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ANA Executives 
Headline 2010 

Summit

ANA CEO, Dr. Marla 
Weston, will be the 
opening speaker at 
the 2010 Statewide 
Nursing Summit. 
Additionally, Director of 
Governmental Affairs 
for ANA Rose Gonzalez, 

and motivational speaker Judith Briles will be 
on-hand at the annual event to address both 
nurses and nursing students.
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Nominations for Nightingale

Friday, Dec. 19 is the deadline for 
nominations for the 2010 Nightingale Awards. 
Go to www.msnurses.org/nightingale and 
download nomination forms now and make 
your nomination.
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JOIN MNA NOW!

The 98th Mississippi Annual Nurses Association 
Convention held Oct. 20-23, in Biloxi at the Mississippi 
Coast Coliseum and Convention Center was one 
of the most upbeat and motivating conventions on 
record. “The atmosphere at this year’s convention 
was absolutely high-octane,” said newly elected MNA 
President Gayle Harrell, NP-C, CWCN. “From the pre-
convention workshops to the last rhythms of unity 
from Drummer John Scalici, it was hard not to feel 
good about being a nurse.”

On Tuesday, pre-convention attendees participated 
in two workshops. The first, Practice Issues and Legal 
Aspects of Nursing in Mississippi was presented by 
Mississippi State Board of Nursing Executive Director 
Melinda Rush, DSN, FNP; Ann Ricks, RN, BSN; Brett 
Thompson, Esq.; and Latrina McClenton, RN, BSN, 
MPH. Rush and her team focused on the legal aspects 
for nurses in today’s litigious environment. The second 
workshop, Nurse Training for Disaster Shelters, focused 
on Red Cross protocols in establishing and maintaining 
shelters during disasters. Raylowni Branch, MSN, 
CNOR and Lisa Byrd, Ph.D., were presenters.

98th MNA Convention 
Accentuates the Positive

98th MNA Convention continued on page 9

The MNA House of Delegates convened their 
one-day session on Wednesday, Oct. 21. Delegates 
elected Gayle Harrell, NP-C, CWCN, president; 
Amy Forsythe, BSN, MSN, NP-C, Director, Council 
on Organizational Affairs; Cindy Luther, DSN, 
FNP, Director, Council on Nursing Education and 
re-elected Carl Mangum, RN, MSN, Ph.D.(c), CHS, 
CVFF, vice president.

Gayle Harrell, NP-C, CWCN, will serve as 
president of the board for a two-year term. She is a 
Family Nurse Practitioner and Wound Specialist. She 
received her BSN and MSN from the University of 
Mississippi School of Nursing. She is an active MNA 
member and presently sits on the MNF Board of 
Trustees. She was the MNA Treasurer for five years, 
has been an ANA and MNA delegate, has been a 
presenter at the convention many times, and has 
served on many other committees. She has served 
on the Health Affairs Committee for 13 years. She 
has recently joined the Wound Management Group 
of Mississippi and is working at the Wound Care 
Clinic at River Oaks in Jackson.

Carl Magnum, RN, MSN, PhD(c), CHS, CVFF 
will begin his second two-year term as vice 
president. He lives in Byram and currently 
is an assistant professor and an Emergency 
Preparedness and Response Specialist at 
the University of Mississippi Medical Center 
School of Nursing. Carl serves as Team 
Commander for the National Nurse Response 
Team (NNRT) for the Central United 
States. The NNRT is part of the National 
Disaster Medical System (NDS) and the U.S. 
Department of Health and Human Services 
(HHS.) Carl has a certification in Homeland 
Security and is a certified volunteer 
firefighter. He serves on the Mississippi State 

MNA Board Members continued on page 3

The MNA Board of Directors for 2009-2010 are, seated 
from left, Director, Council on Organizational Affairs 
Amy Forsythe, BSN, MSN, NP-C; Director, Council on 
Nursing Practice Tearsanee Carlisle, RN, BSN, OCN, 
NP; President Gayle Harrell, NP-C, CWCN; Treasurer 
Jeffrey Hallman, MSN, RN; and Director, Council on 
Nursing Education Cindy Luther, DSN, FNP. Standing, 
Director, Council on Advanced Practice Jackie Williams, 
MSN, NP-C; Secretary Linda Todd, RN, BS, MS; Vice 
President Carl Mangum, RN, MSN, Ph.D.(c), CHS, CVFF; 
Director, Council on Health Affairs Bess Blackwell, 
RN, MSN, CAN, BC; and Director, Council on Nursing 
Research Laura Schenk, Ph.D., RN, NNP-BC.

Keynote Luncheon Speaker Susanne Gaddis, Ph.D., 
known as the Communication Doctor, officially kicked 
off the 98th Mississippi Nurses Association’s annual 
convention with her high-energy address, How to 
Communicate with Compassion, on Wednesday, 
Oct. 21. Gaddis recognizes there is an epidemic of 
unhealthy interactions in today’s society.

Citizen Corps Advisory Council and is a trainer for 
Community Emergency Response Teams (CERT.)

Cindy Luther, DSN, FNP returns to the Board as 
Director, Council on Nursing Education. She is an 
Assistant Professor at the University of Mississippi 
Medical Center School of Nursing. She is the 
Director of the Geriatric NP and Psychiatric Mental 
Health NP programs at UMMC and serves as the 
PI for the HRSA grant that supports a state-wide 
collaborative program for geriatric and psychiatric 
mental health education,” MECSAPN”. She has been 
a nurse educator for ten years, with experience in 
RN-BSN and graduate education. 

Quarterly circulation approximately 49,000 to all RNs, LPNs, and Student Nurses in Mississippi.
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by Ricki Garrett, Ph.D.

Convention 2009 ended 
with a bang, literally, as 
John Scalici led the nurses 
and the nursing students in 
a rousing rhythmic finale. 
It was a great ending for 
a wonderful convention, 
and we appreciate so 
much all of you who were 
there. It is so exciting to 
see nurses interacting with 
other nurses and with 
students in seminars, over 
meals, and at receptions 
and parties. If you missed 
Angela Weathersby’s 
moving rendition of the 
national anthem or generations of nurses dancing to 
the fabulous Record Players, you really missed a treat. 
It is also wonderful to watch the House of Delegates 
carrying out Nursing’s business and our thanks to all 
of you who served as delegates, tellers, or whatever 
role you played.

Following the convention, new MNA president, 
Gayle Harrell, and I will travel to Atlanta to participate 
with other Southeastern states in the ANA Constituent 
Assembly, which was held virtually this fall. Important 
decisions affecting the future of ANA and the future 
of the profession were made, and we will be sharing 
those with you.

Yesterday, I had the privilege of participating in the 
Lt. Governor’s conference on Business and Healthcare, 
and I want to share with you a program being 
sponsored by the National Lt. Governor’s Association. 
It is called The Lt. Governor’s Challenge and its 
purpose is to encourage citizens to take better care of 
themselves. States will be competing with each other 
to have the most participants, so please go to www.
ltgovernorschallenge.us to learn more about it.

The MNA House of Delegates passed two 
resolutions during its session at convention. The first 
is to support a school nurse initiative to increase the 
number of school nurses, to promote the use of the 
salary scale in determining the salaries of school 
nurses, and to eliminate the cap on the number of 
school nurses eligible for the national certification pay 
raise. The HOD also passed a resolution supporting 
Silver Alert, a program designed after the Amber Alert 
program but which would focus on locating senior 
citizens who have become lost. The House also passed 
an increase in the dues of advanced practice nurses by 
$100 per year. The purpose of the increase is to fund 
additional staff support for advanced practice nurses. 

Please put January 26 on your calendar for the 
Statewide Nursing Summit. ANA CEO, Dr. Marla 
Weston, will be our opening speaker. Director of 
Governmental Affairs for ANA, Rose Gonzalez, will 
also address the group as well as motivational speaker 
Judith Briles.

I look forward this year to having an opportunity 
to visit with many of you in your hospitals, clinics or 
wherever you practice. Please contact me at rgarrett@
msnurses.org if you would like me to present a 
continuing education session for you and your fellow 
nurses. We want to make sure that we are educating 
all nurses about the role of MNA in advocating for you 
in your practice location, in the legislature, and in the 
public and media.

Finally, be sure and nominate your colleagues 
and facilities for a Nightingale Award. Go to www.
msnurses.org and find the nomination information.

I look forward to seeing you in the coming months!

Board of Directors

President
Gayle Harrell, NP-C, CWCN

gharrell@hughes.net

Vice President
Carl Mangum, RN, MSN, PhD(c), CHS, CVFF

cmangum@son.umsmed.edu

Secretary Treasurer
Linda Todd, RN, BS, MS Jeffrey Hallman, MSN, RN
ltodd@jarmc.org jeffrey_hallman@bellsouth.net

Directors
Council on Nursing Education

Cindy Luther, DSN, FNP
clutheranp@aol.com

Council on Health Affairs
Bess Blackwell, RN, MSN, CNA, BC

bcbmb@bellsouth.net

Council on Organizational Affairs
Amy Forsythe, BSN, MSN, NP-C

amyforsythe@bellsouth.net

Council on Nursing Research
Laura Schenk, PhD, RN, NNP-BC

lschenk@son.umsmed.edu
 

Council on Nursing Practice
Tearsanee Carlisle, RN, BSN, OCN, NP

tearsirn@aol.com

Council on Advanced Practice
Jackie Williams, MSN, NP-C

jw6259@aol.com

  MNA Staff
Executive Director Lobbyist
Ricki Garrett, Ph.D. Betty Dickson

Events and Continuing Education Coordinator
Angela Weathersby

Finance Administrator/ Marketing/Communications
Membership Coordinator Director
Deborah Norman Betty Ruth Hawkins

Administrative Assistant
Myrna Lea

District Presidents

DNA 1 Diane Blanchard
DNA 2 Melinda Sills
DNA 5 Dan Burgess
DNA 6 Terri Gore
DNA 7 Miriam Cabana
DNA 8 Ashley Krebs
DNA 11 Joyce Keen
DNA 12 Debbie Hoover
DNA 13 Sherri Franklin
DNA 15 Christy Savell
DNA 16 Maxine Puckett
DNA 18 Mary Smith
DNA 21 Melanie Graham
DNA 23 Michelle (Mimi) Pixley
DNA 25 Mary Walden
DNA 28 Emily Ashworth
DNA 31 Jodi Russell
DNA 32 Amanda Wilbourn

For advertising rates and information, please contact Arthur L. Davis 
Publishing Agency, Inc., 517 Washington Street, PO Box 216, Cedar 
Falls, Iowa 50613, (800) 626-4081, sales@aldpub.com. MNA and 
the Arthur L. Davis Publishing Agency, Inc. reserve the right to reject 
any advertisement. Responsibility for errors in advertising is limited 
to corrections in the next issue or refund of price of advertisement.

Acceptance of advertising does not imply endorsement or approval 
by the Mississippi Nurses Association of products advertised, the 
advertisers, or the claims made. Rejection of an advertisement does 
not imply a product offered for advertising is without merit, or that 
the manufacturer lacks integrity, or that this association disapproves 
of the product or its use. MNA and the Arthur L. Davis Publishing 
Agency, Inc. shall not be held liable for any consequences resulting 
from purchase or use of an advertiser’s product. Articles appearing 
in this publication express the opinions of the authors; they do not 
necessarily re� ect views of the staff, board, or membership of MNA 
or those of the national or local associations.

Executive Director’s Column

Ricki Garrett



December 2009, January, February 2010 Mississippi RN  •  Page 3

Dr. Luther practices as a FNP with Rush Health 
Systems in Meridian. Her clinical practice focuses 
on care of adults and their caregivers. She is 
nationally certified to interpret Bone Density tests 
and her clinical practice includes assessment and 
management of people with osteoporosis. Her 
dissertation research at The University of Alabama 
in Birmingham focused on health promotion 
behaviors of women at risk for osteoporosis; her 
role emphasis was Health Policy Analyst. Her 
preparation as a NP was achieved at the University 
of Mississippi Medical Center. She earned the BSN 
and MSN at The University of Southern Mississippi. 

Dr. Luther also maintains certification in Nursing 
Service Administration, and has experience in 
leadership roles including Chief Nursing Officer. 
She has been a member of MNA since 1977, and 
holds membership in GAPNA, AACN, and ACNP. 
She has served as President of District XVI and has 
served on several committees of MNA, including 
the Provider Unit and Health Affairs Committee. 
She served on the Board of Directors of MNA 
in the roles of Secretary and President. She is 
currently a member of the Advanced Practice 
Council. She represents MNA on the state’s Mental 
Health Advisory Committee and is a member of the 
Board of Directors of the Alzheimer’s Association 
of Mississippi. Cindy and Jerald are the parents of 
three and grandparents of two granddaughters.

Amy Forsythe, BSN, MSN, NP-C will serve her fist 
two-year term on the board as Director, Council on 
Organizational Affairs. She is currently employed 
at the University of Mississippi Medical Center as a 
nurse practitioner in the Children’s Cancer Clinic. 
Previously, she worked in the UMC Bone Marrow 
Transplant Unit as an educator and staff nurse and 
in the UMC Pediatric Hematology/Oncology Unit 
as an inpatient nurse. Before joining UMC in 1998, 
Amy worked at Methodist Hospital in medical/
surgical as an inpatient nurse. She is a graduate of 
the University of Southern Mississippi School of 
Nursing and the University Medical Center School of 
Nursing. 

She is a member of the Mississippi Nurses 
Association and the American Nurses Association, 

the American Academy of Nurse Practitioners, the 
Oncology Nursing Society and NMADE—Nurses 
Making a Difference Everyday. In spring 2005, 
she was listed in Who’s Who among Students in 
American Universities and Colleges. She received 
the National Collegiate Nursing Award in February 
2005. She is a member of Phi Kappa Phi and Sigma 
Theta Tau honor societies. She received the MNA 
Celebrating Nursing Award in October 2002. She 
is currently serving her third term as president of 
the MNA Convention and Planning Committee and, 
in the past, has assisted with updating the bylaws 
for the Central Mississippi Chapter of the Oncology 
Nursing Society.

MNA Board Members continued from page 1
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clinical practice. We learned that our membership is 
up 30% from five years ago, the financial standing 
is sound and convention attendance was at a record 
level. Mallory Pope, MASN president, shared their 
Board’s accomplishments with us so eloquently. 
They have worked hard this past year. The student 
officers are great examples for their peers and 
promising future candidates for membership in 
MNA.

MNA members can be proud of the 
accomplishments this year. Betty Dickson, our 
lobbyist, reported the legislative successes from the 
past year. The successes included (1) removal of 
joint promulgation of nurse practitioner regulations 
between the Board of Medicine and the Board of 
Nursing so that all nursing is regulated by the Board 
of Nursing only and (2) the title of “nurse” can 
only be given to individuals who have graduated 
from accredited nursing programs and are board 
certified. We know that Ricki and Betty will keep 
our presence known. Please support MNA’s efforts 

by Gayle Harrell, NP-C, CWCN

I am excited to have 
been chosen as  President 
of MNA for the next two 
years. I look forward 
to working with MNA 
Board, Mississippi Nurses 
Foundation, and MNA 
members during the next 
two years. A few of the 
highlights of the  98th.  
Annual Convention House 
of Delegates  I would 
like to share are listed 
below.  At the beginning 
of the House of Delegates, 
Dr. Melessa Phillips’ 
presentation on Evidence 
Based Medicine gave solid practical information on 
how to include evidence based research into daily 

when issues develop and you are called on to write, 
speak, or visit your legislative representatives.

The Board of Directors and the Delegates of 
the 2009 MNA Convention worked throughout the 
session to complete the business at hand and to 
discuss and approve resolutions for the upcoming 
year. The first order of business came from the 
Board of Directors in requesting an increase in the 
present dues for advanced practice nurses of $100. 
The request was approved. This extra income will 
be used to fund the extra staff hours and projects 
that only affect the advanced practice nurses. The 
delegates passed two resolutions that we will be 
supporting:  (1) “Silver Alert”, a method of sharing 
information between the authorities about missing 
older individuals that have mental health conditions 
and (2) school nurses by increasing the number 
nurses who can receive an increase in salary 
from certification and oppose delegating nursing 
responsibilities to non-licensed school staff.

The Nurse Practitioner Workshop was well 
attended. MNA is committed to providing the 
continuing education that NPs need. Please continue 
to inform us of the subjects that will best fit your 
CE needs as well as names of speakers that can 
provide the excellent quality of content and delivery 
that we received during this week.

It is my goal, as your President, to work with the 
Board of Directors of MNA, the Trustees of MNF, 
MNA members, and other organizations to support 
the plans that have already been initiated, meet the 
challenges that will surely come, and represent YOU 
at every opportunity. The Convention theme for 
this year, ONE STRONG VOICE, is one we all must 
strive to achieve. To accomplish that, we need YOU! 
Please contact your district president, the MNA staff, 
the Board of Directors, or me with any concerns or 
issues that need to be addressed. We are here for 
YOU and the health care of Mississippi!

A Report from the President...

Gayle Harrell
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Coffee Club Contributors

Thank you for supporting the Coffee Club. Your 
coffee and mug will be delivered soon. If you would 
like to support the Nurses Foundation by joining 
the coffee club or giving a one time donation, 
please call (601) 898-0850 or mail your contribution 
to Mississippi Nurses Foundation-31 Woodgreen 
Place-Madison, MS 39110 or go online and give 
at www.msnursesfoundation.com. We need your 
support!

Foundation Launch of Coffee Club 
Fundraiser Successful

by Rosalyn Howard, M.Ed.
MNF Executive Director

The 98th Annual Mississippi Nurses Association 
Convention, One Strong Voice, was a huge success. 
It was a great opportunity for me to catch up with 
old friends, meet new ones and learn more about 
the amazing opportunities each of you have in 
nursing.

During the House of Delegates, the Mississippi 
Nurses Foundation launched a fabulous campaign 
called the Coffee Club. The campaign was 
created to help support the Foundation’s annual 
contributions due to a financial deficit we 
experienced during our 2008/2009 fiscal year.

After sharing our financial report, we asked each 
person present to give at least $25 a month or a one 
time donation to your Nurse’s Foundation. Wow, we 
successfully raised $17,000 towards our $50,000 goal 
for the Foundation. 

Congratulations!

The Coffee Club members are as follows: 
Espresso Level–$4,000-5,000
None

Cappuccino Level–$2,000-3,999
Mary Smith

Mocha Level–$500-1,999

Coffee Level–$300-499

Shelia Adams
Linda Ross Aldy
Debbie Allen

Ann Barnes
Jamie Basden
Vicki Bingham

Rebecca Askew
Bancorp South
Michelle Burns
Rowena Elliott

Lisa Haynie
Kim Hoover
Marcella McKay
LaDonna Northington

Brenda Castleberry
Marie Bagwell
Marilyn Ellis
Melanie Fortenberry
Victoria Gholar
Gayle Harrell
Leslie Jackson
Steffani Jones

Marti Jordan
Mary McNair
Emily Phillips
Crystal Smith-Cook
Sherrica Smith
Amy Williams
Annette Wysocki

Bess Blackwell
Raylawni Branch
Barbara Boss
Tearsanee Carlisle
Virginia Lee Cora
Lance Davis
Shelia Davis
Anne Everett
Pam Farris
Audwin Fletcher
Barbara Florence
Ricki Garrett
Arlana Hargrave
Tonja Hart
Tanyonisha “Nikki” Harvey
Shelia Keller
Ashley Krebs

Penny Lovitt
Cindy Luther
Brad Maley
Carl Mangum
Deborah Mauffray
Brenda McCormick
Catherine Nugent
Deborah Konkle Parker
Maxine Puckett
Marcia Rachel
Jennifer Robinson
Belinda Rouse
Lindy Sills
Mary Stewart
Estelle Watts
Jackie Williams

Visit us on the web at
www.msnurses.org
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The MNA House of Delegates voted to support 
two resolutions seeking legislative action in the 
January 2010 session. The first is a resolution 
implementing immediate response system for older 
adults who are missing, and the second, a resolution 
supporting school nurse.

Resolution for a Silver Alert System in 
Mississippi

WHEREAS, over five percent of Mississippi 
citizens aged 65 years (~9,300 persons) and 
nearly 50 percent of our older adults aged 80 
years (~21,500 persons) experience the cognitive 
impairments of a dementing illness, and 60% 
of these individuals at some point may become 
confused and wander away from their homes or 
caregivers, usually unaware of their cognitive 
deficits and unable to ask for help; and,

WHEREAS, these vulnerable older adults are 
at high risk for hyperthermia or hypothermia 
within minutes to hours of becoming exposed to 
severe weather conditions resulting in dehydration, 
pneumonia, or death, as well as life-threatening 
complications from chronic illnesses; and time is 
precious in locating these older adults with the 
outcomes for survival versus death being directly 
related to the conditions and duration of exposure; 
and, 

WHEREAS, Mississippi currently has no formal 
state-wide immediate response system for older 
adults who are missing leaving families entirely 
on their own to find them, usually without any 
assistance from public officials; and Mississippi and 
all other states do have in operation the Amber 
Alert, a formal state-wide and national immediate 
response system for missing children; and,  

WHEREAS, the Silver Alert is a notification 
system modeled after the Amber Alert programs to 
help locate elderly and other adults with cognitive 
impairments from dementia, developmental, and 
other disabilities by advising law enforcement, 
first responders, and the public using radio and 
television broadcasts, messaging boards, and other 
technologies; and Silver Alert has been adopted by 
18 states, including Louisiana, and is pending in 14 
states, including Alabama, Arkansas, and Tennessee; 
and Silver Alert can be appended to the existing 
Amber Alert system at little or no additional 
expense; and,

WHEREAS, need for the Silver Alert system 
is endorsed by the Mississippi Department of 
Public Safety Bureau of Investigation–Amber 
Alert Program, Mississippi Department of Mental 
Health, Mississippi Association of Chiefs of Police, 
Mississippi Municipal Association, Mississippi 
Sheriff’s Association, Alzheimer’s Association, 
Mississippi Health Care Association, et al:

House of Delegates Passes Two Resolutions
THEREFORE BE IT RESOLVED, the Mississippi 

Nurses Association, in collaboration with the 
Mississippi Department of Public Safety, spearhead 
an initiative to draft legislation for the 2010 session 
to implement a tiered Silver Alert immediate 
response system for the State of Mississippi; and,

BE IT FURTHER RESOLVED, while advocating 
for the Silver Alert system, MNA seize opportunities 
for educating the public, law enforcement, 
first responders, and health care providers and 
consumers on strategies to prevent, respond, and 
aid in the safe recovery of missing older adults 
via radio, television and other existing electronic 
networks and technologies.

Mississippi Nurses Association’s Support of 
School Nurse 2009 Initiatives

WHEREAS, school nurses strengthen and 
facilitate the educational process by improving and 
protecting the health status of children and staff, 
and by identifying and assisting in the removal 
or modification of health-related barriers to the 
learning process for individual children, the status 
of a student’s health is directly related to the 
student’s ability to learn; and

WHEREAS, school nurses act as care provider, 
advocates, change agents, and educators; and

WHEREAS, school nurses collaborate with 
other education and health care professionals to 
provide optimal school nursing care to the school 
community; and 

WHEREAS, school nurses who are providing 
health promotion and illness prevention to the 
students and staff of our state are also ensuring 
that they have the tools necessary to lead healthy 
lifestyles; and

WHEREAS, responsibilities for school nurses 
include but are not limited to:

•	 acting	as	a	collaborative	member	of	the	
school staff in all aspects of the school 
health plan,

•	 providing	total	health	and	developmental	
assessment of students,

•	 administering	medication	in	schools	and	
assisting in the appropriate placement of 
students with exceptional chronic health 
problems such as diabetes, asthma, epilepsy 
or cancer, 

•	 providing	health	counseling,
•	 advocating	the	benefits	of	a	well-nourished	

school population,
•	 working	toward	the	prevention	and	control	

of communicable diseases,
•	 administering	emergency	care,
•	 providing	health	instruction,

•	 serving	as	School	Health	Liaison	to	
community agencies and medical care 
facilities, and

•	 evaluating	and	continuously	improve	the	
school nursing services; and

WHEREAS, beneficial outcomes of having a 
school nurse on staff are measurable and directly 
impact the financial and academic well-being of a 
school district; and

WHEREAS, there are over 300 school nurses 
serving students and staff across the state, there 
remain 12 school districts without the medical, 
academic and financial benefits of a school nurse; 
and

WHEREAS, the national ratio set by the Office of 
Disease Prevention and Health Promotion and the 
U.S. Department of Health and Human Services for 
the number of students per school nurse is 1 to 750, 
Mississippi’s ratio is 1 to 1,092; and

WHEREAS, the extreme ratio of students-
to-school nurse causes some school districts 
to look to training non-medical staff (teachers, 
paraprofessionals, and others) to provide routine 
and emergency care and assessment of students 
with such illnesses as diabetes; and

WHEREAS, delegation of medical care and 
assessment to anyone other than a nurse is a 
violation of the Mississippi Nurse Practice Act; and

WHEREAS, the Mississippi State Board of 
Education has a pay scale for school nurses, the 
area school districts are permitted to determine 
individual salaries for nurses and in many cases 
school nurses are paid without regard to scale; and

WHEREAS, school nurses may earn professional 
certification from the National Board of Certification 
for School Nurses which assures a national standard 
of preparation, knowledge, and practice further 
enhancing a school nurse’s contribution to her 
school districts quality of care, there is a cap in 
place limiting the number of eligible nurses seeking 
certification to 30 each year;

THEREFORE BE IT RESOLVED that the 
Mississippi Nurses Association supports increases 
in the number of school nurses in the state to reach 
the national standard by 2012; and

BE IT RESOLVED that the Mississippi Nurses 
Association supports mandatory pay-scale 
compliance by the school districts in compensating 
school nurses; and

BE IT FURTHER RESOLVED that the Mississippi 
Nurses Association supports elimination of the 
cap for the number of school nurses eligible for 
additional compensation for national certification.

Experts estimate that nearly 98,000 people die 
in any given year from medical errors. A significant 
number of those deaths are due to medication errors.1 

The National Coordinating Council for Medication 
Error and Prevention defines a medication error as 
“any preventable event that may cause or lead to 
inappropriate medication use or patient harm while 
the medication is in the control of the health care 
professional, patient, or consumer.”

Mistakes can happen
As a nurse, you dispense medication to 

your patients on a regular basis. Consequently, 
you’re charged with knowing the “five rights” in 
administering medication–right patient, right drug, 
right dose, right time, and right route. And while you 
take every precaution to avoid making errors that may 
put your patients at risk, mistakes can happen. 

Common reasons for mistakes include distractions 
and interruptions during medication administration, 
inadequate staffing, illegible medication orders, and 
sound-alike drug names and packaging.

Reduce your risk
To reduce your risk of liability, take the time to 

read medication labels–especially those that you’re not 

Medication Errors: Reduce Your Risk
familiar with. It is also your responsibility to know the 
drug’s dosage range, possible adverse effects, toxicity 
levels, indications and contraindications. Understand 
the medications you administer and don’t hesitate to 
ask questions. Consult your nurse drug guide, the 
physician, a pharmacist or your supervisor if you have 
any questions. 

Further protect yourself and your career with 
an individual liability coverage policy. Professional 
Liability Insurance protects you against real or alleged 
malpractice claims you may encounter from your 
professional duties as a nurse. 

Even if you have Professional Liability coverage 
through your current employer, it may not be enough. 
That coverage may have some serious gaps, including: 

•	 Policy	limits	may	not	be	high	enough	to	
protect you and all of your co-workers

•	 You	may	not	be	provided	with	coverage	for	
approved lost wage reimbursement, licensing 
board hearing reimbursement defense 
reimbursement.

•	 You	may	not	be	covered	outside	of	the	
workplace, such as when you engage in 
volunteer or part-time work

•	 You	may	not	be	covered	for	suits	filed	after	
you have terminated your employment

In the event of a lawsuit, your own Professional 
Liability Insurance policy would: 

•	 Provide	you	with	your	own	attorney	
•	 Pay	all	approved	and	reasonable	costs	incurred	

in the defense or investigation of a covered 
claim 

•	 Pay	for	approved	lost	wages	up	to	the	limits	of	
the policy

•	 Provide	reimbursement	of	defense	costs	if	
licensing board investigations are involved 

•	 Pay	approved	court	costs	and	settlements	in	
addition to the limits of liability, in accordance 
with the policy.

Arm yourself with the protection you need so you 
can focus on providing excellent patient care and 
reduce your exposure to liability.

For more information about Professional Liability 
Insurance, visit www.proliability.com.

This article contains a summary of the insurance 
certificate provisions. In the instance of conflict between 
this article and the actual certificate, the insurance 
certificate language will prevail and control.

The Professional Liability Insurance Plan is underwritten 
by Chicago Insurance Company, a member company of the 
Fireman’s Fund Insurance Companies.

1www.nccmerp.org
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One night each year is set aside for the state 
of Mississippi to express its appreciation for 
the uncompromising, tireless contributions and 
achievements of registered nurses in improving the 
health of its citizens. For the past five years, the 
Mississippi Nurses Association and the Mississippi 
Nurses Foundation have sponsored The Nightingale 
Awards Gala honoring the women, men and 
organizations that have excelled in providing 
quality health care. The awards have become the 
gold standard in acknowledgement of professional 
nursing work done well.

Nominations for the 16 awards are reviewed by 
a distinguished panel of out-of-state judges who all 
have an experienced background in nursing or in 
the health care industry. A nurse’s recognition by 
peers and colleagues that comes with a nomination 
is considered a significant accomplishment and 
acknowledgement of success. 

American Nurses Association CEO Marla J. 
Weston, Ph.D., RN, and Rose Gonzalez, director of 
ANA’s Government Affairs along with work place 
professional development expert Judith Briles, DBA, 
MBA will headline the 2010 Statewide Nursing 
Summit, Jan. 26 at the Mississippi Trade mart in 
Jackson. 

The Nursing Summit, which began in 1993, is 
supported by the Mississippi Nurses Association 
and the Nursing Organization Liaison Committee. 
It is held annually to discuss emerging issues and 
a legislative agenda that places RNs in a pivotal 
role as players in health care in Mississippi. Your 
participation in the political process is vital.

Each year, more than 1,000 nurses and nursing 
students gather in Jackson to engage in the political 
process both locally and nationally. 

“We are extremely proud to have Marla Weston. 
Rose Gonzalez and Judith Briles join us the 2010 
Summit,” said MNA Executive Director Ricki 
Garrett, Ph.D. “Nursing is at the forefront of the 
national healthcare debate. Mississippi nurses have 
an unusual opportunity to be a part of the Summit 
and meet face-to-face with those nursing leaders 
who are playing a significant role in the direction 
that legislation may take.”

While the 2009 legislative session was one of 
the most unusual sessions in recent years in that 
the final state budget was approved only days 
from the beginning of the new fiscal year, MNA’s 
legislative initiatives met with success. The two 
significant pieces of legislation—a bill to protect 
the title ‘nurse’, and a bill granting the State Board 
of Nursing sole authority over regulation of nurse 

Marla Weston Rose Gonzalez

ANA Duo Headline 2010 Statewide 
Nursing Summit

practitioners were the keystones of the 2009 
initiatives. Additionally, MNA secured $500,000 in 
funding for ONW to move the simulation lab project 
forward and to expand the current StudentMax 
project. The budget for the Board of Nursing was 
approved, and the number of school nurses was 
expanded.

The 2010 Statewide Nursing Summit will be from 
7:30 a.m. to 3:15 p.m. Tuesday, January 26, 2010 
in the Mississippi Trade Mart at the Mississippi 
Fairgrounds, 1200 E. Mississippi St., Jackson.

Registration forms can be downloaded at 
www.msnurses.org. Go to Events and click 2010 
Summit. Registration cost for MNA or Cooperating 
Organization members is $50; Non-members, $75; 
Undergraduate students, $30 and full-time graduate 
students, $40.

For more information, contact MNA at (601) 898-
0670 or e-mail mna@msnurses.org.

Nightingale Celebrates 5th Year
Make your nomination by going online at 

www.msnurses.org/nightingale. The deadline for 
nominations is Friday, Dec. 18.

Awards will be presented at a black-tie gala 
beginning at 7 p.m., Monday, March 1 in the 
Jackson Marriott. Tickets for the gala are $60 per 
person and $550 for a table of ten. The deadline for 
reservations is Friday, Feb. 19, 2010.

There are three levels of corporate sponsorship - 
Platinum, $5,000; Gold, $3,000 and 

Silver, $1,000 and a new level of individual 
sponsorship—The Patron, with a minimum 
contribution of $100. Each level of sponsorship has 

its own set of benefits to acknowledge your support 
in paying tribute to our state’s finest nurses and 
employers of nurses.

Please review the brochure. Go online at 
www.msnurses.org/nightingale to download the 
nomination packet with criteria, tips on writing a 
winning nomination, ticket reservation forms and 
sponsorship information.

We look forward to your nominations and to 
seeing you at the gala. If you have any questions, 
please call the Mississippi Nurses Association at 
(601) 898-0670 or send an e-mail to foundation@
msnurses.org.

Left, Chairwoman of the 2010 Nightingale 
Awards Gala Brenda Castleberry, RN-MSN, 

director, Education Resource Center, Baptist 
Health Systems; Mississippi Nurses’ Association 

Executive Director Ricki Garrett, Ph.D.; and 
Mississippi Nurses’ Foundation Executive 

Director Rosalyn Howard, M.Ed.



December 2009, January, February 2010 Mississippi RN  •  Page 9

In a packed room, Scalici lead nurses and students in a 
series of percussion exercises emphasizing the process 
of how many small voices can become one strong 
voice. 

98th MNA Convention continued from page 1

The MNA House of Delegates convened their one-
day session on Wednesday, Oct. 21. Delegates elected 
Gayle Harrell, NP-C, CWCN, president; Amy Forsythe, 
BSN, MSN, NP-C, Director, Council on Organizational 
Affairs; Cindy Luther, DSN, FNP, Director, Council on 
Nursing Education and re-elected Carl Mangum, RN, 
MSN, Ph.D.(c), CHS, CVFF, vice president.

The House also passed one motion raising dues for 
Advance Practice Nurses by $100, and two resolutions 
supporting initiatives for the 2010 legislative session. 
The first is to support a school nurse initiative to 
increase the number of school nurses, to promote the 
use of the salary scale in determining the salaries of 
school nurses, and to eliminate the cap on the number 
of school nurses eligible for the national certification 
pay raise. The second resolution supported the 
implementation of a statewide Silver Alert. The 
program designed after the Amber Alert program will 
focus on locating senior citizens who have become 
lost. 

Dr. Melessa Phillips addressed the House and 
convention attendees with an informative continuing 
education session on the process of practicing 
evidence-based medicine.

Keynote Luncheon Speaker Susanne Gaddis, Ph.D., 
known as the Communication Doctor, officially kicked 
off the 98th Mississippi Nurses Association’s annual 
convention with her high-energy keynote address, How 
to Communicate with Compassion. Gaddis recognizes 
there is an epidemic of unhealthy interactions in 
today’s society.

Both, the University of Mississippi and the 
University of Southern Mississippi schools of nursing 
hosted receptions on Wednesday in the Beau Rivage 
Conference Area.

The MNA District Presidents started the second day 
of the convention off with their annual breakfast. Vice 
President Carl Mangum continued his work with the 
presidents on a plan and strategy for a 2010 statewide 
membership campaign.

One of the major highlights always of the MNA 
convention is the outstanding Expo. This year with 

nearly 90 exhibitors, attendees, visitors, and students 
took in some of the best the industry has to offer. 
Amanda Wilbourn was the winner of a sterling silver 
serpent chain bracelet encrusted with blue topaz 
stones which retails for $1,600—this year’s grand prize

The MNA Council on Nursing Research, the MNA 
Provider Unit, and the Mississippi Nurses Foundation’s 

Research Committee sponsored a research poster 
session in the east lobby of the convention hall on 
Thursday with 11 nurse researchers accepted to 
present.

A new feature for this convention was the Virtual 
Dementia Tour presented by the Department of 

Mental Health Alzheimer’s Disease Services Division 
of Alzheimer’s Disease and other Dementia. The tour 
offered a rare glimpse into the world of those living 
with dementia.

The Upsilon Theta Chapter of Sigma Theta Tau at 
William Carey University hosted this year’s luncheon 
featuring Carol Kneisl, RN, who presented a session on 
One Voice In a Multigenerational Workforce. Kneisl is 
a mental health-psychiatric nursing clinical specialist 
and consultant, the author or co-author of 22 nursing 
textbooks and numerous journal articles, an adjunct 
faculty member at William Carey University, the New 
Orleans campus, and a member of Sigma Theta Tau, 
Alpha Eta, University of California at San Francisco.

Mississippi Nurses Association 6th Annual 
Developing Nurse Leader

Ashley Ramage is the 
2009–2010 Developing 

Nurse Leader

The Developing 
Nurse Leader (DNL) 
program is held annually 
during the MNA 
Convention. The mission 
of the DNL program is to 
cultivate aspiring nurse 
leaders within MNA, 
employing agencies, 
and communities. 

Participants are evaluated based on biographical 
information, speech presentation, and interviews. 
Ashley Ramage is the 2009–2010 Developing Nurse 
Leader.

Ashley N. Ramage has been a RN for 9 years. 
She received her Bachelor of Science Degree from 
Mississippi College in 2005. Ashley is currently 
employed at the Blair E. Batson Hospital for Children 
as the Nurse Educator on the General Pediatric 
Unit. She was recently recognized for receiving the 
nomination for the Cherokee Inspired Comfort Award. 
When asked about her career goals over the next five 
years, Ashley wrote, “I know that I will be somewhere 
promoting the profession of nursing and mentoring 
new nurses or nursing students.” Ashley is a member 
of District 13.

For the first time this year, MNA and MORA 
presented a continuing education session featuring 
the experience and opinions of the participants in a 
roundtable discussion format. Attendees picked from 
six discussion topics. “The round tables were a big hit,” 
said MNA Executive Director Ricki Garrett. “We will 
expand that part of our program.” 

The convention crowd went wild over the Jackson-
based cover band, The Record Players at the MNA/
MASN Party on Thursday. Music through the 
generations delighted nurses and students alike.

Internationally recognized drum circle facilitator, 
speaker, musician, clinician, and master teaching artist 
John Scalici brought his dynamic, powerful message 
of unity through rhythm to the joint session on Friday. 

Annette Wysocki, Ph.D., RN, discusses her 
research, Topical Oxidizing Agents’ Effects on 
Collagen and Dermak Equivalents.

Carol Kneisl and Sue DeLaune work their way 
through the Virtual Dementia Tour.

Barbara Boss, RN, PHD, CS, CANP takes part in 
the MNA/MORA Roundtable Discussions.

Cherita Brent, drummer for the Jackson-based 
cover band, The Record Players, struck the beat 
for the MNA/MASN party on Thursday.

John Scalici brought his dynamic, powerful 
message of unity through rhythm to the joint 
session on Friday.

From left, MNA Executive Director Ricki Garrett 
and former Director, Council on Organizational 
Affairs Ann Barnes present Amanda Wilbourn a 
sterling silver serpent chain bracelet encrusted 
with blue topaz stones which retails for $1,600. 
Amanda won the Expo Grand Prize.

Convention 2009
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Convention 2009

Without the continued support of our sponsors 
and exhibitors, the MNA annual convention would 
not be the incredible, nationally recognized event it 
has become. Thank you.

Platinum Sponsors
Delta State (Double Platinum)
Forrest General
MORA
St. Dominic (Double Platinum)
USM School of Nursing

Diamond Sponsors
All That Glitters
Biloxi Regional
Deaconess Homecare
Howard Medical Center
Memorial Hospital at Gulfport
MS Ed. Consortium for Specialized Advance Practice 
Nursing
North MS Medical Center
Providence Hospital
River Oaks Healthcare
South MS Surgical Weight Loss Center
UMMC School of Nursing 
University of Ms Health Care, Jackson MS
William Carey University

Sponsors: 
Round Table–MORA
MNA/MASN Party–Delta State/Prescript Fit
Joint Session–Arthur L. Davis Publishing Agency, 
Inc.
Break Sponsor–Delta State
CE Sponsor–Purdue Pharma
CE Sponsor–Partners in Healthcare Education
Virtual Dementia Tour–Department of Mental 
Health Alzheimer’s Disease Services Division of 
Alzheimer’s Disease and other
Dementia
Grand Prize–MNA District 13

Door Prizes donated by:
MNA District 1; MNA District 7; MNA District 
25; Gail Pittman, Ridgeland; Green Oak Florist, 
Jackson; Green Floral, Jackson; Seetha Srinivasan, 
Madison; Mississippi Nurses Foundation; 
John Scalici Get Rhythm!®, Birmingham, Ala.; and 
Beau Rivage Resort and Casino, Biloxi.

Expo Exhibitors
Abbott
ACS MediHealth
Alcorn State University School of Nursing
American Lung Association in MS
American Red Cross
Assessment Technologies Institute
Baptist Health Systems

Baptist Memorial Hospital 
Baptist Memorial Hospital-Golden Triangle
CampusRN
Delmar Cengage Learning
Earth Walk
ECR Pharmaceuticals
Eliza Pillars Register Nurses
Emory University School of Nursing
Executive MPH at The University of Southern 
Mississippi
EZ Way, Inc.
G V Sonny Montgomery VA Medical Center
Gaithright-Reed Diabetic Supply
Garden Park Medical Center
Gideons International
Glitz & Glamour
HMP Nursing Services, Inc.
Hospice Ministries, Inc.
Hurst Review Services
Insurance Service Professionals
Kaplan Nursing
Kare In Home Health Services
King Pharmaceuticals
Laerdal Medical
Larken Laboratories, Inc.
LPL Financial
Methodist Rehab Center
Methodist Rehabilitation Center–Pain Management 
and The Spine & Joint Center
Middle Tennessee School of Anesthesia
Mississippi College Graduate School
Mississippi College School of Nursing
Mississippi State Hospital
Mississippi University for Women
Mobility Medical
MS Nurses Foundation
MS SIDS Alliance / Halo Innovations
Nurses Preferred Auto Insurance Plan
Poly Pharmaceuticals
Prime Care Nursing
PRN Home Care
Provider Health Services
Regency Hospital of Jackson
River Region Health System
Rush Foundation Hospital
Samford University
Southern Healthcare Agency, Inc.
Specialized Treatment Facility
Sta-Home Health & Hospice Inc.
Synergy Insoles
TC’s Uniforms, Inc.
The Silver Trunk
UAB Hospital
University of South Alabama–College of Nursing
US Army Health Care
US Navy
Vanderbilt School of Nursing
Wexford Health

Thanks to All of the MNA Convention 
Sponsors and Exhibitors

Outgoing MNA President Pam Farris bids farewell 
to the House of Delegates. Farris completed her 
second term as MNA president.

Mary Walden sports a Cat-in-the-Hat hat 
as Cindy Luther invokes Dr. Seuss during a 
campaign speech.

Dr. Kim Hoover works her way through the Virtual 
Dementia Tour which offered insight into the 
world of dementia.

The Mississippi Nurses Foundation awarded 
Anna M. Evans from Mississippi College 
with a $1,000 Mississippi Nurses Foundation 
Scholarship. The scholarship is awarded 
annually to a nursing student attending one of 
the Mississippi’s schools of nursing. Please visit 
www.msnursesfoundation.com for criterion 
information or call (601) 898-0850. From left to 
right: Juanita Graham, scholarship committee 
member, Anna Evans, Winner of the 2009 MNF 
Scholarship, Rosalyn Howard, MNF Executive 
Director.

One exercise with John Scalici was for drummers 
to exchange their instruments with people they 
did not know without missing too many beats.
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Convention 2009

Members of the MNA House of Delegates elected 
new officers and directors, passed resolutions 
supporting school nurses and a statewide Silver 
Alert as well as approving an increase in dues for 
Advanced Practice Nurses.

The Record Players background singer Akami 
Graham, left, and lead singer Dexter Allen, right, 
entertain at the Music through the Generations 
party.

Convention goers dance to the sounds of The 
Record Players during Thursday night’s MNA/
MASN party. (Guess what song? YMCA, of 
course!)

Door prizes are always a major part of the MNA 
Expo. Teresa Stafford presents a winner with 
a door prize from the University of Southern 
Mississippi.

MNA Expo provided Mississippi nurses with 
example and samples of the best the medical 
industry has to offer.

Students celebrated music through the generations at the MNA/MASN party on Thursday.

The Mississippi Association of Student Nurses 
registered more than 600 student nurses for their 
convention held in conjunction with MNA.
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ANA Nominating Committee issues the 
call for nominations for a slate of candidates 
to be presented at the June 16-19, 2010 House 
of Delegates in Washington, D.C. For details, 
including the 2010 Election Manual, please log 
in to Members Only at http://www.nursingworld.
org/MemberCenterCategories/ANAGovernance/
Elections.aspx. 

ANA places high priority on diversity and seeks 
to encourage/foster increased involvement of 
minorities and staff nurses at the national level.

THE FOLLOWING POSITIONS ARE UP FOR 
ELECTION IN 2010:

ANA Board of Directors
 Five Officer Positions, each for a two-year 

term
 President
 First Vice President
 Second Vice President
 Secretary
 Treasurer
 Five Director-at-Large Positions, each for a 

four-year term
 One Director-at-Large, Recent Graduate
 Two Staff Nurse Directors-at-Large
 Two Directors-at-Large

Congress on Nursing Practice and Economics
Thirty-two (32) Congress on Nursing Practice and 

Economics Positions

ANA Nominating Committee
Four (4) Nominating Committee Positions, each 

for a four-year term

Call for Nominations for Board of Directors, Nominating 
Committee, Congress on Nursing Practice and Economics

COMPLETE NOMINATION PACKET:
1) Biographical Data Form
2) Candidacy Form
3) Checklist
4) Optional: Candidate photograph
5) Board of Directors Committee Questionnaire

*Only for those running for a Board of Directors 
position

KEY DATES FOR CANDIDATES:
Qualified registered nurses may become 

candidates by submitting their nomination packets. 
See below for applicable dates including submission 
deadlines for inclusion in specific publications and 
notices to delegates, CMAs and the IMD. E-mail 
packets to anaelections@ana.org

Electronic signatures will be accepted
For those without electronic signatures, please 

fax your signature page only to (301) 628-5343

Deadlines
Nomination packets received by February 1, 

2010:
a. Considered for initial slate of candidates 

prepared by the Nominating Committee
b. Included in the Candidate Profile Guide for 

publication in the March/April issue of The 
American Nurse

c. Included in the online Candidate Profile 
Guide on March 1, 2010

d. Included in listserv notices sent to delegates

Nomination packets received by this May 1, 2010:
a. Included in the updated slate
b. Included in the Candidate Profile Guide 

online
c. Included in listserv notices sent to delegates

d. Included in the delegate onsite packets

Nomination packets received by May 2, 2010–
June 6, 2010:

a. Included in a Statement of Views made 
available to delegates at the House 
registration table

Nomination packets received by June 7, 
2010–June 16, 2010 and MUST BE SUBMITTED 
ONSITE only between 4 and 6 pm on June 16, 
2010. Qualified self-declared candidates and 
qualified individuals may be nominated from the 
floor of the House of Delegates and/or be write-in 
candidates.

a. These candidates may self nominate or be 
nominated from the floor

b. Will be included on the ballot

Deliver packets onsite to: The ANA Secretary 
c/o the Leadership Services Department Workroom 
Room # [See the final program for the correct 
room number and complete address at the meeting 
facility.]

June 18, 2010 by 7am
Write-in candidates are encouraged to submit 

their packet before June 18, 2010 by 7:00 a.m., 
polling starts at 7am.

The Candidate Profiles Guide features, by 
office seeking, in alphabetical order, the name 
and credentials, CMA or IMD membership, current 
employment, current and past CMA or IMD or ANA 
offices held, statement of views and photograph 
(optional) of each slated candidate as of submission 
time for the March/April issue of The American 
Nurse (TAN).

If you have any questions regarding the election 
process, please email anaelections@ana.org.
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October 14, 2009, 2:00 PM ET
CDC is releasing updated interim guidance on 

infection control measures to prevent transmission 
of 2009 H1N1 influenza in healthcare facilities. 
The updated guidance applies uniquely to the 
special circumstances of the current 2009 H1N1 
pandemic and will be updated as necessary as 
new information becomes available throughout 
the course of this influenza season. It provides 
general guidance for all healthcare facilities. The 
updated guidance expands on earlier guidance 
by emphasizing that successfully preventing 
transmission requires a comprehensive approach, 
beginning with pandemic planning that includes 
developing written plans that are flexible and 
adaptable should changes occur in the severity of 
illness or other aspects of 2009 H1N1 and seasonal 
influenza. Revisions from earlier guidance 
include: criteria for identification of suspected 
influenza patients; recommended time away 
from work for healthcare personnel; changes 
to isolation precautions based on tasks and 
anticipated exposures; expansion of information 
on the hierarchy of controls which ranks preventive 
interventions in the following order of preference: 
elimination of exposures, engineering controls, 
administrative controls, and personal protective 
equipment; and changes to guidance on use of 
respiratory protection. 

Definition of healthcare personnel
For the purposes of this guidance, healthcare 

personnel are defined as all persons whose 
occupational activities involve contact with patients 
or contaminated material in a healthcare, home 
healthcare, or clinical laboratory setting. Healthcare 
personnel are engaged in a range of occupations, 
many of which include patient contact even though 
they do not involve direct provision of patient care, 
such as dietary and housekeeping services. This 

Interim Guidance on Infection Control Measures for 2009 H1N1 Influenza 
in Healthcare Settings, Including Protection of Healthcare Personnel

guidance applies to healthcare personnel working 
in the following settings: acute care hospitals, 
nursing homes, skilled nursing facilities, physician’s 
offices, urgent care centers, outpatient clinics, and 
home healthcare agencies. It also includes those 
working in clinical settings within non-healthcare 
institutions, such as school nurses or personnel 
staffing clinics in correctional facilities. The term 
“healthcare personnel” includes not only employees 
of the organization or agency, but also contractors, 
clinicians, volunteers, students, trainees, clergy, and 
others who may come in contact with patients.

Background
More communities are being affected by 2009 

H1N1 influenza in fall/winter 2009-2010 than were 
in spring/summer 2009. Seasonal influenza viruses 
may also cause illness this fall and winter, possibly 
at the same time that 2009 H1N1 virus outbreaks 
are occurring. Although the severity, amount and 
timing of illness that 2009 H1N1 influenza and 
seasonal influenza will cause is uncertain, as with 
any influenza season, some people will require 
medical care as a result of their influenza virus 
infections.  In view of these and other uncertainties, 
healthcare facilities will need to be ready to adjust 
their pandemic influenza plans as dictated by 
changing conditions. Staff in healthcare settings 
should monitor the CDC http://www.cdc.gov/
h1n1flu and state and local health department 
websites for the latest information.

Symptoms of Influenza and Viral Shedding 
The symptoms of influenza, including 2009 H1N1 

influenza, can include fever, cough, sore throat, 
runny or stuffy nose, body aches, headache, chills, 
fatigue, nausea, diarrhea, and vomiting. Depending 

on the case series, the proportion of persons who 
have laboratory confirmed 2009 H1N1 infection and 
do not have fever can range from about 10 to 50%. 
Because influenza symptoms are nonspecific, it can 
be difficult to determine if a person has influenza 
based on symptoms alone. Nonetheless, decisions 
for clinical management, particularly for outpatients, 
in most cases can be made on the basis of clinical 
and epidemiological information. Information on 
diagnostic testing for 2009 H1N1 viral infection can 
be found at http://www.cdc.gov/h1n1flu.

In general, the incubation period for influenza is 
estimated to range from 1 to 4 days with an average 
of 2 days. Influenza virus shedding (the time during 
which a person might be infectious to another 
person) begins the day before illness onset and 
can persist for 5 to 7 days, although some persons 
may shed virus for longer periods, particularly 
young children and severely immunocompromised 
persons. The amount of virus shed is greatest in 
the first 2-3 days of illness and appears to correlate 
with fever, with higher amounts of virus shed when 
temperatures are highest.

Modes of 2009 H1N1 Influenza Transmission
2009 H1N1 influenza virus appears to be 

transmitted from person to person through close 
contact in ways similar to other influenza viruses. 
Although the relative contribution of each mode 
is uncertain, influenza virus can potentially be 
transmitted through:

•	 Droplet	exposure	of	mucosal	surfaces	(e.g.,	
nose, mouth, and eyes) by respiratory 
secretions from coughing or sneezing; 

•	 Contact,	usually	of	hands,	with	an	
infectious patient or fomite (a surface that 

Interim Guidance continued on page 14
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is contaminated with secretions) followed 
by self-inoculation of virus onto mucosal 
surfaces such as those of the nose, mouth, 
and eyes; and

•	 Small	particle	aerosols	in	the	vicinity	of	the	
infectious individual.

Transmission of influenza through the air over 
longer distances, such as from one patient room 
to another, is thought not to occur. All respiratory 
secretions and bodily fluids, including diarrheal 
stools, of patients with 2009 H1N1 influenza are 
considered to be potentially infectious.

GENERAL RECOMMENDATIONS

Review Pandemic Plans for the 2009-2010 Fall/
Winter Influenza Season

Facilities should review and, if not already in 
place, develop written pandemic influenza plans 
anticipating widespread transmission of 2009 H1N1 
influenza in communities. CDC, with input from 
other federal partners, has developed checklists 
(http://pandemicflu.gov/professional/hospital/) 
to help healthcare facilities in their planning and 
preparedness for pandemic influenza. OSHA has 
also developed detailed guidance for healthcare 
settings (http://www.osha.gov/Publications/OSHA_
pandemic_health.pdf). Links to specific checklists 
and other planning resources are provided in the 
Appendix. Facilities should also check with state 
and local health departments for local guidance. 
During the planning process, facilities should 
review their work areas and job tasks to identify 
workers who will routinely be in close contact with 
influenza patients so that preventive strategies 
can be targeted and exposure that is not essential 
can be limited. Facilities also should consider 
their own unique circumstances and needs that 
may not be addressed in guidance documents. 
Planning committees can facilitate this process. 
Strong sustained management commitment and 
active worker participation in a comprehensive, 
coordinated prevention program are extremely 
important in promoting implementation of, and 
adherence to, prevention recommendations.

Use a Hierarchy of Controls to Prevent Influenza 
Transmission in Healthcare Settings

Facilities should use a hierarchy of controls 
approach to prevent exposure of healthcare 
personnel and patients and prevent influenza 
transmission within healthcare settings. The 
hierarchy of controls to protect workers from 
occupational injury or illness places preventive 
interventions in groups that are ranked according 
to their likely effectiveness in reducing or removing 
the source of exposure. To apply the hierarchy of 

controls to prevention of influenza transmission, 
facilities should take the following steps, in order of 
preference:

1. Elimination of potential exposures: 
Eliminating the potential source of exposure 
ranks highest in the hierarchy of controls. 
Examples of interventions in this category 
include: taking steps to minimize outpatient 
visits for patients with mild influenza-like 
illness who do not have risk factors for 
complications, postponing elective visits 
by patients with suspected or confirmed 
influenza until they are no longer infectious, 
and denying entry to visitors who are sick.

2. Engineering controls: Engineering controls 
rank second in the hierarchy of controls. 
They are particularly effective because 
they reduce or eliminate exposures at the 
source and many can be implemented 
without placing primary responsibility of 
implementation on individual employees. 
In addition, these controls can protect 
patients as well as personnel. Examples 
of engineering controls include installing 
partitions in triage areas and other public 
spaces, to reduce exposures by shielding 
personnel and other patients; and using 
closed suctioning systems for airways 
suction in intubated patients.

3. Administrative controls: Administrative 
controls are required work practices and 
policies that prevent exposures. As a group, 
they rank third in the hierarchy of controls 
because their effectiveness is dependent on 
consistent implementation by management 
and employees. Examples of administrative 
controls include promoting and providing 
vaccination; enforcing exclusion of ill 
healthcare personnel, implementing 
respiratory hygiene/cough etiquette 
strategies; and setting up triage stations 
and separate areas for patients who visit 
emergency departments with influenza-like 
illness, managing patient flow, and assigning 
dedicated staff to minimize the number of 
healthcare personnel exposed to those with 
suspected or confirmed influenza.

4. Personal protective equipment (PPE): PPE 
ranks lowest in the hierarchy of controls. 
It is a last line of defense for individuals 
against hazards that cannot otherwise 
be eliminated or controlled. While 
providing personnel with appropriate 
PPE and education in its use is important, 
effectiveness of PPE is dependent on a 
number of factors. PPE is effective only if 
used throughout potential exposure periods. 
PPE will not be effective if adherence is 
incomplete or when exposures to infectious 
patients or ill co-workers are unrecognized. 
In addition, PPE must be used and 
maintained properly, and must function 
properly, to be effective. 

Careful attention to elimination of potential 
exposures, engineering controls, and administrative 
controls will reduce the need to rely on PPE, 
including respirators. This is an especially 
important consideration during the current year, 
when shortages of respirators have already been 
reported by many healthcare facilities. 

It should be recognized that individual 
interventions may have a level of importance 
different from that suggested by their classification 
within the hierarchy of controls. For example, 
vaccination is an administrative control that 
depends upon the actions of both management and 
employees. However, vaccination is one of the most 
important interventions for preventing transmission 
of influenza to healthcare personnel. Its ability to 
prevent influenza transmission in both work and 
community settings is especially important, because 
influenza is a community-based infection that is 
transmitted in household and community settings. 
Other interventions that work in healthcare settings 
alone will not prevent such transmission.

Examples of preventive interventions that can 
be used to prevent or reduce influenza infections, 
grouped according to the hierarchy of controls, are 
provided in Table 1. 

SPECIFIC RECOMMENDATIONS

Promote and administer the 2009 H1N1 influenza 
and seasonal influenza vaccines

Healthcare and emergency medical services 
personnel are among the priority groups 
recommended to receive the 2009 H1N1 influenza 
vaccine. (See http://www.cdc.gov/h1n1flu/
vaccination/acip.htm.) To improve adherence, 
vaccination should be offered to healthcare 
personnel free of charge and during working 
hours. Vaccination campaigns with incentives 
such as lotteries with prizes should be considered. 
Healthcare facilities should require personnel who 
refuse vaccination to complete a declination form. 
The Veterans Health Administration Influenza 
Manual is a useful source of information on best 
practices and strategies for increasing immunization 
rates. (See http://www1.va.gov/vhapublications/
ViewPublication.asp?pub_ID=1978.)

It is not anticipated that the seasonal influenza 
vaccine will provide protection against the 2009 
H1N1 influenza virus. However, it is anticipated 
that seasonal influenza viruses will also be 
present in the U.S. during the 2009-2010 influenza 
season. Influenza vaccination is effective against 
these seasonal viruses and should continue to be 
provided to healthcare personnel and given to 
unvaccinated patients. (See http://www.cdc.gov/flu/
professionals/acip/.) 

Enforce respiratory hygiene and cough etiquette
In addition to limiting numbers of ill people 

in the facility (e.g., by access control), respiratory 
hygiene and cough etiquette infection control 
measures (See http://www.cdc.gov/flu/professionals/
infectioncontrol/resphygiene.htm) should be 
incorporated into infection control practices as part 
of Standard Precautions to prevent the transmission 
of all respiratory infections including 2009 H1N1 
influenza. This form of source control should be 
implemented by everyone in healthcare settings–
patients, visitors, and staff alike. Respiratory 
hygiene and cough etiquette procedures should 
continue to be followed for the entire duration of 
stay. 

Establish facility access control measures and triage 
procedures

•	 Establish	non-punitive	policies	that	
encourage or require ill health care 
personnel workers to stay home. This should 
include contractors as well as staff.

•	 Post	signage	at	entry	points	instructing	
patients and visitors about hospital 
policies, including the need to notify 
staff immediately if they have signs and 
symptoms of influenza.

•	 Establish	mechanisms	to	identify	patients	
with symptoms of respiratory illness at any 
point of entry to the facility. Provisions 
should be made for symptomatic patients 
to cover their nose and mouth with 
tissues when coughing or sneezing, or 
put on facemasks for source control, if 
tolerated, and for their prompt isolation 
and assessment. Information on diagnostic 
testing of patients for 2009 H1N1 influenza 
infection can be found at http://www.cdc.
gov/h1n1flu 

•	 Establish	triage	procedures	and	engineering	
controls (e.g., partitions) that separate ill and 
well patients and limit the need for PPE use 
by staff.

•	 Consider	limiting	points	of	entry	to	the	
facility. 

Manage visitor access and movement within 
the facility
Establish procedures for managing visitors to 
include:

•	 Limiting	visitors	for	patients	in	isolation	for	
influenza to persons who are necessary for 
the patient’s emotional well-being and care. 
Visitors who have been in contact with the 
patient before and during hospitalization 
are a possible source of influenza for other 
patients, visitors, and staff.

•	 Scheduling	and	controlling	visits	to	allow	
for: 
•	 Screening	for	symptoms	of	acute	

respiratory illness before entering the 
hospital.

•	 Instruction,	before	entering	the	patient’s	
room, on hand hygiene, limiting surfaces 
touched, and use of PPE according 
to current facility policy while in the 
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patient’s room.
•	 Visitors	should	not	be	present	during	

aerosol-generating procedures.
•	 Visitors	should	be	instructed	to	limit	

their movement within the facility. 

Establish policies and procedures for patient 
placement and transport

Any patient with respiratory illness consistent 
with influenza should promptly be asked to wear 
a facemask for source control, if tolerated, or cover 
their nose and mouth with tissues when coughing 
or sneezing, and placed directly in an individual 
room with the door kept closed, where medically 
appropriate. The precautions required for entry 
into patient rooms should be posted on the door. 
Once placed in rooms, patients with suspected 
or confirmed 2009 H1N1 influenza should be 
encouraged to practice respiratory hygiene and 
cough etiquette when they are coughing or sneezing 
throughout their duration of stay.

•	 When	a	single	patient	room	is	not	available,	
consultation with infection control personnel 
is recommended to assess the risks 
associated with other patient placement 
options (e.g., cohorting, keeping the patient 
with an existing roommate). (See http://
www.cdc.gov/ncidod/dhqp/pdf/guidelines/
Isolation2007.pdf for additional information 
on cohorting, including other factors that 
may affect cohorting decisions.)

Follow current facility procedures for transport and 
movement of patients under isolation precautions, 
including:

•	 Communicating	information	about	patients	
with suspected, probable or confirmed 
influenza to appropriate personnel before 
transferring them to other departments in 
the facility (e.g., radiology, laboratory) and to 
other facilities. 

•	 Limiting	patient	transport	and	movement	of	
patients outside of the room to medically 
necessary purposes and minimizing waiting 
times and delays associated with transport 
and procedures conducted outside the 
patient’s room. 

•	 Providing	influenza	patients	with	facemasks	
to wear for source control, as tolerated, and 
tissues to contain secretions when outside of 
their room.

•	 Encouraging	patients	who	are	able	to	
perform hand hygiene to do so frequently 
and to follow respiratory hygiene and cough 
etiquette practices.

•	 Providing	portable	x-ray	equipment	in	
cohort areas to reduce the need for patient 
transport.

Limit the number of healthcare personnel 
entering the isolation room 

•	 Healthcare	personnel	entering	the	room	of	
a patient in isolation should be limited to 
those truly necessary for performing patient 
care activities.

Apply isolation precautions
The following isolation precautions are 

recommended for healthcare personnel who are 
in close contact with patients with suspected or 
confirmed 2009 H1N1 influenza. For the purposes 
of this document, close contact is defined as 
working within 6 feet of the patient or entering 
into a small enclosed airspace shared with the 
patient (e.g., average patient room):

•	 Standard Precautions–For all patient care, 
use nonsterile gloves for any contact with 
potentially infectious material, followed 
by hand hygiene immediately after glove 
removal; use gowns along with eye 
protection for any activity that might 
generate splashes of respiratory secretions or 
other infectious material. (See http://www.
cdc.gov/ncidod/dhqp/gl_isolation_standard.
html.)

Respiratory Protection–
Recommendation: CDC continues to recommend 

the use of respiratory protection that is at least as 
protective as a fit-tested disposable N95 respirator 
for healthcare personnel who are in close contact 
with patients with suspected or confirmed 2009 
H1N1 influenza. This recommendation applies 
uniquely to the special circumstances of the current 
2009 H1N1 pandemic during the fall and winter 

of 2009-2010 and CDC will continue to revisit its 
guidance as new information becomes available, 
within this season if necessary.

Basis: The current recommendation is based on 
the unique conditions associated with the current 
pandemic, including low levels of population 
immunity to 2009 H1N1 influenza, availability of 
vaccination programs well after the start of the 
pandemic, susceptibility to infection of those in the 
age range of healthcare personnel, increased risk 
for complications of influenza in some healthcare 
personnel (e.g., pregnant women), and the 
potential for healthcare personnel to be exposed 
to 2009 H1N1 influenza patients because of their 
occupation.

Supply considerations: CDC recognizes that some 
facilities are currently experiencing shortages of 
respiratory protection equipment and that further 
shortages are anticipated. Although the exact total 
supply in the public and private sectors is not 
known, a large gap between supply and demand 
is predicted. In the face of shortages, appropriate 
selection and use of respiratory protection is 
critical. A key strategy is to use source control, 
engineering, and administrative measures to reduce 
the numbers of workers who come in contact with 
patients who have influenza-like illness in order to 
reduce the consumption of respiratory protection 
equipment. For example, combining the use of 
triage procedures and use of partitions or other 
engineering controls might reduce exposures and 
the need for PPE. Other strategies could include 
taking steps to either reduce consumption of 
disposable N95 filtering facepiece respirators 
or extend their use. Some facilities that are 
experienced in their use may also be able to use 
alternative PPE for certain applications including 
more protective filtering facepiece respirators, 
reusable elastomeric tight-fitting respirators, and 
reusable powered air-purifying respirators (PAPRs). 
For facilities that are able to use alternatives such as 
elastomeric respirators or PAPRs, processes must be 
in place to ensure that they are used properly and 
are reliably decontaminated. Additional information 
about these strategies, including frequently asked 
questions, are posted on the CDC 2009 H1N1 
website (see http://www.cdc.gov/h1n1flu). 

Special care should be taken to ensure that 
respirators are available for situations where 
respiratory protection is most important, such as 
performance of aerosol-generating procedures on 
patients with suspected or confirmed 2009 H1N1 
influenza or provision of care to patients with 
other infections for which respiratory protection is 
strongly indicated (e.g., tuberculosis).

Prioritized respirator use: Where a shortage 
of respirators exists despite reasonable efforts 
to obtain and maintain a sufficient supply for 
anticipated needs, in particular for very high 
exposure risk situations such as some aerosol-
generating procedures (listed below), a facility 
should consider shifting to a prioritized respirator 

use mode. In this mode, respirator use is prioritized 
to ensure availability for healthcare personnel at 
most risk from 2009 H1N1 influenza exposure. 
Even under conditions of prioritized use, personnel 
attending aerosol-generating procedures on 
patients with suspected or confirmed 2009 H1N1 
influenza should always use respiratory protection 
at least as protective as fitted N95 respirators. 
An example of prioritization for personnel not 
attending aerosol-generating procedures is shown 
in Table 2. Prioritization should be adapted to 
local conditions and should consider intensity and 
duration of exposure, personal health risk factors 
for complications of infection, and vaccination 
status. When in prioritized respirator use mode, 
respirator use may be temporarily discontinued for 
employees at lower risk of exposure to 2009 H1N1 
influenza or lower risk of complicated infection. 
Gathering of personal information for the purposes 
of pandemic planning and response must be done 
in a fashion that is compliant with all applicable 
rules and regulations, including the Americans 
with Disabilities Act (ADA): http://www.eeoc.gov/
facts/h1n1_flu.html. Contingency crisis planning 
is critical to efficient implementation of prioritized 
use during supply shortages. In making decisions 
about prioritization, facilities should consider 
needs for managing patients with diseases other 
than influenza that require respiratory protection 
(e.g. tuberculosis) and also considerations related 
to the timetable for obtaining more respirators. To 
assure that respirators are likely to be available for 
the most important uses, facilities should maintain 
a reserve sufficient to meet the estimated needs 
for performing aerosol-generating procedures and 
for managing patients with diseases other than 
influenza that require respiratory protection until 
supplies are expected to be replenished.

Facemasks for healthcare personnel who are not 
provided a respirator due to the implementation 
of prioritized respirator use: If a facility is in 
prioritized respirator use mode and unable to 
provide respirators to healthcare personnel who 
provide care to suspected and confirmed 2009 
H1N1 influenza cases, the facility should provide 
those personnel with facemasks. Facemasks that 
have been cleared for marketing by the U.S. Food 
and Drug Administration have been tested for 
their ability to resist blood and body fluids, and 
generally provide a physical barrier to droplets that 
are expelled directly at the user. Although they 
do not filter small particles from the air and they 
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allow leakage around the mask, they are a barrier 
to splashes, droplet sprays, and autoinoculation 
of influenza virus from the hands to the nose 
and mouth. Thus, they should be chosen over 
no protection. Routine chemoprophylaxis is not 
recommended for personnel wearing facemasks 
during the care of patients with suspected or 
confirmed 2009 H1N1 influenza.

Hand Hygiene
•	 Healthcare	personnel	should	perform	

hand hygiene frequently, including before 
and after all patient contact, contact with 
respiratory secretions, and before putting 
on and upon removal of PPE. Soap and 
water or alcohol-based hand sanitizers 
should be used. (See http://www.cdc.gov/
Handhygiene/.) 

Aerosol-generating procedures
Some procedures performed on patients are 

more likely to generate higher concentrations 
of respiratory aerosols than coughing, sneezing, 
talking, or breathing, presenting healthcare 
personnel with an increased risk of exposure to 
infectious agents present in the aerosol. Although 
there are limited objective data available on 
disease transmission related to such aerosols, 
many authorities view the following procedures as 
being very high exposure risk aerosol-generating 
procedures for which special precautions should be 
used:

•	 Bronchoscopy
•	 Sputum	induction
•	 Endotracheal	intubation	and	extubation
•	 Open	suctioning	of	airways
•	 Cardiopulmonary	resuscitation
•	 Autopsies
Although some have suggested that 

administration of nebulized medications (due to risk 
of inducing cough), acquisition of nasopharyngeal 
swabs/samples, and use of high-flow oxygen might 
create infectious aerosols of concern, less is known 
about the magnitude or potential for exposure. 

A combination of measures should be used to 
reduce exposures from high-risk aerosol-generating 
procedures, including:

•	 Only	perform	these	procedures	on	patients	
with suspected or confirmed influenza if 
they are medically necessary and cannot be 
postponed. 

•	 Limit	the	number	of	healthcare	personnel	
present during the procedure to only those 
essential for patient care and support.

•	 Conduct	the	procedures	in	an	airborne	
infection isolation room (AIIR) when 
feasible. Such rooms are designed to reduce 
the concentration of infectious aerosols 
and prevent their escape into adjacent 
areas using controlled air exchanges and 
directional airflow. They are single patient 
rooms at negative pressure relative to the 
surrounding areas, and with a minimum of 
6 air changes per hour (12 air changes per 
hour are recommended for new construction 
or renovation). Air from these rooms should 
be exhausted directly to the outside or be 
filtered through a high efficiency particulate 
air (HEPA) filter before recirculation. Room 
doors should be kept closed except when 
entering or leaving the room, and entry and 
exit should be minimized during and shortly 
after the procedure. Facilities should monitor 
and document the proper negative-pressure 
function of these rooms. (See: http://www.
cdc.gov/mmwr/preview/mmwrhtml/rr5417a1.
htm.)

•	 Portable	HEPA	filtration	units	may	be	used	
to further reduce the concentration of 
contaminants in the air. Some of these units 
can connect to local exhaust ventilation 
systems (e.g. hoods, booths, tents) or have 
inlet designs that allow close placement to 
the patient in order to assist with source 
control; however, these units do not 
eliminate the need for respiratory protection 
for individuals entering the room because 
they may not entrain all of the room air. 
Information on air flow/air entrainment 
performance should be evaluated for such 
devices.

•	 Healthcare	personnel	should	adhere	to	
standard precautions http://www.cdc.gov/
ncidod/dhqp/gl_isolation_standard.html, 

and wear respiratory protection equivalent 
to a fitted N95 filtering facepiece respirator 
or higher level of protection during aerosol-
generating procedures. 

•	 Unprotected	healthcare	personnel	should	
not be allowed in a room where an 
aerosol-generating procedure has been 
conducted until sufficient time has elapsed 
to remove potentially infectious particles. 
(For more information on clearance rates 
under differing ventilation conditions, 
please see http://www.cdc.gov/mmwr/
preview/mmwrhtml/rr5417a1.htm?s_
cid=rr5417a1_e#tab1. This table assumes 
perfect mixing. For example, based on 
the table, an AIIR with 6 air changes per 
hour and perfect room mixing will require 
46 minutes to reduce the concentration 
of airborne particles by 99%. For a more 
realistic assumption of good mixing, the 
clearance times provided in this table should 
be multiplied by a mixing factor of 3. Thus, 
for an AIIR with 6 air changes per hour and 
normal room mixing, over two hours will 
be required to reduce the concentration of 
airborne particles by 99%). Environmental 
surface cleaning also is necessary to ensure 
that environmental contamination does not 
lead to infection transmission. 

Duration of Isolation Precautions for Patients
The recommended duration of isolation 

precautions for hospitalized patients is longer than 
that recommended for other populations because 
duration of virus shedding is likely to be longer 
than for outpatients with milder illness. Isolation 
precautions for patients who have influenza 
symptoms should be continued for the 7 days after 
illness onset or until 24 hours after the resolution 
of fever and respiratory symptoms, whichever is 
longer, while a patient is in a healthcare facility. 
Shedding of influenza viruses generally diminishes 
over the course of 7 days, with transmission 
apparently correlating with fever. Given this, if 
isolation resources (e.g. private rooms) become 
limited, these resources should be prioritized for 
patients who are earlier in the course of illness. 
Clinical judgment may be used for patients with 
only cough as a symptom, since cough after 
influenza infection may be prolonged and may not 
be an indicator of viral shedding. Because some 
patients with influenza may not have fever but 
may be shedding influenza virus, patients with 
any respiratory symptoms should follow hand 
and respiratory hygiene recommendations, and 
healthcare personnel working with such patients 
should continue to follow standard precautions. 
Patients should be discharged from medical care 
when clinically appropriate, not based on the 
period of isolation.

In some cases, facilities may choose to continue 
isolation precautions for longer periods such 
as in the case of young children or severely 
immunocompromised patients, who may shed 
influenza virus for longer periods of time and who 
might be shedding antiviral resistant virus. Clinical 
judgment should be used to determine the need for 
continued isolation precautions for such patients. 
Communications regarding the patient’s diagnosis 
with post hospital care providers (e.g. Home-
healthcare agencies, long-term care facilities) as well 
as transporting agencies is essential.

Monitor and Manage Ill Healthcare Personnel
Employee health services should establish 

procedures for tracking absences; reviewing job 
tasks and identifying personnel at higher risk 
for complications; assuring that employees have 
access via telephone to medical consultation and, if 
necessary, early treatment; and promptly identifying 
individuals with possible influenza. Healthcare 
personnel should self-assess for symptoms of febrile 
respiratory illness. An active approach in which 
personnel are asked daily about symptoms of 
febrile respiratory illness is also recommended. In 
most cases, decisions about work restrictions and 
assignments for personnel with respiratory illness 
should be guided by clinical signs and symptoms 
rather than by laboratory testing for influenza. 
Personnel should be provided with information 
about risk factors for complications of influenza, so 
those at higher risk know to promptly seek medical 
attention and be evaluated for early treatment if 
they develop symptoms of influenza. All personnel 
should be provided with specific instructions 
to follow in the event of respiratory illness with 

rapid progression, particularly when experiencing 
shortness of breath. (See: http://www.cdc.gov/
h1n1flu/sick.htm.) Anyone with the following 
emergency warning signs needs urgent medical 
attention and should seek medical care promptly:

•	 Difficulty	breathing	or	shortness	of	breath	
•	 Pain	or	pressure	in	the	chest	or	abdomen	
•	 Sudden	dizziness	
•	 Confusion	
•	 Severe	or	persistent	vomiting	
•	 Flu-like	symptoms	improve	but	then	return	

with fever and worse cough 

Healthcare personnel who develop a fever and 
respiratory symptoms should be:

•	 Instructed	not	to	report	to	work,	or	if	at	
work, to promptly notify their supervisor 
and infection control personnel/occupational 
health. 

•	 Excluded	from	work	for	at	least	24	hours	
after they no longer have a fever, without the 
use of fever-reducing medicines. 

•	 If	returning	to	work	in	areas	where	severely	
immunocompromised patients are provided 
care, considered for temporary reassignment 
or exclusion from work for 7 days from 
symptom onset or until the resolution of 
symptoms, whichever is longer. Clinical 
judgment should be used for personnel with 
only cough as a symptom, since cough after 
influenza infection may be prolonged and 
may not be an indicator of viral shedding. 
Healthcare personnel recovering from a 
respiratory illness may return to work 
with immunocompromised patients sooner 
if absence of 2009 H1N1 viral RNA in 
respiratory secretions is documented by real-
time reverse transcriptase-polymerase chain 
reaction (rRT-PCR). Additional information 
on diagnostic testing for 2009 H1N1 
influenza infection can be found at http://
www.cdc.gov/h1n1flu. 

•	 Reminded	of	the	importance	of	practicing	
frequent hand hygiene (especially before and 
after each patient contact) and respiratory 
hygiene and cough etiquette after returning 
to work following an acute respiratory 
illness. 

Healthcare personnel who develop acute 
respiratory symptoms without fever should be: 

•	 Allowed	to	continue	or	return	to	work	
unless assigned in areas where severely 
immunocompromised patients are provided 
care. In this case they should be considered 
for temporary reassignment or exclusion 
from work for 7 days from symptom 
onset or until the resolution of symptoms, 
whichever is longer. Clinical judgment 
should be used for personnel with only 
cough as a symptom, since cough after 
influenza infection may be prolonged and 
may not be an indicator of viral shedding. 
Healthcare personnel recovering from a 
respiratory illness may return to work 
with immunocompromised patients sooner 
if absence of 2009 H1N1 viral RNA in 
respiratory secretions is documented by rRT-
PCR. Additional information on diagnostic 
testing for 2009 H1N1 influenza infection 
can be found at http://www.cdc.gov/h1n1flu. 

•	 Reminded	of	the	importance	of	practicing	
frequent hand hygiene (especially before and 
after each patient contact) and respiratory 
hygiene and cough etiquette after returning 
to work following an acute respiratory 
illness. 

Facilities and organizations providing healthcare 
services should: 

•	 Ensure	that	sick	leave	policies	for	healthcare	
personnel (e.g., staff and contract personnel) 
are flexible and consistent with public health 
guidance and that employees are aware 
of the policies. (See http://www.cdc.gov/
h1n1flu/business/guidance/.)

•	 Ensure	that	sick	employees	are	able	to	stay	
home without fear of losing their jobs.

•	 Consider	offering	alternative	work	
environments as an accommodation for 
employees at higher risk for complications 
of 2009 H1N1 influenza during periods of 
increased influenza activity or if influenza 
severity increases.
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•	 Not	require	a	doctor’s	note	for	workers	with	
influenza to validate their illness or return to 
work. 

Antiviral Treatment and Chemoprophylaxis of 
Healthcare Personnel 

Please refer to the CDC web site for the most 
current recommendations on the use of antiviral 
agents for treatment and chemoprophylaxis: http://
www.cdc.gov/h1n1flu/recommendations.htm. All 
healthcare personnel concerned about symptoms 
of influenza should seek advice from their medical 
provider promptly.

Training and education of healthcare personnel
All healthcare personnel should receive 

training on influenza prevention and risks 
for complications of influenza. The training 
should include information on risk assessment; 
isolation precautions; vaccination protocols; use 
of engineering and administrative controls and 
personal protective equipment; protection during 
high-risk aerosol-generating procedures; signs, 
symptoms, and complications of influenza; and to 
promptly seek medical attention for any concerns 
about symptoms of influenza.

Healthcare Personnel at Higher Risk for 
Complications of Influenza

Personnel at higher risk for complications from 
influenza infection include pregnant women, 
persons 65 years old and older, and persons with 
chronic diseases such as asthma, heart disease, 
diabetes, diseases that suppress the immune system, 
and certain other chronic medical conditions. (See 
http://www.cdc.gov/h1n1flu/recommendations.htm 
for a more comprehensive list.) Vaccination and 
early treatment with antiviral medications are very 
important for healthcare personnel at higher risk for 
influenza complications because they can prevent 
hospitalizations and deaths. Healthcare personnel 
at higher risk for complications should check with 
their healthcare provider if they become ill so that 
they can receive early treatment.

Environmental Infection Control
Routine cleaning and disinfection strategies 

used during influenza seasons can be applied to 
the environmental management of 2009 H1N1 
influenza. Management of laundry, utensils 
and medical waste should also be performed in 
accordance with procedures followed for seasonal 
influenza. More information can be found at: http://
www.cdc.gov/ncidod/dhqp/gl_environinfection.
html.

Table 1. Examples of Use of a Hierarchy of Controls to Prevent Influenza Transmission 

Elimination Postponing elective visits and procedures for patients with suspected or confirmed
of Sources  influenza until they are no longer infectious.
of Infection Denying healthcare facility entry to those wishing to visit patients if the visitors have 

suspected or confirmed influenza.

 Minimizing outpatient and emergency department visits for patients with mild 
influenza-like illness who do not have risk factors for complications.

 Keeping personnel at home while they are ill to reduce the risk of spreading 
influenza.

Engineering  Installing partitions (e.g., transparent panels/windows/desk enclosures)
Controls in triage areas as physical barriers to shield staff from respiratory droplets.

 Using local exhaust ventilation (e.g., hoods, tents, or booths) for aerosol-generating 
procedures.

 Using hoods for the performance of laboratory manipulations that generate infectious 
aerosols.

 Using ventilation controls in ambulances.

 Installing hands-free soap and water dispensers, and receptacles for garbage and 
linens to minimize environmental contact.

 Conducting aerosol-generating procedures in an airborne infection isolation room 
(AIIR) to prevent the spread of aerosols to other parts of the facility.

 Using closed suctioning systems for airways suction in intubated patients.

 Using high efficiency particulate filters on mechanical and bag ventilators.

 Ensuring effective general ventilation and thorough environmental surface hygiene.

Administrative  Vaccinating as much of the healthcare workforce as possible (once vaccine is
Controls available).

 Identifying and isolating patients with known or suspected influenza infections.

 Implementing respiratory hygiene/cough etiquette programs.

 Setting up triage stations, managing patient flow, and assigning dedicated staff to 
minimize the number of healthcare personnel exposed to those with suspected or 
confirmed influenza.

 Screening personnel and visitors for signs and symptoms of infection at clinic or 
hospital entrances or badging stations and responding appropriately if they are 
present.

 Adhering to appropriate isolation precautions.

 Limiting the number of persons present in patient rooms and during aerosol-
generating procedures.

 Arranging seating to allow 6 feet between chairs or between families when possible.

 Ensuring compliance with hand hygiene, respiratory hygiene, and cough etiquette.

 Making tissues, facemasks, and hand sanitizer available in waiting areas and other 
locations.

 Establishing protocols for cleaning of frequently touched surfaces throughout the 
facility (elevator buttons, work surfaces, etc.).

 Locating signage in appropriate language and at the appropriate reading level in areas 
to alert staff and visitors of the need for specific precautions.

 Placing facemasks on patients, when tolerated, at facility access points (e.g., 
emergency rooms) or when patients are outside their rooms (e.g. diagnostic testing).

 Placing facemasks on patients during transport; when tolerated; limiting transport to 
that which is medically necessary; and minimizing delays and waiting times during 
transport.

Personal  Wearing appropriate gloves, gowns, facemasks, respirators, eye protection, and other 
Protective PPE.
Equipment
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Table 2. Prioritization of Respiratory Protection During Respirator Shortages for Healthcare 
Personnel Not Participating in Aerosol-Generating Proceduresa (Numbers 1 through 4 indicate 

relative priorities for respiratory protection, with 1 the highest priority and 4 the lowest priority) 

Exposure Scenario Not Vaccinatedb Vaccinatedc

Personnel Without Risk Factors for Influenza-Related Complicationsd

Routine care–frequent close exposuree 2 4

Routine care–infrequent close exposuref 3 4

Personnel With Risk Factors for Influenza-Related Complicationsg

Routine care–frequent close exposure 1 3

Routine care–infrequent close exposure 2 4

a–This table is provided as an example of prioritization that considers intensity and duration of exposure, 
personal health risk factors for complications of infection, and vaccination status. Advance planning is 
critical to efficient implementation of prioritized use during supply shortages.

b–Not vaccinated: not vaccinated or less than 14 days after vaccination. Consider including those with 
immunosuppressive conditions or treatment with immunosuppressive therapies anticipated to impair 
vaccine response in this group.

c–Vaccinated: 14 or more days after vaccination.
d–See section on “Healthcare Personnel at Higher Risk for Complications of Influenza” for list of 

personal risk factors for influenza-related complications; also see: http://www.cdc.gov/h1n1flu/
recommendations.htm. 

e–Personnel frequently in close contact with patients with suspected or confirmed 2009 H1N1 influenza. 
For the purposes of this document, close contact is defined as working within 6 feet of the patient 
or entering into a small enclosed airspace shared with the patient (e.g., average patient room). This 
generally includes personnel working in settings where cases of suspected or confirmed 2009 H1N1 
influenza are routinely seen (e.g. emergency departments and primary care in environments such as 
clinics in outpatient settings, employee healthcare facilities, and correctional facilities).

f–Personnel infrequently in close contact with patients with suspected or confirmed 2009 H1N1 
influenza. This generally includes personnel working in settings where cases of suspected or 
confirmed 2009 H1N1 influenza are not routinely seen and/or having job duties not involving close 
contact.

g–Gathering of personal information for the purposes of pandemic planning and response must be 
done in a fashion that is compliant with all applicable rules and regulations, including the Americans 
with Disabilities Act (ADA). A short technical assistance document is available at the following web 
address: http://www.eeoc.gov/facts/h1n1_flu.html. Consider offering alternative work environments 
as an accommodation for employees at highest risk for complications of influenza during periods of 
increased influenza activity or if influenza severity increases.

Appendix: Additional Information for Specific 
Healthcare Settings

Additional information is available online to 
assist in customizing guidance to specific healthcare 
settings. CDC, together with other agencies, is 
actively producing new and updated documents. 
Many of these can readily be accessed via the 
following web pages:

•	 H1N1	Flu	Clinical	and	Public	Health	
Guidance (CDC): http://www.cdc.gov/
h1n1flu/guidance/ 

•	 Infection	Control	in	Health	Care	Facilities	
(CDC): http://www.cdc.gov/flu/professionals/
infectioncontrol/index.htm 

•	 Health	Care	Planning	(U.S.	Department	of	
Health and Human Services): http://www.
pandemicflu.gov/plan/healthcare/index.html

Information can also be obtained via the 
CDC-INFO National Contact Center, where 
representatives are available at all times to answer 
questions in English and Spanish:

Call: 1-800-CDC-INFO (1-800-232-4636) 
TTY: (888) 232-6348, 
Email: cdcinfo@cdc.gov

Hospitals
Hospital Pandemic Influenza Planning Checklist: 

http://www.pandemicflu.gov/plan/healthcare/
hospitalchecklist.html.

Pandemic Influenza Preparedness and Response 
Guidance for Healthcare Workers and Healthcare 
Employers. OSHA Publication 3328-05, (2007). Also 
available as a 405 KB PDF, 104 pages. https://www.
osha.gov/Publications/3328-05-2007-English.html.

Frequently Asked Questions on Pandemic 
Influenza Preparedness and Response Guidance 
for Healthcare Workers and Healthcare Employers 
https://www.osha.gov/SLTC/pandemicinfluenza/
pandemic_health.html.

Emergency Medical Services
Emergency Medical Services and Non-Emergent 

(Medical) Transport Organizations Pandemic 
Influenza Planning Checklist: http://www.
pandemicflu.gov/plan/healthcare/emgncymedical.
html.

Interim Guidance for Emergency Medical Services 
(EMS) Systems and 9-1-1 Public Safety Answering 
Points (PSAPs) for Management of Patients with 
Confirmed or Suspected Swine-Origin Influenza 
A (H1N1) Infection: http://www.cdc.gov/h1n1flu/
guidance_ems.htm.

Interim Guidance for Cleaning Emergency 
Medical Service (EMS) Transport Vehicles during an 
Influenza Pandemic: http://www.pandemicflu.gov/
plan/healthcare/cleaning_ems.html. 

Managing Calls and Call Centers during a Large-
Scale Influenza Outbreak: Implementation Tool: 
http://www.cdc.gov/h1n1flu/callcenters.htm. 

Medical Offices and Clinics
Medical Offices and Clinics Pandemic Influenza 

Planning Checklist: http://www.pandemicflu.gov/
plan/healthcare/medical.html. 

10 Steps You Can Take: Actions for Novel H1N1 
Influenza Planning and Response for Medical 
Offices and Outpatient Facilities: http://www.cdc.
gov/h1n1flu/10steps.htm.

Obstetric Settings
Considerations Regarding Novel H1N1 Flu Virus 

in Obstetric Settings: http://www.cdc.gov/h1n1flu/
guidance/obstetric.htm. 

Outpatient Hemodialysis Settings
Interim Additional Guidance for Infection Control 

for Care of Patients with Confirmed, Probable, or 
Suspected Novel Influenza A (H1N1) Virus Infection 
in Outpatient Hemodialysis Settings: http://www.
cdc.gov/h1n1flu/guidance/hemodialysis_centers.
htm. 

Long-Term Care and Other Residential Services
Long-Term Care and Other Residential 

Facilities Pandemic Influenza Planning Checklist: 
http://www.pandemicflu.gov/plan/healthcare/
longtermcarechecklist.html. 

Home Health Care
Home Health Care Services Checklist: http://

www.pandemicflu.gov/plan/healthcare/healthcare.
html.

Home Care Guidance: Physician Directions 
to Patient/Parent: http://www.cdc.gov/h1n1flu/
guidance_homecare_directions.htm. 

Home Health Care During an Influenza 
Pandemic: Issues and Resources: http://www.
pandemicflu.gov/plan/healthcare/homehealth.html. 

Pathology / Clinical Laboratory
Post-mortem Care and Safe Autopsy Procedures 

for Novel H1N1 Influenza: http://www.cdc.gov/
h1n1flu/post_mortem.htm. 

Interim Biosafety Guidance for All Individuals 
handling Clinical Specimens or Isolates containing 
2009-H1N1 Influenza A Virus (Novel H1N1), 
including Vaccine Strains: http://www.cdc.gov/
h1n1flu/guidelines_labworkers.htm. 

Educational Institutions
School Planning web page (provides links to 

numerous resources): http://pandemicflu.gov/plan/
school/index.html.

Correctional Institutions
Correctional Facilities Pandemic Influenza 

Planning Checklist: http://www.pandemicflu.gov/
plan/workplaceplanning/correctionchecklist.html. 

Interim Guidance for Correctional and Detention 
Facilities on Novel Influenza A (H1N1) Virus: http://
www.cdc.gov/h1n1flu/guidance/correctional_
facilities.htm.

Respirator use should be in the context of 
a complete respiratory protection program in 
accordance with Occupational Safety and Health 
Administration (OSHA) regulation 29 CFR 
1910.134, Respiratory Protection: https://www.
osha.gov/pls/oshaweb/owadisp.show_document?p_
table=STANDARDS&p_id=12716. Information 
on respiratory protection programs and fit test 
procedures can be accessed at http://www.osha.gov/
SLTC/etools/respiratory. Staff should be medically 
cleared, fit-tested, and trained for respirator 
use, including: proper fit-testing and use of 
respirators, safe removal and disposal, and medical 
contraindications to respirator use. Additional 
information on N95 respirators and other types of 
respirators certified by NIOSH may be found at: 
http://www.cdc.gov/niosh/npptl/topics/respirators/
factsheets/respfact.html and at http://www.fda.
gov/cdrh/ppe/masksrespirators.html. A complete 
listing of NIOSH-approved disposable particulate 
respirators (filtering facepieces) by manufacturers/
suppliers and model numbers may be found at 
http://www.cdc.gov/niosh/npptl/topics/respirators/
disp_part/. 
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