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Nevada Nurses
Association Annual
Convention
SEPTEMBER 22 & 23, 2008
You may register online
Nurse to Nurse: Communication Diversity
and

Monday, September 22, 2008
Tuesday, September 23, 2008
Orleans Hotel, Las Vegas
The 2008 NNA Convention will be held in
conjunction with the UNLV School of Nursing’s Second
Annual Multi-cultural Conference. As with the Inaugural
Multi-cultural conference held in 2007, NNA will co host
this conference with the Hispanic Nurses association, the
Philippine Nurses Association and the Southern Nevada
Black Nurses Association.
This conference will provide a forum for understanding
personal communication styles and how it effects your
cultural and generational interactions.
Obtain all the information and you may register online
by visiting the conference Web site for additional details:
http://nursing.unlv.edu/diversity_2008.html
Vendor and other interested parties can go to the website
and download sponsor forms etc or may contact: Mary
Bondmass: mary.bondmass@unlv.edu Tel: 702-895-3418.

NNA Convention
Sept. 22-23
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NNA to Study Patient Advocacy
Experiences of Nevada Nurses
Lisa Black, PhD, RN
In the wake of the recent Hepatitis C outbreak linked
to unsafe injection practices at one or more outpatient
endoscopy centers in Southern Nevada, the Legislative
Committee on Health Care requested testimony from the
Nevada Nurses Association (NNA) that addressed the
role of the Nevada Nurses Association in addressing these
tragic events. The Nevada Nurses Association was asked to
respond to two key questions before the health committee:
(1) What actions had the NNA taken to address the cases of
HCV transmission in Southern Nevada, and (2) What general
recommendations did the NNA have that might prevent such
an event from recurring in the future.
Lisa Black, PhD, RN provided testimony to the
Legislative Committee on Health Care on behalf of the
Nevada Nurses Association on April 21 and May 6, 2008.
Dr. Black clarified the role of the NNA, which is to advocate
for the profession of nursing. Testimony by Debra Scott,
MS, RN, Executive Director of the Nevada State Board of
Nursing (NSBN) further clarified that it is the role of the
NSBN to take action to protect the public. Ms. Scott further
discussed actions that have been taken thus far by the NSBN
to address this issue as it relates to nurses who were involved
in the care of patients treated at the endoscopy centers in
question.
During these committee meetings, the Nevada Nurses
Association recommended that the Legislative Committee
on Health care revisit existing law that was passed during
the 18th special session of the Nevada legislature (2002)
that provided very limited protections to Nevada nurses who
report unsafe healthcare practices. While the 2002 language
that was added to NRS 449 was an important first step,
existing Nevada law is lacking in several ways that limit the
ability of Nevada nurses to advocate for the safety of patients.
Specifically, the existing statute addresses only reports to the
Board of Medical Examiners, reporting of sentinel events,
and cooperation with governmental investigations. Many
situations exist in which a nurse or health care worker may
need to report unsafe practices that are not addressed in
existing law. The Nevada Nurses Association recommended
that existing law be strengthened to address areas that are
lacking as outlined in the testimony that was presented to

CODE OF ETHICS FOR NURSES
Educators, nurse managers and any nurses will find ANA’s new guide to the
Code of Ethics for Nurses a powerful tool for teaching students and employee
how to apply the values in the Code of Ethics to professional practice. In
this complex and changing healthcare environment it is critical that nurses
understand the purpose, theory and implications of ethics in their nursing
practice. The publication is available on the website: www.nursebooks.org

the Legislative Committee on Health Care. Copies of NNA
testimony presented to the legislative committees can be
viewed on the NNA website (www.nvnurses.org).
At the request of Assemblywoman Sheila Leslie,
Chairwoman of the Legislative Committee on Health Care,
the Nevada Nurses Association will be conducting a study
to collect data to present to the 2009 legislature regarding
the experience of Nevada nurses who have reported or felt
they should have reported unsafe patient care situations. A
randomized sampling of Nevada Registered Nurses will be
selected to participate in this study. If you receive a survey,
PLEASE take the time to respond—it is vital that your
experience be reflected in the data that will generate
the results of this study. These findings will be presented
to the legislature in the spring of 2009 to support enhanced
legislative protections for nurses who advocate for patient
safety by reporting events that may cause patient harm.
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Article Guidelines for the RNFormation
Nevada Nurses Association welcomes original articles
related to nursing for publication in the RNFormation.
Format and Submission
Articles should be word-processed as Word documents
in 10 or 12-point font, single or double-spaced. There is
currently no limit to the length of the article. Include the
title of the article and headings if applicable. Author’s
name should be placed after the title with credentials,
organization and/or employer and contact information.
Authors must identify potential conflicts of interest,
whether of financial or other nature and identify any
commercial affiliation if applicable.
All references should be listed at the end of the article.
Pictures in black and white or color are encouraged
and may be sent as a jpeg. file as an email attachment
or on disc. Be sure to spell check and grammar check
your article, any website addresses, references or phone
numbers. It is recommended you have a colleague
review your article before submission.
Prepare the article as a Word document and attach it to
an email to nna@nvnurses.org; state on–subject line–
“article for RNF.” If you do not have Word, try pasting
the text of the article directly into the body of the
email. You may also mail the article on disc in a Word
document to RNFormation, Nevada Nurses Association,
P.O. Box 34660, Reno, NV 89533.
Nevada Nurses Association does not support
strikebreaking nurses and does not accept articles on
behalf of such. Articles appearing in this publication
express the opinion of the staff, board or membership of
NNA. Authors are not required to be members of NNA.
If you have any questions call the NNA office at 775
747-2333 or email nna@nvnurses.org.
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NNA Mission Statement
Goals & Objectives
Adopted by the membership of the
Nevada State Nurses Association December 2004
MISSION
The mission of the Nevada Nurses Association is to advocate for the profession of nursing,
representing the collective voices of registered nurses.
GOAL
1. Promote and uphold excellence and integrity for the profession of nursing.
2. Educate and advocate for accessible, affordable, quality health care for clients/consumers.
OBJECTIVES
Sustain our leadership role that actively supports individual nurses in their professional practice.
a) Educate nurses about professional practice advocacy.
b) Provide a proactive presence in legislative and regulatory activities for health related issues.
c) Participate with consumer and health care groups in establishing health care policy.
d) Encourage, promote and support political candidates who have demonstrated support of the
mission, goals, and objectives of the Nevada Nurses Association.
e) Be a strong, proactive presence in working with local, state, and national regulatory
agencies involved in health care.
f) Collaborate with programs of higher education for nurses to enhance the image and
integrity of the profession.
g) Promote nursing as a career option for men, women, and minorities targeting the
elementary, secondary, and postsecondary educational settings.
BOARD OF DIRECTORS
Pam Johnson nnapam@sbcglobal.net. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . President
Tracy L. Singh, RN, JD nna@tlsinglaw.com. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . President Elect
Lorraine Bonaldi-Moore RN, BSN, PHN lkbonalidi@hotmail.com. . . . . . . . . . . . . . . .  Secretary
Karen Fontaine kfontaine95@yahoo.com. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Treasurer
Nancy Menzel, PhD, APRN, BC nancy.menzel@unlv.edu . . . . . . . . . . . . . . . . . . . . . . . .  Director at Large
Mary Bondmass mary.bondmass@unlv.edu. . . . . . . . . . . . . . . . . . . . . . . . . . . . . Director at Large
Janet Bryant janandedwin@msc.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Director at Large
Beatrice Razor etbetty@sbcglobal.net . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . President, District 1
Martha Drohobyczer marthadrohobyczer@yahoo.com. . . . . . . . . . . . . . . . . . . . . . . . President, District 3
Susan VanBeuge susanvanbeuge@hotmail.com. . . . . . . . . . . .  APN Co-Chair, Southern Nevada
David Burgio breno44@gmail.com. . . . . . . . . . . . . . . . . . . . . . . APN Co-Chair, Northern Nevada
Diane Mae Long. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Chair, E&GW Committee
Vacant. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Retired Nurses Committee Chair
Kathy Ryan yank006@hotmail.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Nomination Chair

RNFORMATION is the official publication of the Nevada Nurses Association. Published by the
Nevada Nurses Association, PO Box 34660, Reno, NV 89533, (775-747-2333) Email: NNA@NVNurses.
org, Web site: www.nvnurses.org. Indexed in the Cumulative Index to Nursing and Allied Health
Literature and International Nursing Index and is published quarterly.
Editorial Staff
Editor: Beatrice Razor RN, BSN, CWOCN etbetty@sbcglobal.net
Cathy Dinauer RN, MSN
Eliza J. Fountain RN, BSN
Beverly G. Cleff EdD, APN
Susan Knisely RN, MBA
Lillian Gonzalez BSN, RN
Mary Mackenzie
Wallace J. Henkelman
Denise S. Rowe MSN, RN, MSN, RN FNP-C
FOR ADVERTISING RATES AND INFORMATION CONTACT THE ARTHUR L. DAVIS
AGENCY, P.O. BOX 216, CEDAR FALLS, IOWA 50613, 319-277-2414. THE NEVADA NURSES
ASSOCIATION AND THE ARTHUR L. DAVIS AGENCY RESERVE THE RIGHT TO
REJECT ADVERTISING. Responsibility for errors in advertising is limited to corrections in the next
issue or refund of price of advertisement.
The printing of advertisements does not imply endorsement or approval by NNA of the products
advertised, the advertisers, or the claims made. NNA 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.
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Communication Letters, Email, Phone
Nursing Students’ Dilemma
My mom, who is a long-term care RN, receives your
newsletter regularly and as a nursing student in CSN West
Charleston, I get to read it for free. I just want to say that
this edition is more informative especially the part titled
"News You Can Use" so I'm hoping you guys can keep this
up.
Also, my classmates are interested in this newsletter and
it's written in the front page that it's free for students; but
when I look at the application in the back, it states "reduced
cost" so I just want to clarify that.
Thank you,
Ivy
Editors note: Thank you for the nice words. On your
comment of ‘reduced rate’; only an RN may belong to
NNA, the reduced rate is for RN who is “student’ for
advanced degree. The nursing schools receive a bulk
mailing of the newsletter to distribute to their students (the
school state the number of newsletter to receive)
Pick up the book and read
Thank you for the interesting book
review in the May/June/July RNformation
(Silence to Voice). I have read some of Ms.
Gordon's previous works, so your review
caught my eye. I have been an RN for 31
years. It's been an interesting spiritual
journey for me. I now work in the area of
hospice as an RN case manager. Part of
the reason I love my current job is that I
have a great deal of autonomy. I am the
liaison between the patient and family and
our medical director, who is much too busy to get out and
see all our patients. In fact, she meets very few of them.
My role as patient advocate and case manager includes
symptom management. In providing this service, I must be
knowledgeable about drugs and their indications and side
effects, receptive, articulate, patient, and intuitive. Many
times I tell the family that I make recommendations to
our medical director, who trusts my years of experience
and knowledge, and that she almost always approves my
actions. I am prohibited by law, of course, from prescribing
medications, but my recommendations are very helpful and
almost always right on target.
It has taken me many years to feel comfortable using
some of the language suggested in the chapter, Presenting
Yourself as a Nurse, but I now use it all the time. It
empowers me and it comforts the family to know that
I know what I'm doing. Another technique I use is that I
tell patients and families that the team of professionals
who come into their homes at this sad and sometimes
frightening time of their lives has many years of experience
in the field of death and dying. I may have years of
professional health care experience behind me, but so do
the team members with whom I work!
So, once again, thanks for the review. I will pick up the
book soon to read it. I only hope that younger, newer nurses
feel sufficiently empowered and confident to use some of
that language which, when I first entered nursing in 1976

would've probably been quite unacceptable, especially if
there was a physician around to hear it!
Paula Schneider, Gardnerville
Thanks for the inspiring testament. In my view, Hospice
Nurses are the ultimate nurses.
You hit the nail on the head when you stated that
"it comforts the family to know that I know what I'm
doing." It speaks to the importance of the book. Exuding
confidence is not about being pompous or self-serving.
It's about bringing a sense of comfort and confidence
to patients and their families during times of acute
vulnerability.
New nurses stand a much better chance of "getting
it" sooner than we did if we continue to role-model the
behaviors described in the book.
Thanks again, and my compliments for enduring in a
profession that has such intense high's and lows.
Lily Gonzalez
Better Ways
I noted that you only speak to one of
eight different parts of the article you
reviewed. (Mandatory Hospital Nurse to
Patient Staffing Ratios: Time to Take a
Different Approach)
The gist of the article, produced
by a well educated RN, not a chief
financial officer, is that there are better
ways of identifying the correct number
of patients a nurse may be assigned.
Having worked in both med/surg and
hospice I have noted that good charge nurses take into
account whether the patient is a "walkie/talkie" with
a high level of self care versus a "needy" which is closer
to full care by the nurse when making assignments. Poor
charge nurses simply divide the number
of patients by number of nurses present
for duty. Mandatory patient ratios is
essentially congressional mandate of the
second style of assignment.
John Buehler-Garcia AAS, BS, BSN,
RN
You are absolutely correct in your
assessment both of my review and the
gist of the article. A good charge RN
can make the difference between good
assignments and bad ones. But in my
experience after working in 35 facilities and clinics across
the U.S., hospital management cannot be trusted to do the
right thing. Push comes to shove; they will almost always
err on the side of profits.
While I absolutely agree that mandated ratios is not the
best way to keep patients and nurses safe, it is better than
no ratio laws at all. Perhaps I should have included this
thought in my writing.
In my view, the solution to ultimate ratios is to allow the
market to do its thing. Imagine if nurses worked together
as independent groups similar to the way physicians work.

If we could charge insurance companies and Medicare
per patient, nurses could work as much or as little as they
want. In other words, ambitious, energetic nurses could
take on 8 patients, while semi-retired nurses could take
on one or two. The more patients you care for, the more
income. By working in groups, nurses could take turns
sleeping at night, the way physicians do.
Recent RNFormation Issue
I wanted to take a minute to let you know how much I
enjoyed the most recent newsletter, May, June, July. It was
just loaded with useful and interesting articles. Thanks so
much.
I've watched this newsletter evolve over the past few
years. I look forward to reading it each and every time it
arrives. There is a web site I visit almost every week and
it's called EurekAlert! Take a look. I pull off the most
interesting information, usually even before the Appeal
writes it up for the paper. Much of what
is there is not of great interest to me, but
almost every week I can find one jewel.
It's like looking for Easter eggs!
http://www.eurekalert.org/pubnews.
php
Anyway, good job. Thanks for the
hard work that I know it takes to put
together this publication every quarter.
Having served as editor for newsletters
in the past, one being the Florida School
Health Association newsletter, I know
how much work it takes!
Paula Schneider, Gardnerville
RN PIN
How may I obtain the ANA pin shown on the front of
the May RNFormation?
Editor: It is available on the ANA website: www.
nursingworld.org
click: ANA marketplace,- national nurses weeks
products- NNWcatalog, - RN/Team/items
Enjoy it is a beautiful Pin.

• Page 4 • Nevada RNformation

Powerful
Professional
Nursing Practice
Understanding power and learning how to use it can
shape your practice and make a difference in your life
and profession
Nurses who have developed a powerful nursing
practice...
• Acknowledge their unique role in the provision of
patient and family centered care
The emphasis on relieving the burden of disease and
helping patients cope establishes nurses in a powerful
position
• Commit to continuous learning through education,
skill development, and evidence-based practice
Knowledge and expertise are an essential component
that leads to increased power
• Demonstrate professional comportment and
recognize the critical nature of presence
Your behavior, how you carry yourself, self
confidence is linked to power & credibility-how you
work with others
• Value collaboration and partner effectively with
colleagues in nursing and other disciplines Not
competition or acquiescent, but you have opinions
and perspectives that are sought by others-as an
expert and leader in a team or partnership
• Actively position oneself to influence decisions and
resource allocation
Volunteer for committees, learn and provide direction
and information about decisions affecting nursing
practice
• Strive to develop an impeccable character; to be
inspirational, compassionate, and have a credible,
sought-after perspective (the antithesis of power
as a coercive strategy)
Grounded in values and principles that you share
and guide you with compassion—listens to others
opinions
• Recognize that the role of the nurse leader is
to pave the way for nurses’ voices to be heard
and to help novice nurses develop into powerful
professionals
Fosters other nurses professional development,
mentor and enhance the power of other nurses
• Evaluate the power of nursing and the nursing
department in organizations they enter by
assessing the organization’s mission and values
and its commitment to enhancing the power of
diverse perspectives
Be a part of a facility that values diversity and
respects nursing values
KEY: Knowledge, self-confidence, relationships with
nurses and patients/families can affect your power base
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State of Nevada
Nevada’s Ranking in Federal Funds?
Editors note: I asked Senator Washington about an
article in the newspaper; believe his response will be of
interest to all. Thank your Senator for permission to
print. Betty
I am writing in response to your e-mail dated May 8,
2008, in which you asked for my response regarding an
article written in the Reno Gazette Journal dated April
29, 2008. This article, written by Steve Timko, discussed
Nevada’s ranking in federal funds received. The article
noted that Nevada ranked last in federal money returned
per capita to the State in 2006-2007, with much of the
discrepancy in the funding for Medicare and Medicaid.
Medicare is a federal program that is funded totally by
the federal government. Consequently the federal funds
that come to Nevada are dependant upon the number of
aged and in some cases, disabled people in the State and
not on any action taken by the State. Medicaid, on the
other hand, is a state and federal partnership, with the state
determining eligibility and which groups will be covered.
Medicaid funds from the federal government must be
matched with State funds on approximately a 50 percent

basis, so the amount of federal funds that come into the
State is dependant on the funds asked for by Nevada’s
Executive Branch and appropriated by the Legislature.
This is true of much of the federal funds that come into the
State.
During the 2007 Legislative Session, the Legislature did
vote to expand Medicaid programs but due to the economic
downturn over the past year, we were not able to implement
the expansion and in fact had to cut some existing services.
As you know, the Nevada Legislature has a strong sense
of fiscal responsibility. We try to protect our taxpayers,
particularly in tough economic times such as we are facing
today. Federal funds require a commitment of state funds
and many of us are not willing to ask our constituents to
carry the burden of increased taxes. It may interest you to
know that of the funds that do not require a state match,
Nevada was ranked 8th for “earmarked” funds in the same
fiscal year appropriations.
I trust this information will be helpful to you. Please
contact me if I can be of further service.
Maurice E. Washington, Nevada State Senator, Washoe
County Senatorial, District No. 2
E-mail Address(es): mwashington@sen.state.nv.us

Regulations changes—
NV State Board of nursing
• New regulation to protect the title of "nurse"
• Changes the definition of "contact hour" to conform with
national regs (one CH is now 60”)
• Completes definition of term "nurse midwife"
• Removed some hurtles for RN licensure in NV
• NVSBN to receive the cost of capturing fingerprint
transmission
• Reduce the number of hours CNA must have to work in
previous two years to renew
• Clarify the information of an APN in a collaborative
agreement with MD
• Bring reg in conformity to 2007 bill - BSN faculty
• Better direction to schools on nursing curriculum
• A RN must act as coordinator for an approved program
• Nurse or CNA may not discriminate based on a patient’s
sexual orientation defines unacceptable behavior
The following proposed regulations are in the hearing
process.
• Clarification—definition of "in the process of obtaining
accreditation"
• Type of documentation acceptable to prove attendance at
Cont Ed
• Who can delegate to an LPN
• Remove unnecessary requirements for Cont. Ed
• Explain steps to full approval for nursing education
programs
• Clarify type of information needed on application to
nursing program—informed choices

• Importance the NV school; of nursing curriculum are
consistent with national standards
• Creates an opportunity for private LPN nursing
education
• Clarify Ed experience needed by admin of nursing Ed
programs
• Identify responsible nurse for safety notification to
NVSBN
• Students to have clear rights in the process of policy
change and notification of students by faculty
• Reduce cumbersome wording for LPN ed. The RN
requirements for Ed are updated for tech, regulation and
evidence based nursing practice
• The amount of clinical nursing Ed is not changed
without NVSBN review
• Clarify that innovative nursing Ed programs need
NVSBN approval
• Separations of term abuse and neglect as very different
unprofessional conduct
Check the Nevada State Board of Nursing web site for
in-depth information: www.nursingboard.state.nv.gov
Editors Note: A NURSE IS A NURSE WITH A
LICENSE!
The regulation about the use of the title ”Nurse” could be
clearer,
I received the following information from Debra Scott that
this means that "nurse" is a protected title:
NRS 632.315 Practicing or offering to practice nursing
without license unlawful; enforcement.
1. For the purposes of safeguarding life and health and
maintaining high professional standards among nurses in this
State, any person who practices or offers to practice nursing in
this State shall submit evidence that he is qualified to practice
and must be licensed as provided in this chapter.
2. Any person who:
(a) Practices or offers to practice nursing in this State or uses
any title, abbreviation, sign, card or device to indicate that he
is practicing nursing in this State unless that person has been
licensed pursuant to the provisions of this chapter; or
(b) Does not hold a valid and subsisting license to practice
nursing issued pursuant to the provisions of this chapter who
practices or offers to practice in this State as a registered nurse,
licensed practical nurse, graduate nurse, trained nurse, certified
nurse or under any other title or designation suggesting that
he possesses qualifications and skill in the field of nursing, is
guilty of a misdemeanor
3. The Executive Director of the Board may, on behalf of
the Board, issue an order to cease and desist to any person who
practices or offers to practice nursing without a license issued
pursuant to the provisions of this chapter.
4. The Executive Director of the Board shall forward to
the appropriate law enforcement agency any information
submitted to the Board concerning a person who practices or
offers to practice nursing without a license issued pursuant to
the provisions of this chapter.
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State of Nevada
What if....
Debra Scott, MSN, RN, APN, Executive Director
Nevada State Board of Nursing
...you are aware of healthcare practices that
compromise patient safety?
...you are aware of problem related to a healthcare
provider’s professional practice?
...there is problem with the practice of a specific
APN, an RN, an LPN, or a CNA who is licensed/
certified in Nevada?
...there is a problem with substandard practice in a
facility or an agency?
...there is a problem with a physician, a physician
assistant, or a practitioner of respiratory care?
Specific to nursing, you are a mandated reporter based
on NRS 632.472 and you have immunity from civil liability
for reporting in good faith. This is not news to you, but
information about the “how to report” may be helpful.
Let’s begin with what to do if you are aware of healthcare
practices that compromise patient safety. First and foremost,
begin by writing down your concerns. Answer the questions:
who, what, where, when, and how. The answers to those
questions will determine your next action.
Who’s the “Who”
If the “who” is an APN, CRNA, RN, LPN, or CNA,
your first line of inquiry is to confront the behavior. Ask
the hard question, “What are you doing?” If the answer
does not fit with what you believe to be within the standard
of practice, inform the person that you are contacting your
supervisor for further clarification. . .and then, immediately
contact your supervisor. If you are not satisfied with your
supervisor’s intervention into the situation, go above her
head, ultimately to the director of nurses (chief nurse). If
the conduct continues, file a complaint with the Nevada
State Board of Nursing.
A complaint form is located on the Board’s website,
www.nursingboard.state.nv.us. Directions are included
with the form. You will continue to be held accountable for
mandatory reporting until the conduct ceases or you have
made a formal complaint to the Board. Keep your original
documentation of the incident for future reference and

Interested in a Career with
the Nevada State Board of
Nursing?
The Board is seeking qualified applicants for the
following position: Nurse Investigator
The Nevada State Board of Nursing is looking for a
registered nurse investigator, half-time position in the
Reno office. Must have an active, unencumbered Nevada
RN license with a minimum of two years of clinical
experience, BSN preferred. Requires excellent critical
thinking, organizational and interpersonal skills. Must
have a thorough knowledge of core nursing practices and
principles, and the ability to communicate effectively
verbally and in writing, and possess working knowledge
of word processing software. For consideration, please fax
current resume and cover letter to Chris Sansom, BSN, RN,
Director of Operations, at (775) 688-2628.

Nevada 2-1-1 - -

Free Information on Critical
Health and Human Services
"2-1-1 is an easy-to-remember telephone number that
connects callers to free information about critical health and
human services available in their community . . . During this
initial introduction phase, service will be available from 8
a.m. to midnight, Monday through Friday, excluding holidays.
Extended days and hours will be developed/enhanced as
additional funding becomes available . . . Information and
referrals are always available online, at www.nevada211.org.
As a collaborative effort, United Way of Northern Nevada
and the Sierra is administering the community database, and
United Way of Southern Nevada is maintaining the website.
This ensures a statewide partnership.

always include the chain of command that you utilized in
your attempts to rectify the situation.
If the “who” is your director of nursing, and you have
previously voiced your concerns to him/her about the
nursing care delivered in your facility to no avail, you may
need to report directly to the NSBN. Chief Nurses are held
accountable for management and supervision of personnel,
establishing the scope of practice, policies and procedures
which are being followed, verification of competence, and
creating a safe and effective system for the delivery of
nursing care as stated in NAC 632.224.
Again, documentation is key. Keep information about
when and how you communicated your concerns to your
director of nursing and what you actually communicated.
Written communication is essential.
If the “who” is a physician, or any other regulated
healthcare professional, utilize the same process as you
would with a nurse—ask the hard questions and utilize
your chain of command as it pertains to the specific
healthcare professional. Reporting the conduct of a
healthcare professional outside of nursing may require
accessing a different chain of command, but you always
retain the responsibility of reporting misconduct related
to patient safety. Again, if the conduct continues, file a
complaint with the appropriate regulatory board.
For physicians, physician assistants, and respiratory
therapists, contact the Board of Medical Examiners at
http://medboard.nv.gov/. For dentists, contact the Board of
Dental Examiners. For social workers, contact the Board of
Examiners for Social Work. For a list of all Nevada State
Boards and the individuals they regulate, go to http://www.
nv.gov/Boards.htm.
If the “who” is a facility or agency, or unprofessional
conduct runs rampant throughout the providers in a
facility or agency, contact the Bureau of Licensure and
Certification (BLC). The BLC takes anonymous complaints
or complaints over the telephone, as well as the usual
written complaints. The BLC is responsible for licensing
all medical facilities in Nevada. Contact information is:
BLCweb@health.nv.gov or at either of their offices:

1550 East College Parkway
Suite 158
Carson City, Nevada 89706
Phone (775) 687-4475
Fax (775) 687-6588

4220 South Maryland
Parkway
Suite 810, Building D
Las Vegas, Nevada
89119
Phone (702) 486-6515
Fax (702) 486-6520

If you need more guidance, you may also contact the
Governor’s Office of Consumer Health Assistance at
(888) 333-1597.
THE “WHAT, WHERE, WHEN, AND HOW” OF
DOCUMENTATION
It really comes down to what we all learned in nursing
school—if it’s not documented, it didn’t happen. This refers
even to documentation outside of the patient’s medical
record. Keep your own documentation in the form of
dates, times, names of witnesses who can testify to the
facts, sign-in sheets for inservices, policies and procedures,
and exactly what you saw, heard, or experienced. When
the time comes to show the process you went through to
address whatever unsafe situations or practice concerns
you were aware of, you will have a personal record to show
what you did to intervene. It has been my experience that
no nurse who brought to light unsafe practices has ever
been disciplined by the Board where there was evidence to
prove that the actions she took were those that a reasonable
and prudent nurse would have taken in a similar situation.
Remember, documentation of the process you have gone
through to report the unsafe practices is essential. Nurses
are patient advocates first. We are the frontline for
protecting our patients from professional misconduct.
Editor’s Note:
Thanks to Debra Scott for a thorough message that
gives nurses useful information on reporting and the
what to do to protect themselves and be true patient
advocates.

• Page 6 • Nevada RNformation

August, September, October 2008

State of Nevada
Procedural Crisis in Nevada and Possibly Elsewhere: Back to Nursing 101
Darla Burrow, MBA, Executive Director
Nevada Hepatitis C Task Force and
Bill Remak, B.Sc.M.T.;B.Public Health, SGNA, Chairman,
National Association of Hepatitis Task Forces and
California Hepatitis CTask Force
Summary of the Crisis
In January 11th it was announced to the media by the
Southern Nevada Health District that there were 40, 000
patients exposed to infectious disease i.e. Hepatitis B &C
and HIV by endoscopy clinics in Las Vegas that were
using unsafe medical practices since March of 2004.
Letters were sent out to the clients that had procedures
during that time that they may have been exposed to these
diseases and to consult their doctor. What investigators
found was that syringes and multiple use vials were being
re-used on other patients during anesthetic procedures.
Within a week all five clinics were closed pending further
investigation. Since then several state legislative hearings
have been held to hear testimony of investigating officials
and patients of which we participated. We have held Town
Hall meetings to answer question and dispel fears that the
general public may have regarding possible infections.
Electronic digital billboards, 7 in Las Vegas and 6 in
Reno are presenting information about where to access
answers to their questions. Patients are being advised
that only one needle, one syringe and only one vial, is
only for “me.” This message is being instilled into the
minds of consumers throughout the state. The nurses and
technicians that administered the procedures unsafely have
surrendered voluntarily their license to practice into the
Health Department Board of Licensing. If it can happen in
Nevada in the United of America, can it happen elsewhere
in the modern world? Have our quality of medicine stooped
to below what we find in third world counties?
Public concerns
What is the fate of the consumers of healthcare? How
safe are they? How are they going to ensure that they are
in no danger from the people they trust? Their concerns
are that the patients do not understand the conditions and
illnesses that they may have been exposed to. How do
they now cope with potential future financial obligations

to deal with new exposures? Who will pay for it? Some
people think that they are now going to die and are beside
themselves in panic.
Medical Concerns
People are afraid to have any medical or dental
procedures performed regardless of assurances given to
have a provider they can trust. Trust is a key issue that the
patients have difficulty getting past when such an outbreak
is looming.
Professional Training concerns
Are the nurses and technical staff getting the proper and
adequate training in blood borne pathogens and universal
blood precautions? Are the manufacturers labeling the
devices being used that come in contact with patient’s
fluids properly in these situations common sense should
prevail and that staff should refuse to follow any policies or
instructions that clearly violate what has been taught.
Whistle Blower Protection
All staff must be aware of their legal rights and
understand the whistleblower rights in their state. If they are
insufficient to allow a nurse to report without consequences
inadequacies in healthcare of healthcare delivery then they
should advocate for better protection and go to their boards
or legislators for better rules. There is strength in numbers
and no patient should endure unsafe practices for fear of
reprisals to staff members who report. In Las Vegas, clinic
staff told inspectors they had been ordered by management
to reuse the vials and syringes.
Bureaucratic Enforcement of Quality Performance
Standards
The licensing and investigation section of our sate health
departments are often under funded and overwhelmed by
staff that are not fully qualified in all aspects of what they
are supposed to be monitoring. Furthermore the workload
at times requires much traveling and often they are unable
to meet their own requirements regarding the frequency of
their inspections. This allows possible violations to creep
in during these intervals by new employees at the facilities
being surveyed. We have also heard claims that qualified

Foreclosure Equals Income:
Beware of IRS Form 1099-C
by: Tracy L. Singh, Esq.
Nevada was recently ranked first in the nation for
foreclosure rates. One in every 54 households received a
foreclosure filing in the first quarter this year. California
ranked second with one in every 78 and Arizona ranked
third highest with one in every 95 households receiving
a foreclosure filing. Chances are someone you know has
at least been threatened with the loss of their home to
foreclosure.
For some, foreclosure is the worst possible thing that
could happen to them. The loss of one’s home can be a
devastating experience. On the other hand, there are people
who view foreclosure as an easy way out. Believe it or not,
some homeowners are simply walking away from their
existing home to purchase a similar home across the street
for a much lower price, deciding in advance to allow their
original home to go into foreclosure.
Whether foreclosure is by choice or by happenstance,
many homeowners are not aware of the hidden tax
consequences of foreclosure. When homeowners lose their
property to foreclosure, the mortgage lenders will likely
try to sell the property to pay off the loans. In many cases,
the properties will be up-side-down. In other words, more
is owed on the mortgage than the property is worth. The
banks will then have no choice but to sell the properties at
a loss. The original homeowner will technically still owe
the bank for the residual balance.
When the banks are not able to recover the balance
owed on the mortgage from the original homeowner due
to foreclosure, they will write off the balance as a loss.
Once the banks write off the balance owed, the debt will
be cancelled. At that point, the lending institution will
be required to issue the original homeowner a 1099-C,

“Cancellation of Debt.” A 1099-C will be issued regardless
of whether or not the banks have the current address of the
homeowners. In many cases, homeowners will not know
a 1099-C had been issued until after their taxes have been
filed and they receive a deficiency notice or even worse,
they are audited by the IRS.
When homeowners receive a 1099-C, or their debts
are forgiven, they are required to report the forgiven
debt as income on their tax returns. If not, there will be
a discrepancy with the IRS and the taxpayer will then
owe penalties and interest for the unpaid taxes. It is the
taxpayer’s responsibility to report all forms of income
to the IRS. Not receiving (or ignoring) a 1099-C will not
prevent the taxpayer from owing income taxes or penalties.
Following a foreclosure, many people may choose to
file bankruptcy in order to “get a fresh start.” The problem
is many people will not receive their 1099-C until after
bankruptcy is filed. Unless your attorney is aware of the
forgiven debt and/or anticipates the receipt of a 1099-C,
this amount will not be included in the bankruptcy filing
and must still be reported as income. Timing is crucial
when filing for bankruptcy and attempting to discharge
debt or tax liabilities.
In order to qualify for bankruptcy, all debts and assets
must be disclosed to prove insolvency. If your income
and assets are more than your debts, the Bankruptcy
Court Trustee will file a motion to dismiss your claim for
Bankruptcy. If you are facing a possible foreclosure, or
have considered filing for bankruptcy or both, first see
an attorney for legal advice on how to best protect your
interests and your rights. For consultations, questions or
referrals, or if you have additional questions or comments
regarding this article, please call Law Offices of Tracy L.
Singh, LLC any time at (702) 444-5520.

personnel to man the state licensing offices are difficult to
find and hire. I have personally seen no evidence of that.
One issue that must be resolved is that the health
workers in any state have the ability to renew their licenses
in a timely manner and that there is full transparency
about the performance of the offices, clinics, facilities and
hospitals they work in. Not only the professionals in the
community but also the consumers must have confidence in
the process so that there is a renewed faith and trust in the
system of oversight. We would like to see an increase in the
requirements for re-certification on issues of occupational
hazards and infection control in order to increase hygienic
standards overall.
Center for Disease Control and Prevention Response to
Health Emergencies—taxpayer concerns
In recent years the CDC budget has been reduced and
its ability to respond to this kind of situation has been
impaired. This time the CDC was informed quickly after
Nevada investigators were able to connect the dots and
reported the findings. They sent a team within days to
assist the Nevada State Department of Health to complete
investigations and inspections of all institutions in the
state that performed these procedures and the job was
completed in several weeks. Had this outbreak occurred in
several states simultaneously or been larger it would have
strained the resources of the CDC. We support greater
appropriations by congress to the CDC to ensure the safety
of healthcare in our country. Over 30 outbreaks of this
kind have occurred in the United States in recent years
involving infectious diseases but this situation is the largest
in US history. We know that this is the tip of the iceberg.
So that is why we are compelled to encourage an increase
in financial support now and in the future for the CDC to
be able to handle dire health situations when they emerge.
Legal and Justice Issues
At the time of the initial announcement the first reaction
was panic, fear and anger. Many law firms in the region
immediately began broadcasting their services over the
radio and television and in the print media, hoping to pick
up clients. It was ambulance chasing at its worst. Within 72
hours, civil lawsuits, class action and wrongful death suits
were filed and within weeks the public was clamoring for
criminal prosecution of the owners of the clinics and people
involved in the negligent actions. The press also fueled the
fire by giving out distorted information about the diseases
that people were potentially exposed to. There were even
those that called for the governor’s resignation.
Community Response
On the positive side, the state held public hearings to
get the stories from patients themselves and to hear first
hand the anguish they experienced. This helped very much
because it let people know that the government cared and
would do something to help and to set policy and legislation
in motion to insure that this type of situation would not
be repeated. Education seminars for the public and midlevel health providers were planned and provided by the
Nevada Hepatitis C Task Force that gave an opportunity
for specialists to communicate and answer questions about
blood borne infections. This is an ongoing measure and
will continue as a regular program. Blood testing programs
were established and sponsored by the major health plans to
cover the needs of the patients notified by mail and others
concerned about transmission of infections. Information
about these resources was made readily available and
accessible to the general public.
Lessons Learned
That in a profession where we are committed to do
no harm, we must be diligent to errors and bad habits
that we get into and see others do that may at first glance
seem harmless. We should examine and understand the
directions and policies that we follow on a routine basis and
assess any potential possibility of negligence that may have
a risk of the spreading of disease and act accordingly in
response to it. This is how we can best provide a standard
of care, continuity of care and quality that we can be proud
of. Furthermore do not be afraid to alert those coworkers
around you when you have a concern or discuss it with
your supervisor. You may be saving a life. And in the same
token that person is someone’s loved one and could be you.
ANA\C The Nursing Voice—June, July, August 2008
Reprint with permission
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Acute Hepatitis C Virus Infections Attributed to Unsafe
Injection Practices at an Endoscopy Clinic—Nevada, 2007
On January 2, 2008, the Nevada State Health Division
(NSHD) contacted CDC concerning surveillance reports
received by the Southern Nevada Health District (SNHD)
regarding two persons recently diagnosed with acute
hepatitis C. A third person with acute hepatitis C was
reported the following day. This raised concerns about an
outbreak because SNHD typically confirms four or fewer
cases of acute hepatitis C per year. Initial inquiries found
that all three persons with acute hepatitis C underwent
procedures at the same endoscopy clinic (clinic A) within
35--90 days of illness onset. A joint investigation by SNHD,
NSHD, and CDC was initiated on January 9, 2008. The
epidemiologic and laboratory investigation revealed that
hepatitis C virus (HCV) transmission likely resulted from
reuse of syringes on individual patients and use of singleuse medication vials on multiple patients at the clinic. Health
officials advised clinic A to stop unsafe injection practices
immediately, and approximately 40,000 patients of the
clinic were notified about their potential risk for exposure to
HCV and other bloodborne pathogens. This report focuses
on the six cases of acute hepatitis C identified during the
initial investigation, which is ongoing; additional cases
of acute hepatitis C associated with exposures at clinic A
might be identified. Comprehensive measures involving
viral hepatitis surveillance, health-care provider education,
public awareness, professional oversight, licensing, and
improvements in medical devices can help detect and prevent
transmission of HCV and other bloodborne pathogens in
health-care settings.
The objectives of the investigation were to conduct casefinding and review health histories of infected persons, to
determine the source of transmission and implement control
measures, to identify other patients at risk for exposure, and
to assist in development of recommendations to prevent
HCV transmission in health-care settings. Persons with
acute hepatitis C were interviewed, and blood samples were
obtained after these persons gave oral consent. Blood samples
were sent to CDC for testing for HCV genotype at the NS5b
region and phylogenetic relatedness at the hypervariable 1
region (HVR1) to help determine whether a common source
of transmission existed (1). Specimens also were tested
for other bloodborne infections (hepatitis B virus [HBV])
and human immunodeficiency virus [HIV]). Case-finding
activities included SNHD's review of acute hepatitis C
surveillance records, cross-matching of local HCV laboratory
records with clinic A procedure logs, review of medical
records for patients who underwent procedures at clinic A
on the same day as HCV-infected persons, and serologic
HCV, HBV, and HIV testing of staff. An extensive review
of the clinic practices and procedures also was conducted,
including observation of several endoscopic procedures and
endoscopic reprocessing, observation of anesthesia practices,
and interviews with staff members regarding their infectioncontrol practices.
For this investigation, a person was defined as having
health-care-associated acute hepatitis C if he or she 1) had
symptoms of acute hepatitis within 6 months of having a
procedure performed at clinic A during July-December 2007;
2) had laboratory-confirmed HCV infection (antibodies
to HCV [anti-HCV]) by enzyme immunoassay (EIA)
and recombinant immunoblot assay (RIBA) or EIA with
an appropriate signal-to-cutoff ratio for a given assay, or
presence of HCV RNA by polymerase chain reaction (PCR)
in the absence of acute hepatitis A virus (HAV); and 3) did
not have other risks for HCV infection.
In addition to the three persons identified initially,
three other persons were determined to have health-careassociated acute hepatitis C, for a total of six cases diagnosed
during July-December 2007. One of the three cases was
identified by review of surveillance records, another by crossmatching local laboratory records with procedure records at
clinic A, and the third by physician report after the start of
the investigation. The six persons ranged in age from 37 to
72 years; four were female. All had signs and symptoms of
acute hepatitis, including jaundice, abdominal discomfort,
and laboratory evidence of liver inflammation with alanine
aminotransferase (ALT) levels of 552--1,165 units/L.* Four
of the six persons required hospitalization as a result of their
HCV infection.
The six persons with acute hepatitis C had onset of
symptoms in late October 2007 and November 2007, 35-90

days after undergoing procedures at clinic A (Figure 1) and
within the typical incubation period of 15-160 days. None had
significant risk factors for HCV infection and none had other
common exposures. One of the procedures was performed
in July 2007; the other five were performed on the same day
in September 2007. Five persons (four with procedures on
the same day) for whom blood specimens were available at
the time of this report had HCV genotype 1a. The four who
had procedures on the same day had viral sequences with
99%-100% genetic similarity at HVR1, pointing to a common
source of infection. The viral sequence from the HCV-infected
person who had the procedure in July 2007 was not genetically
related to the other cluster, suggesting a separate transmission
incident.
During the 2 days in which persons with health-careassociated hepatitis C had procedures at clinic A, 120 additional
persons had procedures at the clinic. HCV test results for
those persons are pending. Thirty-eight staff members at the
clinic involved in direct patient care were available for testing
during the investigation, and none had evidence of previous or
current HCV infection. None of the persons with health-careassociated acute hepatitis C and none of the staff tested positive
for HBV or HIV infections.
Inappropriate reuse of syringes on individual persons and
use of medication vials intended for single-person use on
multiple persons was identified through direct observation of
infection-control practices at clinic A (Figure 2). Specifically, a
clean needle and syringe were used to draw medication from a
single-use vial of propofol, a short-acting intravenous anesthetic
agent. The medication was injected directly through an
intravenous catheter into the patient's arm. If a patient required
more sedation, the needle was removed from the syringe
and replaced with a new needle; the new needle with the old
syringe was used to draw more medication. Backflow from the
patient's intravenous catheter or from needle removal might
have contaminated the syringe with HCV and subsequently
contaminated the vial. Medication remaining in the vial was
used to sedate the next patient.
As soon as improper injection practices were observed,
health officials advised clinic A to stop these practices and
educated staff about the risks. Clinic A is a free-standing
private endoscopy clinic in southern Nevada that primarily
performed upper endoscopies and colonoscopies (approximately
50-60 procedures a day, 5 days a week). For at least the 4 years
that clinic A occupied its existing location, the unsafe injection
practices had been commonly used among some staff members
who administered anesthesia, according to those who were
interviewed. On February 27, 2008, SNHD began notifying
approximately 40,000 persons who underwent procedures
requiring anesthesia at the clinic from March 1, 2004, through
January 11, 2008, via mail and through the media, to undergo
screening for HCV, HBV, and HIV infections. Results of this
screening are pending.
Reported by: B Labus, MPH, L Sands, DO, P Rowley,
Southern Nevada Health District, Las Vegas; IA Azzam, MD,
Nevada State Dept of Health and Human Svcs. SD Holmberg,
MD, Div of Viral Hepatitis, National Center for HIV/AIDS,
Viral Hepatitis, STD, and TB Prevention; JF Perz, DrPH, PR
Patel, MD, Div of Healthcare Quality Promotion, National
Center for Preparedness, Detection, and Control of Infectious
Diseases; GE Fischer, MD, M Schaefer, MD, EIS officers,
CDC.
Editorial Note:
Although case-control studies have not indicated an
increased risk for acquiring HCV from medical, surgical, or
dental procedures in the United States (2), outbreaks of HCV
in health-care settings have long been recognized (3). These
outbreaks have been identified primarily through clusters of
temporally related cases detected by routine viral hepatitis
surveillance, a method that likely underestimates the magnitude
of transmission. Surveillance for viral hepatitis typically is
passive, with little or no capacity to investigate cases suggestive
of transmission during health care and determine their cause
(4). Among persons with acute HCV infections, 60%-70% are
asymptomatic (2). Additionally, currently available laboratory
tests cannot distinguish acute from chronic HCV infection,
which makes identifying newly acquired cases difficult.
The investigation described in this report identified six cases
of acute hepatitis C in persons who underwent procedures at
clinic A 35-90 days before the onset of their illness. None of

the persons had significant risk factors for HCV infection
within the typical incubation period (15-160 days before
onset of symptoms), and five of the cases had procedures on
the same day (September 21, 2007). The genetic relatedness
of the viruses from case patients who had procedures on
September 21, 2007, supports the epidemiologic findings
and points to a common source of infection. The lack of
genetic relatedness to the patient seen in July 2007 suggests
a separate transmission incident. The two distinct clusters
suggest patient-to-patient transmission rather than staff-topatient transmission.
Most outbreaks of health-care-associated HCV have
involved patient-to-patient transmission attributed to unsafe
injection practices (3,5). The reuse of syringes and needles or
mishandling of medication vials usually have been implicated
(6-8). In some situations, syringes or needles used on HCVinfected persons were directly reused on other persons. In
other instances, syringes or needles used on HCV-infected
persons were reused to draw medication from a vial from
which medicine was then drawn and administered to multiple
persons, as was found in this investigation.
When gross errors or high-risk infection-control breaches
that could lead to bloodborne pathogen transmission are
recognized, including unsafe injection practices, potentially
exposed persons should be notified and tested, even if
transmission has not been confirmed (9). Those persons
who are found to be infected can then obtain proper medical
care. In addition to approximately 40,000 notifications that
occurred as a result of this outbreak, in unrelated incidents,
unsafe injection practices at three other outpatient clinics
in two states have resulted in approximately 28,000 patient
notifications during the preceding year (CDC, unpublished
data, 2008). These situations could have been avoided if
standard infection-control precautions, which include basic
safe injection practices, had been followed.
This outbreak highlights the importance of surveillance
and investigation in detecting viral hepatitis transmission
in health-care settings. Prevention of transmission in
these settings requires understanding and adherence to
recommended infection-control practices. Medical and
nursing school curricula and other health-care professional
training, licensing, and continuing education requirements
should include infection-control content, including the safe
handling and administration of parenteral medications, as
areas of competency. Although hospitals employ infectioncontrol professionals and regularly evaluate infection-control
practices, such oversight might be limited in outpatient
settings that are not associated with hospitals. As use of
these settings grows, appropriate methods will be needed
to provide similar oversight for outpatient clinics. Better
surveillance, education, and oversight are needed to detect
and prevent bloodborne pathogen transmission in ambulatory
and other health-care settings.
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* The normal ALT range varies according to age, sex, and other factors.
An upper limit of 28-55 units/L is generally considered normal.

• Page 8 • Nevada RNformation

August, September, October 2008

State of Nevada
Avoid Malpractice and Protect Your License:
Self-Reporting to the Nursing Board
by: Tracy L. Singh, RN, JD
As a Nurse-Attorney, I have dedicated my practice to
helping nurses and other healthcare providers learn how to
avoid malpractice and protect their licenses. The majority
of my legal practice involves representing nurses and
other healthcare providers in defense of their professional
licenses in response to board complaints filed against them.
A common question is whether or not a nurse should
“self-report” an incident to the Nevada State Board of
Nursing (“NSBN”). It is important to remember that
a Board’s role is to protect the public, not healthcare
providers. Any report made to a regulatory board will
likely result in a “Notice of Complaint and Investigation”
into the matter. An investigation will be conducted by the
Board’s staff in order to support the allegations presented
and to see if any disciplinary action is warranted; not to
prove the healthcare provider’s innocence.
Nurses are routinely advised by supervisors and union
representatives to self-report their alleged behavior to the
nursing board, regardless of the circumstances. Nurses
are often told that if they report themselves to the board,
they may avoid additional consequences by the employer.
In some cases, nurses are promised that the employer
will not report them to the board as long as they selfreport. Advising all nurses to self-report in all cases is not
adequately representing the nurses.
Not all situations warrant reporting yourself to the
board. Furthermore, not all nurses are guilty of what they
have been accused of. If you have not done what you have
been accused of, and you know in your heart that you are
innocent, reporting yourself to the board may not be the
best course of action. In fact, it does not make sense to
report to the board something that you have not done.
To illustrate, imagine that you were approaching a
red light and you stopped behind the line as you were
supposed to before making a legal right turn while the
light was still red. Around the corner, you see a police
officer parked on the side of the road. If someone says to
you, “You did not stop at that red light. But, if you report
yourself to that officer over there, I will not turn you in.”
In this scenario, it would not make sense to report to the
officer that you did not run the red light. First of all, the
officer would immediately suspect that you did run the red
light. Otherwise, why would you have brought it up? In this
situation, self-reporting clearly does not make sense. Doing
so would merely waste the officer’s time and possibly lead
to an unnecessary investigation, stress and aggravation.
Nurses are frequently told that if they self-report,

the board will “go easier” on them. This statement is not
necessarily true and this advice gives nurses a false sense
of security. While the board may consider the fact that a
nurse has reported their actions to the board, this does not
mean the board will agree to a less severe punishment for
what has occurred and the nursing board will certainly not
“forgive” a nurse’s actions simply because he or she selfreports.
On the other hand, the Nevada State Board of Nursing
has a program in place which allows nurses to report
themselves to the board and seek treatment when nurses
are struggling with any form of chemical dependency. In
this case, nurses are usually urged to self-report, especially
when an addiction is interfering with their ability to
practice safely. When a nurse is willing to admit that he
or she has a problem and is seeking treatment, the board
strongly recommends self-reporting and voluntarily
submitting to its probationary program.
Nurses who are addicted to drugs, alcohol or other
mind altering substances may be unable to determine how
severely their addiction is affecting their work. Nurses
who are tempted to wrongfully acquire medications for
their own use while at work, for example, are at great risk
of losing their license or worse. If their addiction is not
addressed, nurses could end up harming themselves or
others and the potential for malpractice is much greater.
In this instance, nurses may avoid additional disciplinary
action by self-reporting; more importantly, this will allow
nurses to seek the treatment and support they need to
overcome their addiction. However, I would advise nurses
to seek legal advice prior to doing so.
Self-reporting to the board is not likely to prevent a
nurse from losing his or her license if the offense warrants
such an extreme punishment. However, when a nurse is
aware that he or she has either done something wrong or
has made a mistake that would warrant disciplinary action,
especially when the employer has already stated that a
report will be made to the nursing board, it could be in
the nurse’s best interest to be upfront and honest with the
board by issuing a self-report to the board. This allows the
nurse to provide his or her explanation for what occurred
before a complaint is filed by someone else. You may wish
to discuss the nature of the allegations with an attorney
however, before putting anything in writing.
By showing the board that you have nothing to hide, that
you acknowledge what you did was wrong or that you made
a mistake, and that you are willing to take responsibility for
what took place, the board may be more open to listening
to your side of the story. This may avoid undue delay in
resolving your matter and it could make negotiating for an
agreement in lieu of a hearing much easier.
Another important factor is nurses’ integrity. Nurses
who have harmed another human being as a result of their
own actions or mistakes, for example, often suffer from
severe lingering stress and anxiety. Not only because of
what they have done but, as a result of keeping what they
have done a secret. Nurses find it difficult to live with the
shame of knowing that they have harmed someone or done
something wrong and they feel the need to resolve the issue
by telling the truth and facing the consequences in order to
put it all behind them.
Being honest with a supervisor and/or the nursing board

allows nurses the opportunity to face their fears, to live
with themselves, and to rest easier at night. Sharing what
has happened to them may also help to prevent others from
making the same mistake in the future. This added benefit
helps to relieve some of the guilt and shame that nurses live
with when something goes wrong.
Whether to report yourself to the board or not really
depends on all of the facts and circumstances surrounding
the events giving rise to a potential complaint. Many nurses
try to compare themselves and their situations to other
nurses who have dealt with the nursing board. Nurses often
think that just because they knew or heard of someone who
received just a reprimand or someone who only received a
year of probation, or even someone who had their license
revoked, they know what to expect in their own situation.
However, every case is different and each case will be
evaluated based on independent facts and circumstances.
No case is exactly like another.
There is a wide range of disciplinary actions that a nurse
could receive as a result of a complaint or a self-report.
If the board cannot find sufficient evidence to support
the allegations presented, the complaint may ultimately
be closed. For more egregious offenses, nurses may lose
their license, have their license suspended, or be placed
on probation for up to five years or more. A nurse cannot
work in a nursing position without an active nursing license
and each and every complaint must be taken seriously.
Ignoring a “Notice of Complaint and Investigation” from
the nursing board will not make it go away. The board will
proceed with the evidence they have with or without your
participation and all disciplinary action taken will become
public record.
Complaints may also be generated when nurses submit
false information on their application for licensure or
renewal. This is something that nurses should keep in
mind at all times, not just when it is time to complete the
application. For example, when nurses are charged of a
crime, it is important to realize that the board will consider
a plea bargain or plea of “nolo contendre” as a conviction
which may be subject to disciplinary action by the board.
Oftentimes, nurses will accept a plea bargain rather than
fighting the allegations in court because at the time, it may
seem too stressful, too expensive, or just a waste of time to
defend themselves. Some criminal lawyers may even advise
them to take a deal, not realizing the consequences that
nurses will face when it comes time to apply for or renew
their nursing license.
Furthermore, nurses are often told by lawyers that
after a certain period of time, their records can be sealed.
As a result, nurses often believe it is okay to say “No” to
the question, “Have you ever been convicted of a crime
or felony?” However, when nurses in this situation answer
“No” to this question, they are committing fraud which
may lead to further disciplinary action, including a denial
of their application. The question is, “Have you been
convicted…?” not, “Was your record sealed?” Nurses are
provided with the opportunity to explain the facts and
circumstances to all “Yes” answers. When completing
your application for renewal, honesty is the best policy.
Seeking the assistance of legal counsel may be advisable
when answering “yes” to any of the screening questions
presented on applications for licensure or renewal.
So, if you have been wrongfully accused of anything at
all, my best advice would be to fight for your rights and
defend your innocence, regardless of how petty or how
difficult it might seem; your license could depend on it. If
you have not done anything wrong, there is no reason to
report yourself to the nursing board. Whether you believe
you are innocent, you have made a mistake, or you have
engaged in illegal or unethical behavior, seek the advice of
counsel before making any statements to your employer or
to the nursing board because anything you say can and will
be used against you. In the heat of the moment, it is more
likely than not that you will make statements that could be
construed differently than you intend and it is important to
have the assistance of counsel who can remain objective
when defending your actions or negotiating with the board
in response to the allegations pending against you.
If you have any questions or comments about this
article, or you would like to schedule a consultation, please
do not hesitate to contact Tracy L. Singh, Esq. at the Law
Offices of Tracy L. Singh, LLC at (702) 444-5520 or visit
our website, www.tlsinghlaw.com.
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NNA State Activities
An invitation
An invitation from NNA state legislative committee; All
NNA members are encouraged to sign up and participate
in the NNA state legislative committee. The committee
communicates via email and meet via teleconference.
Contact the legislative co-chairs for additional
information. Martha Drohibyczer: marthadrohobyczer@
yahoo.com, Betty Razor: etbetty@sbcglobal.net

District Three—Greater
Las Vegas Area
On March 27, 2008 District 3 participated in the
opening night of A Piece of My Heart, a play by Shirley
Lauro. The performance was at the Las Vegas Academy
Black Box-Theatre. This was a moving and powerful story
of six women, five nurses, and a country western singer
that went to Vietnam. They were all young and basically
fresh out of nursing school or with little experience. They
were quickly overwhelmed by the amount of patients, the
massive injuries, long hours, lack of supplies and little to
no orientation. It was off the plane to the unit. There were
approximately 25 nurses that attended opening night.
A nurse that had been in Vietnam, volunteered to be a
consultant to the actors.
Themes were addressed such as the use of alcohol and
‘drugs’ on a regular basis, to cope with the enormous stress
of the situation and “the party today because we do not
know if we will be alive tomorrow attitude.” The theme
that was the most conflicting was in the area of ethical
dilemmas. Often times there were not enough supplies or
medications to treat all patients. The nurses would have to
decide which patients would receive the limited amount of
medication.
Lastly, the play took us to when the nurses returned
home. Many were too traumatized to work. There were
numerous issues of not feeling part of everyday life and
fitting in with family and friends.
This play had been suggested as a group activity by Pat
Van Betten. Two books suggested by Pat are Home Before
Morning. The story of an army nurse in Vietnam by Lynda
Van Devanter and a book of poems by Vietnam era nurses,
Visions of War, Dreams of Peace, edited by Lynda Van
Devanter and Joan A. Furey.
The Black Nurses Association had a “slam drunk” men’s
health fair on April 5, 2008 in West Las Vegas. It was
well attended by the community. Councilman Lawrence
Weekly, Councilman Ricky Barlow, KCEP Galaxy Glenn
and Bennett Mitchel, M.D. Dr Bennett lead a men’s forum
on “ego and health.” A representative from Abbott Labs
Pharmaceuticals gave a presentation on Chronic Kidney
Disease.
District 3 needs to have an election of officers for
President, Vice President, Secretary, and Treasurer. We also
need a nomination committee chair and two committee
members. We would like to have elections this fall. The
current officers were only appointed, not elected. If we
cannot get members to be on the nominating committee
or run for office, the current board will assess the
membership whether they want our district to remain
active. Please call Martha Drohobyczer (702) 365-9929
or email marthadrohobyczer@yahoo.com

District One—Northwest Nevada
The first of the year was very busy for the board was
finalizing all the plans for the four big event, all in April
and May. The board started the year with the orientation of
new board members; where we meet physically and we get
to place a face to the name. Since the board meets mainly
by teleconference this meeting helps to set the tone for the
activities for the year. This is always a fun and great time
to network and set the schedule for the year. The raffle
kicked off with a great start and we were able to meet our
scholarship obligations of $1500 with $200 extra to set
aside for next year. The grand winner was Mary Savage;
who is our printer at International Minute Press (always
gives us a great discount “cause we are nurses”). Since
the drawing was at the spring conference it was fun to see
many of the attendees actually be winner—honestly we
really did shuffle them well.
The Conference on addiction was OUTSTANDING; the
topic and speakers gave us all a great deal to think about.
Evaluation consistently stated “Best conference you have
ever had.” The Attorney General, Catherine Cortez Masto
started off the day with an overview of the problems and
programs initiated at the state level. Dr. Melissa Piasecki‘s
presentation enlighten us on how addiction affect the
brain and the impact on the body. She actually made it
understandable; an excellent and charismatic speaker, Dr.
Bernadette Longo’s overview of nursing care was right on
target, and the morning ended with The First Lady, Dawn
Gibbons presenting on her work with the Meth task force.
The afternoon speakers Dr. Deborah Steinberg, Sharon
Dollarhide discussed the issues of counter-transference (ask
me what that means) and Prescription drug abuse. Kathleen
Reynolds presentation was on the state board working with
the chemical dependent nurse and the last speaker was
from a nurse who is with the AAA program. The entire
conference was toped off with great vendors and kudos to
the Airport Plaza Hotel for the excellent and varied food;
we certainly didn’t leave hungry. During this conference all
the board members wore the new NNA red polo shirts; do
consider ordering one.
Just two weeks later was the Girl Scout Fair “with the
Paths of Nursing as the theme. This was our second year
and attendance remained high (see additional information
in another article) though I must say the young lady,
Elizabeth Barulich (age 13) who did the Chautauqua
talk, Florence Nightingale, was unbelievably believable,
Thank you to over forty nurses and student who used all
their imaginative ways to inform girls of the various
opportunities in nursing. They loved doing splints, dressing
for scrub nurse, viewing through a GI scope, care flight
and listening to their heart and lungs. Do consider joining
us next time—you will have a ball for a short 5 hours that
fly by when you are having fun.
Then just one week later was the Nurse of Achievement
dinner. This elegant event organized by Nurse Executives

Susanne Byrne & Betty Razor presenting plaque to
First Lady Dawn Gibbons for presentation on Nevada’s
Meth Task Force.
and leaders was overwhelmed with over 300 nominations.
What a beautiful, fun evening and all we had to do is be
there. Congratulation to Cathy Dinauer for chairing this
lovely event; sadly I can’t locate my list of winners. I
promise to have it in the next RNFormation. Just have to
say that Cathy Dinauer was absolutely surprised when
her own daughter nominated her and she won! Our last
event prior to this writing was our membership meeting;
Neena Laxalt gave us an excellent overview of the current
activities of the NV Health Care Committee and what
may be the issues for the 2009 legislative session. We are
looking forward to a Luau membership meeting in late
August Sunday afternoon; but have to have a commitment
of 40+ members to attend for it to become a reality. Look
for more information on your email.
Lastly many hugs and thanks to the board for a grand
time: Susanne Byrne, Kathy Ryan, Carol Vickrey, Terry
Ditton, Patricia Brown, Nancy Magnusson, Lorraine
Bonaldi-Moore, Jeannette McHugh, Janet Bryant, Virginia
Hayes. Without your dedication and hard work none of this
could have occurred. Love you all
May God bless you all with joy and lots of hugs.
Betty Razor, President District One
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NNA State Activities
Treasurer’s Report

Girls’ Scouts Experience the
Different Fields of Nursing
The Girls’ Scouts of
Sierra Nevada had the
opportunity to experience
the different fields of
nursing
at
Renown
Regional Medical Center
on Saturday, May 3. Over
one hundred girls from
ages 7 to 14 attended
this one day opportunity.
The girls had the experience to climb into the pilot’s seat
of Care Flight Helicopter, to dressing as though they were
entering the operating room. The girls wrote postcards
to send to men and women serving in the war as part of
military nursing. The Girls’ Scouts learned about proper
hand washing techniques and put their hand washing to the
test with a black light test.
Rehabilitation
services
provided the girls the
chance to use a wheelchair
and other equipment that
assist patients in their
activities of daily living.
The event ended with a
presentation of Florence
Nightingale
and
the
beginning of nursing care. Each Girl Scout earned their
nursing patch, which was designed by one of the volunteers
of the event.
Renown Medical Center partnered with the Orvis
School of Nursing and Nevada Nurses’ Association to
sponsor this event.
A big thank you to the hard working committee that
made it all happen: Bernadette Longo, Anna Thornley,
Jennifer Richards, Doreen Begley, Martha McBride, Paul
Dente, and Betty Razor; but above all a tremendous thank
you to over forty volunteers who made this event possible
for the Girls’ Scouts.

by Karen Fontaine
We are almost half-way through our fiscal year, and a budget report is in order. When the Board had its annual retreat
in February, a budget was established that was based on a projected growth of 250 new members. We created plans to
increase membership through visibility and services. At the same time, we recognized that we are limited in our ability to
increase operations without more people—a real Catch 22. With an all-volunteer board, composed of professionals who
already work more than full-time, it is difficult to find the time for our board duties, let alone do more.
I do have good news. Our financial health is improving, albeit very slowly. We have added to our reserves, and are
continuing our climb out of abject poverty. However, we need to begin exploring outsourcing some of the services which
are currently being provided by Betty Razor, who is withdrawing from her position as our Communications Director in
the fall. ANA has secured the services of a vendor who is able to provide a menu of constituent services. The board is
beginning to have discussions regarding cost and exploring new ways of organizing our business to accommodate this
potential. It is becoming clear that we will need to continue our level of involvement with operations, but must outsource
essential functions to those who can do the day-to-day work of NNA, serving our members and the public. We will be
doing a cost analysis of these services in the near future.
Expense

Income
Item
Continuing Education
Member Dues
Interest & Dividends
Newsletter
Credit Card Royalties
Total

Amount YTD
$2,070.09
9,049.71
3.07
874.44
2,321.31
$14,319.22

Item
Web Site
Board Meeting & Travel
Contract Services (Lobbyist,
Accountant, Communication)
Office and Member management
(Postage, Storage, Print, Phone,
Taxes, Insurance)
Total
Net Income

Amount YTD
$176.25
$1471.09
$6512.12
$2352.80
$10,512.26
$3,805.96

Budget Analysis 2008
As the board developed the budget, we recognized that a budget is a prediction of what is to come. Listed below is our
estimate for the year based on our history and our desires.

Item
Membership
Continuing Education
Credit Card Royalties
Total

Item
Board Retreat
House of Delegates
Legislative
Convention
Contract Services
Office/Member
Total

2008 Budget
$35,295
$5,000
$6,000
$46,295

2008 Budget
$1,150
3,600
10,000
1,000
44,000
2,700
$62,450

Income
Actual YTD
$ 9050
2071
2321

Expense
Actual YTD
$1,471
0
2,986
34
6,512
2,353

Annualized (Est)
$21,719.00
$4,070.00
$5,571.00
$31,360

Annualized (Est)
$1,471
3,600
7,166
34
15,630
5,650
$33,562

Analysis of the above shows that we are projected to come in well under budget in both expenses and income, with
an overall loss of $2,202. However, estimate of income does not include convention income, which is unknown at this
time. We do have reserves as well, in an interest bearing account, so there is no need for concern, except as it relates to
membership. As always, members are our greatest source of income, and without members we would not be there at the
legislature, there at the Nevada State Board of Nursing, there at the phone, representing you, the nurses of Nevada.
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Congratulations
UNLV Makes History—Awarding
Nevada’s First PH.D. in Nursing
When Lara Carver and Anne Diaz walked across the
Thomas & Mack Center stage during UNLV’s Spring
Commencement activities on May 17, they earned more
than their degrees—they make Nevada history as the
state’s first nursing Ph.D. graduates. With nursing school
applications surging nationally, qualified students are being
relegated to waiting lists or turned away due to a shortage
of Ph.D. prepared nurse educators. UNLV’s School of
Nursing, which launched Nevada’s first Ph.D. program
in 2004, is addressing this emerging issue by advocating
for and preparing highly trained nurse researchers and
educators. The program, administered almost entirely
online, is one of few nationally with an increased emphasis
on nursing education.
“Nevada’s tremendous growth has sparked a great
need for Ph.D. prepared nursing faculty and leaders in
our community,” said Carolyn Yucha, dean of the UNLV
School of Nursing. “Our first two graduates are already
making a very real impact on the health of Southern
Nevadans, and, with the online nature of the program,
both working nurses and nurse scholars are now able to
contribute to nursing education and leadership that will
improve the level of quality healthcare in the state.”
Carver, a former nurse for the Clark County School
District, currently serves as nursing director for the newly
formed Henderson, Nev. branch of National University.
Under her leadership, the university recently gained new
program approval from the Nevada State Board of Nursing
and will admit its first nursing undergraduates this summer.
Carver’s dissertation explored generational differences in
nursing faculty, particularly their impact on the current
nursing faculty shortage.
Diaz is a long-time Clark County School District nurse
whose academic research examines leadership training
and emotional intelligence among school nurses. With
national student-to-nurse ratios nearing 1,000-to-1, Diaz

Northern Nevada
Non-Profit
Robin Keith, R.N.
Rural Hospital Partners
Southern Nevada
Educator
Lori Candela, EdD, RN, APN, FNP, BC, CNE
Associate Professor and Chair: Psychosocial Nursing
University of Nevada Las Vegas
Administrator
Helen Vos MS RN
Mountain View Hospital

2008 American Legacy
Multicultural Healthcare Honoree.
Debra A. Toney, PhD, RN
Lara Carver & Anne Diaz
plans to continue working in the school district and hopes
to provide innovative classroom and clinical instruction to
advance nursing education in Southern Nevada.
The Ph.D. in Nursing at UNLV currently enrolls 26
students and is focused on developing academic leadership,
promoting independent research, service learning, and
creating innovative approaches to nursing education. For
more information on the UNLV School of Nursing, please
visit http://nursing.unlv.edu.
PROGRAM IS CRITICAL STEP IN COMBATING AN
EMERGING SHORTAGE OF NURSE EDUCATORS

Three New Members Named to NIH Advisory
Committee on Research on Women’s Health
CONGRATULATIONS . . . DEBRA TONEY PhD, RN
Three new members have been appointed to the National
Institutes of Health (NIH) Advisory Committee on Research
on Women’s Health (ACRWH). The new members are:
Linda C. Giudice, M.D., Ph.D., Endowed Professor and
Chair of the Department of Obstetrics, Gynecology and
Reproductive Sciences at the University of California, San
Francisco; Nancy H. Nielsen, M.D., Ph.D., Senior Associate
Dean, State University of New York at Buffalo School of
Medicine and Biomedical Sciences, and also the Presidentelect of the American Medical Association (AMA); and Debra
Toney, Ph.D., R.N., President of the National Black Nurses
Association (NBNA) and the Administrator, Rainbow Medical
Centers, Las Vegas, Nevada.
The Advisory Committee advises the Director of the
Office of Research on Women’s Health on research activities
to be undertaken by the national research institutes and
recommendations regarding the inclusion of women in clinical
trials and opportunities for women in biomedical careers.

2008 Healthcare
Heroes

Dr. Toney was elected as President of the NBNA in
November 2007. With over 28 years of experience in health care
leadership roles in family practice management, ambulatory
care, outpatient diagnostics, hospitals and home health care, she
is currently responsible for the oversight of six primary/urgent
care centers and an outpatient diagnostic center in Las Vegas,
Nevada. Dr. Toney, a Robert Wood Johnson Executive Nurse
Fellow, is the president/owner of TLC Healthcare Services, a
licensed home healthcare agency specializing in private duty
nursing and supportive care services. She developed the Men’s
Health Network and is a board member of the Jourdain Kasey
Foundation, which is dedicated to increasing awareness and
early detection of ovarian cancer. The recipient of numerous
awards, Dr. Toney frequently speaks on leadership, men and
women’s health, and policy and practice issues at the national
and local levels.
For more information about NIH’s Office of Research on
Women’s Health, visit http://orwh.od.nih.gov/.

Dr. Toney traveled to New York
to receive the prestigious award June
19, 2008. The American Legacy
Multicultural Healthcare Awards
honor
outstanding
healthcare
professionals who lead, inspire,
and effect important changes to
help decrease the health disparities
that threaten the well-being and
lives
of
African-Americans.
On the morning of the awards
reception, American Legacy hosts
Toney
the Annual Healthcare Forum
panel discussion on The State of Black Health.
Dr. Toney is the President of the National Black Nurses
Association and a member of the Nevada Nurses Association.
The event is sponsored by American Legacy—the premier
magazine of African-American history and culture—and
brings to light new stories of great men and women whose
struggles, triumphs, and accomplishments compose our
remarkable history and continue to empower us. American
Legacy celebrates an exceptional group of pioneers and leaders,
whose contributions have impacted not only the African–
American community, but also society as a whole.
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Congratulations
College of Southern
Nevada
Associate of Applied Science Degree (AAS)
Kristi Abbott
Kathleen Ann Fines
Emil Charles Aguilar
Cindy R. Fitzgerald
Laura L. Andrews
Tom Galata
Jacquelormae Antonio
Debbie Amodo Gaspar
Allan Q. Aquino
Racheal A. Gilbert
Debbie Baker
Melanie Rose Graham
Kandice L. Bartlett
Alisha M. Grant
Bridget M. Barton
Larry E. Hall
Aubrey Ann Bellino
Monica L. Hang
Kristin Boyajian
John D. Hankins
Erin Nicole Carey
Victoria Lyn Hoff
Laura Greve Cashio
Catherine A. Jackson
Jill Lorraine Cassell
Juanita Lynn Jones
Cecilia Sese Chico
Jolinda M. Jose
Shara Clark
Patricia Ann Joshua
Rebecca A. Crevling
Serena King
Charisma Cruz
Veronica S. King
Carlito Dela Cruz
Christi M. Klander
Andrea Nina R. Desembrana
Sandra Landrito
Cheryl Dicus
Michelle L. Lingle
Janae Rochelle Duck
Patrick Henry Logan
James Paul L. Fajardo
Cindy R. Lowey
Cristina Figlio
Jesus M. LuglioJohn Wilson Mallory
Villanueva
Faith L. McCallum
Brenda J. Shaylor
Antoinette McLane
Stephanie R. Sills
Tina Angela Meredith
Laura Ann Simone
Susan Robertson Mills
Victoria Sondy-Humes
Abigail S. Mira
Leanne May Sorreta
Alicia Nicole Moffatt
Andrew A. Sproul
Dayna Morgan
Sophia M. Student
Claire Morre
Eun Ae Sung
Deborah Mutton
Dorina Marianna
Rebekah Norton
Tavernaro
Flor E. Ochoa
Kelsey Tingey
Jill Anne Ortiz
Shanin Turner
Tammy M. Paarlberg
Romina M. Uy
Mary Ann Padero-Castro
Barbara Ventura
Elena M. Piersanti
Jennifer Elizabeth
Evelyn Reyes
Ward
Dennis T. Ritumban
Ann-Marie Warren
Maryangelique T. Sampson
Timothy D. Watson
Redeem P. Saneo
Ladonna J. Wilson
Jamie Schuster
Jennifer M. Winchester
Joshua S. Scott
Latrese Wonderly
Stacey D. Seegraves
Beata Zuczkowska

Truckee Meadows
Community College
Graduates
Associate in Applied Science —Nursing
Holly Denise Simental
Peggy S. Ince
Julie Ann C. Garcia
Danielle Anita Taylor
Maria Donna Celina
Bautista
Deanna L. Dougherty
Aimee Jo Sortor
Peggy Sue Tingley
Lisa Reneé Hayworth
Jennifer Lynn Oscarson
Michael David Tilton
Leah Christine Kornman
April Susanne Maximo
Kelsey Love Brown
Victoria England

Maggie Ellen Kingsbury
Jamie Singer
Tiffanie Ann Olsen
Julie Tracy
Patricia Kathleen Little
Abby Elizabeth Spingola
Medwynn B. Vergara
Sarah Ann Buck
Breana Lynn Speer
Margaret L. Johnson
Morgan Marie Murphy
Jaime Ellen Friedlander
Luis Antonio Monroy
Jaime Marie Denton
Dustin King

PhD in Nursing
Lara Carver
Anne Diax
Master of Science in Nursing
FNP
Franklin Akioyame
Velvet Nelson
Janelle Baugh
Andrew Patrick
Heather Harris
Margaretha Schroeder
Adrianna Jensen
Rachael Taylor
Reena John
Charina Toste
Joshua Moyer
Danielle Yamout
FNP Certificate
Donna Amodeo
Education
Linda Kalekas
PNP
Tracy Flynn

ORVIS Graduates
Bachelor of Science in Nursing
Lauren Altom
Wendy Byers Arneill
Danielle Carroll Barcia
Emily Christen Battersby
Kristen Michelle Bowman
LaMont Duane Boyles
Lesley Brown
Jessica Lynn Cantwell
Stephanie Christensen
Rhonna Suanes Clary
Erin Lynn Cleveland
Adrina Cooper
Lisa Cox
Cesilia Cuevas Veloz
Erin Kathleen DeHahn
Paul Michael Dente
Sonia Anwei Forgues
Kelsie Lynn Fye
D. Jordi Goldstein-Fuchs
Tara Lindsay Haddan
Courtney Leigh Hansen
Edward Wayne Hartman
Jennifer Marie Hinnant
Chrystal Allison HixenbaughLucero

UNLV Nursing Graduate
Spring 2008

Nicole Hunt
Whitney Therese Ice
Diane Webster
Sari Jokela-Willis
Raylene Dee Kelly
Randall Lee McElreath
Christy McIntire
Karen Ann Morey
Jocelyn Morris
Charles Edward Pierce
Kayla Pohl
Whitney Michelle
Pomi
Jessica Marie Reese
Leah Jeanne Salazar
Marina Valeryevna
Simonenko
Tan Sirisak
Sarah Suzanne Skaggs
Staci Lynn Sullivan
Melanie Kelland Uhrig
Kimberly Janeen
Whitney
Jamie Wilcox
Alexandra Marie
Williams
Lisa Louise Young

Registered Nurse Candidates for Bachelor of Science in
Nursing
Shannon Bourke
Adisak Orachorn
Marjorie Encinas
Juanita Samuels
Penny Haas
Melissa “Jill” Smith
Alice Kidd
Sherri Spiva
Tawny Liddell
Megan Weber
Lori Martin
Robert Welch
Marianne Moses
Jennifer Woolf
Amanda Norris
Candidates for Master of Science in Nursing
Sheila Story
Laura Hay
Cathy Bervid
Rachael Hueftle
Candace Camelon
Cynthia Husley
Linda J. Dunaway
Ashley Murin
Casey Dye
Leslie Pace
Helen Eastwood
Shendry Thom
Cynthia Ferrel
Sue Moore

St Jude FNP program
Maria Cynthia Hortelano
Alejandro Navarro
Ethel Sajor
B.S. in Nursing
Christine Arthun
Jennifer Atchley
Thomas Augimeri
Carla Eleanor Baizas
Jennifer Baker
Samantha Balsomo
Lamin Binda
Lalaine Ann Buenaventura
Cynthia Cetulio
Keiana Choyce
Shawnisty Clanton
Cinderela Ivory Co
Razel Anne Cordova
Leticia Covarrubias
Andrew Cruz
Kimberly DelFiorintino
Stacy Dornbush
Tamsen Douglas
Marcus Frago
Mira Henson
Perry Guthrie
William Howes
Angeli Rose Ilagan
Cindy Ingleton
Jeongim Kim
Matthew Kubasta
Amy Kuka

Anusha Kumar
Stewart Lee
Tali Leitner
Maria Lomeli
Erica Luz Laurel
Mary Anne Malig
Stephanie Mantilla
Linda Mickelson
LaDonna Mills
Misty Mosby
Kristen Neiman
Katrina Opena
Salvador Quezada
Arlyn Ramos
Kathleen Mae Rodriguez
Kristin Royce
Jay Salagubang
Giann Rosel Santos
Jennifer Tan
Nataliya Tomasik
Susan Trujillo
Christina Wade
Jasmine Walker
Kelly Warner
Cheryl Kay Wisniewski
Jaycee Young
Deborah Yu

Touro University Nevada
The following students received their BS in Nursing
in October. 2007 and the MS in Nursing in June 2008.
Melissa Beggs
Krystel Ann Corpuz
Mye Jill Durac-Meneses
Reynaldo Espina
Jessica Flores
Rowena Garcia
Lilly Gonzales
Michelle Langholz
Cuc Hua
Kathy Knipp
Wilhelm Kogler
Chin Wing Leung
Christine Lin

Diane McGinnis
Grace Mercado
Dzung (Jack) Nguyen
Jimmy Nguyen
Khanh Nguyen
Sheena Ornopia
Jehny Jane Pacleb
Nanci Quinn Ney
Kristie Seisa
Amy Song
Jocelle Velasco
Avelina Nator-Villosillo
Elizabeth Xiong
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ANA News
Federal Issues
Additional Information on the
ANA website: www.nursingworld.org
Nurse Staffing
ANA supports H.R. 4138 and S. 73, the Registered Nurse
Safe Staffing Act, which would hold hospitals accountable for
the development of valid, reliable unit-by-unit nurse staffing
plans. These plans would be developed in coordination with
direct care registered nurses (RNs) and based on each unit’s
unique characteristics and needs. The bill also provides
for public reporting of staffing information, and includes
whistle-blower protections for RNs and others who may file a
complaint regarding staffing.
Safe Patient Handling and Movement
ANA support actions and policies that result in the
elimination of manual patient handling. Patient handling,
such as lifting, repositioning and transferring has
conventionally been performed by nurses. A Safe Patient
Handling and Movement (SPHM) program decreases
injuries to nurses, other health care workers and patients,
while reducing work-related health care costs and
improving the safety of patient care delivery.
Funding for Workforce Development
ANA is working to convince Congress to significantly
increase funding for the Nursing Workforce Development
programs administered by the Health Resources and
Services Administration (HRSA) under Title VIII of the
Public Health Service Act. We are asking for $200 million
in fiscal year (FY) 2009, which would be an increase of
$50 million over the FY 2008 funding level.
House Nursing Caucus
Congresswoman Lois Capps (D-CA) and Congressman
Steve LaTourette (R-OH) have come together to form a
Nurse Caucus in the House. This Caucus will provide an
excellent, non-partisan forum for the discussion of issues
that impact the nursing profession, and will help members
of Congress who care these issues come together to address
them in the 110th Congress.
Mandatory Overtime
Nurses across the nation are reporting a dramatic
increase in the use of mandatory overtime as a staffing
tool. This dangerous staffing practice is having a negative
impact on patient care, fostering medical errors, and
driving nurses away from the bedside.
Healthcare Truth and Transparency Act
Educate your Representative about the problems

associated with the Healthcare Truth and Transparency Act.
Urge them to withhold their support and co-sponsorship!
APRNs and FECA
Contact your Congressional delegation and tell them to
recognize all Advanced Practice RNs as providers under
the Federal Employee Compensation Program (FECA).
Medicaid Cuts
ANA supports a Medicaid Program that provides
coverage based on federal standards that ensures access for
poor and special needs populations. ANA maintains that
any savings realized from the restructuring of Medicaid
must be reinvested in the expansion of coverage and
benefits.
Advanced Practice Medicaid Reimbursement
Urge your Members of Congress to expand Medicaid
coverage of services provided by advanced practice
registered nurses (APRNs). Ask them to cosponsor the
Medicaid Advanced Practice Nurses and Physician
Assistants Access Act (H.R. 2006/ S. 59).
Association Health Plans
ANA opposes association health plans (AHPs), which
will remove guarantees of access to APRNs and will harm
consumers.
Overtime Pay Regulations
On August 23, 2004 a new Fair Labor Standards Act
(FLSA) rule that threatens the rights of Registered Nurses
to receive overtime compensation went into effect. Learn
more about the rule and it's potential impact on RNs.
Immigration and the Nurse Workforce
ANA opposes the Rural and Urban Health Care Act of
2005 (H.R. 248) which would weaken current certification
requirements for nurses educated in foreign schools of
nursing. Congress should focus on programs that recruit
and retain American nurses in patient care, instead of
looking overseas for a risky quick-fix to the nursing
shortage.
Nurse Reinvestment Act Background
On August 1, 2002 President George W. Bush signed the
Nurse Reinvestment Act into law. The American Nurses
Association (ANA) fought for passage of the act, which
addresses the nursing shortage by authorizing important
recruitment and retention initiatives.

Student Nurses ....
INFORMATION YOU
SHOULD KNOW
ANA is now giving undergraduate nursing
students complimentary access to the Members
Only section of NursingWorld.org.
As of March 1 ANA has almost 14,000 students
sign up! Sadly only 12 students from Nevada have
signed up and they are all from Las Vegas area.
ANA is in the process now of marketing
membership to the individuals who are getting ready
to graduate—highlighting the new grad discount that
is a great deal for students and a great graduation gift
idea for their friends and family!!!
As a reminder—students can gain free access to
Members Only information by clicking on Nursing
Students on the left side of the ANA home page.:
www.nursingworld.org

Nurses’ Voices Need To Be Heard!
Take Action Today!
Want to learn more? Stay Informed! Sign up to keep
abreast of the latest news, research and updates on
legislative efforts to promote safe nurse staffing. The
action alerts will provide you with quick, simple ways
to contact your elected officials at just the right time for
maximum impact.
This is an easy way to make your voice heard about
important policy issues.
Sign up as an activist with the ANA Safe Staffing
Campaign, and offer your opinion to decision makers on
key issues. Check-out this link to sign up: http://rnaction.
org/staffingcampaign/join.html?rk=d7LQJs5q6lm%5f
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ANA News
Safe Staffing for School
Nurses—ANA's adopts
position statement
Safe staffing is a priority issue for nurses in all practice
settings—and for one vital reason: to ensure the delivery of
safe, high quality health care. The nation's public schools
represent one such setting that faces serious compromises
to student safety and wellbeing due to a shortage of school
nurses. The important role of professional school nurses
cannot be overstated, given the prevalence of chronic health
conditions and other health-related needs among today's
student population. The National Association of School
Nurses (NASN) defines school nursing as "a multifaceted
area of practice that promotes student health and safety as
well as academic achievement." In addition to monitoring
and treating a variety of health conditions, school nurses
typically provide health education, first aid and emergency
services, medication administration, immunization
tracking, state-mandated health screenings, and many other
services.
A growing body of evidence supports positive links
between school nurse availability and improved health,
school attendance and performance among students.
Unfortunately, there are not nearly enough school nurses
to care for the growing numbers of children with serious
health problems. The current shortage of school nurses is
due in large part to the lack of federal legislation mandating
safe staffing plans and entry level requirements for school
nurses. Although federal laws require that school districts
provide services to students with special needs, they
do not require that such services be provided by school
nurses. Consequently, states show wide variations in school
nurse-student ratios and many states resort to the use of
unlicensed personnel (e.g., school secretaries, attendants,
assistants) to provide health care services.
The American Nurses Association (ANA), along with
the U.S. Department of Health and Human Services, the
NASN and several state organizations, recommends a
minimum school nurse: student ratio of 1:750 for general
school populations. Many states stipulate more stringent
ratios for students with complex health care needs
requiring frequent interventions. The central premise for
recommending these ratios is that students have a right to
safe, high quality health care while in the school setting.
The registered school nurse is the health care professional
best suited to providing and coordinating the full range of
health care services for student populations.
For those who either function in this role or who have
children in K-12 educational programs, you may want to
view ANA's recently adopted position statement on School
nursing for children in these educational settings. See our
position statement on the web site: www.nursingworld.org

Nursing Needs You to Show Your Political Muscle!!!
Join ANA's "Call for Action" by calling your
representatives and discuss ANA's approach to Safe
Staffing Legislation and the Registered Nurse Safe
Staffing Act of 2007 (S.73/H.R.4138). This act would hold
hospitals accountable for establishing valid, reliable, unitlevel nurse staffing plans. These plans would be developed
in consultation with direct-care RNs and be based on each
unit's needs and characteristics. Be sure to read below for
more information.
Nursing needs you to show your political muscle!!!
Numbers matter when dealing with Congress and working
for change. And who speaks better for nurses and their
patients than you?
ANA'S SUPPORT FOR SAFE STAFFING
LEGISLATION
For more than a decade, studies have pointed to a
number of positive outcomes for patients and nurses
when safe staffing plans are established in hospitals and
other health care settings. Research findings support the
impact of adequate nurse staffing on reducing patient
complications and mortality, promoting safe work
environments, and improving job satisfaction and retention
among nurses. Safe staffing is at the core of the American
Nurses Association (ANA)'s efforts to promote patient
safety and quality health care.

The ANA helped to introduce and is a staunch supporter
of the Registered Nurse Safe Staffing Act of 2007 (S.73/
H.R.4138): federal legislation reintroduced in the 110th
Congress by Senator Daniel Inouye (D-HI), Representative
Lois Capps (D-CA) and Representative Ginny BrownWaite (R-FL). This legislation, which is consistent with the
ANA's Principles for Nurse Staffing would hold hospitals
accountable for establishing valid, reliable, unit-level
nurse staffing plans. These plans would be developed in
consultation with direct-care RNs and be based on each
unit's needs and characteristics. Hospitals would also be
required to post daily public reports of staffing levels and
provide whistleblower protections for RNs and others who
might file a complaint about staffing.
The
ANA's
Safe
Staffing
Website
(www.
safestaffingsaveslives.org) is the hallmark of its campaign
to help nurses learn about safe staffing issues and become
advocates for safe staffing legislation. Key features of
this website include research findings, legislative updates,
and online tools for nurses to share their stories and
communicate with elected officials about the impact of safe
staffing on patient safety and quality health care.
We need you to help make a difference
Together we can make a change.

Legislating Nursing Education Advancement;
What Does It Mean?
New Jersey and New York are pursuing legislation
that would require registered nurses to attain a bachelor’s
degree within ten years of initial licensure.
Efforts to advance nursing education are not new. In
1964 the American Nurses Association (ANA) House
of Delegates adopted a motion that "ANA continue to
work toward baccalaureate education as the educational
foundation for professional nursing practice" resulting in
the 1965 position paper on Educational Preparation for
Nurse Practitioners and Assistants to Nurses. Essentially,
failure of the nursing community to unite in support has
resulted in the inability to achieve a baccalaureate degree
in nursing for entry into practice.
So why consider another approach now? There is
extensive evidence linking educational levels and safe
patient care. The U.S. Department of Health and Human
Services, the National Advisory Council on Nursing
Education and Practice urged that two thirds of the basic
nurse workforce hold a bachelor's or higher degree in
nursing by 2010. The increasing complexity of medications,
treatments, technology, and chronic health conditions
along with a change in consumer expectations underscores

the need for nurses to continue their education. A strong
foundation in liberal arts and sciences (attained through
baccalaureate education) strengthens the analytical and
critical thinking skills needed for safe, culturally competent
care. These skills, further developed through baccalaureate
education, better prepare nurses to engage in process
improvements and meet the demands in the evolving health
care environment. An increase in baccalaureate prepared
nurses would also provide a ready pool of candidates to
pursue master's degree education for assuming faculty
positions; thwarting the crisis we now face.
And while nursing has debated educational preparation,
other health professions have advanced their minimum
education requirements: doctoral education for physical
therapists and pharmacists, master's degree for social
workers and more recent attempts to elevate respiratory
therapist education to a bachelor's degree. This approach
for advancing nursing education is different. It is not
baccalaureate education upon entry into the profession.
This model recognizes the value of multiple entry points,
but with baccalaureate education as the ultimate goal for all
registered nurses within ten years of initial licensure. The
nurse gains experience and satisfies education requirements
simultaneously. The NY and NJ bills exempt those licensed
RNs and students enrolled in nursing programs at the
time the law is enacted from the baccalaureate degree
requirements.
For this model to be successful there is much to do.
The approach is to recognize diploma and associate
degree in nursing education as an option for entry into the
profession. Nurses currently licensed would be exempt
from the new requirement. Paving the way for nurses to
attain the baccalaureate degree requirement will also
require agreements between nursing schools, colleges and
universities as well as employers assuring work schedules,
release time and other types of support to enable nurses to
pursue the degree requirements.
As our nursing colleagues, certified nurse practitioners,
are also seeking educational advancement with doctoral
preparation, perhaps now is the time to unite as a
profession: time to seek educational advancement for
registered nurses.
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ANA News
Safe Staffing Legislation—
Win-Win for Ohio and Others
Janet Haebler MSN RN, Associate Director
State Government Affairs
Ohio’s governor signed into law on June 12th safe
nurse staffing legislation. Approaches to staffing
legislation have varied between states. Ohio joins the
ranks of five states requiring staffing plans: (IL, OR, RI,
TX, WA).
Provisions of Ohio’s law include:
♦ Each hospital shall convene a hospital-wide
nursing care committee not later than ninety days
after the effective date.
(1) The hospital's chief nursing officer shall be
included as a member of the committee.
(2) At least fifty per cent of the committee's
membership shall consist of RNs who provide
direct patient care in the hospital.
(3) The number of RNs included as members of
the committee shall be sufficient to provide
adequate representation of all types of nursing
care services provided in the hospital.
♦ The hospital's chief nursing officer shall establish
a mechanism for obtaining input from nurses in
all inpatient care units who provide direct patient
care regarding the nursing services staffing plan
recommendations.
♦ A hospital-wide nursing care committee shall do
the following:
(1) Evaluate the hospital's current nursing services
staffing plan, if one exists;
(2) Recommend a nursing services staffing plan
that is, at a minimum, consistent with current
standards established by private accreditation
organizations or governmental entities and
addresses all of the following:
(A) The selection, implementation, and
evaluation of minimum staffing levels for
all inpatient care units that ensure that the
hospital has a staff of competent nurses with
the specialized skills needed to meet patient
needs in accordance with evidence-based
safe nurse staffing standards;
(B) The complexity of complete care,
assessment on patient admission, volume of
patient admissions, discharges and transfers,
evaluation of the progress of a patient's
problems, the amount of time needed
for patient education, ongoing physical
assessments, planning for a patient's
discharge, assessment after a change in
patient condition, and assessment of the
need for patient referrals;
(C) Patient acuity and the number of patients
for whom care is being provided;
(D) The need for ongoing assessments of a
unit's patients and its nursing staff levels;
(E) The hospital's policy for identifying
additional nurses who can provide direct

patient care when patients' unexpected
needs exceed the planned workload for
direct care staff.
(F) The written staffing plan is evidencebased, guiding the assignment of nurses
hospital-wide. The staffing plan shall be
implemented not later than ninety days after
the hospital-wide nursing care committee
is convened, unless the hospital’s fiscal
year starts later than one hundred eighty
days after the date on which the committee
convenes; then implementation may be
delayed until the first day of that fiscal
year.
♦ At least once a year, the hospital-wide nursing
care committee will be convened to:
(1) Review how the most current nursing services
staffing plan:
(A) Affects inpatient care outcomes;
(B) Affects clinical management;
(C) Facilitates a delivery system that provides,
on a cost-effective basis, quality nursing
care consistent with acceptable and
prevailing standards of safe nursing care
and evidenced-based guidelines established
by national nursing organizations.
(2) Make recommendations, based on the most
recent review conducted under division
(A) of this section, regarding how the most
current nursing services staffing plan
should be revised, if at all.
♦ The plan will provide staffing flexibility to meet
patient needs, with every hospital identifying a
model for adjusting as needed.
♦ A hospital shall provide copies of its nursing
services staffing plan:
1) Free of charge, a copy of the staffing plan
and subsequent changes to the plan shall be
provided to each member of the hospital's
nursing staff
(2) For a fee not to exceed actual copying costs, a
copy of the staffing plan shall be provided to
any person who requests it.
(3) In a conspicuous location in the hospital, a
notice shall be posted informing the public of
the availability of the staffing plan. The notice
shall specify the appropriate person, office, or
department to be contacted to review or obtain
a copy of the staffing plan.
Congratulations to Ohio nurses!
Connecticut has also succeeded in securing safe
nurse staffing legislation for its patients and nurses
through staffing plans with the Governor’s signature on
May 27, 2008.
The results are now seven states (CT, IL, OH, OR, RI,
TX and WA) which require hospital-wide staffing plans,
created by a committee with membership comprised of
at least 50% direct care.

Nurse Staffing Impacts Quality
Patient Care: ANA Poll Reveals
Serious Concerns About
Quality of Care
An ANA poll of registered nurses
nationwide reveals their significant
concerns over how nurse staffing
affects quality of care and contributes
to the growing nursing shortage.
The results highlight the need for
adequate nurse staffing critical to the
delivery of quality patient care.
The poll of more than 10,000 nurses
nationwide shows the nurses’ perspective on
how
4
staffing
levels
impact
their
w o r k
environment:
• 73 percent of nurses asked don’t believe the staffing on
their unit or shift is sufficient
• 59.8 percent of those asked said they knew of someone
who left direct care nursing due to concerns about safe
staffing
• Of the 51.9 percent of respondents who are considering
leaving their current position, 46% cite inadequate
staffing as the reason
• 51.7 percent of respondents said they thought the quality
of nursing care on their unit has declined in the last year
• 48.2 percent would not feel confident having someone
close to them receiving care in the facility where they
work
(The Safe Staffing poll has a margin of error of +/-1).
“Safe nurse staffing has been linked to more positive
patient outcomes, decreased length of hospital stay, and
decreased number of medical errors and patient falls. It has
also been shown to improve nurse satisfaction and decrease
burnout, both significant factors contributing to nurses leaving
the profession. It benefits the patient by improving care, the
hospital by reducing cost and the nurse by improving the work
environment. That is why it’s vital to enact legislation that will
set safe staffing levels, and why ANA is such a strong advocate
for the Registered Nurse Safe Staffing Act,” said ANA
President Rebecca M. Patton, MSN, RN, CNOR
The Registered Nurse Safe Staffing Act (S.73/H.R. 4138)
is consistent with the ANA’s Principles for Nurse Staffing. It
holds hospitals accountable for establishing valid, reliable, unit
level nurse staffing plans. These plans would be developed in
consultation with direct care RNs and be based on each unit’s
needs and characteristics. Hospitals would also be required
to post daily public reports of staffing levels and provide
whistleblower protections for RNs and others who might file a
complaint about staffing.
To view more results of ANA’s Safe Staffing Poll, or to
learn more about the issue of safe staffing please visit: www.
safestaffingsaveslives.org/results.
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ANA News
2008 Study of Nurses' Views
on Workplace Safety and
Needlestick Injuries
ANA is conducting a survey entitled 2008 Study of Nurses'
Views on Workplace Safety and Needlestick Injuries to evaluate
the registered nurses beliefs, opinions and views related to the
use of safety syringes in the prevention of needlestick injuries
and related workplace safety.
The views of the registered nurse will assist bringing the
issues surrounding needlestick injuries in the workplace in
to the spotlight and help to make additional progress in this
workplace hazard.
The survey will be available on-line at: www.nursingworld.
org in the members only section from April 9, 2008 until April
23, 2009. To access this survey go to http://www.nursingworld.
org/Members/MemberNews/2008StudyofNursesViewsonWork
placeSafetyandNeedlestick InjuriesSurvey.aspx
Participants will be eligible to win one of five $50 gift
certificates for books from www.nursebooks.org. Names will
be randomly selected. Those winners will be contacted by
e-mail to claim their certificate. The survey is being supported
and funded by Inviro Medical Devices, Inc. Edna Wooldridge,
Wooldridge@ana.org
[Sent on behalf of the Center for Occupational and
Environmental Health]

Workplace Violence
Workplace violence is a major public health concern
that has increased in incidence and attention within the
past decade. The National Institute for Occupational Safety
and Health Administration (NIOSH) and the Occupational
Safety and Health Administration (OSHA) define
workplace violence as any physical assault, threatening
behavior or verbal abuse occurring in the workplace.
Violence includes overt and covert behaviors ranging in
aggressiveness from verbal harassment to murder. (NIOSH
1996, OSHA 1996).
Liberty Mutual cites assaults and violent acts as the
10th leading cause of nonfatal occupational injury in 2002,
representing about 1% of all workplace injuries and a cost
of $400 million. (Liberty Mutual 2004). The incidence of
injury resulting from violent acts is more than twice
the incidence for health care workers, compared to
other workers. (Bureau of Labor 2005). The incidence of
violence is likely far greater than that which is reported
resulting from inadequate reporting mechanisms and
victim fear of isolation, embarrassment, and reprisal.
Violence claims a significant toll on all. In addition to
the physical, emotional and mental affects on the victim,
other negative effects include: financial loss resulting from
insurance claims, lost productivity, legal expenses, property
damage, and possible staff replacement costs. Prevention is

essential for creating a safe and therapeutic environment
for patients and .a safer work place for health care workers.
Health care workers who leave because of assaults and
threats of violence contribute to a healthcare workforce
shortage. One way is to establish a comprehensive program
in the workplace, dedicated to prevention, collection of
incidents and provision of support for those affected. Rather
than wait for health care employers to volunteer to establish
such programs, some states have enacted legislation.
Enacted to date: Legislation calling for a workplace
violence prevention program, study of the issue or reporting
of incidents has been signed into law in: IL, ME, NJ, NY,
OR, and WA. HI passed a resolution urging employers to
develop and implement standards of conduct and policies
for managers and employees to reduce workplace bullying
and promote healthful and safe work environments. States
which enacted legislation to strengthen or increase penalties
for acts of workplace violence affecting nurses include:
AL, AZ, CO, IL, NV, NC, and NM. In Nevada assault
on a nurse on duty was upgraded from a misdemeanor to a
Class C Felony at the instigations of the NNA and with the
collaboration of the NSBN in the 2006 legislative session
through Bill NRS 200.472; previously to this time only law
enforcement and EMP were included in the bill.
2008 Legislative Efforts Thus far in 2008, 9 states
are addressing workplace violence in some manner. Most
states are seeking to define aggravated assault and/or
increase penalties for assaults on health care workers. Such
initiatives have occurred in: AK (SB299); KY (SB45);
NE (LB787); NY (AB6186/SB3441 adds RNs and LPNs
to provisions for first responders); OH (HB183); TN
(HB261/SB1162); and WV (HB4437/SB590). Only two
states have taken a more comprehensive approach during
the 2008 session: HI (SB253) affording protection of
healthcare workers from an abusive work environment and
NY (AB2324) would require public health employers to
implement a workplace prevention program.
Given the few states that have been successful in
enacting comprehensive legislation for health care workers,
ANA created a model bill, “The Violence Prevention in
Health Care Facilities Act” providing for an employer
program with emphasis on prevention and reporting
and is currently crafting a model workplace violence
analysis tool, expected to be completed by mid 2008.
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Practice Issues
Patient Safety Series Part I: Are You Bundled Up?
Linda Johnson, RN, MA, CPHQ
It’s summer in Nevada, why would you want to bundle up?
Because bundles improve patient care, of course! Whether or
not your facility participates in the 5 Million Lives Campaign,
you’ve probably heard about bundles, the most common being
ventilator and central line bundles.
What is a bundle? Let’s start with what a bundle is not. It
is not a checklist, a list of absolutes, or a set of protocols. A
bundle is a small set of straightforward evidence-based steps.
The steps are tied together and must be followed for every
patient, every time. It’s all or nothing. Bundles are uniquely
powerful because they are supported by science, are a cohesive
unit (all or none), and are owned by an individual or a team.1
Here are two of the most commonly used bundles:
Central Line
Bundle
• Hand hygiene
• Maximal barrier
precautions upon
insertion
• Chlorhexidine skin
antisepsis
• Optimal catheter site
selection, with subclavian
vein as the preferred site
for non-tunneled catheters
• Daily review of line
necessity with prompt
removal of unnecessary
lines

Ventilator
Bundle
• Elevation of the head of the
bed
• Deep Venous Thrombosis
prophylaxis
• Peptic Ulcer Disease
prophylaxis
• Daily “sedation vacations”
and assessment of
readiness to extubate

Not all Campaign interventions have associated bundles, but
all have How-To Guides that can help you to create appropriate
bundles, checklists, or protocols you believe will improve
your care processes. Nursing facilities, for example, may put a
pressure ulcer prevention bundle in place for high risk residents.
Home health agencies may implement a heart failure bundle to
reduce re-hospitalization. Physician offices may create a bundle

for patient with diabetes, to ensure they receive all necessary
care every time.
The six interventions from the 100,000 Lives Campaign
• Deploy Rapid Response Teams
• Deliver Reliable, Evidence-Based Care for Acute
Myocardial Infarction
• Prevent Adverse Drug Events (ADEs)
• Prevent Central Line Infections
• Prevent Surgical Site Infections
• Prevent Ventilator-Associated Pneumonia
New interventions targeted at HARM2
• Prevent Harm from High-Alert Medications... 58% of
medication injuries are due to high-alert meds.
• Reduce Surgical Complications... 2.5 to 3.5 million
surgical patients per year experiencing unintended harm
• Prevent Pressure Ulcers... Nearly 60,000 die each year
from complications

• Reduce Methicillin-Resistant Staphylococcus aureus
(MRSA) infection
• Deliver Reliable, Evidence-Based Care for Congestive
Heart Failure... One of the leading causes of rehospitalization: 27% in 30 days; 39% in 60 days; 47% in
90 days
Campaign materials can help you make HARM history.
Visit http://www.ihi.org/IHI/Programs/Campaign for free
access to intervention materials, articles, conference calls and
Webex, materials for patients and families, special sections
devoted to rural and Critical Access hospitals, and much,
much more! If you would like to know how HealthInsight can
help you on your safety journey, contact Deborah Huber at
dhuber@healthinsight.org or 702-933-7305. Next in the series:
Teamwork and Communication.
References
1 http://www.ihi.org/IHI/Topics/CriticalCare/Intensive Care/
ImprovementStories/WhatIsaBundle.htm
2 www.ihi.org
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Nursing Research
Essential for Quality Care
Ground-breaking advances in the delivery of quality
health care are being driven, in part, by nursing research.
Often working behind the scenes, nurse researchers are
influential in the development and implementation of
clinical research studies. Through analysis, researchers
promote the use of their findings into real-life situations
within the practice setting. Working as scientists, nurse
researchers collect data and information to glean insight
into human health and health care.
As professionals, all registered nurses are required to
read, analyze and apply nursing research to improve the
outcomes of patient care. As nurses pursue higher levels
of education, nursing research and theory become more
important to the vocation. Advanced nursing research
usually requires post-graduate education. Masters and
doctoral prepared nurses devote a significant amount
of time to research development and analysis to provide
knowledge to future nurses in the classroom setting. Strong
observation and analytical skills are a prerequisite for this
role.
"Research is the best way to improve patient care," said
Patricia Grady, director at the National Institute of Nursing
Research at the National Institutes of Health. "As a nurse
scientist, your research provides an evidence base for others
to build upon and links you to the legacy of a healthier
future. Research is a critical investment in the future."
New research into patient safety will remain an
important issue for all of health care; however, nurse
researchers also engage in other areas of research that could
potentially offer insight into the direct causes of the nursing
shortage. Collecting data to optimize nurses' efficiencies by
monitoring nurses daily in action could potentially reduce
nurse turnover.
Well-equipped in research methodology, nurse
researchers continuously enhance the delivery of health
care, while also identifying ways to preserve the delicate
practice of nursing.
To learn more about nurse researchers, visit http://www.
discovernursing.com/.

CDC Recommends
Older Nurses Retirement or
Shingles Vaccine; Even for
...CareerOptions?
Those Prior Episodes
Many nurses are in what is now called the “third

age” would continue working if they felt respected and
empowered and could reduce the physical demands of
the nursing role. Researchers have coined the term “the
third age” for those nurses who have an extra 30 years
beyond the lifespan of their ancestors a mere century ago.
This suggests that nurses need not have to consider 55-65
as the end of their nursing career. Some believe nurses
will continue long beyond the normal retirement years if
they are offered various options such as: reduced hours,
serving as mentors or clinical faculty, and consulting on
outside projects. Ways that leverage their knowledge and
experience and keep them in the profession.
Various organizations around the county are attempting
to tap into this potential workforce (baby boom group
looking at retirement). Facilities cannot afford to ignore
losing all the expertise, knowledge and talent of the third
age nurses. Healthcare organizations need to focus on
flexible working hours (10-12 hours shifts are out of the
question), reducing physical demanding roles, develop new
pathways where nurses are respected and empowered for
their expertise and skills
Nurses also need to consider that a longer lifespan
mean more years to stretch retirement dollars. This can be
presented as more years with additional time to save and
fewer years in retirement. Although many nurses leave the
profession when bedside nursing becomes too physically
demanding for them; options such as shorter shifts, and
different roles such as mentoring can excite nurses about
renewing their commitment to nursing with additional
years in healthcare.
It is often stated a nurse is a nurse and most don’t
necessarily want to leave; they just haven’t thought about
how or what they could do things differently Whether
nurses continue what they are doing or move into a
different role, the important thing to realize is that careers
in nursing are constantly evolving and need not “be coming
to an end” after age 55- 65.
Healthcare must quickly create programs and pathways
for the third age group that reduces work hours, decrease
physically demanding positions, and open doors for the
experienced nurse to be a mentor, a part-time partner,
educators, even an ambassador for health care.

People age 60 and older should be vaccinated against
shingles, or herpes zoster, a condition often marked by
debilitating chronic pain, the Centers for Disease Control
and Prevention (CDC) recommended. CDC recommends a
single dose of the zoster vaccine, Zostavax, for adults 60
years of age and older even if they have had a prior episode
of shingles. Researchers found that, overall, in those
ages 60 and above the vaccine reduced the occurrence of
shingles by about 50 percent. For individuals ages 60-69 it
reduced occurrence by 64 percent. The most common side
effects in people who received Zostavax were redness, pain
and tenderness, swelling at the site of injection, itching and
headache.
About one in three persons will develop shingles during
their lifetimes, resulting in about one million cases of
shingles per year. Varicella is usually mild, but it can be
serious, especially in young infants and adults. Children
who have never had chickenpox should get two doses of
chickenpox vaccine starting at 12 months of age. The
risk of contracting shingles increases with age starting
at around 50, and is highest in the elderly. Half of people
living to age 85 have had or will get shingles. The risk of
experiencing chronic pain also increases with age.
Shingles Facts
Anyone who has had chicken pox can get shingles. That
means 95 percent of adults are at risk.
Approximately one-third of the U.S. population will get
shingles.
More than half of older adults do not understand the
seriousness of shingles and its complications.
Among those who get shingles, more than one-third will
develop serious complications. The risk of complications
rises after 60 years of age.
Appropriate and immediate treatment of herpes zoster
can control acute symptoms and reduce the risk of longer
term complications. Starting anti-viral medication within
72 hours of the onset of shingles can reduce the pain and
the length of time the outbreak lasts.
For more information about the shingles vaccine, please
visit our Website at http://www.cdc.gov/vaccines/vpd-vac/
shingles/default.htm

Bullying in Nursing
Disruptive behavior such as bullying, lateral violence,
and verbal abuse is so common in healthcare settings that
the Center for American Nurses recently released a position
statement calling for zero tolerance to lateral violence
and bullying in nursing work environments. The Joint
Commission also proposed new standards that will require
organizations to develop codes of conduct that define and
address inappropriate workplace behavior.
The fact that these two organizations are advocating for
policies to create healthier work environments is a positive
step. But stopping disruptive behavior is not just the
employer's responsibility. Nurses can take steps to combat
bullying and lateral violence right in their work place as
well.
It is important to stop this behavior in its tracks. Any
bullying and lateral violence negatively impact staff
morale, increase staff turnover, and decrease collaboration

and hinders quality nursing care. Nurses who are victims
may experience physical and psychological problems that
lead to greater rates of absenteeism and employee turnover.
We've all heard the statement, "Nurses eat their
young," and we've probably seen behavior giving that
statement credibility. Gossip, backstabbing, withholding of
information, and shunning of co-workers are all forms of
lateral violence.
When nurses witness these behaviors, we become
uncomfortable, and we're not sure what to do. Our unease
often causes us to ignore rather than confront the situation
because we are either frighten at a loss for words on how to
respond.
At Empower Public Relations in Chicago, the CEO
and his employees took an interesting approach to stop
workplace gossip. All employees agreed that if someone
was gossiping behind a co-worker's back, he or she was
required to repeat the gossip to that person. According
to an article profiling the firm in Newsweek, this tactic
helped workers become less distracted, made them more
productive, and helped them communicate better.
How do nurses transfer that concept to our work role?
Nurses could combat gossip on their own units by making a
pact like the one at Empower. Nurses can also make a vow
to think about their words and actions and ask themselves,
"Would I want someone to say this about or do this to me?"
Another option is to state “I don’t care to listen to this and
walk away.”
At first it might be hard to stand up and say no to
bullying, gossip, and bad behavior. You might feel
uncomfortable or worry about becoming a victim yourself.
But by uniting behind the goal of establishing a respectful
workplace, nurses can support each other and further the
profession.
Editors Note: For more information on The Center
for American Nurses' position statement, visit www.
centerforamericannurses.org/positions/lateralviolence.pdf
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Practice Issues
Boxed Warning for
Regranex
The U.S. Food and Drug Administration today
announced the addition of a boxed warning to the label
of Regranex Gel 0.01% (becaplermin) to address the
increased risk of cancer mortality in patients who use 3
or more tubes of the product. Regranex is a topical cream
indicated for the treatment of leg and foot ulcers that are
not healing in diabetic patients. The WARNINGS section
of the product has been updated to include a BOXED
WARNING and a description of the epidemiologic data
that is the basis for the revised label. These data come
from a retrospective study that compared cancer incidence
and cancer mortality among 1,622 patients exposed to
Regranex to 2,809 otherwise similar patients who were
not exposed. The results were consistent with no overall
increase in cancer incidence among the patients exposed
to Regranex. However, there was a five-fold increased risk
of cancer mortality in the group exposed to three or more
tubes of Regranex. "In announcing this label change, FDA
still cautions health care professionals to carefully weigh
the risks and benefits of treating patients with Regranex,"
said Susan Walker, M.D., director of the Division of
Dermatological and Dental Products. "Regranex is not
recommended for patients with known malignancies
To read about Regranex and FDA's follow-up
communication go to: Becaplermin (marketed as Regranex)
Information Update of Safety Review: Follow-up to the
March 27, 2008, Communication about the Ongoing Safety
Review of Regranex (becaplermin)
The FDA urges healthcare professionals to promptly
report serious and unexpected adverse reactions associated
with Regranex to the FDA MedWatch reporting program
online at www.fda.gov/medwatch/report.htm

CDC Alert on Adverse Effects
Consuming “Total Body Formula”
and “Total Body Mega Formula”
The Centers for Disease Control and Prevention is
working collaboratively with state health departments, the
Poison Control Centers, and FDA on reports of adverse
health effects following consumption of the dietary
supplement “Total Body Formula,” and “Total Body
Mega Formula” manufactured in the USA exclusively
for Total Body Essential Nutrition, Inc. This dietary
supplement has been found by FDA to contain hazardous
levels of selenium (up to 200 times the label value) and
chromium (up to 17 times the label value).
FDA is advising consumers to stop using “Total Body
Formula” in flavors Tropical Orange and Peach Nectar
and “Total Body Mega Formula” in the Orange/Tangerine
flavor and discard them by placing them in a trash
receptacle outside of the home.
Individuals presenting with two or more of the following
symptoms that occurred within two weeks of ingesting a
dietary supplement manufactured in the USA exclusively
for Total Body Essential Nutrition, Inc: hair loss, muscle or
joint pains, fingernail discoloration or changes, headache,
foul breath, weakness, gastrointestinal symptoms (such
as nausea, vomiting, diarrhea or abdominal pain), rash,
oliguria/anuria or abnormal renal function tests, jaundice
or abnormal liver function tests, anemia or hematological
changes. CDC requests that consumers and clinicians who
encounter patients with symptoms consistent with selenium
and/or chromium poisoning report these cases to their local
poison control center (PCC) at 1-800-222-1222. Medical
personnel are available at PCCs to provide specific medical
management advice and will make appropriate referral to
state and local health authorities.
Health care professionals and consumers are also
encouraged to report adverse events to the FDA's
MedWatch program at 800-FDA-1088 or online at www.
fda.gov/medwatch/how.htm

Drug Safety Relies on YOU, the
Healthcare Professional,
Find and Report New Serious
Adverse Reactions
You as a vigilant healthcare practitioner (HCP)
can make a major contribution to public health by
participating in the Food and Drug Administration's
(FDA's) Spontaneous Reporting System. This means you!
How can we help ensure a drug is safe once approved by
FDA?
An adverse drug reaction begins as a clinical problem in
a single person or group of individuals.
Until that problem is reported to the sponsor and/or to
the FDA, it is hidden and likely unknown to the medical
community.
All potential problems with a drug cannot always be
found through clinical trials. Only after it is marketed,
when the drug is used by diverse patients with a wide
spectrum of healthcare concerns, do unforeseen and rarer
adverse events show themselves.
FDA and sponsors cannot examine problems they
do not know exist. Timely reporting of adverse events
is fundamental to the success of the FDA's surveillance
program, especially in the case of newly marketed drugs.
It is vitally important that HCPs communicate suspected
serious, new drug-associated events to the FDA and/or the
pharmaceutical sponsor.
You the healthcare practitioners are on the front line and
your reports truly make a difference. New safety issues can
be discovered, reported and alerts can go out to the entire
medical community. It is a simple and obvious way to save
many lives!
Sadly most do not report. We need to change that.
We encourage all HCP to post in their facilities the
reporting methods for adverse events to the FDA:
Report New Serious Adverse Reactions to FDA
or to drug sponsor: Phone (1-800-FDA-1088), Fax
(1-800-FDA-1078), online at https://www.accessdata.
fda.gov/scripts/medwatch/ To the sponsor at the phone
number in the product label.

Hospital Adopts ColorBased Dress Code
Mary Washington Hospital in Virginia adopted a
"professional clinical attire" policy, better known as a dress
code. Patients, families and visitors know instantly that
the workers dressed in navy or white scrubs are nurses.
Hospitals in Virginia and elsewhere have adopted similar
dress codes in recent years. For many, the change recalls
an earlier era when nurses were easily recognized in their
white dresses, white shoes and white cap.
Hospital officials hope that the dress code is the start of
a building-wide palette, where workers are identified by the
color of their clothing.
'PROFESSIONAL CLINICAL ATTIRE'
The hospital's new dress code calls for RNs and
LPNs to be the only workers dressed in white and/or
navy scrub tops, pants and jackets.
CNAs and techs are the only ones in hunter-green
pants, tops and jackets.
Unit secretaries will differ slightly with jackets of
sandstone.
The new policy does not specify the style or
manufacturer of the required clothing, only the color.
The hospital relaxes the code on the last Friday of
each month, when workers can wear whatever scrubs
they want.
Those who wear hospital-laundered scrubs,
such as those in the operating room or the cardiac
catheterization lab, are not affected by the policy.
Workers who deliver food trays to the patients are
in green shirts and black pants. Security guards and
volunteers also wear uniforms. The idea is to give the
nurses a recognizable look, a mark of respect and training,
a measure of their place in the hospital hierarchy. The
change has been well received by patients, doctors and
nurses as they are seen as professionally dressed.

Medicare To Expand what
It Will Not Pay To Treat
The New list of Hospital
Complications are....
CMS officials proposed new rules that would add
nine conditions to the list of preventable conditions that
Medicare will no longer pay hospitals to treat. In August
2007, CMS announced that it no longer will reimburse
hospitals for the treatment of certain "conditions that could
reasonably have been prevented," and the facilities "cannot
bill the beneficiary for any charges associated with the
hospital-acquired complication." The conditions include:
falls; mediastinitis, an infection that can develop after heart
surgery; urinary tract infections that result from improper
use of catheters; pressure ulcers; and vascular infections
that result from improper use of catheters.
In addition, the conditions include three "never events":
objects left in the body during surgery, air embolisms and
blood incompatibility.
The nine preventable conditions proposed to include:
• Surgical site infections following certain elective
procedures;
• Legionnaire's disease;
• Extreme blood sugar derangement;
• Iatrogenic pneumothorax or collapsed lungs;
• Delirium;
• Ventilator-associated pneumonia;
• Deep vein thrombosis or pulmonary embolism;
• Staphylococcus aureus septicemia or bloodstream
infection; and
• Clostridium difficile associated disease
CMS estimates that the proposed rule will save
Medicare $50 billion annually during each of the next
three years.
Medicare is also Adding 43 New Hospital-Acquired
Conditions, 4 Nursing-Sensitive Quality Reporting
Measures.
These measures will have a significant impact upon
nurses employed in hospitals, who will be called upon
to play a major role in both preventing complications
from occurring, and reporting data to ensure proper
reimbursement. As a consequence, these could lead to
greater recognition of the importance of safe and adequate
nurse staffing in ensuring quality of care for our patients
ANA recognizes that these measures will have a significant
impact upon nurses employed in hospitals, many of whom
play a major role in the development and implementation of
data compilation and reporting, and nursing interventions
to prevent patients from contracting complications. We
hope that, in turn, these efforts could lead to a greater
recognition of the importance of safe and adequate nurse
staffing in ensuring quality of care for our patients.
Consequently, ANA staff are reviewing the proposed
rule in detail for possible comments, and will keep ANA
members apprised of new developments.
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Practice Issues
Time and Motion Study:
How Do Medical-Surgical
Nurses Spend Their Time?

Effective Teaching—The design
and delivery of community
lectures are integral to successful
adult health education programs

Readiness and Response to Public
Health Emergencies
Help Needed Now From
Professional Nursing Associations

Marilyn Chow, Ann Hendrich: Permanente Journal

by Maria Soper BSN, RN
Article Review—by Mary Baker MacKenzie, RN, MS

Sally Phillips, R.N, Ph.D, and Roberta Lavin, R.N., M.S.
The Journal of Professional Nursing 2004;20(5):279-80.
Reviewed by Denise S. Rowe MSN, APRN, BC, FNP

This study is the first hospital environmental study to
quantify how nurses spend their time, in real-time and in
real work contexts. tracking the movement and tasks of
more than 760 medical-surgical nurses using hand-held
computers and motion sensors. The findings demonstrate
that nurses spent more than three-quarters of their time
on nursing practice-related activities—but less than onefifth of all nursing practice time on activities defined as
patient care activities. Three other activities accounted for
the majority of nursing practice time: documentation, care
coordination, and medication administration. Only 7.2% (31
minutes) of nursing practice time was dedicated to patient
assessment and recording of vital signs. Nurses spent the
largest proportion of their time—38.6% (214.2 minutes)—
at the nurse station, compared with less than one-third (171
minutes) in the patient room.
A picture emerges of the professional nurse who is
constantly moving from patient room to room, nurse station
to supply closet and back to room, spending a minority
of time on patient care activities and a greater amount of
time on documentation, coordination of care, medication
administration, and movement around the unit. The motion
findings of the study support this picture. Nurses walked
significant distances while at work and walked farther
while on shift (median, 3.0 miles) than when not at work
(median, 2.1 miles). In previous studies, walking has
been identified as a major time consumer for nurses, and
evidence suggests that time saved walking translates into
more time spent on patient-care activities. Documentation
required the most time, about 2½ hours during a 10-hour
shift, according to results published in the Permanente
Journal. Nurses spent another hour and a half coordinating
care and 81 minutes on direct patient care. Medication
administration absorbed 72 minutes. Roughly one half-hour
went to patient assessment and tracking vital signs. Results
did not vary significantly across three floor plans included
in the study. The study identified 36 minutes of waste—
waiting, delivering, searching—during a 10-hour shift
The time and motion study identified three main targets
for improving the efficiency of nursing care: documentation,
medication administration, and care coordination. Changes
in technology, work processes, and unit organization and
design may allow for substantial improvements in the use
of nurses’ time and the safe delivery of care.
See the entire article and post comments on Modern
Healthcare Online at mheditorial@crain.com.

This article is an excellent overview of points to consider
when preparing and presenting health education programs to
community groups. Any health care provider would benefit
from reviewing this article and the several ideas in preparing
and presenting lectures to community groups; especially
providers who teach patients in groups or individually. She
reminds presenters that health education lectures are designed
to educate people about various phases of illness—prevention,
optimum care for an illness, or rehabilitation. After the
educational need is identified, goals and objectives can be
formulated to meet the lack of information.
Ms Soper states that the goal of health education is a
positive behavioral change, and believes that positive change
occurs when learners are enabled to improve decision-making
(learning) after the presentation (teaching) of necessary
information and skills.
For effective teaching the presenter should consider many
factors as well as the targeted population’s readiness to learn.
Barriers to learning include the audience’s educational level
(low literacy or illiterate), cultural beliefs, and native language
of the audience. It is important to anticipate and to plan
strategies to overcome learning barriers. For example, visual
aids assist those who have low-literacy and written materials
available in the language of the audience allow for increased
understanding.
She emphasizes that the key component to adult education
is the learner’s motivation. The adult learner needs to recognize
why the material is important, how it will affect his health and
that he will be able to use the skills in his every day life. Adult
learners are goal and relevancy oriented and will attend to
information they will find useful.
Author reminds presenters that people have different
learning styles and encourages using many instructional
formats and provides other useful tips for preparation and
presenting material. Audio–visual technology keeps the
audience focused and interested. Handouts provide reference
material for people to use at home. Visual aids such as food
props in actual portion sizes are useful and help people
comprehend diet recommendations for weight loss or diabetic
control.
She concludes her article with the strong recommendation
to include evaluation by the audience to assist with improving
future presentations.
Presenter would find the many excellent points useful when
preparing and delivering adult health education programs.

This article discusses the importance of professional
nursing associations to the nation’s readiness and response
to public health emergencies. There is a need to urgently
and effectively respond at the local, state and national
levels to public health crises given what is known about our
responses to the September 11 and anthrax attacks, as well
as the threat of severe acute respiratory syndrome (SARS).
Of vital concern is the fact that there is a nationwide
nursing workforce shortage, where there are only
approximately 808 registered nurses per 100,000 people.
This is not even adequate to meet our current demands and
severely impedes our ability to successfully mobilize and
respond to a massive public health casualty event.
It is evident that to address the nursing shortage, we
must grow our nursing workforce and prepare nurses
to meet these challenges. To that end, the International
Nursing Coalition for Mass Casualty Education (INCMCE)
has wisely developed national competency standards for
entry level nurses. The Homeland Security Presidential
Directive 7 has charged health care specific agencies
such as the Department of Health and Human Services
(HHS) and the Centers for Disease control (CDC) to
collaborate with the private sector in sharing information
and establishing appropriate responses to potential risks,
threats and vulnerabilities. The author correctly points
out that as the largest health care profession, nursing is
woefully under-prepared because it still does not have a
central, coordinated mechanism to gather and disseminate
nursing specific information to identify and address
vulnerabilities on a national level. I agree that forming a
network of nursing professionals from universities, public
health agencies and private entities to collaborate of these
issues is a good approach. While such a network would
promote receiving and sharing vital information about
risks, threats and vulnerabilities with federal agencies, we
should also address issues which will allow us to effectively
respond during crises. For example, we should consider
whether there might be exemptions from State licensure
and credentialing requirements to allow nurses to rapidly
respond to public health emergencies nationwide. We
should also debate whether a national certification program
for nursing emergency readiness might be used as a basis
to create a national nursing database or registry that stands
ready for rapid deployment when needed. We should discuss
whether nurses deployed under these circumstances could
have their jobs held for them as civilians in the National
Guard or Reserves do. In addition, should there be targeted
workman’s compensation insurance for nurses injured
while serving during medical emergencies? ? Similarly,
do we need limited malpractice liability insurance to cover
nurses responding to medical emergencies.
If so, who should cover the cost? Should it be up to State
and Local governments to do so?
Nursing has significant issues to work out to ensure that
we can successfully respond to public health emergencies.
Our state of preparedness will impact whether we are able
to save lives when mass casualties occur. I agree with the
author, that the stakes are high and we must act quickly.
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News You Can Use
Crime Scene Investigation (CSI)
Methods Could Help in the Battle
Against Hospital Infections
Inspired by the popular television drama "CSI,"
investigators in the Netherlands have trialed methods used
by forensic scientists at crime scenes to highlight infection
risks in their hospital.
Researchers at Deventer Hospital in London, U.K., used
Luminol, a chemical used by crime scene investigators, to
detect traces of blood in their hemodialysis unit. Luminol
reacts with microscopic amounts of blood to produce bright
blue luminescence, which allows investigators to track
invisible blood splashes in the environment. The results of
this experiment are reported in a new study published in
the Journal of Hospital Infection.
The researchers tested their apparently clean unit with
Luminol. They found traces of blood on many surfaces
including cupboard handles, telephones, computer
keyboards, side tables and the floor, even though these
surfaces had been cleaned. They expect that these results
can be reproduced in other hospitals that plan to use
Luminol to search for infection risks.
The group of researchers suggest that based on their
research, Luminol could be used as part of a hospital
infection control regimen, in order to highlight risks
associated with the contamination of the hospital
environment with blood. Hospitals could use this
technology to stop the spread of infections such as the
hepatitis C virus, which can be transmitted via such
environmental contamination.
Editors note: What a fascinating concept and one
that Infection Control Nurses could initiate to potentially
decrease infections. Would be interested if any facilities
actually will use this method to monitor cleaning and
disinfections procedure

New Materials Developed
by US EPA Aging Initiative
The American Nurses Association was notified of
materials developed by the U.S. EPA Aging Initiative. This
materials deals with environmental issues and how they
affect older adults' health. These fact sheets focus on how
to protect this population's health and reduce their exposure
from environmental hazards. The fact sheets are available
in 15 different languages and larger print for the visuallyimpaired.
"Age Healthier, Breathe Easier" This sheet advises
what to do to control and reduce exposure to environmental
hazards that affect older adults' breathing ability.
"Diabetes and Environmental Hazards" This
sheet advises what to do control and reduce exposure to
environmental hazards (such as air pollution and extreme
heat) that can negatively impact the health of older adults
that have diabetes.
"Environmental Hazards Weigh Heavy on the
Heart" This sheet advises what to do control and reduce
exposure to environmental hazards (such as air pollution,
arsenic, lead, and extreme heat) that affect older adults'
cardiac functioning.
"It's Too Darn Hot: Planning for Excessive Heat
Events" Older adults are more vulnerable to excess heat
events. This sheet explains how extreme heat affects the
body and what adverse health symptoms to look for. Tips
to reduce exposure to excessive heat are also given.
"Safe Steps to Rid Your Home and Garden Of
Pests" This sheet explains why older adults can be more
susceptible to pesticide chemicals health-wise. It lists safety
precautions to use at home.
"Water Works" This sheet lists water-related hazards
and contaminants and how to avoid them.
"Women and Environmental Health" This sheet
explains how women over 50 can be negatively impacted
by a polluted environment. Examples of specific types of
pollution are given along with the possible side effects and
how to avoid these hazards.
Look for the above at http://epa.gov/aging/resources/
factsheets/index.htm#fs

Managing Your Money as a
Single Person

How to Validate Hypo/
Hyper Kalemia

Nurses need to be smart about handling money;
especially when an unforeseen tragedy strikes (divorce,
death of a spouse, major family changes).
Sad to say many nurses lack the knowledge to
understand basic financial principles; this occurs more
often when a couple allows the other to handle the entire
financial tasks in the household (bill paying, investment
management). This is becomes a hard reality at the death
of a spouse or during divorce proceedings, and others are
making decisions about your financial stability and future.
It is important to stay involved in the management of
your finances. You need to be responsible and know more
about credit, how it functions and how to avoid interest rate
increases and fees.
Can you answer theses questions? ....
1. If you are suddenly alone (or spouse incapacitated)
what would your living income be?
2. Would an expensive illness affect your living
income/savings?
3. Are you prepared to pay bills, handle bank accounts/
investments, prepare tax forms, deal with stocks and
bonds, and pay taxes?
4. How much money do you need monthly to maintain
your current lifestyle?
5. What sources of income are available?
6. Who holds or where are your saving and investment
accounts, 401K, IRAs?
7. What bills do you have to pay monthly, quarterly,
annually?
8. Where is the safety deposit box, what is in it and
how do you access?
9. Who can you trust to assist as a financial advisor?
10. Do you have a Will, a trust, where is it?
Becoming a widow/widower or divorcee has enough
emotional traumas without the financial requirements being
an unknown. Allow or even insist your partner teach you
the basic skills, check out financial books at the library,
take classes if necessary to understand the financial world.
Know how to increase your saving potential and credit
rating. One excellent book is: Nudge by Thaler & Sunstein
and the internet has tremendous access to financial
education sites.
Are you in debt? Here are some suggestions:
1. Set a goal: what do you want, be debt free,
retirement income, new car? Are these goals needs
or wants?
2. Cut up your credit cards or at least leave them at
home or better yet in the safety deposit box
3. Pay cash for everything
4. Set up a budget; have no idea where to start? Keep
a record of all your expenses for one month (that
means every nickle and dime!) Budget should
include fixed and variable expenses versus potential
income
5. Then stick to Budget, adjust every six months.
6. Create an emergency fund: pay yourself monthlyinto a saving account at least 10% of your paycheck
(include that in your budget)
7. Be a Savvy Spender—Want to buy a pricy itemwait 48 hours and think—avoid impulse buying
(remember cash only, till you are out of debt)
8. Manage your debt—compare interest rates & fees,
avoid borrowing
9. Watch for hidden fees in credit arrangements, bank
accounts, cash advances, bank transfers, telephone
payments all carry extra high fees .................
More on this subject next issue.....

Most nursing programs teach that hypokalemia is associated
with tachycardia and hyperkalemia is associated with
bradycardia. And although there are conditions where either
a slow or fast heart rate can exist with changes in heart rate;
understanding the underlying pathophysiology is critical.
Potassium is the major intracellular ion that controls pH
balance and water balance inside the cell. When the cardiac
cells repolarize (reload) they exchange potassium for sodium
and calcium. If the extracellular (serum) level of potassium
is high sodium will be displaced and will not be able to enter
the cell as readily as when the level is normal leading to
bradycardia. When the serum potassium level is low, more
sodium can enter making repolarization (reloading) initially
more rapid and leading to tachycardia.
Knowing this, there are many confounding variables that
may have led to the altered potassium level such as dehydration
from vomiting (leading to potassium loss through the stomach),
that can cause bradycardia as decompensation from shock; or
over-replacement of potassium-rich IV fluids that would lead
to tachycardia from volume overload.
Physiologically low potassium levels should cause
tachycardia, and high levels should cause bradycardia.However,
in clinical practice our patients have many different things
going on that can cause an altered heart rate from a variety of
mechanisms, such as stimulation of the sympathetic nervous
system.
One way to validate which potassium state is present in your
patient is to look at their EKG. Due to the increased influx of
potassium with high levels, the T-wave will be tall and peaked.
The early, but prolonged, repolarization of hypokalemia will be
evidenced by flat or bi-phasic T-waves and the production of a
U-wave.
The take-home point is that potassium is necessary for
cardiac contraction. Alterations in potassium level will
negatively affect cardiac conduction, cardiac contraction, and
cardiac output.
Source:
Anderson, M.E. & Roden, D.M. (2004). Basic cardiac
electrophysiology and anatomy. In Crawford, M.H. (ed.) Cardiology
(2nd Ed.), Mosby: New York.
Guyton, A. C. & Hall, J.E. (2000). Textbook of Medical
Physiology. Saunders: Philadelphia.
Osorio, F.V. & Linas, S.L. (1999) Disorders of potassium
metabolism, in Atlas of Diseases of the Kidney, http://www.
kidneyatlas.org/book1/adk1_03.pdf.
Yan, G.X., et al. (2003). Ventricular repolarization components
on the electrocardiogram: Cellular basis and clinical significance.
Journal of the American College of Cardiology; 42(3), 401-9.
David W. Woodruff, MSN, RN, CNS, CEN www.Ed4Nurses.com

Edited version, reprinted with permission
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News You Can Use
Professional Boundaries
Paula Schneider MPH, RN, CHPN
Hardly a week goes by that someone doesn’t say to me,
“I don’t see how you can do this kind of work (hospice
nursing),” to which I reply, “I really love it!” They just look
at me with eyes of wonderment and sometimes puzzlement.
I’m getting used to those looks.
Hospice work is my passion. Most days I can hardly
wait for 8:00 to come so I can get started with my daily
rounds. I love talking to people, finding out how they are
coming along with their disease process, and asking how
I can help. Over the years, I have learned that while I love
my patients, I don’t fall in love with them. There is a subtle
difference that is sometimes hard to explain. I care about
them, I definitely want the best for them, and I always
strive to do all I can to keep them comfortable. Much
of my job is functioning as their advocate! I am sad as I
watch them decline, but I feel a sense of satisfaction that
I am fully present to their needs and that I strongly desire
to provide whatever services and advice I can give to make
each day their best day.
I certainly found out how difficult it is to say goodbye
to a loved one when my mother made her transition three
years ago. It was totally different being on that side of the
fence rather than being someone’s hospice nurse. Feelings
arose in me that do not occur when I am with patients. I
was deeply saddened to see my mother afraid and suffering.
However, I was told by others that her suffering was not
that great. It was I who had a heightened perception that
she was suffering. That was a huge Aha for me.
So, I keep a bit of space between me and the patients I
serve. It enables me to be more present to their needs while
keeping me more centered. If I jumped into the ring with
them, I’d likely be swept up in other emotions which would
prevent me from functioning as the strong one.
Family members have told me they couldn’t do the work
I do, and I believe them. One must remain professional but
caring, a bit aloof but involved, and objective but somewhat
intuitive. There’s a fine line being drawn, and I am the one
who draws it—I believe I do it on a totally unconscious
level. Drawing that line is not something I learned in
nursing school! It’s possible I was urged to do it, but I was
definitely not taught how to do it.
Nursing has been an amazing walk for me. I’ve hung in
through thick and thin and so glad I have. There were two
times I attempted to leave nursing out of frustration with
wanting to give more to patients and not being allowed to
because of staffing shortages. Once I helped a physician
friend sell large balloons for advertising and another time
I sold real estate (both were fun jobs). I did not stay out of
nursing long either time, and I’m glad I returned to what
has been a fulfilling spiritual journey of 31 years.
Young people who are looking for a rewarding lifetime
of service sometimes ask me about nursing and I urge
them to pursue it. It took me a few years to really begin to
love what I do, but when I did, my life became profoundly
special. I would be delighted if others could have similar
experiences—experiences that are sacred and enlightening.
If I had it to do over, I’d change very little.

Assess for Potential
Problems—Complications
Perform a full assessment at the beginning of your shift,
recognizing potential problems. Then choose the part of the
affected system that is most likely to change first. This is
the area that does most of the work or is the most sensitive
to injury.
When you do your assessment, try to identify areas
that could pose potential problems. For example, if
your patient had surgery and he has a wound, one of his
potential complications could be infection. You will
do a focused assessment directed at the most common
complication which is infection; assess the patient's white
blood cell count and his temperature, and not just for
specific elevations, but also for trends. Yesterday his white
count was 7, today it's 8. It's going up. If at the same time
his temperature is going up, there's a good chance he is
developing a wound infection. That could be a normal postsurgical rise in WBC count, so our quick-check assessment
will be to focus on the wound itself and look for wound
drainage, redness, and swelling, at the wound site. To put
those three things together doesn't take much time, but it
does give you a pretty focused assessment looking for early
signs of infection.
Here is another: if your patient is at risk for pulmonary
complications, assess the bases of the lungs in the back
first. The lower lobes of the lungs are likely to be affected
before the rest of the lung and therefore will exhibit
changes in lungs sounds in the bases in the back first.
Think of other ways that you can develop quick-check
assessments, then you can find problems in your patients
early on and decrease the potential for complications.
David W. Woodruff, MSN, RN, CNS, CEN www.
DWoodruff.com

Administering D50 Safely
Dextrose 50% (D50) is often given as an intravenous
bolus to patients who have hypoglycemia, but many of us
have never been taught how to properly administer D50. As
the name implies D50 is 50 percent dextrose in water. This
makes for a highly concentrated and very thick solution. If
D50 infiltrates into the tissue, it can cause tissue sloughing
and necrosis and if D50 is given to rapidly it can cause
sclerosis of the vein.
Yes, D50 is sugar water—but it's very concentrated
sugar water. D50 has a pH of 4. That's like stomach acid!
And it is very hyperosmolar with an osmolality of greater
than 1,000. These qualities make D50 a caustic drug. Bear
these facts in mind the next time that you need to give D50
to your patient; and administer the medication through a
central line or through a running IV peripherally.
Lastly, remember that an ampule of D50 will increase
the blood glucose by 200. Therefore careful monitoring
should be done to assure that the patient doesn't rebound
from the D50 and end up with a low blood sugar once
again.
References:
Drug label information: http://dailymed.nlm.nih.gov/
dailymed/drugInfo.cfm?id=1600
Moore, C. & Woollard, M. (2005). Dextrose 10% or
50% in the treatment of hypoglycaemia out of hospital? A
randomised controlled trial. Emergency Medical Journal,
22: 512-5.
David W. Woodruff, MSN, RN, CNS, CEN www.
Ed4Nurses.com, reprinted with permission.

Compression Only CPR?
In a call to action by the American Heart Association
bystanders are now advised to do compression only CPR.
Several research studies in recent years have shown that
compression only CPR without ventilation is as effective
or maybe even more effective in resuscitating patients from
cardiac arrest. These findings are interesting in light of the
fact that many nurses put a high value on the importance
of ventilation during CPR. The new recommendation for
compression only CPR does not apply to cardiac arrest in
children, unwitnessed cardiac arrest or a hypoxic cardiac
arrest such as from drug overdose or drowning. It is hoped
that the changes will simplify the process and might
increase bystanders' willingness to start CPR knowing
that they don't have to provide ventilation and thereby have
a lower risk of acquiring infection from the patient. The
take home points for nurses are that you need to educate
patients' families on compression only CPR, but also to take
this message to your own care of a patient in cardiac arrest
and focus more on compressions rather than ventilations.
That's where the real benefits seem to come from.
From: Sayre, R (2008). Hand-only (compressiononly) cardiopulmonary resuscitation: A call to Action
for bystander response to adults who experience out-ofhospital sudden cardiac arrest. A science advisory for the
public from the American Heart Association Emergency
Cardiovascular Care Committee. Circulation 117:2162.
David W. Woodruff, MSN, RN, CNS, CEN www.
dwoodruff.com, reprint with permission

Objective Markers
Cardiovascular (CV)
Events
David W. Woodruff, MSN, RN, CNS, CEN
In attempts to define objective markers for evidencedbased practice, additional laboratory studies have
been recommended in the literature. A series of recent
articles indicate that additional studies do not provide
a significant advantage in predicting the risk of death
from cardiovascular (CV) events. These markers include
C-Reactive Protein, B-Type Natriuretic Peptide, D-Dimer,
and other markers of inflammation. These markers may
provide additional information that is helpful in the
treatment of patients with CV disease.
These data are useful because the practice of obtaining
laboratory testing in CV disease is not standardized; and
these data may help nurses to better manage their patients
by having the right information available to make the right
decisions. Although many of the additional lab tests have
been linked to cardiovascular disease, it is important to
know what they show and how that affects an individual
patient. Here is a summary of some of the common
diagnostic tests that are associated with CV disease and
what additional information they provide:
C-Reactive Protein: elevations may help determine the
extent of atherosclerosis.
B-Type Natriuretic Peptide: elevations indicate
increased fluid volume in the ventricle (preload) associated
with heart failure. Higher levels indicate more ventricular
failure.
D-Dimer: elevates with the breakdown of clots;
therefore elevations indicate that there are clots present and
that the body is trying to break them down. The clot could
be in the coronary vasculature or elsewhere.
Diagnostic testing and other objective information is
helpful to validate your assessment; but dependence on
diagnostic testing and objective measurements can be
misleading as these studies demonstrate. Take home point?
Look at the patient!
Sources:
Wang TJ et al. Multiple biomarkers for the prediction of first
major cardiovascular events and death. N Engl J Med 2006 Dec
21; 355:2631-9.
Rothenbacher D et al. Comparison of N-terminal
proâ&#128;&#147;B-natriuretic peptide, C-reactive protein,
and creatinine clearance for prognosis in patients with known
coronary heart disease. Arch Intern Med 2006 Dec 11/25;
166:2455-60.
Ware JH. The limitations of risk factors as prognostic tools. N
Engl J Med 2006 Dec 21; 355:2615-7.
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News You Can Use
Penlight—A Useful Tool
David W. Woodruff, MSN, RN, CNS, CEN
Own a penlight. This is a very useful tool for exploring
wounds, the mouth, and other areas for a full assessment but do
not get carried away with checking pupils though; pupil checks
are very stimulating to the patient and are not a good sign of
neurologic disorders.
Great tip here. Carry your own penlight with you. You
know how hard it is to find a working flashlight on your
nursing unit. It seems like they are never around and the ones
that are don't have batteries that work; so if you are trying to
do an assessment and see some areas that are difficult to see
because of poor interior lighting it will be difficult without a
working flashlight.
There are great little penlights now that are really tiny little
things, only a couple of inches long, very small, thin, and light,
and they work with an LED light which are very bright. These
are great for exploring around dressing. You might have a
dressing that is starting to peel up a little bit and you can look
in the corner of it and see if you see any drainage before you
reinforce it. Flashlights are great for doing wound checks;
when you are cleaning out a wound you can really see down
into the borders of the wound and inside the wound so that you
can tell what it looks like in there.
A flashlight is also good to have when you are turning the
patient and cleaning him up so that you can get a good look
at his back; maybe the area is under a shadow while you are
turning, and your penlight can help you assess his back side.
One part of this tip was to avoid using your penlight to
check the patient's pupils. Pupil checks are very stimulating to
the patient. On your neuro patients it is important to decrease
stimulation. So, put that penlight down and don't check the
pupils more often that you have to. Certainly you have to
perform pupil checks as part of your neuro check, part of
your paperwork, but in between neuro checks let's not check
pupils. There are a lot better ways to assess whether or not your
patient's neurologic status is changing.
Editor’s note: As a Wound, Ostomy Continence nurse, I
totally agree; especially the new LED lights-best thing ever
invented for assessing wound.

Check it Out!
Allergy Weather Forecast reports changing environmental
and weather conditions of concern for people with allergies and
asthma. Allergy and asthma conditions and remedies, local and
national pollen counts, and tips for travelers are just a few of
the resources available.
Check out Allergy Weather Forecast at www.pollen.com
The Centers for Disease Control and Prevention (CDC)
presents health education and illness prevention information
through email. The CDC’s Health-e-Cards are electronic
greeting cards addressing a wide variety of topics, including
families and pets, disability and disease, safety, and travel.
Check out CDC Health-e-Cards at www2a.cdc.gov/ecards/
browse.asp?act=brs
The Mayo Clinic and Gaiam partnership suggest creative
and holistic Wellness Solutions for a variety of health concerns
through a new series of DVDs. Dialog with Mayo Clinic
specialists, meditation and yoga with Rodney Yee, condition
specific guidelines from a registered dietician, and a stress
management workbook are included with these topics: arthritis,
back pain, diabetes, fibromyalgia, heart health, high blood
pressure, insomnia, irritable bowel syndrome, menopause, and
weight loss.
Check out Mayo Clinic and Gaiam Wellness Solutions at
www.gaiam.com/mayoclinic
The Nevada Department of Health and Human Services,
Nevada State Health Division is taking patient safety
seriously! They provide information for the public on safety in
doctor’s offices, hospitals, nursing homes, and in home health
care settings. Information for professionals includes patient
health literacy, national and local legislation, electronic medical
records, and education. Both options discuss medication errors
and provide links for additional information.
Check out Nevada State Health Division patient safety at
www.health2k.state.nv.us
Nurses World Magazine offers resources for nurses at work
and at play. Careers and hospitals focuses on resumes and job
searches. Nursing information includes listings for nursing
schools and continuing education opportunities, and links to
professional organizations. Lifestyle encourages self-care under
the interesting headings Ambrosia, Chic Boutique, Cozy Digs,
Destinations, and Vitality.
Check out Nurses World Magazine at www.
nursesworldmag.com

Assessing Decreased
Urine Output

Operation Quiet Comfort—
Support Our Military

Decreased urine output may indicate that your patient has
acute renal failure. Do not assume that your patient is simply
dehydrated, instead, look for risk factors of renal dysfunction.
Now this is a decision you have to make when you are
looking at a patient with decreased urine output. It could be
one of two major things that are happening now to cause the
decrease: it could be he is dehydrated or needs fluid volume, or
it could be a sign of early renal dysfunction.
***Renal function can be estimated using an estimated
creatinine clearance or by glomerular filtration rate, in addition
to the 24-hour urine.***
Look for risk factors such as hypertension and diabetes.
Patients with hypertension and diabetes have ten times the risk
of renal dysfunction over patients who do not. Look for a recent
urinary tract infection, also for decreased blood pressure or
maybe the presence of nephrotoxic drugs. All of these things
can decrease renal function and lead to acute renal dysfunction
and renal failure. When you are assessing your patient, look at
his creatinine clearance (24-hour urine). Creatinine clearance
gives you an indication of renal function, whereas the BUN
and creatinine are only going to give you an indication of renal
failure.
Make a "Hit List"
-Age
-Shock
-Sepsis
-Nephrotoxic drugs
Look at decreased urine output as a multi-factoral event.
Is it dehydration or could it be acute renal dysfunction?
Observation: decreased urine output. Question: is it dehydration
or acute renal dysfunction?
David W. Woodruff, MSN, RN, CNS, CEN, www.
Ed4Nurses.com reprinted with permission.

Operation Quiet Comfort is a national non-profit
organization based out of Michigan and was established for
the purpose of honoring and comforting members of the
U.S. Armed Forces injured while in harm's way. They also
provide support to those that are caring for them.
There are many projects and different ways you can all
help. One of the main projects is creating Go Bag Care
Packages. Often our injured men and women arrive for
medical care without their belongings. It can take weeks
before their belongings catch up with them - and sometimes
they don't arrive at all. Even when injured, our troops
need items like hygiene and grooming products, clothing,
entertainment and support from the home front.
Another very popular and well received project is the
creation of Four Freedoms Gratitude Quilt. These quilts
are given to injured service members receiving medical
care abroad. They are symbols of the love and respect for
our troops.
Made of denim squares cut from our well-loved blue
jeans, these squares are signed by groups and individuals
and include heart-felt messages of thanks, appreciation and
encouragement for the future. A volunteer doesn't have to
be a quilter to assist in this project, collecting and cutting
the squares for the quilts is always helpful.
These men and women are making very hard sacrifices
for us here at home. If anyone would like further
information please go to the operationquietcomfort.com
web site. There are many ways one can help and of
course, monetary donations are always appreciated.
Thank you so much, Ellen Wright; Proud mom of a
Marine Veteran 775-786-5654.
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News You Can Use
Venous thromboembolism
(VTE)
David W. Woodruff, MSN, RN, CNS, CEN
This is the what we used to call deep vein thrombosis
(DVT) and is associated with an increase in morbidity
and mortality in hospitalized patients. Over 150 years
ago, Dr. Virchow identified three risk factors that can be
assessed to determine if your patient may develop venous
thromboembolism. They are: venous stasis, endothelial
injury and alteration in coagulation. If your patient has
these risk factors, they are more likely to develop a VTE
and possibly pulmonary embolism (PE) which can be life
threatening.
In recent article by Dr. Cohen, et al, the researchers
determined that in only 40 percent of medical patients
who were at risk for VTE and only 60 percent of surgical
patients at risk for VTE received prophylactic treatment
with Heparin or a low molecular weight Heparin (LMWH)
injection. It is surprising that these prophylactic rates are
so small; however, they may be the result of a lack of
education on the part of our physicians.
Here's what you can do to decrease complications in
your parents and assure that they don't develop venous
thromboembolism and pulmonary embolism.
When you assess your patient
• identify that they have Virchow's triad of risk factors,
(venous stasis, endothelial injury and alteration in
coagulation).
• check to see if the patient is already on Heparin or
low molecular weight Heparin prophylaxis.
• If not, make sure that the patient gets sequential calf
compression devices, also called SCDs, to compress
the calves and decrease the risk of VTE formation.
From Cohen, A.T. et al. (2008) Venous
Thromboembolism Risk and Prophylaxis in the Acute
Hospital Care Setting (ENDORSE Study), A Multi National
Cross Sectional Study. Lancet 371:387.
Ageno W. and Dentali, F. (2008) Prevention of In
Hospital VTE, Why Can't We Do Better? Lancet 371:361.
Editor note: This “complication” is considered by
Medicare as preventable and will no longer pay hospitals
to treat.

'Superbug' Genome Shows
Extreme Drug Resistance
British research into one the most recent "superbugs,"
reveals that the bacterium has an incredible ability to
resist antibiotics and other drugs, according to soon-tobe-published findings. Steno, short for Stenotrophomonas
maltophilia, thrives in moist environments, such as
around taps and shower heads, and can be transmitted to
people. It is responsible for roughly 1,000 cases of Steno
blood poisoning in the U.K. annually. About 30 percent of
these infections prove fatal. This is the latest in an everincreasing list of antibiotic-resistant hospital superbugs.
The degree of resistance it shows is very worrying; and no
new drugs capable of combating these pan-resistant strains.
Pan-resistant Steno infections are extremely hard to treat
but are rarer than similarly difficult MRSA and Clostridium
difficile infections that are frequently hospital-acquired.
The genome (also found in the lungs of many adults with
cystic fibrosis) can cause pneumonia and septicemia. Steno
only enters the body through devices, such as catheters or
ventilation tubes, which are left in place for long periods
of time. It sticks to the catheter, grows into a 'biofilm,' and
enters the patient's bloodstream when the catheter is next
flushed. Steno often affects those with weakened immune
systems. With the knowledge that Sterno stick to surfaces,
research is on-going to develop biochemical compounds
that interfere with this interaction and design inhibitors that
block them (silver ?)
CDC recently reported that in American hospitals alone,
healthcare-associated infections account for an estimated
1.7 million infections and 99,000 associated deaths each
year. Of these infections:
• 32 percent of all healthcare-associated infection are
urinary tract infections
• 22 percent are surgical site infections
• 15 percent are pneumonia (lung infections)
• 14 percent are bloodstream infections
Source: Estimating Health Care-Associated Infections
and Deaths in U.S. Hospitals, 2002
For more information: U.S. Centers for Disease
Control has more about drug-resistant bacteria.

Randomized Trial of Low-Volume
PEG Solution Versus Standard PEG
+ Electrolytes for Bowel Cleansing
Before Colonoscopy
Christian Ell, M.D., Ph.D.
(Am J Gastroenterol 2008;103:883–893)
Reviewed By: Beatrice Razor RN, BSN CWOCN
This randomized study provides an interesting option to
the “GoLightly” prep now currently in practice. The study
split the test subjects into two group one to receive either 2
L PEG + Ascorbic Acid the other the standard 4 L PEG +
E. The Preparations were taken as split doses the evening
before colonoscopy and the following morning with the
goal to determine efficacy, safety, and patient acceptability.
Bowel cleansing success was assessed via videotapes. The
bowel cleansing with the new 2 liter solution of polyethylene
glycol (PEG) plus ascorbic acid was deemed as effective as
the standard 4 liter PEG plus electrolytes solution, and is
more acceptable to patients. Result indicated the addition
of ascorbic acid improved the taste of the lavage solution,
but more importantly it also reduced the effective volume
of solution needed for adequate cleansing.
The statement made on the rationale for using Ascorbic
Acid was that due to its absorption mechanism, which
becomes saturated at large doses; the excess Ascorbic Acid
creates an osmotic effect, acting synergistically with PEG.
In this randomized study for bowel cleansing before
colonoscopy; both groups used a split-dose regimen taking
half of the solution the evening before the colonoscopy
and the other half early in the morning of the procedure.
Patients who drank the 2 L PEG+Asc solution reported
significantly less nausea and abdominal cramping than
those who drank the standard 4 L solution. The study
indicated better patients compliance with the lower volume
requirements
Result indicted bowel cleansing was achieved in 136 of
153 patients (88.9%) who used the 2 L PEG+Ascorbic Acid
solution and 147 of 155 patients (94.8%) who used the 4 L
PEG+E solution. The difference fell within the predefined
limit.
Hopefully another study will indicate the same or
better results; this could improve patients adherence to the
cleansing regime.

New Continuing Nursing Education Modules Now
Available on the Care of Mothers and Babies
For nurses seeking up-to-date
and cost-effective continuing
education on the care of mothers
and babies, the March of Dimes
is now offering three new
publications (modules).
They are:
- Challenges and Management
of Infertility, Including
Assisted Reproductive
Technologies;
- Tobacco, Alcohol and Drug
Use in Childbearing Families;
- Sexually Transmitted
Infections, Including HIV:
Impact on Women's Reproductive Health.
Challenges and Management of Infertility, Including
Assisted Reproductive Technologies focuses on the unique
problems that fertility brings to women and their partners.
The author describes assisted reproductive methods in
detail, emphasizing the special contribution that nurses can

make to the care of infertile women and their families.
Tobacco, Alcohol and Drug Use in Childbearing
Families presents an overview of the extent and impact
of use of these substances by pregnant women, and gives
nurses evidence-based strategies to support families
dealing with these problems. Author tackles social and
ethical issues that complicate the care of these families.
Sexually Transmitted Infections, Including HIV: Impact
on Women's Reproductive Health provides the perinatal
nurse with essential clinical information concerning
sexually transmitted infections (STIs). This module
includes the scope of the problem; pathogens associations
with STIs; epidemiology of specific STIs; risk factors;
modes of transmission; and complications. March of Dimes
Nursing Modules help perinatal nurses integrate the latest
scientific and clinical advances into the care of mothers
and babies.
For more information on these or the more than two
dozen other nursing modules available from the March
of Dimes, contact Mary Lavan, Manager, Professional
Education Services, at 914-997-4609 or mlavan@
marchofdimes.com.
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News You Can Use
Education on Wound Care!
DATE:
Wednesday, August 13, 2008
LOCATION: Peppermill Hotel/Casino, Aspen room
2707 S. Virginia, Reno, NV.
TIME:
7:30 AM–4 PM
Presenter:
Susan Schardt, RN, CWCN, CWS
The 5th annual education on wound care meeting will
be held in the Aspen Room & lunch will be served in the
Manzanita Room. Registration Starts @7:30AM & the day
will end @4PM. Continental breakfast, lunch & afternoon
snack will be served.
Course Objectives:
• Identify 2 major functions of the skin
• Identify 3 phases of wound healing
• Describe the importance of the AHCPR/AHRQ,
Pressure Ulcers in Adults; Prediction and Prevention
• List 3 criteria for wound assessment
• Describe
the
importance
of
appropriate
documentation
• Identify 3 factors that affect wound healing
• Describe the benefits of moist wound healing
• List 3 methods of debridement
• List 2 methods to reduce surface bacterial load in
wounds
• Describe the method of wound healing of 3 product
categories
• Describe the 5 principles of wound healing.
•
Registration fee: $50
•
Deadline for registration is August 1, 2008.
You can register with Susan by contacting me via email
sschardt@medline.com or calling me @ (916) 849-8494.

Recognizing heart failure
in elderly with COPD
Due to physiologic variables such as increased
pulmonary vascular pressure and chronic hypoxemia, the
patient with chronic obstructive pulmonary disease (COPD)
is at risk for heart failure (HF). When this patient presents
with dyspnea, it is often difficult to determine the whether
it is the COPD or the HF that is causing the respiratory
distress.
A recent study examined the predictive value of
assessing four clinical variables in diagnosing HF as the
cause of dyspnea in these patients: 1) history of ischemic
heart disease, 2) laterally displaced apical heart beat (PMI),
3) high body mass index, and 4) increased heart rate.
They found that the presence of all four clinical findings
had a good clinical correlation with heart failure. And the
predictive value increases with the measurement of braintype natiuretic peptide (BNP) and echocardiogram.
Patients with COPD who complain of dyspnea should
be assessed for the four clinical findings to help determine
whether their dyspnea is related to COPD or could be a
component of HF so that they can be treated appropriately.
From: Rutten FH et al. (2005). Recognizing heart
failure in elderly patients with stable chronic obstructive
pulmonary disease in primary care: Cross sectional
diagnostic study. BMJ, 331:1379-82.

Patient Safety Posters
These new editions of the Patient Safety Posters contain
tips designed to help organizations meet the 2008 National
Patient Safety Goals. Packaged in a set of 10 eye-catching
and informative 18” x 24” posters. Each poster includes
tips on how to address key patient safety–related issues,
encouraging a dialogue among staff and supporting the
culture of safety. Poster topics include the following:
• Know Your Patient (Goal 1: Patient identification)
• Read-back orders (Goal 2: Improve communication
among caregivers)
• Hand-Off with Care (Goal 2: Improve
communication among caregivers)
• Do-Not-Use Abbreviations (Goal 3: Improve the
safety of using medications)
• Hand Hygiene (Goal 7: Infection Control)

• Fall Prevention (Goal 9: Reduce the risk of patient
harm resulting from falls)
• Medication Reconciliation (Goal 8: Accurately
and completely reconcile medications across the
continuum of care)
• Keep Patients Involved (Goal 13: Encourage the
active involvement of patients and their families in
the patient’s own care as a patient safety strategy)
• Suicide Prevention (Goal 15: The organization
identifies safety risks inherent in its patient
population)
• Eliminate Surgical Mistakes (Universal Protocol 1)
To order, go to the link below or call 877-877-223-6866.
http://store.jcrinc.com/JCRStore/SearchProductAction.
do?_$action=Search&text=JCPST08
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Cell:

Membership Options (Check One)

Payment Plan (Check One)
Makes checks out to: NNA/ANA

Full ANA/NNA Membership
(Includes full membership to NNA and the
American Nurses Association (ANA) for 12
months.)
F-Full Membership
_______Employed
R-Reduced Membership
_______Not employed
_______Full-time student (must be a RN)
_______New graduate from basic nursing
education program, within six months of
graduation (first membership year only)
_______New—Never been a member
of a state nurses association of the
American Nurses Association (first year of
membership only)
_______62 years of age or older and not
earning more than Social Security allows
S-Special Membership
_______62 years of age or over and not
employed
_______Totally disabled

*State nurses’ association dues are not deductible
as charitable contributions for tax purposes, but
may be deductible as a business expense.

State Only NNA Membership
(Includes state only membership to
NNA for 12 months. Does not establish
membership in the American Nurses
Association)
_____
RN Full Time
Graduate
Student
_______Any
RN
with an
active

Nevada license.

or inactive

*State Only dues must be paid in full at the time of
application.

Full Annual Payment
_______Check (payable to NNA/ANA)
_______Visa
_______MasterCard
Annual Credit Card Payment
This is to authorize annual credit card
payments to NNA/ANA. By signing on the
line, I authorize NNA/ANA to charge the
credit card listed for the annual dues on
the 1st day of the month when the annual
renewal is due.
_______________________________
Annual Credit Card Authorization Signature*
EDPP (Monthly Electronic Payment)
This is to authorize monthly electronic
payments to ANA. By signing on the line, I
authorize NNA/ANA to withdraw 1/12 of my
annual dues and any additional service fees
from my account.
Checking: Please enclose a check for
the first month’s payment; the account
designated by the enclosed check will be
drafted on or after the 15th of each month.
Credit card: Please complete the credit
card information and this credit card will
be debited on or after the 1st day of each
month.
_______________________________
EDPP Authorization Signature*

*By signing the EDPP or Annual Credit Card authorizations, you
are authorizing NNA/ANA to change the amount by giving the
above-signed thirty (30) days advance written notice. Above
signed may cancel this authorization upon receipt by NNA/ANA of
written notification of termination twenty (20) days prior to the
deduction date designated above. Membership will continue unless
this notification is received. NNA/ANA will charge a $5 fee for any
returned drafts of charge backs.

Credit Card Information
_______________________________
Bank Card Number and Expiration Date
_______________________________
Authorization Signature
_______________________________
Printed Name
_______________________________
Amount $
Membership Dues
Full NNA/ANA
Annual $241.00 / Monthly $20.58
Reduced NNA/ANA
Annual $120.50 / Monthly $10.54
Special NNA/ANA
Annual $60.25 / Monthly $5.52
NNA State Only
Annual $99.00 / Monthly—not applicable

To be completed by NNA/ANA
State _________________________________________
District _______________________________________
Approved by ___________________________________   
Date __________________________________________

