. When lesions of the 
central nervous system impair libido, there are 
numerous sensory, perceptual and emotional 
pathways that may remain intact. Experiencing 
pleasure is possible in the absence of libido, thus 
pleasure may be relearned. Kegel exercises are 
helpful in maintain muscle tone. Using sexual aids 
such as vibrators may be of benefit. Some medical 
supply companies supply these aids. The National 
Multiple Sclerosis Society references two web sites 
that sell these products and discretely package 
their products for shipment. These sites are www.
tootimid.com and www.intimacyinstitute.com. 
Using adequate water-soluble lubrication with 
K-Y® jelly, Replens® or Astroglide® packets may 
make sexual stimulation and/or intercourse more 
comfortable. Scheduling time for intimacy, when 
energy levels are the highest for the patient may be 
helpful.  

Medications used to treat MS may interfere with 
sexual function. Postponing a dose of medication 
or timing it to minimize the effect on lovemaking 
may be all that is needed. Patients should discuss 
medication scheduling and any changes with their 
healthcare provider before doing so.

erectile dysfunction is the primary complaint 
among men. Medical management includes the 
use of sildenafil citrate, (Viagra®), vardenafil 
HCl, (Levitra®) and tadafil, (Cialis®). These 
medications are taken 30 to 60 minutes prior to 
intercourse and many men find they work well 
for them. Crushing the medications can make 
them work faster. Levitra® and Cialis® are not 
to be taken more than one per day. Patients with 
cardiac histories taking nitrate medications 
should not use these drugs. A significant drop in 
blood pressure may occur leading to myocardial or 
cerebral infarct. Other interventions may include 
the use of Yohimba bark and ginseng. These 
herbals have been reported to increase erectile 
functions, but patients should consult with their 
physicians before using these substances as they 
may interfere with other medications. Testosterone 
injections may be given in conjunction with 
herbal supplements. When first line therapy fails, 
the patient may use intracavernous injections of 
alprostadil (Caverject® or Prostin VR®). Prolonged 
erection (priapism) is a serious concern that 
may occur with intracavernous injections and 
requires prompt treatment. MUSE®, which stands 
for, medicated urethral system for erection is 
comprised of alprostadil (Caverject® or Prostin 
VR®) in a soft pellet suppository that is inserted 
into the penis. External vacuum erection therapy 
(ErecAid®), is a plastic cylinder that is attached 
to a vacuum pump. Blood flows into the penis 
creating an erection, a plastic ring is then slipped 
over the penis to maintain the erection. It is 
imperative patients receive education regarding 
the proper use of these devices. Penile prosthesis 
is another permanent option for patients in 
which a malleable semi-rigid rod with inflatable 
cylinders is surgically implanted.  

Secondary Sexual Dysfunction occurs as a 
result of MS related physical changes or side 
effects of medications that indirectly affect sexual 
feelings and/or response. This may include 
bladder or bowel dysfunction, fatigue, non-
genital sensory paresthesias that reduce comfort, 
spasticity, decreased non-genital muscle tone, 
weakness that interferes with sexual activity, 

cognitive impairments, tremor or pain. Once 
identified, many of these symptoms can be eased 
or alleviated. Interventions that may prove helpful 
include the following.

Bowel and bladder dysfunctions are often 
concurrent with sexual dysfunction since there 
are many shared nerve pathways. Patients become 
focused on the fear of "having an accident" than 
on the enjoyment of lovemaking, or may avoid 
intimacy all together. How to cope with an 
indwelling catheter during lovemaking becomes 
a commonly asked question. Women can tape 
the drainage tube to the abdomen to prevent 
pulling or pressure. Side lying positions using 
pillows for support may be helpful. Emptying the 
drainage bag, using a longer drainage tube, and 
taping connections will help prevent any leakage. 
Disconnecting the drainage bag and temporarily 
clamping the catheter may also be done after 
first consulting with a healthcare professional. 
Men can then fold the catheter over the penis 
and place a condom over both the penis and the 
catheter. Restricting fluids for a few hours before 
anticipated sexual activity may help prevent 
leakage of urine. Men can use condoms to collect 
and cope with small amounts of urine leakage. 
Adding padding to the bed can make the worry 
of incontinence dissipate. Bowel scheduling 
techniques previously discussed and emptying 
the bladder before sexual activity can also ease 
concerns regarding accidents.

Cognitive changes may be perceived as a loss of 
love or interest in a partner. Cognitive impairment 
can have a negative impact on the patient's ability 
to concentrate and attention. One suggestion to 
minimize this problem would be to create an 
environment with minimal distractions. Should 
a distraction occur, develop some strategies to 
refocus and resume sexual activity.  

Pain, fatigue, spasticity and tremors can 
certainly impact pleasure and performance. Using 
energy conservation techniques, positioning and 
previous comfort measures discussed should 
prove beneficial.

tertiary Sexual Dysfunction refers to 
psychological, social and cultural issues that 
interfere with sexual feelings and/or response. 
Depression, grief, demoralization, changes 
in body image and self-esteem, performance 
anxiety, family and social role changes may all 
be manifestations of tertiary sexual dysfunction. 
There may be guilt felt by the patient as they are 
no longer to provide financially or "carry their 
weight" in the traditional family role they had. 
Caregivers may feel overwhelmed with all their 
added responsibilities and may resent having 
to switch roles from caregiver to lover. Treating 
emotional distress with the methods discussed in 
the psychosocial section of this module may lead 
to significant improvement in sexual satisfaction.

Caring for MS patients is challenging, but 
by educating oneself, the patient can in turn be 
educated and prepared to deal with the multiple 
facets of this disease.
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Multiple Sclerosis: A Multi-Faceted Disease 
ONF 06-37-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.

Multiple Sclerosis: A Multi-Faceted 
Disease 

ONF-06-37-I

evaluation

1. Were the following objectives met?   Yes No

a. Describe the pathophysiology of MS.   ❑ ❑

b. Identify medication used to treat MS and related  ❑ ❑
 nursing implications.

c. Recognize nursing interventions to deal  ❑ ❑
 with symptoms of MS. 

   
2. Was this independent study an effective   Yes No
 method of learning?

 If no, please comment:
  _________________________________________________________________

  _________________________________________________________________

  _________________________________________________________________

  _________________________________________________________________

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. 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?

  _________________________________________________________________

  _________________________________________________________________

  _________________________________________________________________

  _________________________________________________________________

  _________________________________________________________________

thank you for your assistance.

Name:  ______________________________________________________________

Date:  ________________________ Score: ________________________________

please circle the correct answer. there is only one correct answer.

1. MS strikes more Asian between the ages of 20 to 50.
A. TRUE
B. FALSE

2. Cytokines are released and cause more damage to myelin in the 
autoimmune process of MS.
A. TRUE
B. FALSE

3. Myelin is the only tissue damaged in MS.
A. TRUE
B. FALSE

4. Viruses are not considered to be a trigger in MS.
A. TRUE
B. FALSE

5. Vitamin D may provide a preventative effect for patients at risk of 
developing MS.
A. TRUE
B. FALSE

6. Primary progressive MS is the most commonly diagnosed form, 
occurring in 85% of the patients with MS.
A. TRUE
B. FALSE

7. Relapsing-remitting MS may develop into the secondary progressive 
form of MS.
A. TRUE
B. FALSE

8. Tonic spasm are the most common symptom of MS.
A. TRUE
B. FALSE

9. Depression occurs at no greater incidence in the MS population than 
the general population.
A. TRUE
B. FALSE

10. It is very easy for patients to characterize sensory symptoms of MS.
A. TRUE
B. FALSE

11. Ataxia is the ability to coordinate muscles to complete voluntary 
activities.
A. TRUE
B. FALSE

12. MRI's lumbar punctures and visual evoked potentials are helpful tools 
to diagnose MS.
A. TRUE
B. FALSE

13. Treatment of relapses generally consists of rest and non-steroidal anti-
inflammatory agents.
A. TRUE
B. FALSE

14. A pseudorelapse is treated with the same measures as a relapse.
A. TRUE
B. FALSE

15. Side effects of steroid use may include weight gain, restlessness, mood 
swings, and stomach upset.
A. TRUE
B. FALSE

16. Interferon therapy did not really change the treatment for MS.
A. TRUE
B. FALSE

17. Interferons interfere with T cells crossing the blood brain barrier.
A. TRUE
B. FALSE

18. Betaseron® is administered subcutaneously, once a week and must be 
refrigerated.
A. TRUE
B. FALSE

Multiple Sclerosis: A Multi-Faceted Disease
ONF-06-37-I

Post Test
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19. Rebif® and Avonex® require refrigeration.
A. TRUE
B. FALSE

20. Side effects of interferons include flu-like symptoms that will subside 
over time.
A. TRUE
B. FALSE

21. Applying ice to the injection site and allowing the medication to come 
to room temperature may help reduce injection site reactions caused by 
interferons.
A. TRUE
B. FALSE

22. Liver damage is not an issue with interferon therapy.
A. TRUE
B. FALSE

23. Copaxone® is another interferon that provides amino acids and 
reduces relapses.
A. TRUE
B. FALSE

24. Post injection reactions related to Copaxone® that present as 
tachycardia, sweating, anxiety, dyspnea, faint feeling, flushing and/or 
nausea, should subside in 15 to 20 minutes.
A. TRUE
B. FALSE

24. Compliance is not an issue with disease modulating drugs because 
they cure MS.
A. TRUE
B. FALSE

25. Self-efficacy means a person believes they are competent and capable 
of completing tasks.
A. TRUE
B. FALSE

26. Patients who perceive themselves as being in control and who regularly 
assume leadership roles will have an easier time coping with MS.
A. TRUE
B. FALSE

27. Lifestyle assessment should include means of transportation, hobbies, 
pass-times, financial and insurance concerns and the disclosure of MS 
to friends, family and co-workers.
A. TRUE
B. FALSE

28. Hopeful attitudes may contribute to creating a synergistic effect with 
treatment.
A. TRUE
B. FALSE

29. Encouraging the MS patient to maintain optimal health with a healthy 
lifestyle can help preserve conditioning and promote well being.
A. TRUE
B. FALSE

30. Depression may present as expressions of anger and hostility.
A. TRUE
B. FALSE

31. Nurses cannot advocate for the MS patient.
A. TRUE
B. FALSE

32. By maintaining solid professional relationships with other health care 
professionals, nurses are no better equipped to make good referrals for 
patients.
A. TRUE
B. FALSE

34. Most mobility problems are due to a combination of factors.
A. TRUE
B. FALSE

35. Patients will not be hesitant to reveal driving problems, so there is no 
need to involve family members.
A. TRUE
B. FALSE

36. There are six characteristics that have been identified that are unique 
to MS induced fatigue.
A. TRUE
B. FALSE

37. Patients with MS are immune from other conditions such as heart or 
lung disease or diabetes.
A. TRUE
B. FALSE

38. In some patients with MS, heat or increase in body temperature can 
greatly increase fatigue.
A. TRUE
B. FALSE

39. Pain is present in 45 to 65% of MS patients and may present as an 
acute or chronic syndrome.
A. TRUE
B. FALSE

40. Bladder dysfunction is categorized as failure to store urine, failure to 
empty and combined dysfunction.
A. TRUE
B. FALSE

41. Intermittent catheterization is taught as a sterile procedure.
A. TRUE
B. FALSE

42. Some patients, in an effort to control urinary incontinence, decrease 
fluid consumption and this may result in constipation.
A. TRUE
B. FALSE

43. Giving patients written materials may provide an invitation to discuss 
sexuality issues.
A. TRUE
B. FALSE

44. By educating ourselves, we can in turn educate patients and help 
prepare them to deal with the multi-facets of MS.
A. TRUE
B. FALSE

Post test
(continued from page 25)




