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President’s Message
Ella harmeyer, MS, RN

What a week! My responsibilities included
representing ISNA at the Membership Council
meeting of the Center for American Nurses (the
Center), the meeting of the Constituent Assembly,
and the ANA House of Delegates, and attending
the LEAD Summit. I was in Washington, DC along
with ISNA Executive Director, Ernest Klein for
an entire week. In going from one meeting to the
next and working on some very challenging issues,
there were times when it was difficult to remember
what day of the week it was. One hotel meeting
room looks like every other.
The climate leading up to the HOD was
tentative at times- questioning, trying to deliberate
decisions in the best interest of Indiana nurses and
the ANA. Both the ANA Board of Directors and
Constituent Member States (CMA) issued bylaws
amendments that could move the Association
in seemingly unknown directions or different
territory. The decision of the ANA Board not
to renew the affiliate agreements with both the
United American Nurses and the Center had many
CMA delegates intensely discussing the long-term
ramifications of the bylaw amendments. Delegates
struggled with their colleagues to find solutions
that would benefit both the CMAs and the ANA.
For most of those in attendance, our goal clearly
became “Strong CMAs and a strong ANA.”
While there were issues of contention, I enjoyed
the opportunity to network with colleagues
from across the country and meet a variety of
dedicated, enthusiastic nurses and staff. I truly
encourage every ISNA member to consider
becoming a delegate. Come to the annual Meeting
of the Members on October 4, 2008, and let us
know you are interested. We encourage members
to participate and take an active role in our
organization. When our diversity is represented
at every level, we become stronger and more
effective.
Indiana was proud to recognize a fellow
Hoosier, Jenna Sanders, as the current President of
the National Student Nurses Association (NSNA).
Jenna is from the University of St. Francis in
Fort Wayne, as is Grant Tyler from the NSNA
Board of Directors. Jenna and Grant joined us for
the Indiana delegation caucus on Wednesday
evening. Jenna, who was scheduled to address
HOD on Thursday morning either before or after
Senator Hillary Clinton, was relieved to discover
she would be speaking first. Jenna represented

Indiana and the future
of nursing very well.
ISNA members Dave
Hanson,
Indianapolis,
representing the
ella Harmeyer
American
Association
of Critical Care
Nurses and Cora
Vizcarra,
Indianapolis,
representing the Infusion Nurses Society, also
attended. Louise Hart, ISNA Past President, was a
member of the ANA Reference Committee.
Senator Hillary Clinton addressed the delegates
on Thursday morning. Her comments made it clear
that she had done her homework. She expressed
her concerns with the current health care system
her desire to improve it. She supports the use of
additional funds to increase the pool of nursing
faculty, allowing programs to accept more students.
Hopefully, this increase in numbers can provide
some relief to the current nursing shortage.
Senator Barack Obama spoke with the HOD on
Friday morning by conference call. His message to
the assembly was very similar to Senator Clinton's.
He spoke strongly of a responsibility to nurses,
which in turn is a responsibility to everyone whose
life is touched by health issues—in essence, every
US citizen.
The Constituent Assembly meeting united all
association presidents and executive directors.
This meeting gave us some insight to the opinions
of state delegations concerning the issues coming
before the house, and provided opportunities for
networking. Another networking forum was the
Midwest Regional meeting. ANCC representatives
were invited to discuss improvements in the
Continuing Nursing Education application. This
hopefully indicates that a revised manual and
application are in process. Once again we are
proud of our Indiana connections: Wanda Douglas,
Chairperson, ANCC Commission on Accreditation,
is an ISNA member from Evansville. Jeanne Floyd,
ANCC Executive Director, was an ISNA member
until she moved to Washington to take the ANCC
position.
In summary, my experience was wonderful. The
networking was energizing. As differences were
placed on the table and solutions identified, one
comes away with a sense of being part of something
bigger and important in the future of nursing. The
overall goal was clear: Strong CMAs—Strong ANA.

ISNA Psych Nursing expo
October 25, 2008
9:00 AM–4:30 PM eDt
Holiday Inn Airport, Indianapolis
Receive updated information on: PTSD, medications for
bi-polar patients, panel on Dual Diagnosis and more!
Earn Continuing Nursing Education contact hours.
Network with colleagues from around the state.
Registration will be available online after August 15, 2008.
www.IndianaNurses.org

Attention all ISNA
Members
ISNA Annual
Meeting of the
Members
Saturday,
October 4, 2008
Vote on Association Policy.
Network with Indiana
nurse leaders.
Discuss current issues.
Holiday Inn Select
Indianapolis Airport.
Registration and complete
information available at
www.IndianaNurses.org
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Report from ANA House of Delegates

Front row: Dorene Albright, Ella Harmeyer, Sandy
Fights, and Janet Blossom. Rear row: Louise Hart,
ANA Reference Committee, Esther Acree and
Joyce Darnell.
Esther Acree, Brazil
I enjoyed the surprises we received at the 2008
House of Delegates. Senator Hillary Clinton spoke
to the House in person on Thursday and Senator
Barack Obama spoke to the House via telephone
on Friday. Hillary and Barack are working
together and were preparing for their “Unity
Tour,” beginning in Unity, New Hampshire.
Hillary looked exquisite on Thursday. They
each spoke those inspiring words: we need to fix
the health care system because it is broken, we
need more educational funding for nursing to
increase nursing faculty who can teach the new
nurses and help curb this nursing shortage. We
need to create a nursing workplace environment
conducive to safety, comprehensive technology
(a universal electronic record system that would
save millions every year) and the best assistive
technology. Both senators spent time with nurses
in hospitals and other agencies to experience the
tremendous workload affecting our nurses. They
also mentioned the teaching, caring, and expertise
that nurses demonstrate by spending hours with
patients, while doctors only spend 10-30 minutes
with patients. Nurses help alleviate fears of
patients and their families by educating them.
Both Hillary and Barack have family members
who have relied on the assistance of nurses. They
support nursing and are encouraging nurses to
help the Democrats win the election this fall.
According to the ANA policies, we now have
to wait until after both conventions to endorse
another candidate for President.
The House of Delegates tackled bylaws
amendments and resolutions on current issues.
Your delegates worked diligently. Your President,
Ella Harmeyer, worked extra hours both morning
and night to keep up with the pace of Ernie Klein,
our Executive Director. He was instrumental in

keeping us informed and preparing us for our
meetings. During the House session, the Michigan
Nurses Association dramatically disassociated
with ANA. The ANA President will strive to bring
them back through collaboration among ANA staff
and the MNA President and Board. Two of their
delegates from non-collective bargaining were
seated as delegates.
I was asked to speak to the Congress on Nursing
Practice and Economics, and bylaws changes
affecting this group. The CNPE is a very busy
group, having grown to nearly sixty members with
the affiliates from specialty organizations. Bylaws
changes were not designed to limit the group, but
to keep the majority of this body elected by the
House. The ANA House welcomed new affiliates
and more are coming on board. The CNPE works
with the Standards of Practice for all specialtynursing groups, and refines these standards for the
nursing profession. I personally have worked on
position statements on Credentialing, Privileging
APNs, and a template for APNs. This template
includes all data needed, the position statement
of ANA's “Principles of Environmental Health for
Nursing Practice with Implementation Strategies”
which grew into a small book and was published
by Nursing Books, Inc of ANA; and “Professional
Role Competence and Competency,” which was
recently approved by the ANA Board.
This year, I monitored resolutions on nursing
education and residency programs for new
graduates in nursing. The nursing education
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resolution passed. It calls on legislation that will
give nurses 10 years to complete a BS in nursing.
When the legislation is enacted, it will affect new
graduates while those who are already RNs will
be grandfathered in. This goes back to our ANA
position statement of 1965!
(Continued on page 3)
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(continued from page 2)
The residency programs were depicted as a
savings to hospitals and a way to keep nurses. The
costs involved in the orientation of new graduates
who leave the hospital are in the thousands.
Additional language was added to expand these
programs that attract and retain beyond the
residency programs alone. We hope that nurses
will share information and with one another and
that experienced nurses will serve as mentors to
the new nurses. The aging workforce is a reality.
I wish you could have all been there. Joyce,
Sandy, Doreen, Janet, Ella, and I want to thank
you for electing us. We hope we have served you
well! As always, we will share more as we see you
in person at meetings and this fall at the Meeting
of the Members. We each must thank Ella for her
hard work and leadership as our President as
well as Ernie for his undying dedication to the
Association.
Dorene Albright, Griffith
I’d first like to thank the ISNA members for
the opportunity to serve as a Delegate to the ANA
House of Delegates. While the 3 days were packed
with meetings, discussions and important work, it
was a privilege to participate. I will report on two
actions taken by the House.
Protecting and Strengthening Social Security.
This resolution urges congress to extend the
solvency of the Social Security Trust Fund. It
opposes the creation of a personal investment
account or any shift of payroll taxes into private
investment accounts. It provides earning-year
benefits of 10 years for workers who left the
workforce to care for children or aging/ impaired
relatives.
Protection and Enhancement of Medicare. This
resolution focuses on advocacy and support for
changes to Medicare. Working in the physical
rehabilitation arena, I have experienced the
impending, arbitrary Part B therapy caps and
restrictions on access to inpatient rehabilitation
services for our Medicare beneficiaries, so was in
support for this action. Medicare changes included
in this resolution are:
• Expanded focus on prevention, wellness, and
primary care services
• Leveling of payments between traditional
Medicare coverage and private Medicare
Advantage managed care plans
• Revisions to the Part D prescription drug
benefit
• Eliminating the waiting period for disabled
persons to be eligible for coverage
• Covering
cost-sharing
for
low-income
persons
• Provide coverage for occupational and
physical therapy services
• Strengthen hospice benefit coverage
• Adequate reimbursement for the essential
work of nurses and advanced practice nurses
in providing care in both inpatient and
outpatient settings.
President Patton’s remarks throughout the
three days focused on unity. While the Michigan
delegation decided to walk out of the House of
Delegates, they were invited back, and support was
shown by the House to welcome the nurses who
chose to stay. It is my hope that differences can be
resolved. Again, thank you for the opportunity to
serve.
Janet Blossom, Lafayette
It was good to visit Washington DC again and to
see our ANA colleagues. I noticed there were more
participants using canes and scooters and more
casual dress than in previous years. People with
no gray in their natural hair color wore a look of
excitement in their eyes, enjoying the company of
others who shared the same commitment to the
nursing profession.
The business we faced included multiple
changes to the bylaws that spelled out significant
change for the organization. Participants seemed
to dance around the issues in fear of potential
conflict. Once the “dance rehearsal” finished,
the House was able to work through many tough
issues with remarkable assertiveness. As we
(Continued on page 4)
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REPORT FROM ANA HOUSE

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

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

____________________________________
Name of Basic School of Nursing

______________________________________
Street or P.O. Box

___________________________________
Home phone number & area code

____________________________________
Graduation Month & Year

______________________________________
County of Residence

___________________________________
Work phone number & area code

____________________________________
RN License Number
State

______________________________________
City, State, Zip+4

___________________________________
Preferred email address

____________________________________
Name of membership sponsor

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

✁

_______ ELECTRONIC DUES
PAYMENT PLAN, MONTHLY
The Electronic Dues Payment Plan (EDPP)
provides for convenient monthly payment of
dues through automatic monthly electronic
transfer from your checking account.
To authorize this method of monthly
payment of dues, please read, sign the
authorization below, and enclose a check for
the first month (full $22.92, reduced $11.71).
This authorizes ISNA to withdraw 1/12 of
my annual dues and the specified service fee of
$0.50 each month from my checking account. It
is to be withdrawn on/after the 15th day of each
month. The checking account designated and
maintained is as shown on the enclosed check.
The
amount
to
be
withdrawn
is
$________ each month. ISNA is authorized to
change the amount by giving me (the undersigned) thirty (30) days written notice.
To cancel the authorization, I will provide
ISNA written notification thirty (30) days prior
to the deduction date.
__________________________________
Signature for Electronic Dues
Payment Plan
3. SEND COMPLETED FORM AND
PAYMENT TO:
Customer and Member Billing
American Nurses Association
P.O. Box 17026
Baltimore, MD 21297-0405
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Indianapolis
Celebrated
Nurses Day
Nurses Day was celebrated at the Indianapolis
Children’s Museum on Saturday April 26, 2006.
Many organizations participated in the event
which was coordinated by Nursing 2000, Barbara
Mitchell, Executive Director.

The Nursing 2000 display in the Welcome Center

REPORT FROM ANA HOUSE
(continued from page 3

reached the twelve submitted action reports and
one emergency resolution, the group was more
experienced with Robert’s Rules of Order, and our
paced accelerated. Still, the last day of the House
began earlier than anticipated (6:00 a.m.) to ensure
we checked out of the hotel by 2:00 p.m.
I was assigned two resolutions. The first, Global
Climate Change and Human Health, urges nurses
and the ANA to publicly recognize the effects
of global climate change and to make changes
and as a united voice at all levels. This includes
supporting initiatives and policies to decrease
our contribution to global warming, specifically
the significant amount of waste produced by
the healthcare industry. It passed with over 85%
voting in the affirmative.
The second report I followed was Healthy Food
in Healthcare, which fits into the relative strategic
imperatives of “Patient Safety and Advocacy” and
“Workplace Health and Safety.” The resolve called
for reductions in the amount of hormones in milk,
and in the environmental contaminants and
additives in other foods. It encourages healthcare
institutions to adopt policies for purchasing and
serving organic foods or foods grown by similar
methods. It also emphasizes sustainable food
resources, ecological diversity and fair labor
practices. This resolution passed, with some minor
amendments for the initiatives, with over 87%
voting in the affirmative.
Joyce Darnell, Rushville

Janel Borkes, RN, Nursing 2000
interacting with a museum visitor

volunteer,

Cornelia Hammerly, RN, CRNA, Indiana
Association of Nurse Anesthetists, interacting
with museum visitors

Jane Hutcheson, RN, Hendricks Regional Health,
and museum visitor

I started the week by representing ISNA at the
Center for American Nurses (the Center) Member
Council meeting. It was exciting to listen to Hillary
Clinton and Barack Obama who both promised to
help nurses and reform the nation’s health care
system. President Elect Dennis Sherrod discussed
the Center’s development and current status. There
are currently 41 state members and one affiliate
member.
They have approved and disseminated the
Lateral Violence and Bullying in the Workplace
position statement and fact sheet. The Center
plans to increase educational offerings on conflict
resolution and to offer consultation services. The
Center is launching a digital copy of the new
magazine, Nurses First, for members. By August
1, a Legal Services Portal and Clearinghouse will
be available on the Center’s web site. While at
the meeting, the membership approved the paper
entitled The Economic Value of Nursing.
We passed several resolutions at the ANA
House of Delegates. Included were resolutions
on the importance of the elderly having access to
dental care with coverage for expenses because
of the link to heart disease and other chronic
health care problems, and the need for awareness
among nurses to the signs of human trafficking.
One resolution linked intimate partner violence
with chronic conditions in children. The Red
Cross resolution plans to eliminate the paid Chief
Nursing Officer at the national office and utilize
volunteer leadership only.
I noticed more diversity among the nurses at
this meeting, including younger nurses and more
male nurses. Less than 20% of nurses belong to
any professional nursing group. Dr. Tim Porter
O’Grady, RN, spoke about the necessity of nurses
taking care of the profession in order to take care of
their patients. One of the statistics that shocked me
was that at least 40% of nurses have experienced
harassment, bullying, or lateral violence from
other nurses. How can we say we will take care
of our patients and respect them, if we cannot
show respect to each other? How can we say we
will take care of others without reservations when
we seem to perceive other nurses as inferior to us
because they choose a different form of nursing
than we do? I have decided to look at myself and
evaluate my treatment of colleagues and others in
the nursing workforce.

Sandy Fights, Lafayette
The ISNA Board and Delegates were surprised
with the number and significance of sweeping
changes proposed in the ANA bylaws. After
reading and participating in the ANA online
“virtual House,” the delegates were left with
limited understanding of the scope and depth of
the changes.
At the June ISNA Board and delegates meeting,
we spent the majority of our time discussing the
philosophical issues of the bylaws changes. The
Board and delegates raised questions such as
“What do the changes mean for ISNA in terms of
philosophy, compliance with the ANA bylaws,
cost to the association and the member, etc?”
Delegates left the preparation meeting with
lingering questions. In the past, change of this
magnitude was thoroughly discussed prior to the
House meeting. But this year, the CMA’s did not
have sufficient time to grasp the meaning and
implications of the changes prior to the meeting.
Unfortunately all the processing normally done
prior to the House had to be done on the floor of
the House of Delegates, making the whole process
quite arduous.
Indiana was not alone in its uncertainty. Many
of the CMA’s questioned the functional and
financial impact of the bylaws changes. Updates
and intense discussions permeated the meetings
prior to the official opening of the House. Our
first moments with our President, Ella, and our
Executive Director, Ernie, were short on small talk
and went straight to business.
This year, the Indiana delegation was composed
of current and past presidents. This provided
us with experience and understanding of the
delegation process. Other states struggled to
educate delegates on procedures while trying to
keep them informed (and hopefully united) on the
issues and the impact to the state. Our President
fielded numerous Robert’s Rules questions. These
things lengthened the time spent on the bylaws
discussion, but with little time allotted for the
questions on the table.
The House agreed to eliminate the Associate
Organizational Membership (AOM) for the
United American Nurses (UAN) and the
Center for American Nurses (the Center). This
includes business arrangements between these
organizations and ANA, who will instead be able
to participate in the ANA Organizational Affiliate
category.
The Organizational Affiliate category was
amended to clarify that any Organizational
Affiliate “must not take any action counter to
the interests of ANA or any of the CMA’s.” The
term “harmonious” with the ANA bylaws was
frequently discussed and ultimately adopted. This
term allows a CMA to be in “harmony” with ANA
bylaws, while not in complete congruence. An
amendment was also adopted that removes the
requirement that CMA’s participating in collective
bargaining belong to the UAN. This was an
important change based on activities within the
UAN and several CMA’s in the past year.
The proposed changes of a President-elect
system and removal of the 2nd Vice President
position were both defeated. A lack of consensus
among the ISNA Board and Delegates existed on
this issue in the both the preliminary and House
of Delegates meetings. There were also concerns
about length of terms and the progression to
elected office and the presidency. The House did
approve the addition of a designated seat on the
Board for a “newly licensed RN, less than 3 years.”
The NSNA officers and representatives in the
gallery were excited about this new seat that will
be enacted in the year 2010.
Overall, the proposed bylaws changes could be
interpreted as good change, mediocre change, and
bad change. Some proposals required more time to
be processed effectively. My frustration is that as a
delegate, I would like to see more time devoted to
the current issues facing nurses today.
Thank you for the opportunity to serve the
nurses of Indiana as delegate.
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CE Activities Approved
The Indiana State Nurses Association is
accredited as an approver of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
The ISNA 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. For additional
information, contact the Indiana State Nurses
Association by mail, telephone, fax, or Email.
(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:
EXPANDING CHOICES: ENRICHING CAREERS:
4/11/08 at the University of Indianapolis, 6.5
Contact Hours, Provided by: Indiana Section,
Association of Women’s Health, Obstetric &
Neonatal Nurses, Methodist Hospital #3308/
Indianapolis, IN 46202. Contact Tina Babbitt:
317-962-3588 or tbabbitt@clarian.org
IMPROVING PATIENT OUTCOMES WITH
EFFECTIVE PAIN MANAGEMENT: 6/4/08–6/5/08
at Marion General Hospital, 6.7 Contact Hours,
Provided by: Marion General Hospital/ 441 N.

AVAILABLE NOW
New publications from the
American Nurses Association

www.NursingWorld.org
Specialization and Credentialing in Nursing
Revisited: Understanding the Issues, Advancing the
Profession
ISBN 978-1-55810-257-6
List Price $29.95
ISNA Member Price $23.95
Cardiovascular Nursing: Scope and
Standards of Practice
ISBN 978-1-55810-256-9
List Price $16.95
ISNA Member Price $13.45

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

Wabash Avenue/ Marion, IN 46952. Contact Nancy
Pyle: 765-662-4607 or nancy.pyle@mgh.net
2008 HOOSIER HOME CARE, HOSPICE &
HME CONFERENCE: IT’S ABOUT THE PEOPLE:
4/29/08 at the Marriott East Hotel & Conference
Center, 11.0 Contact Hours. Provided by: Indiana
Association for Home & Hospice Care, Inc., 6320-G
Rucker Road/ Indianapolis, IN 46220. Contact Sue
Sudhoff: 317-844-6630 x 13 or sue@iahhc.org
PRESS GANEY REGIONAL WORKSHOPS:
4/28-29/08, Bellevue, WA; 5/5-6/08, Columbus,
OH; 5/19-20/08, Towson, MD; 6/2-3/08, Springfield,
MA; 6/9-10, South Bend, IN; 6/16-17/08, Atlanta,
GA. 11.4 Contact Hours, Provided by: Press Ganey
Associates, Inc., 404 Columbia Place/ South Bend,
IN 46601. Contact Lori Gordon: 574-246-4924 or
lgordon@pressganey.com
YOU CAN DO IT! YOU HAVE THE POWER
AND THE PASSION: 5/30/08 in Galveston, TX,
6.3 Contact Hours, Provided By: Mead Johnson
Nutritionals/ 2400 W Lloyd Exp/ Evansville, IN
47712. Contact Sharon Jones: 800-260-6295 x2394
or sharon.jones@bms.com
PHARMACOLOGY UPDATE FOR ADVANCED
PRACTICE NURSES: 6/14/08 at the Avalon Manor,
Hobart, 4.5 Contact Hours, Provided by: Society
of Nurses in Advanced Practice/ 947 N. Arbogast/
Griffith, IN 46319. Contact Christine Rohl:
219-545-2961 or yoko784@cs.com
BACK TO BASICS CASE MIX 101: 6/23/08 in
Lafayette, LA, 5.0 Contact Hours, Provided by:

the Indiana
Association of
School Nurses
We are pleased to announce that Mary Conway,
R.N., M.S., is our new President for 2008–2010. Ms.
Conway will officially begin her term at the IASN
Annual Meeting on September 29, 2008.
IASN is sponsoring the Fall School Nurse
Conference on September 29–30, 2008, at the
Adams Mark Hotel, Indianapolis Airport. We are
collaborating with the National Nursing Coalition
for School Health located at Purdue University
to present the conference. The theme of the
conference is “Transforming School Communities:
Voices for Student Health.” The keynote speaker
on Monday will be Donna Mazyck, President of
the National Association of School Nurses.
Please visit our website, inasn.org, for the
following:
• Registration—a block of rooms for $97 per
night is available at The Adams Mark Hotel.
• Invitations to vendors and vendor exhibit
information.
• Brochure—available before August 1, 2008.
• For more information, please contact
Carolyn Snyder, RN, MS, Executive Director,
bcsnyder3842@sbcglobal.net.
The Indiana Association of School Nurses is
an Organizational Affiliate of the Indiana State
Nurses Association.

Myers and Stauffer LC/ 9265 Counselors Row, Ste
200/ Indianapolis, IN 46240. Contact Kelley Oliver:
317-846-9521 or koliver@mslc.com
IGN I T I NG OU R ST R ENGT HS, A N
AFFIRMATIVE APPROACH TO CREATING
ENVIRONMENTS OF EXCELLENCE: 6/27/08 at
The Marten Hotel & Lilly Conf Center, W 86th
St., Indianapolis, 5.0 Contact Hours, Provided by:
Central Indiana Organization of Nurse Executives/
9302 N Meridian Street Ste 365/ Indianapolis, IN
46260. Contact Barbara Mitchell: 317-574-1325 or
bmitchell@nursing2000inc.org
L AT E R A L V IOL E N C E — BE H AV IOR S &
RESOLUTIONS: 8/15/2008 at Hendricks Regional
Health Main Campus, 6.5 Contact Hours, Provided
by: Hendricks Regional Health Education Services,
1000 East Main Street/ Danville, IN 46122. Contact
Margie Stewart: 317-745-8482 or mastewa@
hendricks.org
INNOVATIONS IN FAITH-BASED NURSING
EDUCATION:
6/16/08–6/19/08
at
Indiana
Wesleyan University, 13.5 Contact Hours, Provided
by: Indiana Wesleyan University, 4201 South
Washington St./ Marion, IN 46953. Contact
Judith Leach: 765-677-2357 or judith.leach@
indwes.edu
ADVANCES IN NURSING HOME DEMENTIA
CARE: 6/25/2008 in Brooklyn Park, MN, 5.9
Contact Hours, Provided by: Regenstrief Institute/
410 W. 10th St. Suite 2000/ Indianapolis, IN
46202. Contact Tiffany Dyar: 317-423-5605 or
Tdyar@regenstrief.org

Sara Denny
Retirement

Sara Denny ‘supervising’ the cutting of the cake
by ISNA executive Director, ernest Klein, at the
reception honoring Sara on her retirement after
23 years at ISNA.
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Indiana Nurses Calendar
Date/Time	Event/Location	Contact Information
Open
Enrollment

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

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

Open
Enrollment

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

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

Open
Enrollment

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

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

August 11“Clinical Faculty: A New
September 19, Practice Role”—
2008
IUPUI Web Based Course
		
		
		

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

August 1516, 2008

Med-Surg Nursing Systems
Review
Review for nurses taking the
Med-Surg Certification Exam,
St. Francis Hospital, Beech Grove,
Indiana
Sponsored by Central Indiana
Chapter, Academy of MedicalSurgical Nurses

Contact: Karen.gregg@ssfhs.org

August 20“Adult Critical Care”
October 24,
Critical Care Nursing: IUPUI
2008
Web-Based Course
		
		
		

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

August 20“Neonatal Intensive Care”
October 24,
Critical Care Nursing: IUPUI
2008
Web-Based Course
		
		
		

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

August 20“Pediatric Intensive Care”
October 24,
Critical Care Nursing: IUPUI
2008
Web-Based Course
		
		
		

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

August 20“Clinical Information Systems”
December 15,
Nursing Informatics: A Web-based
2008
Professional Certificate Program
		
		
		

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

August 20“Clinical Information Systems”
December 15,
Nursing Informatics: A Web-based
2008
Professional Certificate Program
		
		
		

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

August 21,
2008
8:30 am

Indiana State Board of Nursing
Conference Center Auditorium
302 West Washington Street,
Indianapolis

317/234-2043 or www.pla.in.gov

August 22,
2008

ISNA Board of Directors
2915 North High School Road,
Indianapolis

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

September 814, 2008

“Getting Started: an Introduction
to Choosing and Using Web
Course Management Software”
Teaching and Learning in Webbased Courses: A Web-based
Professional Certificate Program

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

(Continued on page 7)
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INDIANA NURSES CALENDAR
(continued from page 6)
Date/Time	Event/Location	Contact Information
September 12,
2008
1-3pm EDT

Indiana Nursing Workforce
Development Coalition
2915 N. High School Road
Indianapolis

317/299-4575

September 18,
2008
8:30 am

Indiana State Board of Nursing
Conference Center Auditorium
302 West Washington Street,
Indianapolis

317/234-2043 or www.pla.in.gov

September 19,
2008

4th Annual Nursing 2000 North Contact: Kim Genovese
Scholarship Benefit
(219) 326-2344/ nursing2000@gmail.com
7:00 pm Dinner at The Feast in
Lakeville, IN
*Create an honorary or memorial
scholarship*

“Designing Web Pages for Web
Course”
Teaching and Learning in Webbased Courses: A Web-based
ProfessionalCertificate Program
		
September 2229, 2008

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

September 2930, 2008

Fall Conference, Indiana
Association of School Nurses
Adams Mark Hotel, Indianapolis

Contact: bcsnyder3842@sbcglobal.net

October 3,
2008

ISNA/ISNAP Fall Workshop
“Relapse and Relapse Prevention
for Nurses”, Holiday Inn at the
Indianapolis Airport

www.IndianaNurses.org
317/299-4575

October 3,
2008

ISNA Board of Directors
Holiday Inn at the Indianapolis
Airport

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

October 4,
2008

ISNA 2008 Meeting of the
Members Holiday Inn Select at
the Indianapolis Airport

www.IndianaNurses.org
317/299-4575

“Teaching and Evaluation in
Web-based Courses”
A Web-based Professional
Certificate Program
		
		
October 612, 2008

October 10,
2008
1-3pm EDT

Indiana Nursing Workforce
Development Coalition
2915 N. High School Road
Indianapolis

October 13“Clinical Faculty: A New Role”
November 21,
IUPUI Web Based Course
2008		
		
		
		

Website: http://nursing.iupui.edu/LifelongLearning.
Contact information: Office of Lifelong Learning,
Indiana University School of Nursing,
1111 Middle Drive–NU 345, Indianapolis, IN 46202,
by phone: (317) 274.7779, by fax: (317) 274.0012 or
by email: censg@iupui.edu
317/299-4575

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

October 22,
2008

3rd Annual Critical Link Nursing
Symposium—University of Notre
Dame, South Bend, Indiana
Continuing Nursing Education
provided by Memorial Hospital of
South Bend, Terry Johnson,
Keynote; Sessions on Historical
Trauma, Pandemic Flu, Nutrition,
Simulation, Sepsis, et al.

Registration includes continental breakfast and
full lunch
Contact Carol Whiteman at 574/647-3479 or
cwhiteman@memorialsb.org

October 16,
2008
8:30 am

Indiana State Board of Nursing
Conference Center Auditorium
302 West Washington Street,
Indianapolis

317/234-2043 or www.pla.in.gov

October 25,
2008

ISNA Chapter Psychiatric Nurses
Fall Conference
Holiday Inn at the Indianapolis
Airport

www.IndianaNurses.org
317/299-4575

November 14,
2008

ISNA Committee on Approval
Contact: (317) 299-4575
of Continuing Nursing Education Email: ce@indiananurses.org
2915 North High School Road,
Indianapolis

(Continued on page 8)
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INDIANA NURSES CALENDAR
(continued from page 7)
November 14,
2008
1-3pm EST

Indiana Nursing Workforce
Development Coalition
2915 N. High School Road,
Indianapolis

317/299-4575

November 20,
2008
8:30 am

Indiana State Board of Nursing
Conference Center Auditorium
302 West Washington Street,
Indianapolis

317/234-2043 or www.pla.in.gov

November 21
ISNA Board Meeting
		
		
		
		

ISNA HQ, 2915 North High School Road,
Indianapolis
info@IndianaNurses.org 317/299-4575
ce@indiananurses.org
Phone: 317/299-4575, Fax: 317/297-3525

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

Drug addiction and alcoholism are chronic diseases that subject those afflicted to relapse. Discover why
addicts and alcoholics are prone to relapse and learn effective prevention strategies in today’s workshop.
THE INDIANA STATE NURSES ASSOCIATION
Presents

TRIGGERS, CRAVINGS, RELAPSE,
& RECOVERY
OCTOBER 3, 2008 • HOLIDAY INN at the AIRPORT • INDIANAPOLIS
AGENDA
9:00AM/EDT

Relapse in Nurses: Strategies for Successful Recovery
Michael W. Wilkerson, MD, Medical Director, Bradford Health Services (BHS)
[Former Medical Director—Talbott Recovery Campus & N. Carolina Physicians
Health Program]
Jackie E. Fazeli, BSN, RN, MSW, Healthcare Professional Advocate, BHS
Extended Care Program

10:30

Break

10:45

Relapse in Nurses: Strategies for Successful Recovery—continued

12:00 Noon

Lunch

1:00PM

Sobriety-Based Denial: Coping with Stuck Points in Recovery
Toni Black, LMFT, Certified in Addictions and a Relapse Prevention Specialist

1:45

What To Do When Relapse Occurs in the Workplace
Jim Ryser, MA, LMHC, Program Coordinator, Chronic Pain Rehabilitation, Clarian
Brenda Gardner, BSADC, CADAC II, QSAP, CD Specialist/EAP, St. Francis
Beth Harrison, Human Resources Director, St. Vincent
Tina Terrell, RN, ISNAP Worksite Monitor

2:45

Break

3:00

Uncovering the Secret
Four nurses tell their stories of addiction & recovery.

4:00

Evaluation/Contact Hours

4:15

Adjournment
ONLINE REGISTRATION BEGINS AUGUST 1, 2008
REGISTER ONLINE  •  www.indiananurses.org  •
All sessions with lunch included:
$100, after September 15 = $110

Students & ISNAP Participants:
$50, after September 15 = $60

Contact Information • ISNAP 800-638-6623 • ISNA 317-299-4575 • Email: ce@indiananurses.org
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AHRQ’s Research
A new study of Veterans Health Administration
(VA) hospitals shows excess deaths, longer hospital
stays, and higher costs in all groups of patients
who experienced potentially preventable safety
problems indicated by patient safety indicators
(PSIs) developed by the Agency for Healthcare
Research and Quality (AHRQ).
Patient Safety Indicators May be Useful for
Comparing Quality of Care Across Delivery
Systems
PSIs indicate preventable care-related problems
such as hospital-acquired infections or postoperative respiratory failure. The study's findings
were similar to a previous study of nonfederal
community hospitals. Thus, AHRQ's PSIs may be
useful for comparing care quality across delivery
systems. AHRQ researcher, Anne Elixhauser,
Ph.D., and colleagues applied 9 PSIs to all
439,537 acute inpatient hospitalizations at 125 VA
hospitals. They then compared these findings with
those based on similar data on PSIs and adverse
events at U.S. community hospitals from AHRQ's
Healthcare Cost and Utilization Project Nationwide
Inpatient Sample. They controlled for patient and
facility characteristics while predicting the effect
of the PSI on mortality, length of stay (LOS), and
cost. All nine PSIs were significantly associated
with increased LOS, cost, and mortality in similar
patterns among both VA and non-VA hospitals.
The three PSIs that occurred most often—
decubitus
ulcer,
postoperative
pulmonary
embolism/deep vein thrombosis, and accidental
puncture/laceration—were
associated
with
relatively smaller excess mortality, LOS, and
cost. The three PSIs that occurred least often—
postoperative sepsis (blood infection), respiratory
failure, and dehiscence (disruption of the wound)
were associated with the greatest excess mortality,
LOS, and cost.
See "Using patient safety indicators to
estimate the impact of potential adverse events
on outcomes," by Peter E. Rivard, Ph.D., Stephen
L. Luther, Ph.D., Cindy L. Christiansen, Ph.D.,
and others, in the February 2008 Medical Care
Research and Review 65(1), pp. 67-87.
Study shows value and limitations of voluntary
error reporting systems
The Institute of Medicine, in its 1999 To Err is
Human report, recommended that health care
organizations establish medical error reporting
systems. A team of researchers, led by Chunliu
Zhan, M.D., Ph.D., of the Agency for Healthcare
Research and Quality, conducted a study to
explore the value and limitations of voluntary
medical error reports, using common errors in
warfarin use as a case study.
The researchers analyzed warfarin medication
errors reported by hospitals and clinics
participating in the MEDMARX voluntary
medication errors reporting system. A total of
8,837 inpatient warfarin errors were reported by
445 hospitals from 2002 to 2004, ranging from 1
to 289 errors per hospital; 820 outpatient warfarin
errors were reported by 192 outpatient facilities

during that same period. The most common types
of warfarin errors were related to dosing.
The most commonly reported cause of errors
in hospitals were prescription transcribing/
documenting (35 percent) and drug administering
(30 percent) and in outpatient settings, drug
prescribing (31 percent) and dispensing (39
percent). The causes of errors were often multiple.
The most frequent cause was the failure to do
what is known to be right, which is often related
to a distracting work environment, heavy work
load, and understaffing. Corrective interventions,
therefore, need to be multidimensional, suggest
the researchers.
They pointed out that voluntary reporting
systems are limited by lack of details, incomplete
reporting, underreporting, and various reporting
biases; also, they cannot yield a true error rate.
However, such systems nevertheless provide useful
information to guide patient safety improvements.
For example, in this study, 17 percent of inpatient
and 13 percent of outpatient warfarin errors
resulted in changes in patient care.
See "How useful are voluntary medication error
reports? The case of warfarin-related medication
errors" by Dr. Zhan, Scott R. Smith, Ph.D., Margaret
A. Keyes, M.A., and others in the January 2008
Joint Commission Journal on Quality and Patient
Safety 34(1), pp. 36-45.
Smoking in the home leads to more emergency
visits and hospitalizations for lung problems
among young children
Smoking inside the home may more than double
the risk of a young child having an emergency
department (ED) visit and more than triple their
risk of hospitalization for respiratory conditions,
finds a new study. Agency for Healthcare Research
and Quality investigators Lan Liang, Ph.D., and
Stephen C. Hill, Ph.D., examined health care use,
expenditures, and bed days among 2,759 children
up to age 4 from the 1999 and 2001 Medical
Expenditure Panel Surveys. They then linked

these data to reports of smoking inside the home
from the National Health Interview Survey.
Indoor smoking increased by 5 percent the
probability of ED visits for respiratory conditions
and the probability of hospitalization for these
conditions by 3 percent. Indoor smoking was
also associated with an 8 percent increase in the
probability that a child would be laid up in bed
because of respiratory illness. Similarly, among
children visiting the ED for respiratory problems,
roughly 18 percent may have had at least one
visit related to smoking inside the home. Also,
among children with at least one hospital stay for
respiratory problems, roughly 36 percent may have
had at least one stay related to smoking inside the
home.
Indoor smoking was also costly. It was
associated with $117 in additional health care
expenditures for each child exposed to indoor
smoking. Extrapolating this figure to the U.S.
population, smoking inside the home adds roughly
$415 million to annual health care expenditures
for young children. There were no significant
effects of living with adult smokers who smoked
outside the home.
More details are in "Smoking in the home and
children's health," by Drs. Hill and Liang, in the
February 2008 Tobacco Control 17, pp. 32-37.
Several factors can quickly identify mortality
risk among frail elderly persons living in the
community
Community-based long-term care programs
such as PACE (Program of All-Inclusive Care for
the Elderly) can help frail, chronically ill elderly
people who would ordinarily enter nursing homes
stay in the community. Asking about certain risk
factors during routine clinical care can identify
which of these frail community-dwelling elderly
are at risk of dying, according to a new study.
Kenneth E. Covinsky, M.D., M.P.H., of the
(Continued on page 10)
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AHRQ’S Research
(continued from page 9)
University of California at San Francisco, and
colleagues developed an index to identify mortality
risk among this fragile group. The researchers
studied a total of 3,899 enrollees at 11 PACE sites;
they studied 2,232 participants to develop the
index and 1,667 participants to validate it.
The researchers predicted time to death using
data on risk factors (demographic characteristics,
coexisting medical conditions, and functional
status), which they obtained from a geriatric
assessment performed at the time of study
enrollment. The risk scoring system scored male
sex as 2 points; age 75-84, 2 points; 85 and older,
3 points; dependence for help with toileting, 1
point; dependence for partial or full help with
dressing, 1 and 3 points, respectively; cancer, 2
points; congestive heart failure, 3 points; chronic
obstructive pulmonary disease, 1 point; and renal
insufficiency, 3 points.
In the validation group, respective 1 and 3-year
mortality rates were 7 and 18 percent in the
lowest risk group (0-3 points), 11 and 36 percent
in the middle-risk group (4-5 points), and 22 and
55 percent in the highest-risk group (more than
5 points). The eight-variable index is easy to use
and includes variables that can be obtained in the
course of a routine clinical exam.
The ability of the index to predict mortality risk
among the frail elderly reinforces the importance
of considering multiple domains in assessing
the prognosis of older patients. The study was
supported in part by the Agency for Healthcare
Research and Quality (HS00006).
More details are in "Prediction of mortality in
community living frail elderly people with longterm care needs," by Elise C. Carey, M.D., Dr.
Covinsky, Li-Yung Lui, M.A., M.S., and others, in
the January 2008 Journal of the American Geriatric
Society 56(1), pp. 68-75.
Telepsychiatrists and in-person therapists deliver
similar therapy to veterans suffering from
posttraumatic stress disorder
Therapists can conduct cognitive behavioral
therapy (CBT) with veterans suffering from
posttraumatic stress disorder (PTSD) equally
well via videoconferencing (telepsychiatry) or
in person, concludes a new study. This finding
can help address the shortage of access to mental
health care by veterans in rural and other

underserved areas, notes B. Christopher Frueh,
Ph.D., of the University of Hawaii at Hilo.
Dr. Frueh and colleagues compared the
quality of CBT for combat-related PTSD by a
therapist in the same room as affected male
veterans with the quality of CBT by the same
therapist via telepsychiatry. Overall, 21 of 38
male veterans seeking treatment for PTSD at a
Veterans Affairs medical center were randomized
to in-room treatment and 17 were randomized to
telepsychiatry.
The researchers used independent raters to
assess therapist competence and adherence to
CBT best practices. For example, they looked at
the therapist's ability to structure the therapeutic
sessions; implement session activities such as
social skills training, role playing, or anxiety
management training; provide feedback to the
patient; deal with difficulties that emerge during
therapy; develop rapport with the patient; and
convey empathy. CBT treatment for combat-related
PTSD targets interpersonal difficulties commonly
associated with combat-related PTSD, such as
social anxiety, social alienation, and withdrawal,
excessive anger and hostility, explosive episodes,
and marital and family conflict.
The active treatment phase consisted of weekly,
90-minute group treatment sessions over the
course of 14 weeks, with three followup sessions
over the 3 months after the active treatment phase.
There was no significant difference in therapist
adherence to the CBT treatment manual for both
groups. Also, the teletherapist and in-person
therapist were rated good to excellent for rapport
and empathy, which are considered critical
components of successful psychotherapy.
The study was funded in part by the Agency for
Healthcare Research and Quality (HS11642).
See "Therapist adherence and competence with
manualized cognitive-behavioral therapy for PTSD
delivered via videoconferencing technology," by
Dr. Frueh, Jeannine Monnier, Ph.D., Anouk L.
Grubaugh, Ph.D., and others, in the November 2007
Behavior Modification 34(6), pp. 856-866.
Living wills should be updated, since preferences
for life-prolonging treatments change when health
status changes
Life-prolonging treatment preferences change
as an individual's health deteriorates, according
to a new study. To be useful, living wills should
be updated with changes in health status,
suggest Laraine Winter, Ph.D., and Barbara
Parker, B.A., of Thomas Jefferson University.
They asked 304 community-dwelling people
aged 60 and older about their preferences for
life-prolonging treatments for 4 life-threatening
conditions: gall bladder surgery for an inflamed or
infected gall bladder, antibiotics for pneumonia,
cardiopulmonary resuscitation (CPR) for cardiac or
respiratory arrest, and tube feeding for inability to

eat or drink. For each treatment, individuals were
asked their preference given eight health scenarios
that varied in severity, prognosis, and level of
pain, and one scenario that involved a return to
current health.
Individuals' current health status was measured
by number of deficits in physical functioning.
Life-prolonging treatments were more strongly
preferred by lower-functioning people, compared
with high functioning, with the preference
strengthening as health prospects worsened. The
highest functioning individuals tended to reject
life-prolonging treatments in the worse-health
scenarios. It is likely that, to healthy individuals,
the prospect of life in poor health is remote and
therefore indistinguishable from death. For less
healthy individuals, by contrast, the difference
between these two states seems larger, and lifeprolonging treatment more acceptable, explain
the researchers. Stronger preferences for lifeprolonging treatment in most health scenarios
were also associated with higher religiosity.
Depressed mood did not seem to influence
advanced care decisions.
The study was supported by the Agency for
Healthcare Research and Quality (HS13785).
More details are in "Current health and
preferences for life-prolonging treatments: An
application of prospect theory to end-of-life
decisionmaking," by Dr. Winter and Ms. Parker, in
Social Science & Medicine 65, pp. 1695-1707, 2007
New pill card helps patients take medications on
time
Free, online instructions for creating a pill
card—an illustrated medication schedule—using
only a personal or lap top computer and printer
are now available from the Agency for Healthcare
Research and Quality.
One in four Americans do not take prescription
medicines as prescribed. Adherence to medication
instructions is particularly important when
people have chronic illnesses such as diabetes
or heart failure. Many people who fail to adhere
to medication instructions do so because they
do not understand how to take their medicines.
Medication non-adherence costs an estimated $100
billion annually in hospital admissions, doctor
visits, lab tests, and nursing home admissions.
Research has shown that using a pill card
with pictures and simple phrases to show each
medicine, its purpose, how much to take, and
when to take it reduces misunderstandings. A pill
card can serve as a visual aid for confirming that
patients understand how to take the medicines
properly and as a reminder to take medicines.
AHRQ's How to Create a Pill Card provides
step-by-step instructions for making a pill card.
A person needs a computer with word processing
software, a printer, and information on all of their
medicines.
How to Create a Pill Card is intended for anyone
who takes medicines regularly or who cares for
someone who does. More information can be found
at www.ahrq.gov/qual/pillcard/pillcard.htm.
(Continued on page 11)
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AHRQ’S Research
(continued from page 10)
Researchers examine the relationship of
workarounds to technology implementation and
medication safety in nursing homes
As many as 42 percent of adverse drug events
in nursing homes are preventable. One way to
reduce these errors is through the implementation
of technology in the systems of medication
administration.
This
technology,
however,
sometimes causes blocks in the work flow (e.g.,
through safety alerts and requests for more
documentation). When nursing home staff work
around these blocks, new types of medical errors
and unintended consequences are introduced.
A new study provides practical examples of
workarounds in the nursing home and examines
the risks to medication safety.
Researchers observed five Midwestern nursing
homes that had implemented a fully integrated
electronic health record (EHR) and an electronic
medication record (eMAR). The medication
administration system was mapped before the
technology was implemented and then six months
after implementation.
The authors identified two distinct root causes
for workarounds. First were those introduced by
the technology itself. For example, intentional
blocks were designed in the system to prevent the
ordering of excessive medication, but staff often
worked around this block by entering several
smaller doses of the same medication to obtain the
full order.
Unintentional blocks were also evident; for
instance, slow wireless connections when viewing
multiple screens of a patient's health record led
frustrated staff to consult written notes instead. A
second root cause of workarounds was the failure
to reengineer related processes for technology. For
example, staff bypassed safety features that they
perceived to be time consuming, such as a double
documentation check at the time when medication
was prepared and again when administered.
Nursing home staff most often engaged in
first-order problem solving when they bypassed
blocks in their work flow. That is, they found
the most immediate solution to getting past the
block. But a more effective and sophisticated
approach is second-order problem solving, which
addresses the root causes of the blocks. This
strategy can be enhanced by the presence of the
medication safety team, as well as by encouraging
open communication among the staff so that
they can talk openly about the blocks they face.
Workarounds, such as overriding alerts, are
a particular concern for patient safety. This
study was supported in part by the Agency for
Healthcare Research and Quality (HS14281).
More details are in "Technology implementation
and workarounds in the nursing home," by Amy
A. Vogelsmeier, M.S.N., R.N., Jonathon R. B.
Halbesleben, Ph.D., Jill R. Scott-Cawiezell, R.N.,
Ph.D., in the January/February 2008 Journal of the
American Medical Informatics Association 15(1),
pp. 114-119.

Limited health literacy is a barrier to patients
taking the correct prescribed medications
Patients with low health literacy typically
have difficulty understanding the names of
prescription medications, their indications for
use, and dosing instructions. This confusion can
lead to missed doses or wrongly timed doses. Low
literacy can also lead to a disconnect between
what medications the patient and doctor think
the patient is taking, suggests a new study. When
doctors and patients agree on what medications
the patient is taking (medication reconciliation),
there is less likelihood of medication errors or
adverse effects. However, the study found that low
health literacy among adults with hypertension
was linked to a greater number of unreconciled
medications.
Northwestern University researchers, led by
Stephen D. Persell, M.D., M.P.H., administered the
short-form Test of Functional Health Literacy to
119 adults with hypertension from 3 community
health centers. They also asked them about
the medications they took for their high blood
pressure. Nearly one-third (31 percent) of the
adults had inadequate health literacy. After
adjusting for age and income, less literate patients
were nearly three times less able than their
more literate counterparts to name any of their
antihypertensive medications.
Agreement
between
patient-reported
medications and those documented in their
medical record was low: 64.9 percent of patients
with inadequate and 37.8 percent with adequate
literacy had no medications common to both
lists. Being unable to state which medications
they are using by name (and also by dose) could
be important, particularly when patients interact
with providers other than their usual source
of outpatient care (for example, hospitals or
emergency departments). The study was supported
in part by the Agency for healthcare Research and
Quality (HS15647).
See "Limited health literacy is a barrier to
medication reconciliation in ambulatory care,"
by Dr. Persell, Chandra Y. Osborn, Ph.D., Robert
Richard, M.D., and others, in the November 2007
Journal of General Internal Medicine 22(11), pp.
1523-1526.
Nurses can facilitate quality improvement in
primary care practices with electronic medical
records
Nurses can play an important role in facilitating
quality improvement in primary care practices
with electronic medical record (EMR) systems,
concludes a new study. The Practice Partners
Research Network (PPRNet), a primary care
practice-based research network, disseminated a
five-pronged improvement model to its practices

through quarterly performance reports for each
quality of care indicator, practice site visits, and
annual network meetings. The goal of the Quality
Indicator (QI) model was to prioritize performance,
involve all staff, redesign delivery systems,
activate the patient, and use EMR tools.
The PPRNet practices boosted the involvement
of staff members to determine approaches to
improvement and focused on specific quality
indicators each quarter. They also made efforts
to redesign the delivery system. For example,
they reviewed office processes to streamline and
reduce redundancy or inefficiency, established
written protocols to guide chronic disease
management, and formed care management teams
of providers and nurses to help patients with
chronic illness. They also made more use of EMR
tools. For example, they used EMR ticklers and
recall systems to remind patients of screening
services needed. Except for one patient education
tool, patient activation strategies were the least
commonly adopted improvement strategies.
Practice nursing staff assumed many new roles
to enhance communication between patients and
providers. Using templates within the EMR system,
they reviewed what health maintenance screening
tests were due and reconciled medication lists
with patients. They increased the accuracy of
patients' medication lists. Nurses also alerted
providers to elevated blood pressures and other
clinical parameters not at goal, and prompted
them to administer or schedule interventions.
The study was supported by the Agency for
Healthcare Research and Quality (HS13716).
See "Strategies to accelerate translation of
research into primary care within practices using
electronic medical records," by Lynne S. Nemeth,
Ph.D., R.N., Andrea M. Wessell, Pharm.D., Ruth
G. Jenkins, Ph.D., and others, in the OctoberDecember 2007 Journal of Nursing Care Quality
22(4), pp. 343-349.
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Welcome to New Members and Reinstated
ISNA Members
Allen, Melanie
Bakas, Tamilyn
Balaguras, Jean
Baldwin-Dufour, Toni
Baumgartner, Bonnie
Block, Michelle
Bray, Susan
Bowsman, Tina
Breitwieser, Maren
Coffey, Rachel
Copak, Irene
Damron-Robinson, Patricia
Darnell, Laura
Davis-Sout, Lana
DePew, Elizabeth
Frermann, Patricia
Foster, Deirdre

La Grange
Westfield
Bloomington
Knox
Decatur
Schererville
Fishers
Lafayette
Indianapolis
New Albany
Crown Point
Griffith
Carmel
Logansport
Fort Wayne
Indianapolis
Bloomington

Fuhrmann, Anthony
Gautsche, Julia
Hawkins, Suzanne
Hendricks, Susan
Horn, Rebecca
Klank, M Jane
Lambeau, Susan
Lewis, Sharon
Martin, Linda
Mattei-Williams, Catherine
McQuade, Patricia
Messmer, Linda
Meunier, Donna
Miller, LaVertta
Morrison, Sarah
Owens, Patricia
Patton, Lynn
Ramer, Leah
Robertson, Linda
Sawin, Kerry
Schultz, Rebecca
Seim, Paul
Simpson, Anita
Somenzi, Ashley
Thompson, Patricia
Tometczak, Anna
Van Keppel, Deborah
Vizcarra, Cora
Von Ah, Diane
Wallace, Michele
Welch, Joyce
Wilder, Tamara
Wilhite, Ruth
Winther, Shelli
Wiser, Gloria
Wood, Laurie

Greenwood
Goshen
Ellettsville
Kokomo
Kokomo
Indianapolis
Valparaiso
Sellersburg
Fairmount
Greenwood
South Bend
Carmel
Floyds Knobs
Middlebury
Lebanon
Avon
Huntertown
Terre Haute
Fairland
Greenwood
Granger
Clayton
Owensville
Griffith
Indianapolis
Highland
Valparaiso
Indianapolis
Carmel
Indianapolis
Indianapolis
Evansville
Evansville
Fort Wayne
Carmel
Berrien Center

SUMMARY
Board of Directors
Meeting
Friday, June 6, 2008
PRESENT: Ella Harmeyer, President; Barbara
Kelly, Vice-President, Judy Barbeau, Secretary;
Paula McAfee, Treasurer; Eleanor Donnelly,
Jennifer Embree, Michael Fights, Vicki Johnson,
and Katie Willock, Directors; and Ernest C. Klein,
Jr., CAE, Executive Director
OTHERS PRESENT: Glenna Shelby, ISNA
Lobbyist; and Anna Flynn, ISNA Marketing
Assistant
ANA DELEGATES: Esther Acree, Dorene
Albright, Joyce Darnell, and Sandy Fights
Ernest Klein introduced new ISNA staff Anna
Flynn, Marketing Assistant
Glenna Shelby, Vice-President, SDS Group,
ISNA Lobbyist, announced that Doug Simmons
will be moving out of state. A new partner will
join SDS Group this Fall.
Accepted the Board Minutes of: April 4, 2008
and the Board Conference Call Minutes pf April
29, 2008, with the correction of adding Eleanor
Donnelly as present.
Adopted the 2008-09 ISNA Strategic Goals as
amended.
Appointed Karen Yehle, Angela Heckman,
and Sally Hartman to a three-year term on the
ISNA Committee on Approval. Nominated C. Sue
Johnson for the ANA Nursing Practice Standards
Committee.
Voted to sponsor the for reception of Rep.
Peggy Welch, incoming President of the Women’s
Legislative Network.
Renewed the Bank of America CD for six
months.
Pres. Ella Sue Harmeyer reported on the
Midwest
Constituent
Member
Associations
meeting April 12 and 13 in Chicago and discussed
proposed ANA bylaws changes, affiliate groups,
and membership.
Vice-Pres. Barb Kelly reported on that the
Indiana
Nursing
Workforce
Development
Coalition is focusing on development of grants
and legislation toward the promotion of nursing
faculty.
Treasurer Paula McAfee reviewed the April
Financial Statement.
Ernest Klein, Executive Director discussed
the written staff report. The contract for ISNA to
administer 4th year of ISNAP was signed.
Noted that the ISNA Chapter for Psychiatric
Nurses is planning a workshop for October 25,
2008.
ANA Delegates and Board members discussed
the proposed amendments to the ANA Bylaws and
the proposed resolutions.
Voted to renew the employment contract for
Ernest C. Klein, Jr. as ISNA Executive Director for
a period of one year.
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Independent Study
Pain Management—
An Overview
ONF-07-16-I
This independent study has been developed
for nurses who wish to learn more about pain
management. It takes approximately 70 minutes
to complete this independent study. 1.33 contact
hours will be awarded for successful completion
of this independent study.
The Ohio Nurses Foundation (OBN-001-91) is
accredited as a provider of continuing nursing
education by the American Nurses Credentialing
Center's Commission on Accreditation. Expires
10/2009.
DIRECTIONS
1. Please read carefully the enclosed article
"Pain Management—An Overview."
2. Complete the post-test, evaluation form and
the registration form.
3. When you have completed all of the
information, return the following to the
Indiana State Nurses Association, 2915 North
High School Road, Indianapolis, IN 46224:
A. The post-test
B. The completed registration form
C. The evaluation form
D. The fee: $15.00 for ISNA members; $20.00
for 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 posttest, a certificate will be issued.
If you have any questions, please feel free to
call Zandra Ohri, MA, MS, RN, Director, Nursing
Education, Ohio Nurses Association at (614)
237-5414, ext. 1027.

management. The International Pain Foundation,
started in 1986, promotes education on pain and
effective treatment. Professional journals such as
The Clinical Journal of Pain and Pain are two of
many publications focusing primarily on pain.
(The journal Pain is the official journal of the
International Association for the Study of Pain
[IASP]).
Perhaps the most influential developments in
pain management have come about through three
areas. Two major influences on pain management
include the development of the Gate Control
Theory by Wall and Melzak in 1965 and the first
World Congress on Pain held in Italy in 1975. The
founding meeting for IASP was held in May 1973.
Since hospice began operations in the United
States in 1974, hundreds of hospice programs
have risen across the country promoting pain
control as a primary goal. With an emphasis on
pain management, hospice has revolutionized
the way some professionals view end-of-life care.
Unfortunately, the awareness of most health
care professionals lags behind. Adequate and
compassionate pain management will not be
achieved until we accomplish the re-education of
health care professionals, and the debunking of
pain myths and prejudices.
Assessment
Assessment begins the nursing process with
an accumulation of subjective and objective
data about the patient. The basic "head to toe"
assessment will also include description of pain
including location, onset, duration, quality,
intensity, and influencing factors. Also included
in the basic assessment are physiological
pain indicators such as blood pressure, pulse,
respiratory rate, pupil size and perspiration.
Completing the assessment of the patient in pain
is a collection of personalized or psychosocial data
including how the pain affects the client's life. The
selection of tools to gather patient information and
record it for communication to other members of
the health care team stands as a foundation for the
successful planning, intervention and management
of pain.

OBJECTIVES
Upon completion of this independent study, the
learner will be able to:
1. Describe the various methods of assessing
pain.
2. Discuss the types of treatment available for
pain management.
3. Identify the three types of pain.
This independent study was developed by:
Elizabeth A. Macklin-Mace, BA, RN, Carbon Hill,
Ohio. The author has no financial vested interest.
The planners and faculty have no conflict of
interest. There is no commercial support for this
independent study.

Selecting an Assessment Tool
A variety of assessment tools are available to
the nurse in practice. Selecting a pain assessment
tool requires careful consideration of the patient's
condition, ability to communicate, and age group.
Tools used may vary, but certain criteria need to
be met:
1. The tool must be easily understood by the
patient. (If patient's condition permits)
2. The tool must be understood by all members
of the patient's health care team.
3. The same tool should be used by all members
of the health care team to facilitate accurate
on-going evaluation of the patient and to
promote continuity of care.

ONF-07-16-I

Self-reports
Patients' self-report statements of pain are
invaluable and should never be overlooked
or discounted. They are the most accurate
description of the patient's pain. Margo McCaffery,
internationally known specialist on nursing care
of patients in pain, states, "Pain is whatever the
experiencing person says it is, existing whenever
the experiencing person says it does" (1968).
The professional response to patient's reports of
pain is to believe them and respond to them in
a positive manner. McCaffery and others knew
that this theory would be difficult for many
nurses to accept. "The risk of being fooled does
not justify doubting the patient and withholding
pain medication" (McCaffery and Beebe, 1982).
Unfortunately, the problem may be deeper than
disbelief. Often, patients have reported not even
being asked about their pain.
Graphic forms are methods of documenting
self-reports of pain. The commonly used 0 - 10
pain scale is one accepted measure. The Simple
Descriptive Pain Intensity Scale (SDPIS) is another
pain scale stating degrees from no pain to worst
possible pain. While useful assessment tools, these
scales should ideally be used in conjunction with
other measures.

Introduction
Pain is a universal response to many health
alterations. Unpleasant by definition, it functions
as an indicator of the nature, location, and
intensity of the ailment. Pain takes many forms
from sharp to dull and acute to chronic. One
characteristic is true of all types of pain: it can
only be described by the person experiencing it.
Planning effective pain management includes
overcoming many obstacles. Myths and prejudices
held by health care workers concerning patient
pain are not the least of these obstacles. The many
types of pain and the varied patient populations
who experience it, from pediatric to geriatric, also
challenge a constrictive protocol for managing all
pain. Assessment difficulties and the subjective
nature of pain further complicate evaluation and
treatment.
Traditionally, pain control has not been given
top priority within the health care profession.
While the detection and management of pain
are not distinct sciences, the last two decades
witnessed
development
of
organizations
and increased research pertaining to pain

The Visual Vertical Analog Scale (VVAS or
VAS) is another graphic method of recording
patients' reports of pain. The VAS is a scale
from 0-10 drawn from bottom to top resembling
a thermometer. This way of ‘picturing’ pain is
easily understood and communicated by patients
and caregivers alike. The VAS is also frequently
described as a horizontal line.
The Adjective Rating Scale (ARS) is a third selfreport graphic rating scale that is often used to
assess and measure pain. The patient is given an
extensive list of adjectives, some of which include
burning, stabbing, aching, heavy, gnawing,
sickening, punishing or cruel. From the list, the
patient selects those adjectives describing his
pain. (This scale is better known as the McGill
Pain Questionnaire).
With all graphic-rating scales, the nurse should
request the patient to self-report at rest and at
routine activity. The nurse should document
which tool is best understood and preferred for
use by the patient. It is also helpful to supplement
rating scales with a drawing of the human body
allowing patients to mark directly the sites and
radiation pathways of their pain.
Psychological Effects of Pain
Pain imposes a psychological toll on the
sufferer. It is a myth that pain is predominately
a psychological problem. A significant amount
of pain nearly always causes anxiety and other
negative emotions such as depression. Some
caregivers may misinterpret the cause and effect
relationship between pain and anxiety, placing the
effect before the cause. While the anxiety does not
cause the pain, it does affect the patient's ability to
deal with it.
Pain thresholds and pain tolerance vary from
patient to patient. Research indicates that the
actual pain threshold is universally similar.
However, perception of pain may vary with gender
and culture. Family dynamics and ethnicity may
also have a role in how the patient copes with
pain.
Self-reports of the psychological effects of pain
are integral to managing care. A pain journal kept
by the patient or family may be particularly helpful
in cases of chronic pain. Decreasing anxiety or
depression often increases most patients' ability to
cope with pain effectively. Informing the patient
of expected outcomes and medication schedules
and the nurse's genuine and demonstrated concern
for timely relief of the patient's pain often helps
immensely toward decreasing anxiety.
Physiological Data
Basic physiological data is useful in evaluating
pain to some degree. Increases in heart rate,
respiratory rate, and blood pressure have long
been associated with pain response and may
indicate pain even if the patient does not show
it. Vital signs may also measure the success of
an intervention or suggest cautionary use of
pharmacological intervention.
Intense or sudden pain accompanied by oliguria,
hypotension, tachycardia or other extreme changes
in vital signs must always be evaluated further.
Shock, sepsis, dehiscence, deep vein thrombosis,
or other critical complications can be heralded
by these alterations. Reassessment at appropriate
times and/or according to policy must function to
keep all members informed of the patient's status
for continuing, on-going, and timely care.
SPECIAL CONDITIONS
The Non-Communicative Patient
While much emphasis is placed upon the value
of self-reports of the patient suffering pain, we
know that many patients cannot speak verbally
for themselves. This group may include ventilator
patients, neonates, or the unconscious. These
situations necessitate careful observation of patient
behaviors. Effectual changes such as grimacing
along with postural or positional states indicate
pain levels. A baseline assessment in these areas,
including vital signs accompanied by on-going
reassessment and documentation is especially
(Continued on page 14)
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(continued from page 13)
important with the non-communicative patient.
These steps help the nurse to speak as accurately
as possible for them concerning their needs and
comfort levels. As with all patients, continuing
communication between shifts and health
care team members provides the most effective
management.
Children
Children (infants, children and adolescents)
raise different issues relating to pain management.
Children fluctuate with different emotional,
behavioral and cognitive states. Assessment can
be very difficult as some children may not be able
to communicate their needs directly. Assessment
tools must fit the child. Often a pain interview
with parents or other caregivers must substitute
for self-reporting. Consideration of ethnicity or
familial outlook on pain may be appropriate.
While behavioral observation is often an integral
part of pain assessment, caution must be used.
Because a child is watching television or sleeping,
do not assume pain is well controlled. These
behaviors may be attempts at coping with pain.
Facial expressions, body postures, and activity
level changes are more reliable. Physiological
measures such as heart rate and blood pressure are
not specific enough to be used alone as assessment
tools.
Older Adult
Pain management of elderly patients presents
many potential problems. Long minimized by
some caregivers, pain in elderly patients often
presents in many forms from multiple sources of
chronic and acute disease. Compounding pain
management are the many medications often
taken by the elderly and the potential for drug
interactions.
Further complicating pain treatment in seniors
is the common and dangerous belief that with
an increase in age comes an increase in pain
threshold. Research by Foley (1985), indicates that
the institutionalized elderly appear to be stoic
about pain or slow to report it. Several questions
remain concerning how the elderly perceive acute
pain. The proliferation of "silent" myocardial
infarcts and abdominal emergencies raise further
curiosity. Careful assessment, monitoring, and
recognition of the genuine suffering of these
patients continue to be the focus of the nurse's
attention to pain.
Basic Pain Interview
Many different scales, forms or approaches exist
to describe pain. Lists, reports, or scales used in
combination may adequately cover the following
basic aspects of pain.
Location—Accompanying statements from the
patient verbally describing location. It is beneficial
to have the patient point to the area of pain if his
condition permits. This eliminates confusion that
may occur when the patient misinterprets medical
terminology used and understood by the nurse.
Onset and Duration—What precipitated the
onset of pain? When did it start and how has it
changed? Patient responses to these questions may
prove invaluable clues to causation or etiology of
the pain.
Intensity—A consistent use of a numerical
scale, such as VAS, may help caregivers to chart
increases or decreases in intensity. Pain is rarely
static and requires frequent evaluation before,
during, and after treatment.
Quality—In addition to providing a list of
descriptive words, the nurse may ask, "What
would you have to do to me to cause the same type
of pain that you are experiencing?" Responses
to questions referring to quality may also give
care providers clues to causation and treatment.
For example, pain described as "burning" may
be caused from inflammation and suggested
treatment may be anti-inflammatory. All pieces
of the "pain puzzle" will help develop plans for
intervention to reach mutual goals for comfort.
Influencing Factors—To uncover factors that
are affecting the patient's pain the nurse may ask,
"What makes your pain worse. . . better?" "What
have you done at home or in the past to relieve
your pain?" Careful evaluation and documentation
of extraneous precipitating factors and previous
treatment modalities will allow the health care

team to tailor the patient care plan to obtain
maximum relief.
Psychosocial Effects—How does this pain affect
your everyday life? This question is particularly
relevant for the patient suffering chronic pain.
A personalized assessment from self-reports or
family members is useful. Pain diaries or journals
kept by the patient or the patient's family can be
encouraged.
Culmination of the Pain Interview—"What can
you tell us about your experiences of pain relief?"
"What goals can we help you reach?" After pain
scales are explained to and understood by the
patient, ask the patient where they expect to be
on the intensity scale after treatment is initiated.
This is a good time to begin informing the patient
of treatment options. The nurse will then become
a better advocate for the patient's comfort. Assess
what the patient already knows about their
disease process or their preferences of assessment
tools. Encourage all health team members to
use the scales consistently. Be a communication
role model to co-workers to keep all involved in
reassessment and documentation and to ensure
successful implementation of care plans and
continuity of care.
		
Non-Pharmacological Treatment of Pain
Cutaneous stimulation, also referred to as
peripheral technique, describes any form of
stimulation of the skin with the goal of pain relief.
There are many different methods of cutaneous
stimulation such as pressure, massage, heat, cold,
vibration, and TENS (Transcutaneous Electrical
Nerve Stimulation). These methods are superficial
forms of treatment that the nurse in practice is
qualified to use. The effects will vary; the goal
of decreasing the intensity of pain is a palliative
measure. The cutaneous method is selected
considering potential side effects, availability,
time involved, and patient preference.
Massage and pressure are used on specific
trigger points or pain sites. These treatments are
time consuming and create temporary discomfort
at the site. However, most patients enjoy massage
and pressure after the initial discomfort. Massage
has the added effect of decreasing anxiety and
tension, increasing the pain relieving capacities of
other treatments.
Heat and cold applications work well for some
localized pain. Both methods require careful
monitoring to avoid harmful side effects. While
most patients prefer heat, cold has been shown to
have greater pain relieving properties with fewer
contraindications. When ice is used, the pain
should be localized, such as a needle stick site.
Transcutaneous Electrical Nerve Stimulation
(TENS) delivers a controlled low voltage electrical
stimulation by way of a portable battery-operated
box. While the nurse may apply the TENS
treatment, a doctor's order is required. Considered
more scientific than heat, cold, or vibratory
treatments, TENS may result in a tingling
sensation. It is particularly effective in relieving
postoperative incisional pain. TENS is the most
costly method of cutaneous stimulation.
Vibratory treatment, or electric massage, may
offer a low cost substitute for a TENS unit. A
hand held vibrator or a vibrating pad provides
stimulation to trigger points and may decrease
pain from sharp to dull for several hours after
administration in some cases. Muscle pain and
neuralgia sites respond to moderate vibration.
Vibration and massage are contraindicated in
areas of thrombophlebitis and in patients who
bruise easily.
Cognitive-Behavioral Management
Distraction, or focusing on stimuli other
than the pain, may offer mild relief from some
types of discomfort. This may involve such
simple measures as providing reading material
or conversation. While an actual decrease in
pain does not occur, tolerance of perceived pain
may increase when distraction is used. After
distraction is removed, however, patient pain,
irritability, and anxiety may increase above
previous levels. There is the added risk with this
method that care givers may wrongly assume that
the patient capable of being distracted from pain is
not really experiencing much pain at all.
Relaxation techniques are a welcome adjunct
to some more conventional pain treatment
modalities. Candidates for use of these techniques
must be evaluated for ability to understand and
carry out the instructions provided by the nurse.

Instruction in relaxation does take time and the
amount of time the patient will be experiencing
the pain may or may not warrant the teaching and
practice time of the relaxation techniques.
The nurse selects an appropriate technique
and, choosing terminology carefully, instructs
the patient. Rhythmic breathing may be practiced
in a comfortable position in a quiet environment.
Reliving past peaceful experiences or scenes also
promotes relaxation. The nurse can facilitate
the tranquil environment by taking a moment to
pause and relax before entering the patient's room.
Plan at least 15 minutes for teaching the actual
technique. Allow 15 additional minutes to review
the benefits and the limitations of relaxation
techniques. Caution the patient that relaxation
is not a substitute for other measures. If possible,
follow up on the relaxation technique one to three
days later for assessment of progress. It may also
be helpful to provide the patient and family with
instructional tapes or written instructions.
Pharmacologic Management
Mild to moderate pain is commonly managed
pharmacologically
with
non-steroid
antiinflammatory drugs (NSAID’s). While NSAID’s
are site specific, these drugs may have some affect
upon the central nervous system. Unlike opiates,
NSAID’s do not cause respiratory depression
or sedation. On the negative side, most antiinflammatory salicylates have been shown to
cause platelet dysfunction or gastrointestinal
bleeding. One NSAID, Ketorolac Tromethamine
(Toradol) has been approved for intravenous use.
Many people minimize the potency of drugs
such as acetaminophen or aspirin. Over- thecounter availability belies the strength and
potential drawbacks associated with them.
However, careful monitoring is indicated for
patients receiving these drugs because symptoms
and adverse reactions can occur.
Moderate to severe pain is most commonly
managed pharmacologically by opioid analgesics.
Drugs such as Morphine and Meperidine most
often come to mind as being effective, with a
cautionary connotation. These drugs are indicated
post-operatively for extensive procedures and for
chronic end-of-life pain. Opioids are valued for
their potency and monitored carefully for their
potential side effects of respiratory depression,
over- sedation, gastrointestinal upset, and
addictive properties in long term usage.
Opioids produce analgesia by binding to
receptors in and outside the central nervous
system. They are classified as full agonists, partial
agonists or mixed agonists. Maximum binding
is achieved with the full agonist and lesser
response with the partial agonists. Mixed agonistantagonist either actuate or block receptor sites.
While several types of receptors exist, the most
important clinically is the "mu" receptor. The "mu"
receptor is greatly affected by Morphine and drugs
such as Hydromorphone, Codeine, Oxycodone
and Fentanyl. "Mu" opiates have potential side
effects of urinary retention, sedation, respiratory
depression, nausea, and constipation.
Mixed agonist-antagonists, including Nubain
and Stadol, block the "kappa" pain receptors.
Administering a "kappa" opioid along with a
"mu" opioid may initiate a rapid withdrawal or
reversal of the "mu" opioid and cause a dramatic
increase in pain. For this reason, mixed agonistantagonists should not be given with agonists. All
of these drugs have a ceiling defined by respiratory
depression. However, this does not mean that the
analgesic dose cannot be increased when pain
exacerbates. The respiratory ceiling does call for
careful monitoring of patients with a need for an
increased dosage.
The most commonly used post-operative
analgesic is Meperidine, a "mu" opioid. The
typical dosage and administration of this drug
illustrates an all too frequent dilemma. The
50 to 75 milligrams parenteral dose every four
hours as needed is inadequate for most patients.
Meperidine's analgesic effect only lasts from
2.5 to 3.5 hours. It requires 75 to 100 milligrams
of Meperidine every three hours to equal the
analgesic effect of 10 milligrams of Morphine
Sulfate every 4 hours. Meperidine is uniquely
toxic in cases of renal failure and for patients on
monamine oxidase inhibitors. Meperidine's toxic
metabolite Nonmeperidine can act as a cerebral
irritant with side effects of irritability, dysphoria
(Continued on page 15)
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(continued from page 14)
and convulsions. While effective for short course
management of severe acute pain, overuse and
under-dosage of Meperidine are common.
PRN vs. Scheduled Drugs
Treatment with analgesics requires obtaining
a consistent blood level of the drugs for them to
remain effective. Once this blood level or comfort
level is reached, the dosage may be adjusted to
prevent pain from returning. Immediately postoperative or post-trauma, "around the clock"
dosage is more effective than "as needed" or
PRN. For severe pain, PRN delivery may delay
relief while the patient waits for administration
of the drug and the time needed for it to become
effective. Patient orders may refuse a scheduled
dose if they are comfortable or asleep. However,
the patient needs to be aware that foregoing a
dose while asleep can allow blood levels to dip
so low that the patient awakens in significant
pain. As always, assessment and re-assessment
can accurately evaluate the efficiency of pain
management. In every use of opioid analgesics,
the respiratory ceiling (no less than 10 breaths per
min) is observed and the post-operative patient
maintains at a level to facilitate other post-op
functions such as coughing and deep breathing.
Pseudo-Addiction
Regardless of protocol, evidence shows that
post-operative pain management is and has
been gravely inadequate in many cases. This is
substantiated in many studies and surveys in
all patient populations. The tendency for health
professionals to under medicate is evident in
geriatric and chemically dependent people.
The phenomenon known as pseudo-addiction
exists when healthcare givers misinterpret the
motives for patients' demands for pain medication.
Pseudo-addition is the labeling of patients
exhibiting pain avoidance behavior as displaying
"drug seeking" behavior. It is easy to understand
"clock watching" behavior when relief is based
upon time intervals.
Judgment of another's pain and suspicion of the
patient's desire for relief may prevent a professional
assessment of the patient in pain. While this is
not true of every nurse in every pain medication
administration instance, we have all seen this
occur. Careful and objective assessments of each
patient and detailed substance abuse histories help
nurses medicate these patients accurately. Patients
with substance abuse can be medicated accurately
and, in almost all considerations, medicated as a
non-chemically dependent patient with regard
to procedure, site, response to initial dosage, and
titration. Patients with a history of current drug
abuse problems may require higher initial doses
due to tolerance.
Acute Pain
Immediate pain after trauma, surgery, or
medical procedures is relatively short-lived
though very intense. The intensity of acute pain
varies with the type of injury, the patient's present
overall condition, and other circumstances such as
medications used in operative anesthesia. A fourgoal guideline for managing acute pain is put forth
by the Agency for Health Care Policy and Research
(AHCPR 1990). The goals are:
1. Reduce the incidence and severity of patient's
post-operative or post-traumatic pain.
2. Educate patients about the need to
communicate unrelieved pain so they can
receive prompt evaluation and effective
treatment.
3. Enhance patient comfort and satisfaction.
4. Contribute
to
fewer
post-operative
complications and, in some cases, shorter
stays after surgical procedures.
Invasive medical procedures are being
performed outside of the operating room. These
procedures and diagnostic tests may cause more
pain for the patient than the actual presenting
disease or trauma. Too often, the dosage of preprocedural anesthetic or analgesic is not allowed
time to take significant effect. Nurses and
physicians must not be moved by their crowded
schedules.
Assessment and monitoring are the keys to
adequate management of procedural pain. Check
the patient for readiness after the medication is

administered and keep the physician advised
of patient response before, during, and after the
procedure. Monitor the patient's verbal reactions
or self-report, condition permitting. Note affect
and physiological changes such as respirations,
heart rate, and blood pressure.
While medications with anxiolytic properties
may be offered, any measure taken by the
nurse to decrease anxiety will help decrease
pain perception. Thorough teaching helps the
patient know what to expect. Reassurance
and compassionate understanding of fears are
important. If possible, distractions or conversations
during the procedure can serve to calm and move
the patient's attention from the focus of pain.
Opioid analgesics are sometimes supplemented
with
benzodiazepine
administration.
The
benzodiazepine decreases skeletal muscle spasm
and reduces the patient's procedural anxiety.
However, the risk of respiratory depression
is greater than individual use of opioid or
benzodiazepine. Proper equipment, such as pulse
oximeter or monitors, and careful observation are
indicated.
Sedation for procedures outside the operating
suite is often conscious. When used properly,
intravenous Versed or Ketamine both have rapid
onset analgesic effect that allows patients to
respond to verbal requests and maintain their own
airways. Side effects to watch for are dysphoria,
and increased mouth and tracheal secretions.
These drugs require strict monitoring and readily
available technical and ventilary support and
suction. Drugs for resuscitation, supplemental
oxygen, and airway tubes must be present and
personnel well versed in their usage. These
patients should never be left unattended while
successive dosages of the above medications are
being used.
Post-operative
As previously stated, post-operative pain is
often inadequately treated. While the patient may
already have pain upon entering the surgical suite,
more commonly, pain begins post-operatively.
Care and teaching before, during, and immediately
following surgical procedures has a direct
correlation with patient morbidity and mortality.
Assessment of post-operative pain must be on
going and frequent. Self-report is the most reliable
tool once the patient has recovered sufficiently
from anesthesia. The scales of NRS, VAS and ARS
are appropriate for post-operative self-reports of
verbal patients. Common assessment schedules
are immediately post-operative (recovery room)
followed by routine intervals of every 15 minutes
for two hours, then every two hours for 24 hours.
Patients who cannot communicate their pain
effectively with caregivers require extra staff
attention and involvement. Translator, family
member, or guardian reports, combined with
careful assessment of behaviors and physiological
signs of pain response, aid adequate assessment
and reassessment. Special attention is paid to
discrepancies between behavior and patients'
self-reports. Many times, patients using sleeping
as a coping mechanism for intense exhaustive
pain have been omitted at pain medication
times. Prompt, scheduled analgesia accompanied
by physical agents of heat, cold or massage is
frequently adequate and compassionate.
Patient Controlled Analgesia (PCA) is surpassing
PRN nurse administered injections for immediate
post-op management. Safer and more prompt,
PCA use allows maximum patient involvement
in treatment of pain. This added psychological
dimension of control and immediacy helps
alleviate some of the psychological stressors
associated with surgical procedures. A short
course of 24 hours of PCA opioid analgesics,
followed by I.M. or P.O. opioids and NSAIDS, is a
typical protocol. Often, nurse administered I.V.
anti-emetic anti-nausea therapy accompanies use
of parenteral opioids.
When patients are informed pre-operatively
of procedures such as splinting, coughing, deep
breathing and pain measures scales, anxiety levels
have reportedly diminished. Cognitive based
approaches such as imagery and relaxation also
assist pharmacological intervention. A complete
pre-operative explanation of all procedures and
expected outcomes completes the agenda of
pre-operative preparations for maximum postoperative comfort.

Trauma
In the "gold hour" of the severe trauma patient,
cardiovascular and respiratory stability most
often take priority over pain management. After
initial measures, analgesic therapy is commonly
delivered through established intravenous lines,
allowing for careful observation of neurological
and respiratory status. Opioids such as Morphine
in small frequent doses, titrated carefully, are
administered to obtain maximum relief without
compromising other life-saving measures. NSAID’s
for major trauma are not usually effective and, in
quantity, may add the problem of gastric distress
to an already seriously ill patient.
When traumatic injuries warrant surgical
intervention, post-operative analgesia closely
resembles the protocols of routine post-operative
pain management, post-trauma cases. Surgical
observation does take priority over pain
medication administration. Examples of this
include sudden increasing pain that may indicate
dehiscence and sommolence following sub-dural
hematoma. Pain medications in quantity may
mask symptoms such as these that may alert staff
of life threatening complications.
Burns
Immediately post-burn injury, life-saving
measures preclude pain management. The
acuity, severity, and duration of burn pain makes
its management a chapter unto itself. In this
presentation, a very brief overview is provided.
After stabilization, many different interventions
are of use for burn pain management, dependent
upon thorough initial and on-going assessments.
Interventions are then tailored to the individual
patient's needs and goals.
The non-pharmacologic choices of relaxation,
imagery, distraction or TENS are, especially early
in treatment, only adjuncts to pharmacologic
measures. Acute and emergent phase burn patients
respond to opioids such as Morphine, Ketamine
and Fentanyl. Intravenous is the preferred route.
Main I.V.'s are readily available for fluid therapy
and less anxiety inducing than repeated I.M.
injections. While drug selection, schedule,
and dosage are regulated by orders, the nurse's
repeated assessments should play a major role in
these determinations.
A typical adult dosage to control burn pain is
2-6 mg Morphine intravenously every one to two
hours. Four children, the dosage of Morphine may
be calculated by 0.05 to 0.1 mg/kg every two to
four hours. Of course, facility policy and physician
order take precedence. Ultimately, dosage is
titrated to fit the individual's pain needs and
precautions are observed. In large part, the nurse
in her assessments and reports conveys these
needs and precautions.
Other drugs used include non-opioids
implemented for minor or rehabilitative phases
of burn pain. Non-opioids are sometimes used
with opioids for breakthrough pain. NSAID’s may
be used for milder pain or muscle involvement.
Antipruretics such as Diphenhydramine are used
to treat pruritus that often occurs in the healing
process of burn injury. Drugs such as Diazepam
and Clorazepate Dipotassium potentiate the
effect of pain relievers by decreasing the patient's
anxiety thus decreasing their perception of pain.
Finally, as the nurse provides valuable information
to the psychological evaluation of the burn patient,
anti-anxiolytics may be initiated.
Management of Chronic Pain
Clinicians have identified three categories of
long-standing or chronic pain: chronic malignant,
chronic nonmalignant, and persistent pain. Cancer
and other progressive conditions are associated
with chronic malignant pain. Arthritis, while
it can fall into all categories, is most commonly
associated with chronic non-malignant pain.
Chronic idiopathic back pain is a classic example
of the newest category described as persistent or
recurring pain.
Cancer
Enlightened by hospice and burgeoning stores
of information on pain control, the management of
cancer pain still has gains to make. Cancer pain,
like surgical pain, is notoriously under treated.
State laws restrict opioid use in many cases.
Caregivers may fear side effects, patient addiction,
or be unknowledgeable about assessment. Fear
(Continued on page 16)
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of addiction, tolerance, or side effects may
keep patients from reporting pain. Many times
inadequate reimbursement within the health care
system prevents patients from receiving adequate
pain treatment.
The nurse and the cancer patient ideally work
together to report pain levels and response to
intervention. The inadequate assessment of cancer
pain is a main underlying factor in poor treatment.
As in all cases of pain, the patient's self-report is
most valuable. Discuss all aspects: description,
location, intensity, aggravating or alleviating
factors and relief goals with the patient. If the
patient is unable to self-report, note behaviors and
reports of family and other caregivers. As treatment
progresses and interventions are implemented, ongoing assessment and communication between
staff and patient are highlighted.
Each new report of discomfort should initiate
a new set of assessments from the nurse. New
interventions should be evaluated for success at
recommended intervals. For example, evaluate
and document response to intravenous pain
medications 15 to 30 minutes post-administration,
observe and record patient response to oral
medications 45 minutes to one hour after
ingestion.
Knowledge of the diagnosis or etiology of
the patient's condition is essential. Treatment
of certain cancer syndromes resulting from
peripheral neuropathy is possible with the
knowledge of the etiology of the pain. For example,
syndromes may be as general as chemotherapy
induced peripheral neuropathy—a condition
causing painful paresthesia resulting from
Cisplatin or Taxol administration. Syndromes
may be more site-localized as in post-mastectomy
pain, presenting as burning pain in the arm or
axilla on the affected side. Knowledge of post-limb
amputation syndrome will help nurses identify
and treat burning pain that occurs at the stump
site possibly years post-operatively.
A supportive "ladder of pain management" is
as follows: assess, treat, re-assess. If pain persists,
consider and implement other treatments weighing
in the factor of unacceptable side effects. Trying
different or adjunctive drug therapies, re-assessing
and recording responses, and patient input
creates flexibility and promotes successful pain
management. Palliative therapies such as nerve
blocks, surgery, or radiation may supplement or
replace antineoplastic drug therapy. Pharmacologic
pain management continues throughout these
protocols. Titrated, and closely monitored,
pharmacologic pain relief may be delivered in
the form of opioids, non-opioids, and other drugs.
These drugs given singularly or in combination
form the foundation of treating cancer pain.
Chronic-Nonmalignant Pain
The inflammation of rheumatoid arthritis is a
common cause of chronic non-malignant pain.
Patients present with various sites of pain as any
joint may be involved in three separate processes
of this disease. Exudation is the first process and
involves edema on the surface of the synovium
with desquamation and necrosis of the synovial
tissues. The second process, cellular infiltration,
produces large numbers of leukocytes resulting in
acute painful inflammation. In the third process,
granular tissue is formed. By this time, the
normally thin layer of synovium becomes thicker
and more defined. Edema and friction at the joints
cause pain and stiffness ranging from simply
nagging to severe.
Arthritis also has psychological repercussions,
as do all chronic illnesses. Patients are susceptible
to anxiety and depression related to the diagnosis
of incurable disease. Newly diagnosed patients
and their families benefit from extensive education
on the etiology of the pain along with much
emotional support.
The treatment of arthritis roughly follows
five levels of the disease process according to
severity. Level I, the least severe or beginning
process, requires heat or cold applications and
use of salicylates to tolerance. Level II arthritis
treatment requires the use of anti-inflammatory
drugs. At this time, some patients need analgesic
administration as well as anti-anxiolytics. Steroid
injections and devices such as splints may be
implemented.

As severity increases, Levels III and IV are
reached. Patients may move to daily steroid use,
possible surgery and hospitalizations. Level V
follows with immunosuppressive drugs and
rehabilitative therapy.
All through the course of arthritis, pain
varies and each stage may not be well defined.
As the patient progresses through the disease
process, depression may deepen and the need for
individualized patient management increases.
Indications of anemia, duration of time in coping
with the disease, and degree of lost range of
motion need to be considered. The goals of the
patient are a major part of defining the course of
treatment.
There
are
perhaps
more
conflicts,
misunderstandings and myths associated with
chronic non-malignant and persistent pain than
any other pain diagnosis. Perhaps most frustrating
to patients and caregivers is the category of
persistent pain. It is pain that lasts longer than
6 months, is on-going, daily, and due to non-life
threatening causes. It does not respond to the
treatment methods normally effective for pain.
This pain may be life long.
The conflicts with persistent pain arise when
post diagnosis and after several treatments, pain
continues unabated. Unrelenting to medications,
the pain continues or worsens and the patient's
anxiety also escalates. Patient and caregivers
experience feelings of helplessness as drug dosage
increases without effect. A common and dangerous
trap begins when an adversarial relationship
develops—the nurse and doctor versus the
patient. The patient, in expressing pain avoidance,
is labeled as drug seeking, non-compliant or
simply "difficult." Far reaching implications may
eventually result from acquired drug dependency
and sometimes unnecessary or frequent surgeries.
In the United States, persistent idiopathic
lower back pain (LBP) is the second most noted
cause for physician office visits and the fifth most
frequent cause of hospitalization (Watt-Watson and
Donovan, 1992). Disability days per year accrued
by sufferers reaches insurmountable proportions.
Many become unemployed. The dollar cost to this
country does not approach the physical, mental
and emotional price LBP extracts from individuals
and their families.
Assessment includes a thorough physical
examination of gross body movement, gait and
posture. Range of motion is addressed, asking the
patient to walk on their heels, then toes, confirms
intact state of L5 and S1. Flexion from the waist
to right and left with pelvis stabilized may be
followed by palpation of the spine.
A thorough history must be taken including
onset, precipitating factors, previous treatments
and responses. While most sufferers report relief
from pain with rest, those who do not and those
who report bowel and bladder changes need
immediate further attention and referral.
Little is concretely known about etiology of
idiopathic low back pain and treatment is usually
symptomatic to reduce pain. After the initial, acute
phase, when back pain returns to become chronic,
more pain medications, often with increased
dosages, follow. Bed rest, or its opposite, specific
exercise and muscle strengthening movements are
recommended.
There is a correlation between activity level
and LBP. Activity has been shown to move blood
flow and calcium as well as other nutrients to the
vertebral discs. Heavy physical exertion, especially
repetitive lifting, are also risk factors. Weight or
bodybuilding has not been shown to be a factor.
Psychological factors such as low self-esteem
and depression have been noted frequently
although no relationship has been scientifically
proven. While anxiety is know to increase
pain perception, it is not known whether the
anxiety results from the LBP or if, in some way,
fills a description of a pain prone or "learned
helplessness" personality.
Interestingly, smoking has been found to be
a common component for risk in LBP studies.
Smoking compromises nutrition and coughing
has been shown to increase pressure within and
between the discs. Although often a specific cause
is unknown, LBP involves physical, neurological
and psychological elements. Whatever the cause,
assessment completed and diagnosis established,
treatment begins.
Treatment options for persistent pain include
oral medications, injected medications, physical
therapy, nerve blocks, or nerve simulators. These

modalities call for a team approach to LBP
management. All members contribute to teaching
of medications, exercises, and precautions so the
patient becomes an active participant in his own
care.
Often, anesthesiologists, well versed in
pain relief and intricate usage and reactions of
pharmacological agents, head the pain relief
planning. Ellen Burchett, RN, works in the Pain
Management Clinic at Fairfield Medical Center,
Lancaster, Ohio. She states that most frequently, a
series of steroid injections with careful following
is indicated for LBP. Nurse roles include teaching,
assessing and monitoring before, during and after
injection.
Pain management clinics offer hope to sufferers
who have tried other ways of coping or managing
chronic or persistent pain. Besides LBP, pain
clinics are called upon to treat shingles, arthritis,
cancer syndromes and nerve problems. Referrals
are made from family physicians or other doctors.
Conclusion
Pain is a multifaceted and dynamic state,
requiring
continuous
re-assessment
from
caregivers. Proper care for the patient in pain is
dependant upon procedures and protocol. Much
more depends upon our willingness to observe
the patient and express compassion. Thorough
assessments and careful selection of assessment
tools and interventions help health professionals
and their patients. Honest, timely communication
between all members of the healthcare team and
the patient help keep pain management free from
judgment and prejudice, while re-educating nurses
about common myths helps to restore our positions
as patient advocates.
The following associations relate to pain and
pain management: The International Association
for the Study of Pain (http://www.halcyon.com/
iasp); The American Pain Society (http://www.
ampainsoc.org), and The American Society of Pain
Management Nurses.
Applications
With all applications, heed patient response and
preference.
Use of Cold
• Muscle spasm
• Acute, but no severe injury or acute surgical
trauma such as episiotomy
• Recommended during first 4-48 hours post
injury
• Low back pain (chronic)
• Headache
• Minor Burns
Contraindications for Cold Applications
• Severe acute trauma
• Healing phase of acute injury when bleeding
and swelling have stopped.
• Peptic ulcer
• Raynaud’s or other peripheral vascular
deficiencies, stomach or intestinal cramping
Use of Heat
• Muscle spasms
• Superficial boils
• Some decubiti
• Acute low back pain
• Arthritic joint stiffness
• G.I. upset with cramping
• Menstrual cramps
• Healing phase or acute injury (after bleeding
has ceased)
• Anorectal pain
• Rheumatoid arthritic pain (after acute state)
• Itching from insect bites
Contraindications for Heat Use
• Acute trauma (major), bleeding, impaired
sensation, superficial malignancies, over
topical menthol application sites, acute and
subacute muscle injury stages.
• During active exercise, heat may increase
edema.
• Persons with lupus erythematosus, multiple
sclerosis and those who are light sensitive
should be cautious when using heat.
(McCaffery and Beebe)
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DIRECTIONS: There is only one answer per question.

INDEPENDENT STUDY
Registration Form

Name:______________________________ Final Score:______________________

Name:__________________________________________________________________
(please print clearly)
Address:_ ______________________________________________________________
Street
City, State, Zip
Day phone number:_ ____________________________________________________
Email:_ ________________________________________________________________
❑ RN ❑ LPN

Fee: ❑ ISNA Member: $15.00

Pain Management–An
Overview

❑ Non-ISNA Member: $20.00

1. Important aspects of a Pain Assessment Tool include:
a. The patient understands the tool
b. The same tool is used by all members of the health care team
c. The tool should take into consideration issues such as patient
condition, ability to communicate, and age group
d. A and B only
e. All of the above
2. When graphic rating scales are used, the nurse should:
a. Obtain baseline vital signs first
b. Obtain a brief psychosocial history
c. Request that the patient report pain both at rest and with activity

MAKE CHECK PAYABLE TO THE INDIANA STATE NURSES
ASSOCIATION.
Enclose this form with the post-test, your check, and the evaluation.
Send to: Indiana State Nurses Association CNE, 2915 North High School
Road, Indianapolis, IN 46224

3. Research has shown that pain thresholds are similar universally,
however:
a. People's ethnicity always affects the pain threshold
b. Pain thresholds change as we age
c. Pain perception varies

ISNA OFFICE USE ONLY

4. When assessing pain responses in non-communicative patients, the
following is important to observe and document:
a. Length of time spent in restful sleep
b. Rapid eye movement
c. Reflexivity
d. Affective and postural changes

Received_________ Amount___________Check # _ ______________________

Pain Management–An
Overview

5. Which of the following is the most important consideration when
assessing pain in a child?
a. Family reports
b. Changes in vital signs: heart rate, respiratory rate, and blood pressure
c. Changes in activity level, facial expressions, and body posture
d. Changes in sleep patterns

ONF-07-16-I

Evaluation
The evaluation questions must be completed and returned with the post-test
to receive a certificate.
1. Were the following objectives met?
a.
		
b.
		
c.

Describe the various methods of
assessing pain.
Discuss the types of treatment available
for pain management.
Identify the three types of pain.

Yes

No

_____

_____

_____
_____

_____
_____

2. Was this independent study an effective
method of learning?
_____
_____
If no, please comment:
_ ___________________________________________________________________
_

___________________________________________________________________

_

___________________________________________________________________

_

___________________________________________________________________

3. Were the directions clearly written?
_____
_____
If no, please comment:
_ ___________________________________________________________________
_

___________________________________________________________________

_

___________________________________________________________________

_

___________________________________________________________________

4. Were the post-test questions clear
_____
_____
If no, please comment:
_ ___________________________________________________________________
_

___________________________________________________________________

_

___________________________________________________________________

_

___________________________________________________________________

5. How long did it take you to complete the study, the post-test, and the
evaluation form?
_________________________________
Thank you for your assistance.

6. The high incidence of "silent" myocardial infarcts and "silent" abdominal
emergencies indicates:
a. Elderly often experience decreased sensation
b. Elderly experience so much pain from differing etiologies that they
typically dismiss pain reports
c. There is a tendency for health professionals to dismiss elders' pain
reports
d. Some elderly are stoic about reporting acute pain
7. Increased perception of pain is caused by:
a. Anxiety
b. Familial factors
c. Ethnic factors
d. All of the above
8. Cutaneous stimulation or peripheral techniques:
a. Usually have a low level of efficacy
b. Are usually time consuming
c. Are more cost effective than pharmacological measures
d. Are performed with a goal of pain relief as a palliative intervention
9. A dosage of 10 mg. Morphine delivered I.V. equals what amount of
Meperidine by I.M. injection?
a. 25-35 mg.
b. 50-75 mg.
c. 75-100 mg.
d. 100-150 mg.
10. A common problem with the administration of Meperidine includes:
a. An increase in vital signs from baseline: heart rate, respiratory rate,
and blood pressure
b. Frequent reports of toxic reactions
c. Under dosage and scheduling errors
d. Meperdine is the opioid of choice for palliative patients
11. When used appropriately scheduled dosage of pain medication:
a. Is always more effective than PRN
b. Enables adequate blood levels to be achieved and maintained
c. Does not allow patient input
d. Challenges the respiratory ceiling
12. Patients with current or past substance abuse histories should be
medicated with lower dosages of narcotics than patients without
chemical dependency histories.
a. True
b. False
(Continued on page 18)
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13. Which statement about the use of intravenous Anxiolytic agents is true?
a. Anxiolytic agents decrease pain sensation
b. The use of intravenous Anxiolytic agents should be used with caution in conjunction with opioids
and only when the patient can be monitored closely
c. Anxiolytic agents take the place of reassurance from the nurses
d. Anxiolytic agents do not affect the patient’s perception of pain
14. Use of patient-controlled analgesia:
a. Decreases risk of respiratory depression
b. Requires less of the nurse's assessment skills
c. Allows maximum patient involvement
d. Increases patients' psychological stressors
15. In the "golden hour" of severe trauma, priorities usually include:
a. Airway management
b. Assessing thoroughly for location of pain
c. Administration of NSAIDs agents
16. Consideration of pain management in the burn victim includes all of the following except:
a. Immediate life-saving interventions preclude immediate post trauma pain management
b. Pain management should include the patient’s individual needs and goals
c. IV is the preferred route of opioid administration
d. Meperidine is the opioid of chance for burn victims
17. The three categories of chronic pain include:
a. Chronic, malignant, persistent
b. Chronic non-malignant, benign, persistent
c. Chronic malignant, chronic non-malignant, persistent
d. Chronic malignant, chronic non-malignant, psychological
18. The following is not true of persistent pain:
a. Lasts longer than six months
b. Is easily managed pharmacologically
c. Is on-going
d. May risk the nurse-patient relationship

