
            More inside...

Oklahoma MRC Nurses
Page 10

ONA Convention
Pages 4-6

Oklahoma Nurses Association—Est. 1908

THE OFFICIAL PUBLICATION OF THE OKLAHOMA NURSES ASSOCIATION
Circulation 57,000 to All Registered Nurses, LPNs, and Student Nurses in Oklahoma

Volume 53 • Issue No. 4 December 2008, January, February 2009

ONA Convention Highlights

 Presort Standard
US Postage

PAID
Permit #14

Princeton, MN
55371current resident or

November is Pulmonary 
Hypertension Awarenss Month

Page 24

Over 300 nurses, nursing students and exhibitors 
filled the Downtown Doubletree Hotel in Tulsa 
making the 2008 ONA Annual Convention, 100 
Years of Caring:  Standing on the Shoulders 
of Giants a success.  From the inspiring keynote 
speakers to the Centennial Reception sponsored 
by the Oklahoma Beef Council, to the T-shirts and 
through to the Awards luncheon, indeed, this was a 
Centennial Celebration.

Adorned with photos, uniforms, and other 
memorabilia, this Convention was a time to celebrate 
our Giants.  Some individuals are viewed as Giants 
because they are linked to significant events and 
milestones.  Other individuals are Giants because 
they impact others to grow, achieve and succeed. 
At this year’s convention, we honored our Giants to 
celebrate what we have and build upon our success.  
Many of our events at this year’s Convention 
showcased the Giants that have come before us. 
Particularly moving, the Videos created by Sheryl 
Buckner commemorating the decades with photos 
and music, as well as remembering the lives of 
Donna Wong and Laura  Cross. 

 The opening session; “It’s a Great Time to Be a 
Nurse” was presented by K. Lynn Wieck, RN, Ph.D., 
FAAN.  In this time of internal pressure from the 
nursing shortage and external pressure from the 
focus on errors and mistakes, it is easy to lose sight 
of the many good things that are happening in 
healthcare.  In reality, there has never been a better 
time to be a nurse.  Dr. Wieck reminded us of the 
positive side of the current nursing situation and 
how we could capitalize on being the most-trusted 
professional in the country.  

Several concurrent educational sessions 
covered important issues: what nurses want, using 
storytelling in nursing education, environmental 
health issues in nursing, managing bullies, tobacco 
cessation, and so many more.  With a variety of 
wonderful choices, deciding which session to attend 
was very difficult.

ONA is truly grateful for the support of exhibitors 
each year.  Several of them commented how great 
it was talk with both practicing nurses, faculty 
members and student nurses at the same time. 
(Please see the list of exhibitors provided in this issue 
of the Oklahoma Nurse.)  With nearly 60 exhibitors, 
many attendees took the opportunity to learn about 
other work environments, educational opportunities, 
keeping faith in nursing, investment and insurance 
opportunities, and the ways to support ONA. 

That’s right, over 100 attendees stopped by the 
ONA store to sign the Centennial Quilt Signature 
Squares, buy T-shirts, Medallions, and other 
merchandise like the Cherry Ames book, and 
“Tomorrow” prints. Also at the ONA Store, many 
of made donations to help retire our debt early by 
entering to win a hand made quilt and/or a Trip for 
Two to Belize (donated by Smith Associates).

So who won? Joe Catalano, Region Six, won 
the hand made quilt; we think he’ll stay 
warm this winter! And Paula Jones from the 
McBride Clinic in Oklahoma City won the Trip 
to Belize. Paula bought her chance to win with 
the hope of providing a beautiful honeymoon 
to her son. Congratulations Joe and Paula!

The endnote this year was ANA President, 
Rebecca Patton MSN, RN, CNOR. Beginning 
her second term as ANA President, Becky 
has been a nurse since 1980, and prior to her 
term as ANA President served as the Director 
of Preoperative Services for EMH Regional 
Healthcare System in Cleveland, Ohio.  Becky 
spoke about the role ANA plays in furthering 
the nursing profession nationally and what 
our roles can be with ANA. 

From an organizational standpoint, there 
were opportunities at the Town Hall Breakfast 
(sponsored by Chickasaw Nation Health System). 
The Town Hall meeting is always a wonderful place 
for lively discussion of various nursing issues. We 
also examined many important issues during the 
House of Delegates meeting, including education, 
intimate partner violence, residency requirements 
for graduates, membership, and organizational 
structure.  

The annual ONF Breakfast was hard to find but 
easy to enjoy. And, for a silent auction, the PAC- 
Auction caused quite a stir with over 20 items on the 
bidding block! Thank goodness for the Meditation 
Room, the perfect place to get just far enough away…

The ONF Luncheon was very well attended, 
with some attendees even being turned away as 
we reached the cap of 120 lunch plates available. 
During the luncheon, Cindy Lyons and Linda Lyons 
Coyle presented research on their work Celebrating 
100 Years of ONA’s Leadership and Impact on 
Oklahoma.

Friday’s the Awards Luncheon, honored those 
individuals that have made contributions to the 
nursing profession this year. Awards went to: Rhonda 
Lawes, Excellence in Publishing, made possible by 
Arthur L. Davis Publishing; Marianne Matzo, ANA’s 
Honorary Recognition Award for her national and 
international service to the nursing profession; Ann 
Strong Anthony, Excellence in Nursing Award in 
Education; and, Oklahoma’s Attorney General, Drew 
Edmondson, Friend of Nursing.

  New Members to ONA’s Board of Directors were 
also installed.  These individuals are Christine 
Weigel, President; Cynthia Foust, Secretary/
Treasurer; Marsha Green, Education Director; and 
Janet Gallegly, Disaster Preparedness and Response 
Director. Region representatives include:  Lucille Cox, 
Region 1; Cindy Lyons, Region 2; Karen Scott, Region 
3; James Sims, Region 4; Flo Stuckert, Region 5; and 
Joe Catalano, Region 6.

 ONA would like to thank the Convention Planning 
Committee and Centennial Committee for their 
hard work and dedication in putting on a top-notch 
convention. ONA is also grateful for the speakers, 
sponsors, and exhibitors that participated in the 
convention without them we would be unable to put 
on such an outstanding convention.

 All in all, this year’s Convention provided 
attendees with information, resources and 
networking opportunities that renewed spirits and 
positive energy. Throughout the year, we hope you 
will help ONA continue advocating for patients, 
nurses and the profession. The 2009 Convention will 
conclude the Centennial Celebration and will be held 
at the Embassy Suites in Norman October 28, 29, 
and 30. Hope to see you there!
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THE OKLAHOMA NURSE (0030-1787), is 
published quarterly by the Oklahoma Nurses 
Association and Arthur L. Davis Agency. All rights 
reserved by copyright. Views expressed herein 
are not necessarily those of Oklahoma Nurses 
Association.

 
INDEXED BY

International Nursing Index and Cumulative Index 
to Nursing and Allied Health Literature.

Copies of articles from this publication are available 
from the UMI Article Clearinghouse. Mail requests to: 
University Microfilms International, 300 N. Zeeb Road, 
Ann Arbor, MI 48106.

ADVERTISING
Information regarding advertising may be obtained 

from Arthur L. Davis Agency, 517 Washington 
Street, P.O. Box 216, Cedar Falls, Iowa, 50613 (319) 
277-2414. The Oklahoma Nurses Association and 
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 ONA and the Arthur L. 
Davis Publishing Agency, Inc. shall not be liable for 
any consequences resulting from purchase or use of 
advertisers’ products; from the advertisers’ opinions, 
expressed or reported; or the claims made herein.

Any advertising in The Oklahoma Nurse is neither 
an endorsement of the advertiser nor of the products, 
services, or claims advertised. The Oklahoma Nurses 
Association is not responsible or liable for any 
claims made in the advertisement. Rejection of an 
advertisement does not indicate that this association 
disapproves of the advertiser or the product, service, or 
claim made in the advertisement.

ONA Core Values
ONA believes that organizations are value driven 

and therefore has adopted the following core 
values:

Code of Ethics for Nurses
Cultural Diversity

Health Parity
Professional Competence

Embrace Career Mobility and Professional Development
Human Dignity and Ethical Care

Professional Integrity
Quality and Safe Patient Care

Committed to the Public Health of the Citizens of 
Oklahoma

ONA Mission Statement
The ONA is a professional organization representing 
a community of nurses across all specialities and 

practice settings.

Oklahoma Nurse Editorial 
Guidelines and Due Dates 

Submittal Information

Materials Due Oklahoma Nurse
Date to Editor: Issue Date: 

 January. 15, 2009 March 2009 Issue

1. Manuscripts should be word processed and 
double-spaced on one side of 8 1/2 x 11 inch white 
paper. Manuscripts should be emailed to Editor at 
ona@oklahomanurses.org. 

•	 Manuscripts	 should	 include	 a	 cover	 page	
with the author’s name, credentials, present 
position, address and telephone number. In 
case of multiple authors, list the names in 
order in which they should appear. 

•	 Style	must	conform	to	the	Publication	Manual	
of the APA, 4th edition, 1995. 

•	 The	 Oklahoma	 Nurse	 reserves	 one-time	
publication rights. Articles for reprint will 
be accepted if accompanied with written 
permission. 

•	 The	 Oklahoma	 Nurse	 reserves	 the	 right	 to	
edit manuscripts to meet style and space 
limitations.

•	 Manuscripts	may	be	reviewed	by	the	Editorial	
Staff. 

2. Photographs should be of clear quality. Black & 
white photographs are preferred but not required. 
Write the correct name(s) on the back of each photo. 
Photographs will be returned if accompanied by a 
self-addressed, stamped envelope. Mail photographs 
to:

Julie Clermont
Editor, The Oklahoma Nurse

6414 N. Santa Fe, Ste. A
Oklahoma City, Oklahoma 73116

3. E-mail all narrative to ona@oklahomanurses.com

Contact the ONA
Phone: 405.840.3476

Toll Free: 1.800.580.3476
E-mail: ona@oklahomanurses.org

Web site: www.oklahomanurses.org
Mail 6414 N. Santa Fe, Ste. A

Oklahoma City, OK 73116

Questions about your nursing license?
Contact the Oklahoma Board of Nursing at 

405.962.1800.

Want to advertise in The Oklahoma Nurse?
Contact Mark Miller at 800.626.4081 or email 

at mark@aldpub.com.

Oklahoma Nurses Association
Editor: 
(ona@oklahomanurses.org)

ONA 2008-2009 Board of Directors: 
President Christine Weigel
Vice President Kimberly Anderson
Secretary/Treasurer Cynthia Foust
Education Director Marsha Green
Disaster Preparedness and Response Director
 Janet Gallegly
Practice Director Angie Kamermayer
Political Activities Director Barbara Smith 
Lucille Cox Region 1 Representative
Cindy Lyons Region 2 Representative
Karen Scott Region 3 Representative
James Sims Region 4 Representative
Flo Stuckert Region 5 Representative
Joe Catalano Region 6 Representative
Vacant Region 7 Representative
Diana Knox Ex-Officio ONA-ONSA Liaison
  President, ONSA  

ONA STAFF
Jane Nelson, CAE Executive Director
Lanita Lukens Bookkeeper
Loren Stein Project Director
Julie Clermont Communications Coordinator

Association Office:
Oklahoma Nurses Association
6414 N. Santa Fe, Suite A
Oklahoma City, OK 73116
405/840-3476
Subscriptions:
The subscription rate is $20 per year.
Copyright 1996
The Oklahoma Nurses Association

Arthur L. Davis Publishing: 
Excellence in Publication Award

The Arthur L. Davis Publishing Agency proudly 
announces a $1000 award to be awarded to the ONA 
Member who submits the ‘most excellent’ manuscript 
for publication in The Oklahoma Nurse. This Award 
is offered in celebration of the agency’s 24 successful 
years in publishing and to affirm nursing. The 
award will be presented at the Awards Banquet 
and the manuscript printed in a future issue of The 
Oklahoma Nurse.

Manuscript Submission Guidelines:
1. The manuscript must be an original, scholarly 

work addressing topics of interest to readers 
of The Oklahoma Nurse. Examples of topics: 
Integrative literature reviews, clinical topics, 
evolving/emerging professional issues, and 
analysis of trends influencing nurses and 
nursing in Oklahoma. 

2. Manuscripts must not exceed 15 double spaced 
pages and must conform to APA guidelines.

3. Manuscripts must be received in an email or 
diskette as Word Documents by September 
1, 2008 to be considered. A cover sheet listing 
author (s) name, credentials, address, and 
work and residence telephone numbers and 
email address must be included. The author (s) 
name must not appear anywhere else on the 
submission. 

4. The topic must be relevant to nurses/nursing in 
Oklahoma and provide new insights and/or a 
contrarian view to promote debate and discussion.

5. Ideas must be supported with sound rationale 
and adequate documentation.

6. If the manuscript describes a research project, 
quality initiative, or organizational change 
process, methods must be appropriate and 
participant confidentiality protected (as indicated).

7. The manuscript must be grammatically 
correct, organized, and submitted according to 
guidelines to be considered.

Manuscripts must be accompanied by a 
statement signed by each author indicating 1) the 
manuscript is NOT being considered for publication 
in any other journal; 2) the manuscript WILL NOT 
be submitted to another journal until notification 
of acceptance or rejection is received from the 
Oklahoma Nurses Association; and 3) willingness 
to sign a copyright release form upon publication of 
the manuscript in The Oklahoma Nurse.

Submit Manuscripts to the Oklahoma Nurses 
Association, 6414 N Santa Fe, Ste. A, Oklahoma 
City, OK 73119 or via email at ona@oknurses.com.
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 Regional Presidents
 Region 1:
President: Lucille Cox

Region 2:
President: Vacant

Region 3:
Diana Mashburn

Region 6:
President: Joseph Catalano
Email: jcatalan@ecok.edu

Region 7:
Vacant

Oklahoma Regional
Nurses Association

Region 4:
President: Kay Farrell
kay-farrell@ouhsc.edu

Region 5:
Maureen Running
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Celebrate Oklahoma Nurses’ 
Centennial 

100 Years of Caring: Standing on 
the Shoulders of Giants

100 Years Commemorative Medallion
This year ONA will produce a three inch (3”) 
commemorative medallion. It will be double sided; 
one side will display the current ONA logo and the 
opposite side will be an older logo containing the 
Nightingale Lamp and 1908 (see diagram). The cost 
for the coin is $12.50 if pre-ordered with delivery at 
convention or $15 pre-ordered and shipped. To order 
your medallion, please use the form below or the 
convention form.

100 Years Commemorative Medallion
Order Form

Name _____________________________________________

Address ___________________________________________

City, State, Zip ____________________________________

Phone Number (best way to reach you) _____________

Email Address ____________________________________

________ No of Medallions to be Shipped 

($21.95 each) includes shipping and handling

Method of Payment

_______Check enclosed for  $____________

_______Charge to my Credit Card $_________

 ___MC ___VISA____AmEx____ Discover

Name on Credit Card ______________________________

Credit Card Number: _____/______/_______/______ 

CVV ______________________________________________

Expiration Date:  __________________________________

Signature:  ________________________________________

_______Charge to my Credit Card $_________

 ___MC ___VISA____AmEx____ Discover

Name on Credit Card ______________________________

Credit Card Number: _____/______/_______/______ 

 ______________________________________________

Expiration Date:  __________________________________

Signature:  ________________________________________

2008 Sponsors
Organizational Sponsors
INTEGRIS Health Systems

Mercy Health Center
Midwest Regional Medical Center

OU Medical Center
Saint John Medical Center

Convention Sponsors

Platinum Sponsor
Arthur L. Davis Publishing Agency, Inc.

Saint Francis Hospital

Gold Sponsor
Oklahoma Heart Hospital

Silver Sponsors
Bank of America

Chickasaw Nation Health System
Comanche County Memorial Hospital *

Grace Living Center
John Hancock

Oklahoma Beef Council

Bronze Sponsors
BancFirst

Choctaw Nation Health Service
INTEGRIS Health Systems **

MARSH
Oklahoma MRC

Oklahoma State Medical Association

Centennial Contributors
Oklahoma League of Nursing

Thank You to All of Our Sponsors!!!
*Bag Sponsor **Program Sponsor

Centennial T-shirt
 Order Form

ORDER YOUR T-SHIRT NOW!!

Name ________________________________________________

Address ______________________________________________

Phone ________________________________________________

Email ________________________________________________

T-SHIRTS SIZES

Small $12.95 ___ Medium $12.95 ____ Large $12.95 ___

XL $12.95 ___ 2 XL $15.95 ___ 3XL $15.95 ___
Prices include shipping

Payment Method

Total Amount: _____________ 

Check ______  P.O. ______  Money Order______

___MC ___VISA____AmEx____ Discover

Credit Card Number: _____/______/_______/______

CVV __________________________________________________

Expiration Date:  _____________________________________

Signature:  ___________________________________________

Oklahoma Nurses Association is an approved provider 
of continuing nursing education by the Texas Nurses 
Association, an accredited approver by the American 
Nurses Credentialing Center’s Commission on 
Accreditation.

ONA Convention

Amedisys Home Health Services
American Red Cross, Tulsa
AWHONN
Bailey Medical Center
Baylor Health Care System
Chickasaw Nation Health System
Choctaw Nation Health Services Authority
Comanche County Memorial Hospital
Continuous Care
Deaconess Hospital
Duncan Regional Hospital
Faith Community Nurses Association
Good Shepherd Medical Center
Grace Living Center
Hillcrest Medical Center
INTEGRIS Health
John Hancock Financial Network
Laureate Psychiatric Hospital, Saint Francis 
  Health System
Lifeshare Transplant Donor Services of  Oklahoma
Marsh
McAlester Regional Health Center
Medical City Dallas Hospital
Mercy Health System Oklahoma
Methodist Health Services
Midwest Regional Medical Center
Nazih Zudi Transplant Institute of INTERGRIS
Norman Regional Hospital
OBU International Graduate School
OK DHS, Tobacco Use Prevention Service

2008 ONA Exhibitors
OK Surgical Hospital
Oklahoma City University
Oklahoma Gideon Auxillary
Oklahoma Healthcare Authority
Oklahoma Heart Hospital
Oklahoma Nursing Times
Oklahoma Primary Care
Oklahoma Wesleyan University
OSU Medical Center
OU College of Nursing
OU Medical Center
Robison Medical Resource Group
Saint Francis Hospital
Saint Francis Hospital South
Scentsy
Sigma Theta Tau-Beta Delta Chapter
St. John Health System Tulsa
Stillwater Medical Center
Texas Health Resources
Texas/Oklahoma AIDS Education and Training 
  Center (OUHSC)
The Children’s Center
The College Network
Tinker Federal Credit Union
Total Medical Personnel Services
Tulsa Community College
US Army Healthcare Recruiting
USAF Health Professions
Valley View Hospital
Vanderbilt School of Nursing
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ONA Convention

Oklahoma Nurses Association’s Nurse of the 
Day program serves as an effective advocacy tool 
for nurses across the state to talk one on one with 
Legislators.  Everyday of the legislative session a 
registered nurse has the opportunity to actively 
participate in the legislative process.  The Nurse of 
the Day has the opportunity to visit with legislators, 
attend various committee meetings and assist in 
the First Aid station at the Capitol.  So that those 
participating in the Nurse of the Day or Doctor of the 
Day program are not tied to the First Aid station, 
there is a paid ER Nurse that oversees the care 
provided. The program allows nurses to voice their 
thoughts and opinions on currently legislation that 
affects nurses and healthcare.  

This program serves as an ideal time way to let 
nursing’s voice be heard!  The Nurse of the Day will 
get a sense as to the respect and appreciation nurses 
have among legislators as they will hear related 
comments often while they are at the Capitol. Also it 
will provide an opportunity for nurses to learn more 
about the legislative process.

With the session about to begin, many professional 
associations are trying to get legislators to take 

The Importance of Nurse of the Day
notice of their views.  It is imperative that we have 
nurses to serve as Nurse of the Day.  During the day 
the Nurse of the Day is introduced on the chamber 
floor at the beginning of the session and presented 
with a personalized certificate of appreciation.  
During the legislative session access to the chamber 
floor is reserved to a few privileged people, which 
includes the Nurse of the Day.  This honor allows the 
Nurse of the Day beneficial one on one time with the 
legislators to discuss their views on current bills.

Please consider serving as Nurse of the Day 
sometime from February 5 to May 30.  Nurses are 
the largest group of health care providers in the 
state.  There are many issues that come before the 
Legislature that may affect the delivery of care, the 
nursing profession and nurses in general during the 
next session.  It is imperative that Nurses are there 
to weigh in on these issues.  The Oklahoma Nurses 
Association’s Nurse of the Day has proven thought the 
years that it provides visibility and an opportunity 
for nurses’ voices to be heard throughout the Capitol.  
Sign-up as Nurse of the Day using the form provided 
in this issue of the Oklahoma Nurse or on the ONA 
website www.oklahomanurses.org.

Ann Anthony receives the ONA Excellence in 
Nursing-Education with Karen Tomajan and 
Becky Patton.

Centennial Quilt Display Cindy, Joyce and Linda Lyons with Joyce’s 
student uniform.

Convention attendees.

East Central Students at ONA Convention.

Diane Sears promoting Get Away.

ECU Student discussing issues at Town 
Hall Breakfast.

Enjoying the Beef Council Reception. Joe Catalano discussing issues at the Town 
Hall Breakfast.

Joyce VanNostrand with student uniform and 
military cap.

Karen Scott with her student nurse cape 
from Bacone College.

More attendees enjoying the Beef Council 
Reception.

ONA members visiting with ANA President 
Becky Patton.

ONA members with President Karen Tomajan cutting the 
celebration cake.

ONA President Karen Tomajan presents the 
Friend of Nursing Award to Attorney General 
Drew Edmondson.

Parish Nurses’ Exhibit.

Rhonda Lawes receives Arthur L. Davis 
Publishing Award from Mark Miller, Karen 
Tomajan and Becky Patton.

Saint Francis exhibiting and 
ONA sponsors.
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Actions of the 
House of Delegates
The House of Delegates met at convention on 

Thursday, October 30, 2008.  Reports were heard on 
the activities, membership and financial status of 
the association as well as the adoption of the Positive 
Work Environments position statement developed as 
a result of the resolution passed at the 2007 House 
of Delegates.  There was also an Environmental Scan 
discussion focusing on changes at ANA, the Center 
for American Nurses, scope of practice issues and 
continued competency.

Resolutions were heard and passed on Intimate 
Partner Violence and Nurse Residency programs 
(Included for your review).  A third resolution on 
Educational Attainment which dealt with the issue of 
attaining a baccalaureate with 10 years of graduation 
was send to a task force to be appointed for further 
discussion.  If you are interested in serving on this 
task force, please contact the ONA office.

Due to time the Nightingale Tribute, which 
honors nurses who we have lost during the year 
was deferred to the Awards Luncheon.  Some of the 
nurses honored included Laura Cross, Donna Wong, 
Mary Louise McDaniel, LaQuita Howell, Eleanor 
J. Townsell, Bob Leonard McHenry, Verba Wilson, 
Deborah Asher Shiew, Jeanette Minich, Virginia 
Lee, Brewer, Jory Gildhouse, Anita Lucille Lipsey, 
Kelly D. Rutherford, Pauline Steeley Nichols, Philip 
Harvey Runyon, Lynda Ann Meech, Mary Ellen 
Sanders, Dorothy Dean Davis, James Brent Berry, 
Edna Haertig Atkinson, Frederick Vernon Reed, 
Patricia May Landon, Barbara Jan Dyer,  Patricia 
May Landon, Rosalie Carter, Jeanne Gale Little, 
Edythe Marie White, Lottie Dixon Epps,  Johnnie 
“Tina” Parker, Margaret Mae Wyly, and Bobbie Ann 
(Ketcher) Pack.   A brochure on the Nightingale 
Tribute is available on the ONA website.  

ONA Election Report
The ONA membership elected the following 

individuals to serve in the following capacity

Secretary/Treasurer:  Cynthia Foust, Southwestern 
  Oklahoma University
Education Director:  Marsha Green
Disaster Preparedness Director:  Janet Gallegly

Nominating Committee:  
Melissa Craft to serve as chair in 2010
Gayle Roberts, and
Lisa Watkins

ONA Convention

Oklahoma Nurses Association
2008 House of Delegates Resolution

(as amended by the House October 30, 2008)

Subject: Residency Programs for Newly Licensed 
  Registered Nurses
Introduced by: ONA Board of Directors

EXECUTIVE SUMMARY: Newly licensed registered 
nurses leave their first professional nursing position 
at an alarming rate with over half leaving in less 
than one year. These newly licensed registered 
nurses chose to leave the nursing profession due 
to role overload, job dissatisfaction, stress, low self-
efficacy, and physician-staff relationships. Retention 
of newly licensed registered nurses is a vital part in 
ameliorating the critical nursing shortage. The loss 
of newly licensed registered nurses has a ripple effect 
throughout the entire healthcare system. 

THEREFORE BE IT RESOLVED that the Oklahoma 
Nurses Association will: 

Support initiatives to facilitate the successful 
integration of new nurse graduates in the work 
environment, including but not limited to, residency 
programs; and 

Support nursing research efforts to identify 
principles/parameters/ components for new nurse 
orientation programs and support research efforts 
to demonstrate the effectiveness of those identified  
components, for the successful integration of new 
nurses into the work environment.

 
SUGGESTED IMPLEMENTATION ACTIVITIES: 
1. Participate in supporting efforts of collaboration 

between faculty and service managers to develop 
Newly Licensed Registered Nurse Residency 
Programs. 

2. Encourage partnerships between nursing education 
and nursing service to co-teach in the Newly 
Licensed Registered Nurse Residency Programs. 

3.  Support collaborative research studies between 
the nursing programs and nursing service to 
demonstrate effectiveness of Newly Licensed 
Registered Nurse Residency Programs. 

4.  Support collaborative efforts between service 
managers and nursing faculty to plan the transition 
from education to practice for Newly Licensed 
Registered nurses in the first year of employment.

Subject: Educational Advancement for
   Registered Nurses
Introduced by: ONA Board of Directors

EXECUTIVE SUMMARY: This action report 
recommends increasing the level of education 
required for continued registration as a registered 
nurse by requiring registered nurses (RNs) 
to attain a baccalaureate degree in nursing 
within ten years after initial licensure, while 
maintaining the multiple entry points into 
the profession. The purpose of requiring the 
baccalaureate degree for continued registration 
as a registered nurse is to be responsive to meet 
the increasingly complex health care needs of the 
residents of the US. Registered nurses currently 
licensed or enrolled in a nursing program would 
be grandparented. 

THEREFORE BE IT RESOLVED that the 
Oklahoma Nurses Association will: 

Affirm that increased numbers of registered 
nurses with a baccalaureate degree are needed to 
address the ongoing challenges of an increasingly 
complex health care delivery system and a critical 
nursing faculty shortage; and 

Support initiatives to require registered nurses 
(RNs) to obtain a baccalaureate degree in nursing 
within ten years after initial licensure, exempting 
(grandparenting) those individuals who are licensed 
or are enrolled as a student in a nursing program at 
the time legislation is enacted; and 

Advocate for and promote legislative and 
educational activities that support enhanced 
advanced degrees in nursing.  

SUGGESTED IMPLEMENTATION ACTIVITIES: 
1. Support legislative initiatives to require 

registered nurses (RNs) to obtain a baccalaureate 

Subject: Nursing Professions Response to 
  Intimate Partner Violence
Introduced by: ONA Board of Directors

EXECUTIVE SUMMARY: Intimate partner violence 
(IPV) is “actual or threatened physical, sexual, 
psychological, or emotional abuse by a current 
or former spouse (including common-law spouse), 
dating partner or boyfriend or girlfriend.  Intimate 
partners can be of the same or opposite sex.” IPV – 
rape, physical assault, and stalking - continue to 
be both legal and public health concerns causing 
2 million injuries each year for 5.3 million US 
women, ages 18 and older.  Increasing research 
supports that IPV has both short and long term 
health consequences even after abuse ends.  
Although most healthcare professionals agree that 
IPV is a problem, evidence based practices such as 
use of danger assessments are still not utilized in 
clinical practice. 
 
This action proposal seeks to revise the ANA 
Position Statement, Violence Against Women to 
reflect current intimate partner violence research 
and knowledge to give guidance and direction for 
best clinical practices in the nursing profession. 

THEREFORE, BE IT RESOLVED, that the 
Oklahoma Nurses Association will:

1. Be opposed to IPV in all forms.
2. Increase awareness and education among 

nurses about the magnitude of the effect 
of intimate partner violence on the health, 
safety, and welfare of families, children, and 
communities. 

3. Advocate for the use of evidence based clinical 
guidelines in caring and treating victims of 
violence 

4. Endorse the use of routine, universal, and 
culturally sensitive intimate partner violence 
screening tools and protocols in all nursing 
specialties and settings.

5. Work with ANA and other nursing organizations 
to provide intimate partner violence 
documentation guidelines that are medically 
and legally complete and accurate.

 
SUGGESTED IMPLEMENTATION ACTIVITIES:  

1) Work with ANA to convene a panel/summit 
of intimate partner violence (IPV) experts 
and stakeholders to revise the ANA Position 
Statement, Violence Against Women to reflect: 
a) current research, emerging best practices, 

and inclusion of vulnerable, high risk 
groups.

b) evidence based clinical guidelines for basic 
IPV education and clinical practice for 
nurses.

2) Collaborate with the Oklahoma Chapters of the 
following nursing organizations such as the 
American Academy of Nursing Violence Panel, 
Association of Women’s Health, Obstetric and 
Neonatal Nurses (AWHONN), The Emergency 
Nurses Association (ENA), Nurse Midwives, 
National Forensic Nursing Institute and 
other stakeholders to publish, publicize, and 
disseminate consistent and evidence based IPV 
clinical practice guidelines 

3) Form partnerships with interdisciplinary 
professional groups for ongoing discourse 
related to IPV research funding.

4) Call for inclusion of Intimate Partner Violence 
curriculum in basic nursing education for 
National League of Nursing and American 
Association of Colleges of Nursing approved 
accreditation.

degree in nursing within ten years after initial 
licensure. 

2.  Collaborate with schools of nursing to remove 
barriers to RNs furthering their formal education 
and to design programs that build on basic 
nursing preparation and remove redundancy of 
content. 

3.  Advocate for legislative initiatives that provide 
scholarships for RNs to complete BS/MS/doctoral 
degrees.
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Congratulations
Rhonda Lawes

Recipient of the
Arthur L. Davis Publishing Agency

“Excellence in Publication Award”

For the Submission by Rhonda Lawes

“Thinking Outside of the Checkbox:
The potential danger technology poses to the 

art and science of nursing.”

 The Award includes a 
$1,000 Scholarship! Way to Go!

ONA—An Approved 
Provider of CEs

Oklahoma Nurses Association (ONA) is an 
approved provider of continuing nursing education. 
As such ONA may provide and co-provide 
educational activities with other organizations but 
may not approve other organizations’ educational 
activities. When activities are co-provided an ONA 
nurse planner must assume an active role in the 
entire process, from planning through evaluation. 
If activities are co-provided the ONA nurse planner 
maintains responsibility for all of the following 
activities: 

Determination of objectives and content
Selection of presenters/content specialists
Awarding of contact hours
Record Keeping
Evaluation
While Oklahoma does not require continuing 

education for license renewal, most professional 
nursing certifications do require continuing 
education. 

In order to qualify as continuing education, the 
activity must meet the criteria of the American 
Nurses Credentialing Center (ANCC) which states 
continuing nursing education is the systematic 
professional learning experiences designed to 
augment the knowledge, skills, and attitudes 
of nurses and therefore enrich the nurses’ 
contributions to quality health care and their 
pursuit of professional career goals. (ANA, 2000, 
p. 24). Activities which are orientation programs 
and facility-specific or staff development activities 
designed to enhance performance in a current job 
role and which are based on a specific facility’s 
policies, procedures, equipment or resources can 
not be considered as continuing nursing education. 
Neither may educational content repeat or refresh a 
nurse’s basic preparation. 

The evaluation of nursing continuing education 
is continuing to mature. The desired outcome of 
continuing education is to impact nursing practice. 
Just as clinical practice is asking the question, “Is 
there evidence that this practice produces the best 
client outcomes?” so also is nursing education asking 
the question, “Is there evidence this educational 
activity is positively impacting nursing practice 
and how do we gather the data and document that 
impact?” ONA is exploring follow-up evaluations to 
determine long-term impact on nursing practice after 
an educational activity

It is the policy of ONA to ensure balance, 
independence, objectivity and scientific rigor in all 
continuing nursing education activities. Commercial 
support shall not influence the design and objectivity 
of any educational activity. 

Any questions regarding the ONA Provider Unit 
may be addressed to Loren Stein, MSN, RNC at 
director@oklahomanurses.org or 405 840-3476.

Nurse Sensitive 
Indicators: A Staff 
Nurse Perspective 

by Brenda Nance MS, RN

As of October, 2008, the Centers for Medicare 
and Medicaid Services (CMS) will discontinue 
reimbursing for eight hospital acquired conditions. 
Four of these, pressure ulcers, patient falls, catheter 
associated urinary tract infections, and vascular 
catheter associated infections, are also identified 
as “nurse sensitive” by the National Quality Forum 
(NQF) (Kirchheimer, 2008). According to the ANA 
(2008), these conditions will either not occur or 
will improve if there is a greater quantity or quality 
of nursing care. What does this new CMS policy 
mean for the staff nurse? What can the staff nurse 
do to prevent these complications and prevent their 
institutions from losing reimbursement? 

As staff nurses we have the opportunity to 
showcase our worth. Our performance can impact 
the financial health of institutions by preventing 
complications and maximizing reimbursement. 
One of the first ways this can be accomplished is 
by completing a thorough admission assessment. 
It is critical for the staff nurse to document 
abnormal assessment data that is present on 
admission. For example, if a client is admitted with 
a stage II pressure ulcer to the coccyx, and it is not 
documented on the admission assessment, and then 
this ulcer is documented days later by another nurse 
on the unit it will appear as if it is hospital acquired. 
All the care thereafter provided to this client to treat 
the pressure ulcer will not be reimbursable. 

Most of these hospital acquired conditions can 
be prevented by providing appropriate nursing care. 
Excuses are frequently made for less than expected 
performance, such as short staffing or high acuity 
clients. The problem with these excuses is that 
these situations are not going to change or improve 
any time soon. The basics of nursing care can not 
be put aside to spend hours documenting at the 
computer. Each of these conditions can be prevented 
by appropriate hand washing, aseptic technique, 
turning your clients, and providing daily hygiene. 
Often interventions such as hygiene and mobility 
are delegated to unlicensed assistive personnel. The 
staff nurse must remember that according to the 
Nurse Practice Act it is still the professional nurse’s, 
that is the RNs, responsibility to make sure these 
interventions are being completed. 

As professionals, staff nurses we must take pride 
in our performance. We have this opportunity to 
demonstrate nursing’s contribution to the health 
care team and demonstrate the positive impact 
we can have on client outcomes. We should strive 
for excellence, support one another, and give much 
kudos for a job that is well done. 

References
ANA (2008). Nurse sensitive indicators. Retrieved 

September 9, 2008, from http://www.nursingworld.org
Kirchheimer, B. (2008, July/August). Wrestling with a 

new reality. Nurse Week, 44-45. 

Brenda Nance is on Faculty at the University of 
Oklahoma and a Staff Nurse at Saint Francis Hospital.
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It’s been said that “nurses are the heartbeat of the 
health care system.” Without them, the system could 
not survive.

Sometimes, however, in their dedication to 
caring for others, nurses may forget to take care of 
themselves. This, too, can significantly burden the 
healthcare system, especially when nurses catch 
the flu. Statistics show that fewer than half (41.8 
percent) of all health care workers were vaccinated 
against the flu during the 2005-2006 influenza 
season.1 In an era of nursing staff shortages and 
mandatory overtime, nurses may be heaping 
additional responsibilities on their co-workers when 
stricken with flu and unable to work. 

But there is a quick and easy fix for this problem: 
a flu vaccine. In fact, the Centers for Disease Control 
and Prevention (CDC) and the Advisory Committee 
on Immunization Practices (ACIP) recommend that 
all health care professionals who work directly 
with patients get an annual influenza vaccination. 
Because flu illness is caused by flu viruses that 
change constantly and the vaccine is updated every 
year, annual vaccination is needed for protection to 
remain current.

Fact vs. Fiction
So why aren’t nurses, and other health care 

professionals protecting themselves? 
It may be because even within the medical 

community, research indicates there’s a great deal 
of misinformation circulating about the flu vaccine. 
Despite the well-known benefits of the influenza 
vaccine, common misconceptions persist. 

•	 Fiction: The influenza vaccine can cause the 
flu.

 Fact: This is untrue. The flu shot contains 
inactivated viruses and the nasal spray 
contains weakened strains that are too 
insignificant to cause flu illness. Many studies 
confirm this. If a person gets the flu following 
a flu vaccine, it means that person had been 
exposed to the virus at least 3 to 5 days prior to 
showing symptoms. It can take up to two weeks 
from the time the vaccine is administered for 
immunity to kick in.

•	 Fiction: Nurses are immune to influenza, or 
have stronger immune systems, because they 
work around sick people every day.

 Fact: Because influenza viruses are constantly 
changing, past exposure does not provide 
protection against new influenza virus strains.

•	 Fiction: The vaccine’s side effects are worse 
than getting the flu itself.

 Fact: The most common side effects are 
redness and mild soreness at the injection site. 
These symptoms usually resolve themselves in 
one to two days. Persons who chose to get the 

nasal vaccine can avoid these injection–related 
problems, but can have nasal congestion or a 
runny nose for a day or two. The most serious 
side effect is an allergic reaction by those 
who have a severe allergy to eggs (the vaccine 
viruses are grown in eggs). For this reason, 
getting an influenza vaccination is not advised 
for people with an egg allergy. But egg allergies 
are rare, and severe allergic reactions are even 
rarer.

•	 Fiction: The flu vaccine is not effective.
 Fact: When there is a good match between 

circulating influenza virus strains and those 
in the vaccine, effectiveness rates have been as 
high as 70%-90% in healthy adults. Although 
the vaccine does not prevent everyone from 
getting ill, vaccination can make your illness 
milder. Plus the vaccine greatly reduces the 
chances of hospitalization and death.

The Scoop on Flu
Although influenza is mainly spread by droplet 

transmission, the virus can also infect others by 
remaining infectious on contaminated objects—such 
as doorknobs, telephone receivers, food utensils and 
trays, beds and medical equipment—for hours. Also, 
people can spread the flu for a day or so before they 
even develop symptoms. 

The period when an infected person is most likely 
to transmit the virus to others is during the first 
three days of illness. The chance of transmission 
wanes over five to seven days in otherwise healthy 
adults. 

Influenza usually starts suddenly and may 
include the following symptoms:

•	 Fever	(usually	high)	
•	 Headache	
•	 Tiredness	(can	be	extreme)	
•	 Cough	
•	 Sore	throat		
•	 Runny	or	stuffy	nose	
•	 Body	aches	
•	 Diarrhea	and	vomiting	also	can	occur,	but	are	

more common in children. 
General treatment for influenza includes bed 

rest, drinking plenty of fluids and taking over-
the-counter medicines such as acetaminophen. 
Children suspected of having influenza should not 
be given aspirin, as this may increase the risk of a 
complication known as Reye Syndrome. In addition, 
there are prescription antiviral medicines that can 
help prevent influenza infection and, when used 
within the first 48 hours, can reduce the duration 
and severity of the illness. 

The role that nurses and other health care workers 
play in helping prevent influenza-related illness and 
death—especially in at-risk elderly patients and 
young children—cannot be underestimated. 

Patients of nurses and health care workers 

who are at the greatest risk for influenza-related 
complications include people 65 or older; individuals 
with chronic pulmonary or cardiovascular 
conditions; people with chronic illnesses such as 
diabetes mellitus, cardiovascular disease, kidney 
disease, cancer, AIDS/HIV and asthma; pregnant 
women; infants; children ages six months through 
5 years and residents of nursing homes and 
other chronic care facilities. In addition to high 
risk groups, CDC recommends vaccination for all 
children aged 6 months through 18 years; people 
age 50 or older; and all healthcare workers to help 
curb the spread and possibly severe complications of 
influenza.

Two Easy Options
The influenza vaccination remains the best 

way for nurses and others to protect themselves, 
their families and their patients during the annual 
influenza epidemic. All they need to do is choose the 
method of delivery. 

Intramuscular influenza vaccination: 
Administered by shot, this is one of few 
immunizations that is recommended for all health 
care professionals, regardless of any special 
conditions (i.e., pregnancy, HIV infection, severe 
immunosuppression, renal failure, asplenia, diabetes 
and alcoholism/alcoholic cirrhosis.)2

Live intranasal influenza vaccine: This live 
vaccine is approved for use in healthy persons 5 to 
49 years of age, who are not pregnant, and do not 
provide care for severely immuno-compromised 
people when they are in a protective environment, 
such as a bone marrow transplant unit. Most 
healthcare workers who are younger than 50 years of 
age can receive the intranasal vaccine if they choose 
to.

Safe, Not Sorry

The role that nurses play in helping others is well 
known. Now, it’s time for nurses to consider how 
protecting themselves against the flu will also help 
them in their mission to protect others.

For more information about influenza and the 
influenza vaccine, visit www.cdc.gov/flu or call 
800-CDC-INFO (800-232-4636). 

References
1. CDC. Prevention and control of influenza: 

Recommendations of the Advisory Committee on 
Immunization Practice (ACEP). MMWR. 2008:57 (Early 
Release); 1-60.

2. CDC, MMWR. 2004;52 (RR06):1-40.
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Oklahoma Violent Death Reporting System
Executive Summary

Oklahoma is one of 17 states participating in the 
National Violent Death Reporting System. Violent 
deaths include homicides, suicides, deaths from legal 
intervention, unintentional firearm deaths, deaths of 
undetermined manner, and deaths from terrorism. 
The Oklahoma Violent Death Reporting System (OK-
VDRS) is a collaborative effort between the Oklahoma 
State Department of Health, the Office of the Chief 
Medical Examiner, the Oklahoma State Bureau of 
Investigation and the Oklahoma Child Death Review 
Board.

 OK-VDRS data is collected from death certificates, 
medical examiner reports, police reports, and 
supplemental homicide reports and includes specific 
information on victims, suspects, circumstances, 
and weapons. Child fatality review data is also 
collected for violent deaths of children. Data collected 
in Oklahoma during 2004 to 2006 are summarized 
in numerous tables, figures, and bullets highlighting 
key findings. The report includes a section on all 
violent deaths combined and individual sections for 
each manner of violent death. An additional section 
is included on violent deaths among children. 

Violent Deaths
A total of 2,578 violent death incidents (an 

average of 859 incidents per year or 2.4 incidents 
per day) occurred in Oklahoma during 2004 to 2006 
resulting in 2,673 deaths (25.1 deaths annually per 
100,000 population) of Oklahoma residents. The 
annual rate of violent deaths remained relatively 
stable from 2004 to 2006. More than half (58%) of 
the deaths were suicides, 24% were homicides, 16% 
were undetermined manner deaths, 1% were legal 
intervention deaths, and 1% were unintentional 
firearm deaths. There were no terrorism deaths in 
Oklahoma during this period. Seventy-three percent 
of the victims were male and 27% were female. The 
youngest victim was one day old and the oldest was 
96 years of age. The majority of the injuries (74%) 
occurred on a home premise. Four percent of violent 
deaths occurred while the person was in custody or 
in the process of being arrested. Twenty-two victims 
were homeless. Eighteen percent of violent death 
victims had served in the U.S. Armed Forces. Forty-
one percent of all violent deaths in Oklahoma were 
among Oklahoma and Tulsa County residents. The 
rate of violent death per 100,000 population was 
generally higher in eastern Oklahoma, and lower in 
the Panhandle and western regions of the state.

Suicides
Suicide was the most prevalent type of violent 

death, accounting for 1,544 deaths (14.5 suicides 
annually per 100,000 population), an average of 
515 deaths per year. The rate of suicide increased 
by 5% from 2004 to 2006. The youngest person to 
commit suicide was 12 years of age and the oldest 
person was 96 years of age. Seventy-eight percent of 
suicide victims were male and 22% were female. In 
forty-two of the suicide deaths, the victim killed at 
least one other person before taking their own life, 
resulting in 51 homicide deaths. Males 75-84 years 
of age had the highest suicide rate among all ages. 
Among females, women 35-54 years were at greatest 
risk for suicide. White males had the highest suicide 
rate (23.9), followed by Native American males (23.2), 
black males (10.6), and Asian males (3.0). Firearms 
were used in 59% of the suicide deaths, hanging/
strangulation in 18%, poisoning in 17%, and other 
methods were used in 5% of suicides. A substantial 
number of suicides were associated with a current 
depressed mood, intimate partner problem, mental 
health problem, or crisis in the past two weeks. 
Circumstances associated with suicide varied by 
age. Physical health problems were more often 
associated with suicide among persons 65 years and 
older. Intimate partner problems were more often 
associated with suicides of persons less than 65 
years of age. Almost one in five suicide victims had 
a history of suicide attempts, and 29% had stated 
their intent or expressed suicidal feeling to another 
person. Twenty-three percent of suicide victims had 
served in the U.S. Armed Forces.

Homicides
There were 587 homicide incidents resulting 

in 629 homicide deaths from 2004 to 2006, an 
average of 210 deaths per year (5.9 homicide deaths 
annually per 100,000 population). The annual 
rate of homicide was similar from 2004 to 2006. 
The youngest homicide victim was two months old 
and the oldest was 96 years of age. Seventy-three 

percent of homicide victims were male and 27% were 
female. The homicide rate among blacks (20.9) was 
five times higher than the rate among whites (3.9), 
and more than three times higher than the rate 
among Native Americans (6.2). The homicide rate 
among Hispanics was 1.6 times higher than the rate 
among non-Hispanics (9.2 and 5.6, respectively). 
Firearms were used in 60% of the homicides, sharp 
or blunt instruments were used in 23%, hanging/
strangulation was used in 5%, and other weapons 
in 12% of homicides. Handguns were used in the 
majority (73%) of firearm-related homicides and 
semi-automatic pistols were the most common type 
of handgun. The victim-suspect relationship was 
known in 74% of the homicides. Victims were often 
the acquaintances (30%), intimate partners (15%), 
family members (14%), friends or roommates (7%), or 
other known person (10%) of the suspect. 

Females were more often killed by an intimate 
partner or family member than were males. Males 
were more often killed by an acquaintance or rival 
gang member than were females. Some information 
was available on homicide suspects in 86% of the 
incidents; 79% were male, 12% were female, and in 
9% gender was not specified. Forty-five percent of 
suspects were less than 25 years of age, 38% were 
25-44 years of age, and 17% were 45 years of age 
and older. An argument or interpersonal conflict was 
a precipitating factor in 40% of homicides, crime was 
a factor in 23%, and drug dealing or illegal drug use 
was suspected in 17% of homicides. Ten percent of 
the homicides were gang-related.

Undetermined Manner of Death
For 434 deaths, the manner of death could not be 

determined. An average of 145 deaths of undetermined 
manner occurred per year (4.1 deaths annually per 
100,000 population). The annual rate of undetermined 
manner of death decreased by 14% from 2004 to 2006. 
Forty-four percent of undetermined manner death 
victims were female and 56% were male. The youngest 
person was one day old and the oldest person was 94 
years of age. Native Americans had the highest rate of 
undetermined manner of death (7.1 deaths per 100,000 
population). Almost one-third of all undetermined 
manner deaths were among infants less than one year 
of age. In 71% of undetermined manner deaths among 
infants, co-sleeping with adults or other children, 
overlay or possible overlay was described in the record. 
In 37% of undetermined manner deaths among persons 
15 years of age and older, actual or possible drug 
toxicity, including drug combination toxicity or drug 
and alcohol combination toxicity, was described in the 
records. 

Unintentional Firearm Injury Deaths
There were 30 unintentional firearm injury 

deaths, an average of 10 deaths per year (0.3 
deaths annually per 100,000 population). The rate 
of unintentional firearm injury deaths increased 
two-fold from 2004 to 2006. Eighty-three percent 
of victims were male and 17% were female. The 
youngest was 1 year of age and the oldest was 87 
years of age. Forty-seven percent of unintentional 
firearm deaths were among males less than 25 

years of age. Circumstances surrounding the deaths 
included playing around with a gun (14), showing a 
gun (6), hunting (3), loading the gun (2), and target 
shooting (2). In eleven of the deaths the shooter 
thought the gun was unloaded and in 4 incidents the 
gun discharged when it was dropped. 

Legal Intervention Deaths
Thirty-six deaths resulted from legal interventions 

(i.e. the person was killed by law enforcement officers 
in the line of duty), an average of 12 deaths per year. 
The rate of legal intervention death decreased by 
60% from 2004 to 2006.The youngest person was 15 
years of age and the oldest person was 71 years of 
age. Fifty-eight percent of legal intervention deaths 
were among persons 15-34 years of age. Thirty-
three of the victims were male and 3 were female. 
The rate among Hispanic males (1.6) was 2.7 times 
higher than the rate among non-Hispanic males 
(0.6). Criminal activity was associated with 83% of 
the legal interventions. In two of the incidents, the 
victim killed another person before being killed by 
law enforcement officers. 

Child Deaths
There were 286 violent deaths of children (10.7 

per 100,000 population under 18 years of age), 
an average of 95 deaths per year. The rate of child 
deaths increased by 4% from 2004 to 2006. Fifty-
eight percent of child victims were male and 42% 
were female. Fifty percent of the child victims 
were infants less than one year of age. Among 
infants less than one year of age, 91% of deaths 
were undetermined manner deaths and 9% were 
homicides. Among children 1 to 17 years of age, 
43% of deaths were homicides, 29% were suicides, 
17% were undetermined manner deaths, 9% were 
unintentional firearm deaths, and 2% were legal 
intervention deaths. Firearms were used in 44% 
of these deaths, and males were more likely than 
females to be killed by firearms (55% and 25%, 
respectively). According to child fatality review data, 
for 2005-2006, 48% of the child victims lived in 
households where a prior Child Protective Services 
report had been filed and 84% lived in households 
that had received welfare assistance in the 12 
months prior to the death.

This report is intended to serve as a statistical 
summary of the data that can be used as a general 
reference. Additional reports will be issued in the 
future that will focus on specific violent death 
circumstances and topics.

SOURCE: Oklahoma Violent Death Reporting System, 
2004-2006, Executive Summary, Released August 2008: 
H. Julien Kabore, M.P.H., Epidemiologist; Sheryll Brown, 
M.P.H., Project Director; Pam Archer, M.P.H., Chief, Injury 
Prevention Service Oklahoma State Department of Health, 
1000 N.E. 10th Street · Oklahoma City, Oklahoma 73117-
1299 · (405) 271-3430 http://ips.health.ok.gov.
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Oklahoma

           Nurses
OK MRC Nurses

Oklahoma MRC Nurses is the MRC unit sponsored 
by the Oklahoma Nurses Association. The MRC is a 
national network of local, community based groups 
of medical, non medical and public health volunteers 
who are organized and utilized to prepare for and 
respond to disasters within their community. The 
Mission of the OKMRC is to pre- identify, organize, 
train, and sustain a cadre volunteers who will 
contribute their skills and expertise to emergency 
preparedness, response, and recovery efforts, by 
supplementing existing response infrastructures 
in local communities across the State of Oklahoma 
during times of community need and in ongoing 
public health efforts. 

Left to right: Linda Muirheid, RN; Brenda Dale, 
RN; Cari Czajkoski, LPN and Terry Baine, LCSW.

MRC Responds to Hurricane Gustav
1200 Volunteer Hours at the Lucent Shelter

Labor Day weekend our neighboring states were 
threatened with the potential destruction of Hurricane 
Gustav. Louisiana declared mandatory evacuation of 
several parishes. As a result, the OKMRC was activated 
to support Medical, Public Health, Mental Health 
and Pharmacy Operations in the OKC Lucent Center 
Evacuee Shelter. From Labor Day Monday through 
Friday of that week this Shelter housed approximately 
1700 displaced guests from the state of Louisianan. A 
screening area and clinic were set up while EMSA was 
able to treat and transport those residents with critical 
needs. At the clinic, nurses, pharmacists, physicians, 
other medical professionals and many support staff 
saw 945 individuals with 480 different diagnoses and 
generated 580 written prescriptions. In the screening 
area MRC volunteers offered countless blood pressure 
screenings, checked blood sugars for diabetic residents, 
took medication histories and listened compassionately 
to the residents. Other volunteers with backgrounds in 
mental health made rounds within the shelter talking 
and giving support to the evacuees. At the end of a long 
week, 116 OKMRC volunteers had given in excess of 
1200 hours to support shelter operations. 

MRC staffs First Aid Station at 
the Putman City Band Contest

On Saturday, September 27th the OKMRC staffed 
a first aid station at the Putman City Band Contest. 
This event drew approximately 6,000 participants 
and observers. OKMRC volunteers administered first 
aid in support of local EMS. The First Aid Station was 
open from 11:00 am to 9:00 pm and saw a variety of 
problems including: sprains, bruises, asthma, and bee 
stings. The presence of our volunteers allowed EMSA 
to remain on call for emergency medical and transport 
needs, without tying up a significant amount of EMS 
assets.

MRC participates in September National 
Preparedness Month

The Oklahoma MRC partnered with the Oklahoma 
Office of Homeland Security and Health Departments 
and hundreds of volunteers across the state promoted 
personal and family preparedness. during National 
Preparedness Month, September 2008. Preparedness 
Month activities included the following: 

Tulsa Zoo Enrichment Day
The OKMRC co-sponsored the Tulsa Zoo's 

Annual Enrichment day at which the Oklahoma 
Lt. Governor Jeri Askins kicked off events with the 
Governor’s proclamation for Preparedness Month. A 
press conference targeted the importance of family 

Medical Reserve Corps

MRC Regional Meeting in El Paso
A dozen Medical Reserve Corps leaders from 

across Oklahoma attended the fourth annual Region 
VI MRC meeting was held in El Paso, Texas October 
15-17, 2008. Region VI is composed of the “TALON” 
states of Texas, Arkansas, Louisiana, Oklahoma, 
and New Mexico. This region has a total of 73 MRC 
units with 16,000 volunteers and continues to grow.  
Loren Stein represented the Oklahoma MRC Nurses 
unit. 

This year’s two and a half day meeting focused 
our recent experiences with hurricane response, 
including evacuation and shelters. We also had 
the opportunity to learn about the U.S./Mexico 
Border and some related public health strategies 
and emergency management concepts. This annual 
meeting provides the opportunity for units within 
our disaster prone region to share promising 
practices and plan.

and individual preparedness. This event drew over 
4,000 people and provided families with hands on 
opportunities to make their lives healthier and safer. 

Wal-Mart 
On Saturday, September 20th from 2:00-6:00 

pm., 111 OKMRC volunteers assisted the Oklahoma 
Preparedness Month Partners by manning 
preparedness booths and promoting the “get a kit, have 
a plan, be informed” initiative in Wal-Mart and Sam’s 
Clubs across the state.

Public Schools & ReadyOK Family Preparedness 
In addition, family preparedness was promoted 

in Tulsa and Oklahoma City area public schools 
during the week of September 14th, by encouraging 
elementary school students to utilize the ReadyOK 
family preparedness checklists to talk with their family 
and friends about the importance of being personally 
prepared. Four schools in both the Oklahoma City 
area and in the Tulsa area were chosen to pilot this, 
hopefully annual, event. The school in each region with 
the highest percentage of student participation will win 
a recess celebration with Radio Disney celebrities. 

The Oklahoma Nurses Association thanks the 
generous volunteers across our great state! 

To find out more about joining us as an OK MRC 
Nurse visit our website, www.okmrc.org.
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Mercy Nixes Styrofoam 
and Launches an Ever-

Expanding Green Jubilee
If Mercy’s Foundress 

Catherine McAuley had 
sipped a cup of tea in a 
Styrofoam cup on September 
24, 1827, the day the first 
house of Mercy opened in Dublin, Ireland, it would 
still be intact today—almost 200 years later. Catherine 
and the Sisters of Mercy have long had Mother Earth 
in mind, and that heritage is the push behind Mercy 
continuing to go green. 

Mercy recently launched a hospital-wide recycling 
program with some 350 blue recycling bins throughout 
the main hospital. 

“Just our house-wide recycling program is going to 
have a positive effect on our community considering 
that on any given month, the main hospital goes 
through some 15,000 soda cans,” said Pam Spanbauer, 
RN, BSN, M.Ed., Mercy’s director of nursing, aka green 
queen. “As nurses, we are nurturers. We want our 
patients to be healthy and our planet too. We want to 
nurture this earth we’ve been given.” 

Here’s just a short list of how everything is turning 
up green at Mercy:

•	 Mercy	was	 recently	 recognized	 by	 the	 American	
Society for Healthcare Engineering for reducing 
energy intensity by 15 percent.

•	 Mercy	has	gone	green	with	cleaning	chemicals.	
•	 Mercy	 has	 switched	 from	 Styrofoam	 plates,	

bowls and take-out containers to a 100 percent 
biodegradable product (and when you consider 
that on any given month, Mercy uses 5,500 plates, 
6,000 bowls and 10,000 take-out containers, the 
change is a major relief to our local landfill). 

•	 All	nursing	departments	use	online	minutes	and	
agendas for meetings in an effort to be paperless. 

•	 Nursing	 units	 recycle	 a	 large	 volume	 of	
disinfecting wipe containers, as well as large 
plastic bottles of sterile water and irrigation saline 
solution. 

•	 Since	the	early	1990s,	more	than	20,000	pounds	
of Mercy’s cardboard is recycled every month, 
saving Oklahoma landfills unimaginable tonnage 
over the years.

•	 Paper	recycling	is	on	the	rise	at	Mercy,	increasing	
from 7,000 pounds in May to more than 30,000 
pounds in July. 

•	 New	paper	towel	dispensers	have	been	installed	in	
all public restrooms in the main hospital. With the 
change from rolls of paper towels to precut paper 
dispensers, Mercy has already seen a 30-percent 
reduction in paper usage. 

•	 Mercy	 has	 employed	 a	 full-time	 recycling	
technician to coordinate recycling efforts.

Mercy recently launched Mercy Green Jubilee—Healthy 
People, Healthy Planet. For almost 200 years, Mercy has 
served those in need, along with being good stewards of 
the planet.

by Carole McKenzie, PhD, CNM, RN
Associate Professor and Chair, Nursing Division, 

Northwestern Oklahoma State University

Carole McKenzie and Kammie Monarch attended 
a Texas Board of Nurse Examiners workshop on 
September 25, 2008 in Austin, Texas entitled, 
“Encouraging Innovation in Texas Nursing 
Education.” 

Several key points were made in a day filled 
with multiple speakers from across Texas, nurse 
consultants at the BON as well as the executive 
director of the Texas Nurses Association (TNA) and 
the Director of Education at the National Council of 
State Boards of Nursing (NCSBN). 

The day focused on Innovation and innovative 
programs that are focused on improving the nursing 
shortage by utilizing concepts of innovation. Texas 
has had good support from the governor and their 
legislature in addressing these concerns and the 
governor’s task force has worked hand in hand 
with several health care coalitions in the state 
that included the BON as well as TNA and key 
constituents. 

The Board of Nurse Examiners also emphasized 
that they are willing to approve pilots and 
experimental programs and that innovation should 
be discouraged by board rules and regulations. 
Application may be made to the BON to gain approval 
for such pilots. 

IONE News

Encouraging Innovation in Texas Nursing Education

NCSBN has been tracking innovation across 
many states and discussed programs such as nurse 
internships, the Oregon Consortium; dedicated 
education units; funding to increase faculty 
preparation; partnerships with clinical agencies, 
partnerships to change policies, and plans to build 
capacity by focusing on faculty shortages and 
salaries. Maryland has levied a 0.1% sate levy on 
regulated patient revenue from all hospitals in the 
state to generate grants and increases in faculty 
salaries. 

Several directors of programs in Texas discussed 
partnerships, and other ideas that are being used 
to increase innovation. Simulation was discussed 
as well as utilizing faculty from other disciplines, 
sharing resources and developing partnerships. 

One of the biggest ideas that came out of 
the workshop was creating new partnerships, 
particularly regionally, and looking for new ways 
to teach and recruit students as well as increasing 
faculty capacity. It is clear that we will never be able 
to increase salaries or find the resources that we 
need to pilot new ideas and programs if we do not 
have partnerships with clinical facilities, educational 
entities, industry and our legislature. 

We must develop those partnerships and “throw 
off” all of our old ideas and pre-conceptions. It 
also is clear that every Board of Nursing must be 
open to pilot programs and innovative ideas that 
will assist us with our shortages, recruitment and 
faculty salaries and access, not only for students 
but to have adequate faculty. Simulation has to be 
figured differently into the equation. And any type 
of regional activity that benefits our students and 
faculty is critical. But one of the clearest messages 
of this conference was engaging the legislature to 
understand not only the issues involved but the need 
to actually fund them. 

What a concept!! We must looking at ways to 
generate income for programs to grow and to fund 
faculty at salaries that actually encourage them to 
teach and supports their worth. We have a mandate 
to lobby harder than ever with our legislators and 
other elected officials to understand what we are 
fighting and the need to be aggressive has never 
been more needed. 

ONA News



December 2008, january, february 2009 The Oklahoma Nurse  •  Page 13  •  

by Dianne Miller-Boyle, MS, ARNP

"The author would like to thank the Environmental 
Health Education Center at the University of Maryland 
School of Nursing. They provided support for the 
writing of this article through an environmental health 
Writer's Retreat for Nurses, which was made possible 
by a generous grant from the Beldon Fund."

Let’s go ahead and admit it! We have all been 
thinking about making some changes to our 
lifestyles to be more environmentally friendly for 
some time now. We know there are many reasons to 
do this. The environment impacts our health, and it 
affects the health of family, friends, and patients. We 
want a healthy planet. We want to live in a healthy 
community. We already know that the “environment” 
refers to more than the great outdoors; it is also 
our home, workplace, schools, and so on. But 
we also need to recognize that our bodies are an 
environment, and they are a reflection of our daily 
interactions with our surroundings. If even more 
incentive is needed to move us to action and caring 
for these bodies of ours, the data is compelling! Good 
and bad, the substances that we eat, drink, breathe, 
and apply to our skin can be absorbed by our bodies 
and become part of us. Some substances may never 
leave our bodies, or may be eliminated only very 
slowly. 

“Body burden” refers to the amount of harmful 
substances that are stored within us, and hundreds 
of these harmful substances have been found in the 
average person’s blood, urine, body fat, and breast 
milk. These are chemicals we may encounter any 
given day, and some of them are linked to brain and 
nervous system disorders, cancer, birth defects, 
and more. Average adults may have hundreds of 
these substances stored in various tissues. Children 
are also affected. According to the Environmental 
Working Group, Human Toxome Project, not only are 
infants receiving these substances via breast milk, 
but even cord blood from newborns has demonstrated 
the presence of harmful substances indicating that 
many babies are already toxic at birth. 

Nurses are an invaluable commodity! We need to 
ensure that we can continue our incredibly valuable 
work by taking care of ourselves. It is essential that 
we care for our own health to the same extent that 
we care for that of others’. So let’s take some time to 
focus on the environment, both surrounding us and 
within us, and make some simple changes that can 
have great effects on our lives.

Below is a menu of options for making changes 
toward a healthier lifestyle in our homes. These are 

all good! Any or all of them can make an impact! 
We can start anywhere and address them in any 
order that works for us. We also get to choose how to 
incorporate these changes and can be creative and 
individualized in the approaches we take. 

Mercury: 
Health risks: When an elemental mercury-

containing device leaks, the exposed mercury 
evaporates into an odorless toxic vapor. When 
inhaled, even in low doses, this is absorbed 
and transported through the body where it is a 
neurotoxin, and can also affect cardiovascular, 
immune, and reproductive systems (HCWH, 2008).

Fish: We have all heard the warnings about the 
dangers of eating fish that contain mercury. Why? 
Mercury is also released into the air through air 
pollution and industrial incinerators (coal-fired 
power plants, cement factories), accumulates in lakes 
and oceans, and becomes methylmercury in the 
water. Fish and shellfish absorb it; it accumulates 
in some species more than others, but especially 
in large fish such as tuna and swordfish that eat 
the smaller contaminated fish. This mercury then 
accumulates in humans who eat the fish.

What you can do: 
•	 Dispose	 of	 mercury	 responsibly.	 Do	 not	 throw	

mercury-containing items in the trash, as the 
mercury will go to a landfill or incinerator where 
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it will cause more widespread contamination. 
The mercury from one thermometer is enough to 
contaminate all the fish in a lake with a surface 
area of 20 acres (Sustainable Hospitals, 2008). 
Dispose at a Household Hazardous Waste facility 
(or call your local public works and sanitation 
department to find safe disposal locations).

•	 Exchange	mercury	thermometers	for	non-mercury	
thermometers; check with local pharmacies for 
possible exchange programs.

•	 If	 there	 is	no	 thermometer	exchange	program	 in	
your area, you could help sponsor one; the Health 
Care Without Harm (HCWH) website provides a 
guide for doing this!

•	 Eat	 fish	 that	 are	 the	 least	 contaminated	 with	
mercury, and the least endangered.

•	 Copy	 the	 “guide”	 to	 mercury	 levels	 in	 fish	 from	
the Natural Resources Defense Council (NRDC, 
2008) and keep this wallet card with you; refer 
to it when shopping or purchasing fish and 
seafood at restaurants: http://oceans.nrdc.org/
seafoodlovers/mercury.

Continued on page 14



•  Page 14  •  The oklahoma Nurse December 2008, january, february 2009

Household Items Containing Mercury: What to Do?

 High Risk Mercury Household Items  Lower Risk Alternatives

 Fever thermometers—older  Digital; flexible forehead types

 Thermostats—older  Digital programmable thermostats

 Light switches—older  New types made without mercury

 “Button” cell batteries (watches, etc.)  (safer options now in development)

 Fluorescent light bulbs & new *CFL’s  (safer options now in development)

 Blood pressure gauges with mercury  Aneroid blood pressure gauge

 ** Flashing light tennis shoes  Shoes without flashing lights

*compact fluorescent lightbulbs  **use batteries that may contain mercury

Rankings of Fish According to Mercury Contamination

 High Risk Fish: Most  ? Moderate Risk Fish:   Lower Risk Fish: Least Mercury

Mercury (also endangered) Moderate Mercury 

 Mackerel (King) ? Bass (Striped, Black)  Anchovies

 Marlin ? Cod (Alaskan)  Catfish

 Orange Roughy ? Halibut   Crab (domestic)

 Shark ? Lobster  Crawfish

 Swordfish ? Mahi Mahi  Flounder

 Tile Fish ? Monkfish  Whitefish

 Tuna (Bigeye, Ahi) ? Perch (freshwater)  Perch (Ocean)

 Grouper ? Snapper  Salmon (canned, fresh)**

 Sea Bass (Chilean) ? Tuna (canned, light)  Sole (Pacific)

 Bluefish (not endangered) ? Weakfish (Sea Trout)  Tilapia

** Farmed salmon may contain PCBs, chemicals with adverse health effects

Healthier Organic Food: 
Health risks: Foods that are grown organically are 

better for our health and better for the environment. 
Pesticides used on foods have been linked to cancer, 
birth defects, and disorders affecting the neurologic, 
reproductive, and immune systems in humans, 
birds, and animals; often it cannot be washed off. 
Most of the antibiotics used in livestock and poultry 
are given to promote growth rather than to treat 
infections; this supports the development of antibiotic 
resistant organisms in the digestive tracts and in the 
manure of farm animals. When these organisms get 
into the soil and water they create the potential for 
antibiotic resistant bacteria that can infect humans 
through various means. Employees working with 
chickens that have been given antibiotics have been 
shown to develop antibiotic resistant organisms in 
their intestinal tracts (van den Bogaard et al., 2001).
Recombinant bovine growth hormone (rBGH) given 
to cows to increase milk production often increases 
infections in those cows leading to increased use 
of antibiotics, and is currently being studied for 
potential links to some cancers in humans; it is 
banned in Australia, Canada, Europe, and Japan 
(HCWH, 2007; Center for Food Safety, 2008).

What you can do: 
•	 Buy	 local	 and	 buy	 organic	 whenever	 possible.	

Organically grown produce often has more 
antioxidants and nutritional value (Union of 
Concerned Scientists, 2008). Buying from local 
farmers means fresher foods, supports local 
growers and economies, and cuts the cost and 
environmental impact of long distance transport 
of that food. 

•	 Purchase	 fresh,	 healthy	 foods	 at	 local	 farmers’	
markets and by joining local food coop groups. 

•	 When	possible,	plant	your	own	garden	and	grow	
your own vegetables and fruits! Ask a local seed 
company or plant nursery which varieties grow 
best in your area.

•	 Become	 more	 knowledgeable	 about	 which	
foods are more likely to be contaminated with 
pesticides. The Environmental Working Group 
(2008) http://www.foodnews.org/ has designated 
certain foods as those highest and lowest in 
pesticide contamination. 

The Top 12 Most and Least Pesticide-Contaminated Fruits & Vegetables

 Fruits/Vegetables MOST Contaminated  Fruits/Vegetables LEAST Contaminated 

 Peaches  Onions 

 Apples  Avocado 

 Sweet Bell Peppers  Sweet Corn (frozen) 

 Celery  Pineapples 

 Nectarines  Mango 

 Strawberries  Sweet Peas (frozen) 

 Cherries  Asparagus 

 Lettuce  Kiwi 

 Grapes (imported)  Bananas 

 Pears  Cabbage 

 Spinach  Broccoli 

 Potatoes  Eggplant 

ONA News
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Common Household Indoor Air Quality Contaminates and Suggested Alternatives

 Sources of Chemical Contaminates  Safer Alternatives 

 Pesticides  Traps, Baits, Soap Solutions, Boric Acid 

 Mosquito Repellents with Deet, etc.  Herbal Repellents (Herbal Armour, etc.), Neem Oil,  
 Citronella Candles, Mosquito Dunks in birdbaths,  
 Mosquito larvae-eating fish in ponds 

 Air Fresheners (for food odors)  Place small dishes of vinegar in the kitchen;   
 baking soda in refrigerator or in cabinets 

 Aerosol Sprays  Boil cinnamon + cloves in water; cedar blocks;  
 natural dried flowers 

 Candles (paraffin type)  Use soy or beeswax candles with essential oils

 Cleaners  Use vinegar, salt, lemon juice, etc. 

 Disinfectants  Hot soapy water or white vinegar 

 Glass Cleaners  1 cup water + ¼ cup white vinegar 

 Furniture Polish, Duster  ½ cup white vinegar + few drops olive oil 

 Toilet Cleaners  Scrubbing paste of baking soda + water  

  Stain removal with lemon juice 

  Disinfectant = vinegar or isopropyl alcohol 

 Drain Cleaners  Plumbing “snake” or plunger 

 Degreasers  * In a spray bottle: ½ tsp washing soda (sodium  
 carbonate) + 2 Tbsp white vinegar + ¼ tsp liquid  
 soap + 2 cups hot water  

 Laundry Bleach  * Whiten and remove odors with ½ cup baking  
 soda or washing soda along with laundry detergent;  
 or buy “non-chlorine bleach” product. 

 Fabric Softeners (static cling)  Add ¼ cup white vinegar to wash cycle 

* washing soda is found in stores alongside laundry products; always wear gloves as this can irritate skin

Poor Indoor Air Quality: 
Our own indoor environments often contain 

potentially harmful chemicals that we have 
introduced by using pesticides, cleaners, and 
fragrances. Individuals with existing illnesses 
(such as asthma or COPD) and diminished immune 
systems are especially susceptible to the effects of 
poor indoor air quality within their homes. 

From Pesticides:
Health risks: Pesticides contain chemicals and 

some have volatile organic compounds (VOC’s) which 
produce poor air quality and adverse health effects 
including eye irritation, nausea, birth defects and 
reproductive disorders, respiratory disease, central 
nervous system problems including headaches and 
behavioral disorders, cancer, immune system and 
organ damage. (Beyond Pesticides, 2008; HCWH, 
2008). 

What you can do: If you have a pest problem in 
your home or yard, there are alternative solutions 
you can use in place of toxic chemicals. Pests look for 
areas that provide them with food, water, warmth, 
and shelter; so discourage pests from entering your 
home by making sure these are not available!

•	 Inside,	keep	food	items	in	sealed	containers	and	
countertops cleaned.

•	 Outdoors,	 reduce	 exposure	 to	 mosquitoes	 by	
eliminating standing water, wearing protective 
clothing, and cautiously using repellents that 
are the least toxic.

•	 Check	 the	 outside	 property	 to	 assess	 for	
food sources that might attract pests, for 
water leaks, and for openings into the home 
(structural cracks, torn screens) that can be 
repaired or filled with steel wool. 

•	 Accept	 the	 fact	 that	 spiders,	 bees,	 and	 many	
other insects are helpful to the environment, 
and that coexistence is recommended.

•	 Avoid	 routine	 spraying	 for	 pests;	 target	 only	
those pests that become a problem after you 
have made your home “inhospitable” for them.

•	 If	you	need	information	to	deal	with	a	particular	
pest problem yourself, or need a professional 
offering non-toxic or less toxic services, go to 
the Beyond Pesticides website http://www.
beyondpesticides.org/ where you may find what 
you need. 

From fragrances:
Health risks: Fragrances in the home come from 

sources such as cleaners (used to mask the odor 
of chemicals), personal care products (shampoos, 
lotions, aftershaves, deodorants), or sprays and 
candles used to cover up odors and/or impart a 
particular scent. But consider that these fragrances 
are actually chemicals suspended in the air as 
particles or vapors which are inhaled and can be 
absorbed; some may irritate the eyes and respiratory 
track, others may be hormone disruptors and even 
carcinogens. Aerosol sprays contain propellants 
which can be nerve toxins. Smoke from candles can 
also trigger allergies and asthma. Note that many 
labels simply identify “fragrance” as an ingredient 
without specifying the chemical; this makes it 
impossible for anyone to really determine the health 
risks unless you call the manufacturer and request 
the information (HCWH, 2008).

What you can do: Select “fragrance-free” products 
whenever possible; instead of covering up odors 
with fragrances, eliminate the sources of odors with 
cleaning. Open windows for ventilation. 

From cleaners: 
Health risks: Many household cleaners (for drains, 

ovens, toilets) are poisonous, and even state this 
on their labels. Vapors may also be referred to as 
“volatiles” which come from chemicals that evaporate 
at room temperature and enter into the air as gases. 
Sprays aerosolize chemicals so that tiny droplets 
are temporarily suspended in the air. Cleaners that 
contain volatiles or come in spray bottles create ideal 
conditions for indoor air pollution and can easily be 
inhaled. 

While many of these scented products (citrus, pine, 
or flower scents) make us think the room is “clean,” 
these cleaners can contain a number of chemicals 
that may be associated with a range of health risks 
including cancer, reproductive, respiratory, central 
nervous system disorders, and/or other irritations 
(HCWH, 2008). Some of the harmful chemicals in 
cleaners include ammonia, antibacterials, chlorine 
bleach, petroleum, ethylenediaminetetraacetic acid 
(EDTA), phthalates, and lye. Only about 30% of the 
17,000 chemicals used for cleaning have been tested 
for effects on our health (Green Guide Magazine).

What you can do: 
•	 Avoid	scented	cleaners.
•	 Avoid	 products	 labeled	 as	 “poisonous”	 or	

“dangerous,” or those with ammonia or 
chlorine.

•	 Since	 cleaning	 products	 are	 not	 officially	
certified as “organic,” labels reading “natural” 
or “non-toxic” are misleading; it is better to 
look at the label for specific ingredients and for 
terms such as “solvent-free,” “VOC-free,” and 
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“no phosphates or petroleum” (these terms are 
indicators for healthier products).

•	 Use	 natural	 ingredients	 to	 make	 your	 own	
cleaners, such as vinegar, salt, lemon juice, etc.

•	 Ventilate	rooms	when	cleaning,	and	afterwards.
•	 Practice	prevention	by	keeping	grease	and	foods	

out of drains, etc., thus reducing the need for 
heavy-duty cleaners after the fact.

Waste Stream; Disposables:
Health risks: The easiest environmental mantra to 

keep in mind is “reduce, reuse, recycle.” We can all 
reduce the amount of “stuff” we purchase (and limit 
the amount of packaging), reuse all that we can and 
as many times as we can before discarding it, and 
recycle every item possible. Recycling centers accept 
a wide range of products, and are making recycling 
easier for us. We can form a new habit of thinking 
about every item before launching it toward the 
trash! 

The average American produces a great deal 
of garbage every day, and we are running out of 
space to use as landfills (do we really want to use 
precious land for a landfill?). Valuable resources 
are used to produce packaging (such as fossil fuels 
for plastics and trees for paper) that is thrown out 
immediately after we buy it. Anything that we throw 
out as garbage goes to a landfill or incinerator 
where potential contaminants may pollute the air 
and water in our communities. Chemicals used to 
manufacture disposable plastics (anything from 
shrink wrap to plastic water bottles and baby bottles) 
often include toxic substances such as dioxins, 
phthalates, bisphenol A, and styrene that can cause 
cancer, skin diseases, and damage to the liver, 
kidneys, and reproductive system. These chemicals 
can contaminate not only the outdoor environment, 
but studies show that they can also affect our 
bodies when we heat, and eat/drink from them. The 
more often we reuse some of these (such as refilling 
disposable water bottles), the more chemicals leach 
(Green Guide, 2008; Whittelsey, 2003). At least one 
of these chemicals, bisphenol A, was found to leach 
from cans containing sodas and acidic foods such as 
tomatoes (NRDC, 2008). 

What you can do: The best approach to reducing 
your contribution to the large amount of trash (waste 
stream) in your community is to limit the amount of 
waste you generate, and separate out that which you 
can recycle. There are many ways you can make a 
significant impact. 

•	 Involve	 your	 children	 and	 spouse	 in	 this	
recycling endeavor so that you have support 
and involvement from the entire family; visit 
the website Recycle City http://www.epa.gov/
recyclecity/ where you’ll find interactive activity 
that is entertaining and teaches recycling as 
well. 

•	 Reduce	 the	 amount	 of	 product	 you	 bring	 into	
your home that will quickly be discarded; 
purchase products with the least amount of 
packaging. 

•	 Reduce	 your	 junk	 mail:	 call	 the	 toll-free	
numbers of catalogues and organizations and 
tell them to take you off the mailing list; or 

go to this free guide for reducing unsolicited 
advertising http://www.obviously.com/
junkmail/ and limit the trash coming through 
your home.

•	 Avoid	 disposables	 such	 as	 plastic	 plates,	 foam	
cups, paper napkins and paper towels that 
can be easily replaced with non-disposables; 
you’ll save money over time, and you don’t 
have to worry about running out of these items 
and making trips to buy more. If you must 
have disposables, purchase products that are 
biodegradable (i.e., made from soy or corn), 
plastics that are recyclable, or paper products 
made from recycled material.

•	 Avoid	 bottled	 water	 which	 may	 not	 be	 any	
healthier than tap water, as it is less strictly 
regulated than tap (and some brands come 
directly from the tap). Sadly, most plastic water 
bottles are not recycled, but end up in landfills.

Continued on page 16
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Waste Stream Culprits and Better Alternatives

 Most Likely Bound for Landfill  Less Wasteful Alternatives

 Food in Plastic Containers  Buy frozen, or food in glass containers when  
 possible (glass container can be safely reused, or it  
 recycles cleaner than plastics)

 Paper Napkins  Use cloth napkins (buy those made from organic  
 cotton when possible)

 Paper Towels  Save old washcloths and towels to use for   
 cleanups 

 Plastic or Paper Shopping Bags  Keep canvas and reusable bags in your car for  
 groceries or the mall (some small bags fit in your  
 purse/pocket until needed)

 Water in Plastic Bottles  Drink your water from stainless steel or glass  
 containers 

Again, start by making any of the changes above 
and let your creativity flow! Discuss the topics and 
your proposed alternatives/strategies with friends, 
peers, and family in order to share your creative 
ideas to generate even more environmentally friendly 
thoughts and interest. When you decide to clear 
toxic cleaners and substances from your shelves 
and gradually replace them with healthier “green” 
alternatives, do NOT flush or pour them down the 
drain! Add them to a box where you collect other 
household toxic materials (mercury items, old paints, 
fluorescent bulbs, cleaners) and make a trip to the 
household hazardous waste center to drop them off 
for safe disposal (and offer to take items from friends 
and neighbors if you have extra space).

If you are really moving along with the changes 
and suggestions above and wish to know more, then 
consider visiting this website. The National Library 
of Medicine has a page that is interactive, visually 
appealing, and can easily involve all members of the 
family is http://toxtown.nlm.nih.gov/; here you can 
find a world of information, complete with sound 
effects!
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Marie Manthey book shared by 
Betty Kupperschmidt, EdD, RN, NE-A, BC

Periodically, I re-read a small book that always 
makes me say, “Now, why didn’t I write that?” The 
book I am referring to is Staffing: Changing the Way 
We think (2002). It is typical Manthey: provocative; 
forward thinking; strong words; and yet sensitive.
The purpose of this short article is to share some 
of Manthey’s provocative comments with some of 
my own. (you will notice “Kupperschmidt” pop-
up to signal that certain comments are mine, not 
Manthey’s.” I pose the question in the title to prompt 
reflection: Is what Manthey suggests good thinking 
or stinking thinking bordering on heresy because it 
is so different? Please note that Manthey uses the 
term nurse to refer to registered nurses (RNs).

Early in the book, Manthey shares a dialogue 
with a group of staff nurses. One nurse shared the 
following comments.

Before patients weren’t so sick and we were 
able to provide nursing care as teams. We had 
potlucks at work and took time to talk. But now 
there are fewer nurses (meaning RNs) and. we 
have to take our breaks individually. We’ve lost 
that family feeling. (p. 13).
The author notes there is much to learn from 

this conversation. To be complete and professional, 
nurses need time: time to sit and talk with patients 
and families; time to share frustrations over poor 
outcomes, faulty systems and mistakes; and time 
to reflect upon their practice. These are not griping 
sessions, but time taken to share from their hearts.

In her book, Manthey shares some interesting 
comments from Carol Lindeman. Lindeman reminds 
educators they have a contract with society to 
prepare nurses with the knowledge, skills and values 
that enable them to provide quality care within a 
world of change and ambiguity. Lindeman points out 
that socialization, shared with the service setting, 
must also include the development of self-confidence 
and self-esteem. Newly licensed RNs need a strong 
sense of self that enables them to negotiate what is 
best for patients or for themselves. RNs are reminded 
that they are bound by the contract with society to 
continue to develop the competencies required by 
changing healthcare systems. As I (Kupperschmidt) 

have frequently pointed out, this expectation is 
clearly explicated in the ANA Code of Ethics also.

The section that I find the most powerful is 
the section titled Changing the Staffing Mindset. 
Manthey shares that she has been in nursing for 
over 40 years and staffing issues were woven into 
every single bit of her considerable wide-ranging 
experiences. She reminds managers that no matter 
how ‘perfectly’ you do and plan everything—bam!—
something happens. She notes this is the nature 
of our business: we deal with people. Manthey 
believes we have a scarcity mindset in nursing. 
She states she can’t remember a time, ever, when 
a staff nurse said, “We had enough staff.” Manthey 
suggests staff nurses drive to work thinking “we 
aren’t going to have enough help today.” Then they 
drive home, listing all the things they did not get 
done. This scarcity mindset derives, in part, from 
our educational systems which stress assessment of 
patient care needs to the exclusion of also focusing 
upon resources. Manthey also believes this mindset 
derives in part from the fact that nursing mishandled 
reengineering. Manthey develops the thesis that our 
mishandling of the need to reduce costs has resulted 
in nurses who run around all day long checking 
off lists, rarely lifting their heads to look at the 
patient. We have slipped back into task-based work 
organizations.

Manthey points out that skills RNs need to provide 
quality care in today’s fast changing environment 
include critical thinking; the ability to establish 
therapeutic relationships with patients; and the 
ability to develop expertise in resource driven, 
outcome focused care decisions. “Resource driven, 
outcome focused care decisions about resource 
utilization is absolutely the mind set that we need to 
have” (p. 36). Manthey describes a common scenario 
in which patients “go bad” and the cry goes out, “We 
need more help.” There are no more RNs available 
so 2 things tend to happen: 1). Staff say, “Pull from 
another Unit.” 2). Staffing Office says, “Prioritize.” 
Manthey notes pulling is a bad idea; it is frequently 
far better to work short staffed than to pull. She 
writes we need to help nurses understand that 
every time the workload increases, resources are not 
always going to increase.

Now this is where Manthey gets really provocative, 
forward thinking, and uses strong words that 
many readers may not agree with: She develops 
the thesis that RNs must become more comfortable 
with prioritizing. Manthey says prioritizing always 
involves drawing a line, the bottom line so to speak, 
under which things are not going to be done. Nurses 
tend to begin with the most important thing to do, 
next most important, etc. seemingly believing if they 
prioritize right they will get everything done. She 

writes, “Nonsense. If there’s 11 hours worth of work 
to do and you’ve got 8 hours of work time to do it, 
you can only do 8 hours worth of work. 

What we have to learn is how to decide what NOT 
TO DO.” P. 31) Note: words are capitalized in the 
book. Manthey asserts we need to bring common 
sense back into decisions about what we do and 
what we don’t do. We must gain control over the 
use of our resources (and professional nurses are 
a resource; this means our brains, our energy, our 
very presence, and our license). Part of being a 
professional is deciding how to utilize the resource 
of ourselves in the care of our patients. When there 
is more work to do than time available, we need to 
prioritize and that means making decisions about 
what to do and what not to do.

Manthey suggests we don’t spend enough time 
thinking about the good that we do. She advises RNs 
to spend time experiencing the intrinsic rewards of 
competence. She points out we can energize our own 
work by paying attention to the intrinsic rewards of 
competence. (Note: this point is also clearly stated in 
the ANA Code of Ethics).

Manthey’s advice to managers is to take time 
to experience the intrinsic rewards of your own 
competence. Teach (and Kupperschmidt would add 
support) staff to make choices about how to use their 
time, then teach them about how to acknowledge 
for themselves the importance of what they do. 
(Kupperschmidt asserts that as RNs acknowledge for 
themselves the importance of what they do, that is, 
give themselves a MAD Award (Made A Difference), 
they should also acknowledge the good that their 
peer RNs do).

Manthey summarizes her short book with several 
new ways of thinking (see Exhibit). She encourages 
leaders (managers and educators) to provide 
leadership, energy and inspiration to a rather 
dispirited profession. She reminds us that most of 
us came into the profession because we believed that 
of all forms of human interaction, one human being 
helping another has the highest value. Manthey uses 
a famous Nightingale quote to end her book: “Nursing 
is a dignified profession but it is up to you nurses to 
give it dignity.”

Kupperschmidt: I will summarize by encouraging 
readers to access and read this short book. I 
encourage faculty to teach students the difference 
between a goal (needs) – driven plan of care and a 
resource – driven plan of care. The difference is 
profound and may be one very valid way to help 
nurses change the way they think about staffing. 

Exhibit: New Ways of Thinking
Think about nursing as being resource driven 

rather than needs driven.
Consider asking patients the first thing on your 

shift, “What is the most important thing I can do for 
you today?”

As nurses own their resources, and use those 
resources in the best way possible to achieve 
outcomes important for the patient, we gain control 
over our profession.

The RN needs to be in charge of the amount, 
degree, kind of care the patient is going to receive. 
They do this, in part, by learning to prioritize. 

Reference
Creative HealthCare Management (2002) Staffing: 

Changing the Way We Think. Creative HealthCare 
Management, Minneapolis: MN
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by Carrie L. Burnsed, JD

As an Oklahoma nurse, you need to understand your 
rights before your licensing board, the Oklahoma Board 
of Nursing (the “Board”) in the event the Board receives 
information regarding your nursing practice that could 
lead to a complaint filed against your nursing license. 
Our law office continues to be called on to represent 
nurses before the Board and it appears that the 
Oklahoma Board of Nursing has significantly increased 
its review of complaints referred to the Board by 
surveys conducted by the Oklahoma State Department 
of Health and the Oklahoma Department of Health and 
Human Services/Adult Protective Services Division. The 
Board has also increased its severity of punishment 
against the nursing community.

According to the Oklahoma Nursing Practice Act 
(the “Act”), the Board has the authority to investigate 
all reported violations of the Act. The Act and related 
regulations do not provide guidelines to the Board 
regarding how their investigation of complaints is 
conducted. Through this office’s appearances before 
the Board, we can summarize the following procedure: 
when a complaint is received against a nurse from 
any source, state agency, employer, or concerned 
family member of a patient/resident, the Board may 
request documents from the location where the alleged 
violation of the Act occurred. If after receipt and review 
of the information, the Board’s investigator and legal 
counsel determine that there may be a violation of 
the Oklahoma Nursing Practice Act, the investigator 
contacts the nurse via a letter stating “(t)his office has 
received information concerning your nursing practice 
which I would like to discuss with you and requests 
an in-person interview” with the nurse at their office 
in Oklahoma City. The nurse has no ability to prepare 
to discuss the alleged allegation with the Board’s 
investigator due to the fact that little to no information 
regarding the nature of the complaint is provided in 
the Board’s letter and even if the investigator is called 
by the nurse, little to no information on the complaint 
is provided to the nurse until the informal conference 
with the investigator. The language in the letter seems 
innocent, inviting the nurse to Oklahoma City to 
discuss her practice. At this point, the Board has 
documentation it believes demonstrates a violation of 
the Act and is preparing to make a case against the 
nurse during the informal conference and the nurse 
must be aware that she is going to have to defend her 
nursing practice with the investigator.  

The informal conference is very stressful for the 
nurse. The Board investigator will be asking some 
very direct and difficult questions. Due to the lack 
of information regarding what will be discussed, the 
inability to review any documents, and the passage of 
time since the alleged violation, the nurse is at a distinct 
disadvantage and frequently makes statements against 
her best interest, which may result in the Board taking 
action against her license or the statements potentially 
being used as evidence in a civil suit. Additionally, 
some necessary and relevant information may not be 
given to the Board’s investigator during the conference 
due to the stress of the situation. By having counsel 
present, the nurse has an advocate in her corner that 
can redirect the questioning if needed and ensure that 
all of the proper information is submitted to the Board’s 
investigator for a decision. Therefore, this office strongly 
recommends that the nurse be represented by counsel 
during the informal conference. There is no prohibition 
under the Oklahoma Nursing Practice Act that prevents 
the nurse from being represented by counsel during 
these conferences. The Board does have a policy that 
due to confidential patient information being discussed 
during the informal conference, the nurse cannot bring 
their employer or a family member for support to the 
conference. 

If after the informal conference the Board’s 
investigator has clear and convincing evidence of a 
violation of the Oklahoma Nursing Practice Act, a 
complaint will be filed against the nurse and the nurse 
has a right to hearing before the Board of Nursing. The 
nurse, under oath, must file a written response to the 
complaint, with the Board. If no response is filed, the 
nurse is considered to be in default and the Board may 
take whatever action it deems sufficient and appropriate 
against her license. In the event that disciplinary action 
is imposed against the nurse after the hearing, the 
Board may require the nurse to reimburse the Board 
for its actual costs in the investigation and prosecution 
of the disciplinary action which may include, but is not 
limited to: staff time and expenses, travel expenses, 
witness fees and expenses, attorney fees and expenses, 
court reporter fees and any expenses incurred. 

The nurse always has a right to a hearing before the 
Board. In the alternative, informal disposition may be 
requested under certain circumstances through the 
discretion of the Board. If a determination is made 
by the Board’s investigator that a violation of the 
Oklahoma Nursing Practice Act does exist, informal 
disposition may include, but is not limited to, classes 

on specific areas of nursing practice, an administrative 
fine of a minimum of $500.00 for each violation and a 
reprimand or severe reprimand permanently reflected 
in your license file with the Board. Another penalty that 
has been imposed by the Board is supervised practice. 
Supervised practice requires the nurse to work in a 
hospital supervised by an RN for a determined length 
of time and is required to submit quarterly reports. The 
nurse must also surrender her license and is issued a 
restricted license during the time of supervised practice. 
At the end of the supervised practice, reinstatement of 
the nurse’s license must be requested. 

If the nurse agrees with the informal disposition 
and recommended penalties imposed by the Board, a 
Stipulation, Settlement and Order will be prepared for 
the nurse’s review. An Informal Disposition Panel (the 
“Panel”) is convened which consists of two current 
Board members. The Panel, nurse and investigator 
meet to review the Stipulation, Settlement and Order 
and if the nurse and the Panel members agree, the 
Stipulation, Settlement and Order is signed by the nurse 
and presented to the Board during the next regularly 
scheduled Board meeting for approval. If the nurse 
and the Panel members do not agree, the case will be 
set for a Board hearing and outcome of the informal 
disposition will be held in confidence and not admitted 
into evidence at the hearing. The Panel members will 
not participate in the hearing before the Board. If the 
nurse and the Panel members do agree, but the Board 
does not accept the recommendations of the Panel, 
the case will be set for a hearing at the next regularly 
scheduled Board meeting.

Therefore, this office recommends all nurses invest 
in malpractice insurance to ensure your ability to 
retain counsel if a complaint is made against your 
license or you are brought into a civil lawsuit. Be 
advised that many malpractice insurance companies 
allow their clients to retain the counsel of their choice, 
upon request. Your license is your livelihood and must 
be protected.

Ms. Burnsed is an associate of C. Craig Cole & 
Associates, 317 NW 12th Street, Oklahoma City, 
Oklahoma 73103. (405) 232-8700.
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Jocular Rhythms 
by Diane Sears, RN, MS, ONC

“A middle aged woman had a heart attack and was 
taken to the hospital. While on the operating table 
she had a near death experience. Seeing God she 
asked "Is my time up?" God answered, "No, you have 
another 40 years, 2 months and 8 days to live." Upon 
recovery, the woman decided to stay in the hospital 
and have a facelift, liposuction, and a tummy tuck. 
She even had someone come in and change her 
hair color. Since she had so much more time to live, 
she figured she might as well make the most of it. 
After her last operation, she was released from the 
hospital. While crossing the street on her way home, 
she was hit by a car and died immediately. Arriving 
in front of God, she demanded, "I thought you said I 
had another 40 years, why didn't you pull me from 
out of the path of the car?" God replied, "I didn't 
recognize you." (e-mail 2006)

I’ve been thinking about cardiovascular nursing 
because my oldest brother, Phil, had a MI, recently 
followed by a CABG. The following are a few excerpts 
from his perspective. 

•	 I	 quite	 simply	 (through	 the	 help	 of	 many)	
dodged “the widow maker” formation, that is so 
fond of playing its’ lethal game with our family.

•	 I	began	to	sweat	profusely,	felt	clammy	pressure	
on my chest but no pain whatsoever—I began to 
think to myself . . . "Nah, it can't be. “ . . . slight 
tingling and slight numbness in my left hand . . . 
as the tunnel vision effect began, the buzzing in 
my head and ears reminded me of having had 
way too much tequila. I felt the need for a little 
fresh air. I must surely only needed to burp.

•	 The	nurses	busied	themselves	by	 inserting	me	
with needles, hooking me up to monitors and 
giving me a cup full of baby aspirin (and other 
drugs).

•	 Dr.	Johnny	soon	announced	that	 I	was	 indeed	
having a heart attack and then asked the magic 
question: "Would I like a clot bustin' drug?" 
Duh! Talk about a no brainer . . . 

•	 One	 nurse	 asked	 me	 if	 I	 “would	 like	 some	
nitroglycerin?” Although I thought using 
an explosive to bust up a clogged artery is 
somewhat extreme, who was I to argue with the 
pros? 

•	 When	 asked	 how	 much	 pain	 you	 are	 feeling:	
it does absolutely no good to tell the staff that 
you are not experiencing pain but pressure on 
the chest. They will persist in having you pick a 
number from 1 to 10, until you give them some 
number.

•	 When	asked	if	“it	feels	like	an	elephant	is	sitting	
on your chest,” it again does no good to explain 
that you have never had an elephant sit on you, 
and that you doubt that you could breathe at all 
if one did. Since one might eventually pick an 
animal somewhat smaller than a pachyderm, 

like perhaps a jackass, I opted for the tried and 
true analogy.

•	 Soon,	 the	 chopper	 boys	 whisked	 me	 away	 to	
OKC. Fortunately, there were no 50+ mph 
winds, or thunderstorms, that impeded our 
progress and we didn't have to stop to take on 
fuel during the ride. I didn't really get to see 
much of the scenery during the flight though.

•	 Once	 in	 OKC	 a	 nurse	 actually	 gave	 an	
incredible recitation of my life history—at least 
the last couple of hours or so.

•	 I	will	save	the	story	of	my	spouse's	arrival	and	
her rambling accusations about unauthorized 
use of Viagra (all of which are unsubstantiated 
and quite false) for a later time. 

•	 They	 put	 a	 stint	 in	 the	 right	 coronary	 artery,	
which was 99% blocked. I was provided with a 
really dramatic before and after picture, which 
I'm thinking about framing.

•	 I	now	have	a	whole	handful	of	drugs	to	take	(a	
full list can be provided upon request).

•	 Since	I	made	friends	with	all	 the	OKC	medical	
personnel, they all assured me that they were 
looking forward to seeing me again upon my 
CABG return and would insist that I get the 
same floor.

•	 Following	a	parade	and	jet	fly-by	at	high	noon,	
on July 3rd, the chest crackin' began. 

•	 For	 those	 of	 you	 who	 are	 praying—keep	 'em	
comin'. And for the rest of you that have 
promised to raise a glass, bottle or can—your 
efforts are equally encouraged and appreciated.

•	 I	 extended	my	stay	by	a	couple	hours	 to	enjoy	
another delicious meal. 

•	 I	am	home	recuperating	from	the	quadruple	by-
pass operation and just got back from good 35 
minute walk with my neighbors at a good clip. 
I wish each of you as much good fortune and 
true blessings as I have received.” 

Let’s compare Phil’s experiences to do those in the 
jocular world. 

Announcer on stage at theatre: “Is there a 
primary care physician in the house, and a coronary 
specialist available for an instant referral?” (“the 
family next door,” cartoon, Gottschalk)

Jake on gurney being rushed into Hackencut 
Memorial Hospital: “I guess it’s a little late for me to 
just promise to cut back on bacon.” (“That’s Jake,” 
cartoon, Jake Vest, 02/06/91)

Hospital Admissions. Nurse: “Let’s see, you’ll be in 
a semiprivate room, that’s $500. We hook you up to 
an IV, that’s $300, and we’ll monitor your vital signs, 
that’s $475. A complete set of tests, $350. Next we’ll 
. . .”

Frank: “Excuse me . . . I think I’m having a 
change of heart.”

Nurse: “Oh, then that’s $50,000.” (“Frank & 
Ernest,” cartoon, Bob Thaves, 04/13)

Stress Test Nurse: I’ll be standing by with jumper 
cables . . . just in case.” Cardiologist: “Before you 
get on the treadmill, be sure to fill out an organ-
donor card . . . and by the way do you have any 

religious preference?” Jake: “The trouble with the 
medical profession is that most doctors can’t tell the 
difference between a test and an ordeal.” (“That’s 
Jake,” cartoon, Jake Vest, 12/03/91)

Patient on the stairway to heaven with electrodes 
springing out from all over his body: “Well, I thought 
things were going just fine. Then my Doctor says, 
“Let’s take a stress test” . . . (“Non Sequitir,” cartoon, 
Wiley, Ink, Inc., 01/08/08)

ECG Interpretations
“PAC—Pushy Aggressive Contractions. 
PAT—PAlpiTations
Idioventricular rhythm—Any IDIOt knows this is 

some VENTRICULAR abnormality
SVT—Some Variety of Tachycardia
BBB—Big Bulging Bump
1 degree AVB—All is Very Behind 
CHB—Chaotically Haphazard and Berserk“ (Bina 

Goodman Simon)
“Sometimes all you need is a good paddling to get 

you back in line.” (Trauma Gear T-Shirts)
Noninvasive Cardiovascular Services Song to the 

tune of “We Three Kings”
We the Nurses of NICS
Bearing drugs and sedating afar
Echos, TEE’s, Treadmills and Nuclear’s
All for the hearts of mankind.
Oh…
Nurses of Wonder
Nurses of Might
Nurses of Beauty and of Light
Lifestyles leading, still proceeding,
They guide us to the perfect life. (Author 

unknown).
MD to Jake surrounded by numerous waving 

health care professionals: “Before we do this surgery 
I though you might want to meet a few of the people 
you’ll be writing checks to for the rest of your life.” 
(“That’s Jake,” cartoon, Jake Vest, 12-05-91)

“Sometimes it’s helpful to bring in a non-medical 
professional to explain surgical techniques in terms 
patients can relate to. Mechanic: “Your ticker is 
like this carburetor that’s seen too much cheap gas 
. . . the jests is clogged and you ain’t hitti’n on all 
cylinders . . . if you don’t get it cleaned, you’re liable 
to stall out next time you try to pull a hill.” Jake: 
“Now, it’s all becoming clear.” (“That’s Jake,” cartoon, 
Jake Vest, 12/04/91)

Surgical team putting on scrubs in bedroom of 
elderly patient, while Bob Devilla? Says: “Hello and 
welcome to this week’s edition of “This Old Heart” . . . 
(“Bizarro,” cartoon, Dan Piraro, 12/12/03)

Doctors: “Scalpel . . .” Bean Counters: “Pocket 
knife.” Doctors: “Suture . . .” Bean Counters: “Band-
aid.” Doctors: “Let’s get him to Intensive Care . . .” 
Bean Counters: “Call a cab.” (Cartoon, MacNelly, 
Chicago Tribune)

Nurse talking to visitor in front of scowling patient 
in bed: “Yes, he’s on the critical list—critical of the food, 
critical of the nurses, critical of the service.” (“Frank & 
Ernest,” cartoon, Bob Thaves, 10/12/00)

Humor

Continued on page 21



December 2008, january, february 2009 The Oklahoma Nurse  •  Page 21  •  

Jake is in his bed in the hospital kitchen, when a 
worker shouts out, ”Okay, which one of you wiseguys 
mixed the salad bowls in with the bedpans?” 

Jake: “The guy said we have “Private” and “Semi-
private” rooms and I said, “Have you got anything 
just a little bit cheaper?” (“That’s Jake,” cartoon, Jake 
Vest, 12/10/91)

Jake out in the hospital Meditation Garden, 
tugging his IV pole while playing golf with another 
patient: “Okay, if I can chip through the chapel 
window I get your supper jell-o . . . if I miss, I’ll stand 
in for your next blood test. 

Doctors: “I think it’s about time to take those two 
off bedrest and put ‘em on physical rehabilitation.” 
(“That’s Jake,” cartoon, Jake Vest, 12/11/91)

Jake and wife at the hospital Accounting desk, 
looking forlorn. Mrs. Beancounter: “Pay bill here, we 
accept cash, checks, VISA, Mastercard, American 
Express, Major oil company cards, first born children, 
pounds of flesh, car titles, mortgages, promises, 
candy. This is an interesting group insurance 
program your company has—I don’t think I’ve ever 
seen a $46,000 deductible policy.” Co-worker: “Shame 
you didn’t get your teeth cleaned . . . it’ll cover that.” 
(“That’s Jake,” cartoon, Jake Vest, 12/13/91)

Army drill sergeant at Jake’s bedside: “Sir! 
Rehabilitation Specialist Dovalina requests 
permission to start putting this maggot through his 
paces, Sir!” Jake: “This is how cardiac rehabilitation 
works. As soon as they’re pretty sure you’re gonna 
live, they bring somebody in to try to kill you.” (“That’s 
Jake,” cartoon, Jake Vest, 12/12/91)

Friend at bar: “I read for three hours last night 
before I went to bed.”

Shoe: “What were you reading?” Friend: “All my 
prescription labels.” (“Shoe,” cartoon, Cassatt & 
Brookins, 02/28/04)

Shoe talking to waitress: “I know it’s trendy to 
put these little hearts next to the health entrees . . . 
but we bacon cheeseburger lovers…resent these little 
skulls and crossbones.” (“Shoe,” cartoon, MacNelly, 
12/10/93)

Shoe: “How’s the service today?” Friend: ”Slow. By 
the time I got my bloody Mary, it had clotted.” (“Shoe,” 
cartoon, MacNelly, 04/27/07)

At the Lard Pit Beef House: “You know it’s 
good when they have an ambulance standing by.” 
(“Bizarro,” cartoon, Dan Piraro, 08/14/09)

Modern Segregated Dining: Maitre D: “. . . and 
would you prefer the HDL cholesterol section or the 
LDL cholesterol section?” (“Non Sequitir,” cartoon, 
Wiley, Ink, Inc., 06/12/07) 

“The Simplified Health Care Program . . . Street 

Vendor #1: “Fried Stuff $1,” Street Vendor #2: 
“Defibrillator $10 per jolt.” (“Non Sequitir,” cartoon, 
Wiley, Ink, Inc., 01/08/08)

Man talking to waiter: “I’ll have the slab of ribs 
with a double order of cheese fries, and the lady will 
have my butt in a sling. . .” “Male Intuition . . .” (“Non 
Sequitir,” cartoon, Wiley, Ink, Inc., 05/09)

Three very large fourth of July costumed revelers 
are seen belting out: “Obesity, for spacious thighs, for 
ample weight we gain . . . for supersize our fries with 
that above our gravy stains, America, America, God 
shed his grease on theeeee . . . and drown thy gut 
and blubber butt with fats and carbs guilt freeee . . .” 
(Cartoon, Doug Marlette, 2006) 

“Here’s the final work on nutrition and health. It’s 
a relief to know the truth after all those conflicting 
medical studies. The Japanese eat very little fat 
and suffer fewer heart attacks than the British or 
American. The French eat a lot of fat and also suffer 
fewer heart attacks than the British or Americans. 
The Japanese drink very little red wine and suffer 
fewer heart attacks than the British or Americans. 
The Italians drink excessive amounts of red wine 
and also suffer fewer heart attacks than the British 
or Americans. CONCLUSION: Eat and drink what you 
like. Speaking English is apparently what kills you.” 
(e-mail 2002)

“Going . . . Going . . . Gone.” (Trauma Gear 
T-Shirts)

Husband lying in recliner, talking to wife: “Just so 
you know. I never want to live in a vegetative state, 
dependent on some machine. If that ever happens, 
just unplug me, OK?” Wife: “OK.” She then proceeds to 
unplug the giant screen TV, directly in front of him.” 
(cartoon, J.M. Bergman)

Grandpa: “See you later Nelson. I’m going to the 
library.” Nelson: “The real library?” “Sometimes he 
calls the bathroom, the library, too.” Grandma Opal: 
“Do you think that’s wise? Remember what happened 
last time, when you fell asleep there?” “I want you to 
take this with you and put it on if you find yourself 
dozing off.” Grandpa: “Oh . . . yeah. That was 
unpleasant.” Sign: “I am NOT dead! Do not attempt 
CPR.” (“Pickles,” cartoon, Brian Crane, 08/26/01)

Elderly people with walkers seen going into Ritchey 
Acres Retirement Community Building. Outside a sign 
reads: “Tonight the Ritchey Acres Players Present: The 
ANGINA Monologues.” (“Bizarro,” cartoon, Dan Piraro, 
with Lee Ritchey, 10/20/07)

Father walking his daughter down the aisle at her 
wedding: “I’ll fake a heart attack and fall to the floor, 
you run out the side door.” (“Bizarro,” cartoon, Dan 
Piraro, with Lee Ritchey, 05/21/03) 

“Smoker’s Hindsight . . . Sign on a tombstone: 

Humor
(Continued from page 20) “R.I.P. Being 10 pounds heavier doesn’t seem like a 

bad alternative anymore.” (“Non Sequitir,” cartoon, 
Wiley, Ink, Inc., 01/08/08)

“One day I had to be the bearer of bad news when 
I told a wife that her husband had died of a massive 
myocardial infarct. Not more than five minutes later, 
I heard her reporting to the rest of the family that 
he had died of a “massive internal fart.” Dr. Susan 
Steinberg

Wife beside husband’s casket: “As soon as he said 
he was experiencing chest pain, I called a comedian. 
But it was too late.” Laughter—not always the best 
medicine.” (“Bizarro,” cartoon, Dan Piraro, 04/06/06) 

Wife elephant with hands on her hips, yelling over 
husband, who has collapsed to the floor: “. . . and 
another thing . . . Walter, don’t you dare have a heart 
attack while I’m talking!” (Off the leash,” cartoon, 
W.B. Park, 04/29/91) 

“Sometimes the heart sees what is invisible to the 
eye.

When you remember how hard it is to change 
yourself, you begin to understand what little chance 
we have of changing others.

We can’t do much about our appearance, but we 
have total control over the kind of person we become.

To change everything, simply change your attitude.
Almost all of our unhappiness is the results of 

comparing ourselves to others.
If you’re doing your best, you won’t have time to 

worry about failure.”
(Author(s) unknown) 
“Go for the jocular vein, not the jugular vein.” (Joel 

Goodman)
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Diane E. Scott, RN, MSN

Pay for performance models are being put into 
practice with incredible urgency. According to the 
Agency for Healthcare Research and Quality (AHRQ), 
pay for performance is broadly defined as “any type of 
performance-based provider payment arrangements, 
including those that target performance on cost 
measures.” (AHRQ, 2006) 

As healthcare providers are rapidly implementing 
these programs designed for meeting the requirements 
of pre-established quality targets, they are now 
examining how nursing contributes to their success. 
The purpose of this Nursing That Works article is to 
describe the history of pay for performance practices 
and discuss the implications for the nursing profession 
as a participant in this emerging movement.

The History of Payment Systems
Prior to the 1980’s, hospitals were paid in a fee-

for-service arrangement. Basically, for each patient 
treatment or admission, healthcare providers were 
reimbursed in full for every case. With rising healthcare 
costs and a poor economy during the 1970’s, the 
primary form of insurance for the aging population, 
Medicare, sought methods to classify types of patients 
in an effort to limit the expenses. 

Under a request from Congress in 1983, a Yale 
University group worked with the former Health Care 
Financing Administration, now known as the Centers 
for Medicare and Medicaid Services (CMS) to develop 
a method for monitoring the quality of care and the 
extent to which services were used. In 1983, a patient 
classification system, entitled diagnostic related groups 
(DRGs), was implemented. This system, although 
refined and frequently updated, is the method by 
which many hospitals are still reimbursed today. Most 
hospitals are now paid a fixed amount, determined in 
advance for the operation cost of the DRG. Each DRG is 
weighted according to historical and current Medicare 
cost data. (Beaty, 2005).

The New Era of Patient Safety
While the DRG method for reimbursement helped 

to usher in the new century for hospitals, in 2000, a 
landmark report by the Institute of Medicine, To Err 
is Human, stimulated public awareness in regards to 
patient safety. This report was an ardent motivator in 
promoting the adoption of new, safe practices related to 
quality and pay for performance. (Leape, 2005) 

The pay for performance momentum was in direct 
response to concerns that traditional payment schemes 
reward the volume of services, and do not consider the 
quality and efficiency of health care. Public and private 
purchasers sought to encourage and financially reward 
performance improvement results. (The National 
Committee for Quality Health Care, 2006).

With pay for performance initiatives, healthcare 
providers are financially rewarded for meeting 
pre-established guidelines and quality incentives. 
Conversely, payment may be less for unfavorable 
outcomes. (Melia, 2006) While there is a great variety in 
the approach and design of programs, advocates of the 
pay for performance movement cite patient safety as the 
driving force for initiating such programs.

As part of its continuous follow-up in promoting 
quality of care, in 2006, the Institute of Medicine 
released Rewarding Provider Performance: Aligning 
Incentives in Medicare. Providing confidence for the 
supporters of the pay for performance movement, it 
states that the current fee-for-service payment system 
“does little to promote improvements in the quality 
of health care.” The report calls for replacing it with 
a new pay for performance system for reimbursing 
participating healthcare providers (Institute of Medicine, 
September 2006). 

The CMS Guidelines
Since 2003, the Centers for Medicare and 

Medicaid Services (CMS), the US federal agency 
which administers Medicare, has conducted multiple 
demonstration projects designing and implementing pay 
for performance programs. Because many insurance 
companies historically follow the CMS’s lead regarding 
reimbursements, their current and future projects 
garnish national attention (Melia, 2006).

With the CMS project, Hospital Quality Incentive 
Demonstration, hospitals were scored on their 
adherence to 30 nationally standardized measures in 
five clinical areas, including myocardial infarction and 
pneumonia. Hospitals received a financial bonus that 
was proportional to a composite score determined from 
these measurements. Although the cost to implement 
the quality measures were arguably more than the 
additional reimbursement for healthcare organizations, 
hospital leaders involved in the pilot study stated that 
the project compelled the leaders and the staff to focus 
on continuous improvement. (Hospitals and Health 
Networks, 2007).

The Case for Pay for Performance
According to one non-profit group, The Alliance 

for Health Reform, pay for performance programs are 
becoming popular because of demand from both the 
public and private sectors. Private sector leadership has 
supported this momentum because of employer and 
government frustration over rising healthcare costs and 
the “persistent deficiencies in the quality in the U.S. 
health care system.”(The Alliance for Health Reform, 
2006).

The Alliance, with grant support from the Robert 
Wood Johnson Foundation (RWJF), suggests that 
current payment systems “not only fail to reward or 
encourage quality, but sometimes penalize it.” The 
current fee-for-service payment systems reward health 
care providers each time they perform a service and do 
not take into account those who follow evidence-based 
guidelines for quality of care (The Alliance for Health 
Reform, 2006).

The CMS’s efforts are also gaining public momentum. 
The United States Congress recently mandated the 
agency create a plan to implement pay for performance 
on a much broader scale by 2009 (Melia, 2006). This 
plan includes withholding payment for adverse patient 
events as well as incentives for quality. In addition, the 
CMS stated that for discharges occurring on or after 
October 1, 2008, “hospitals will not receive additional 
payment for cases in which one of the selected 
conditions was not present on admission” (Centers for 
Medicare and Medicaid Services, 2008). The selected 
conditions include costs associated with serious 
preventable events, such as objects left in during 
surgery, hospital acquired infections and catheter 
associated urinary tract infections.

Implications for Nursing
According to AHRQ, there are over 100 pay-for-

performance initiatives nationwide sponsored by a 
variety of health plans, employer coalitions, and public 
insurance programs (AHRQ, 2006). These programs, 
which enable health care providers to give quality care 
while controlling cost, are either in development or 
already in place. These goals will be accomplished either 
directly or indirectly, by reducing errors and ensuring 
proper utilization of health care services (AHRQ, 2006).

Despite the implementation of such programs, the 
implications for the role of nursing has been much more 
difficult to define. In May of 2006, a briefing sponsored 
by the Alliance for Health Reform, in conjunction with 
the Robert Wood Johnson Foundation, Rewarding 
Quality Performance: The Multidisciplinary Approach 
Alliance for Health Reform, set out to define the role 
of nursing as it contributes to quality and high 
performance (Alliance for Health Reform, 2006). 

Difficulty Measuring
One of the speakers, Dr. Jack Needleman, an 

Associate Professor in the Department of Health 
Services, UCLA School of Public Health, stated that 
the current pay for performance systems inadequately 
target improvements in the core work of nursing. In his 
address, Nursing and Pay for Performance, he stated 
that current systems look at processes by focusing on 
completion of specific tasks. For example, one CMS 
measurement determines whether a patient admitted 
with a myocardial infarction received an aspirin on 
arrival and a beta blocker at discharge (Alliance for 
Health Reform, 2006). Nursing processes, Needleman 
stated, are much more difficult to measure because of 
the inherent nature of the work nurses do. Needleman 
explained that nurses spend so much time multitasking 
and tailoring care to individual patients, that there is 
a challenge to measure how their specific efforts have 
produced single-minded results as a consequence 
(Alliance for Health Reform, 2007). In addition, 
documenting the processes that a nurse conducts is 
difficult, time-consuming and expensive in the current 
pay for performance systems.

The Economic of Nursing
At the 2007 Economics of Nursing Invitational 

Conference: Paying for Quality Nursing Care, held at the 
Robert Wood Johnson Foundation, high-level sessions 
relating to the payment for quality nursing care were 
presented. The purpose of this conference was to 
define areas of agreement and disagreement related to 

payment for quality nursing care, establish strategies 
for research and policy, and promote action in agreed-
upon areas (RWJF, 2007).

Presenting the keynote address was Linda Aiken, 
Ph.D., F.A.A.N., F.R.C.N., R.N., from the Center for 
Health Outcomes and Policy Research, University of 
Pennsylvania. She stated that there is growing evidence 
about the contributions that nurses have in pay for 
performance initiatives, yet most managers are not 
familiar with the research. She also concluded that 
nurses are not a focus of current initiatives and there a 
few examples of specific incentives that reward nurses 
for higher productivity and quality or cost savings. Her 
recommendation is to conduct further research on the 
impact of policy and payment changes on the nursing 
workforce and quality of care, and educate and motivate 
health care leaders to act on the basis of evidence in 
their management decisions (RWJF, 2007).

Setting Standards for Measuring
Arguably, the CMS pay for performance standards 

were not designed specifically with nursing in mind 
(Alliance for Health Reform, 2007). In an attempt to 
create a set of nursing standards for use in inpatient 
hospital settings, the National Quality Forum (NQF) 
developed the “Consensus Standards for Nursing-
Sensitive Care”

This project endorsed a set of 15 nursing-sensitive 
consensus standards to enhance the “evidence and 
understanding of the relationship between nursing-
related system characteristics and patient care 
processes and outcomes” (NQF, 2007). This report also 
addresses the implementation of the standards within 
healthcare organizations. According to the NQF, “The 
use and reporting of these consensus standards will 
enhance the available evidence and understanding 
of the relationship between nursing-related system 
characteristics and patient care processes and 
outcomes” (NQF, 2007).

Conclusion
Pay for performance is clearly gaining momentum 

as the public’s access to information and the demands 
for patient safety are ever present within all healthcare 
areas. While pay for performance models seek to reward 
quality care and performance, the desired results could 
be greatly enhanced if the contribution of nurses were 
better quantified and recognized as essential for positive 
outcomes. Succinctly measuring and defining nursing 
care performance and quality will be instrumental 
in rewarding quality within any pay for performance 
initiatives.
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by Susanne Gaddis, PhD, CSP, 
Elizabeth Cates, M.A.

 
With the current nursing 

shortage, nurses have a lot 
more choices of where they’re 
going to work and how long 
they’re going to stay. As baby 
boomers retire and younger 
generations of nurses enter 
the workforce, gone are the 
days where a nurse would 
start a career and then four 
decades later retire from the 
same position. With the rising 
demand for nurses in the 
coming years, it is crucial 
to create a welcoming and 
appreciative atmosphere. 

Today, healthcare workers 
are on the move, and to 
encourage them to stay in one 
place, hospitals and nurse 
management are challenged 
to think of new and innovative 
ideas for creating loyalty and 
retention. In addition, each 
healthcare worker also has 
the responsibility of creating a 
healthy atmosphere in which 
to work, one where their co-
workers will want to stay for the long haul. 

As you are seeking to increase loyalty and 
retention, here are some things to keep both you and 
your colleagues motivated:

Listen. One of the quickest ways to increase 
loyalty and retention is to listen to your colleagues. 
People who feel heard are more likely to stay than 
those who believe their thoughts, ideas and feelings 
don’t matter. Listening also works to build self-
esteem, self-confidence and self-efficacy, a person’s 
belief that he/she can achieve certain tasks.

The last thing someone wants to hear when they 
bring an idea forward is: “Oh, what do you know? 
You are new here. You haven’t had the experience 
that I’ve had. You haven’t walked in my shoes. I am 
in charge here!” While these statements may be true, 
they serve to create walls, not bridges. Words like 
these can have a long-term, damaging effect on even 
the most seasoned professional, making them want 
to run for the door. 

Acknowledge Ideas. Although every idea and 
suggestion cannot be acted upon nor all requests 
granted, acknowledging a person’s input can go 
a long way toward making him or her feel like 
an integral part of the team. Not only can you 
acknowledge the idea, you can also acknowledge the 
thought behind the idea, their unique perspective or 
skill set in formulating the request. All of these will 
help to create a sense of belonging.

Take for example, Sally, a new CNA, who during 
a routine vitals check discovered a patient had been 
receiving blood pressure medication for several days, 
even though the patient had no prior history of high 
blood pressure. After talking with the patient, Sally 
determined that the blood pressure cuff being used 
was too small, which caused the patient’s vital signs 
to be drastically altered. Immediately she took this 
information to management and adjustments were 
made that quite possibly saved the patient’s life.
Administration took notice of Sally’s quick problem-
solving and analytical skills and rewarded her 
publicly for being a diligent patient advocate. More 
importantly, her co-workers gave her both respect 
and praise for her ability to take command in an 
emergency situation.

Be A Motivator. Find out what motivates your 

colleagues. This will be different for each person. 
Some are motivated by praise, while others are 
motivated by power and prestige. Still others are 
energized through more intrinsic factors, such as 
a sense of pride, meaning and value. The days of 
cookie cutter, one-size-fits-all motivation is over. To 
actively engage your co-workers, you need to find 
out what works for each person. Don’t treat your co-
workers the way YOU want to be treated, treat them 
the way THEY want to be treated. How do you find 
out what motivates them? Ask them!

Be Aware Of Information Overload. Be careful 
that YOU are not the cause of your colleague’s 
demise by over-sharing. Sometimes you can 
cause undue stress by getting too in depth about 
challenging meetings, hospital politics, and your 
latest interactions with difficult people. This doesn’t 
mean you can’t share ANY of your personal life with 
your co-workers, but try to keep the negative to a 
minimum. After all, most people have enough on 
their plate without keeping up with your stresses.

A good rule of thumb is to try and keep 
conversations as positive and productive as possible. 
The latest research suggests that for every negative 
comment we make, we should say at least three 
positive statements. By keeping conversations 
focused on what you can do, what you are willing 
to do, and what you have done, you can decrease a 
colleagues’ stress level. 

Model The Behavior You Want. Be aware, from 
the time you arrive for your shift to the time you 
leave, you are visible to others. Your goal is to be as 
“positively visible” as possible. Become a model for 
the behavior you want to see in others. Remember 
that your colleagues often take their behavioral 
cues from you. If you greet them with a welcoming, 
“Good Morning,” they are likely to do the same.
If you maintain a professional atmosphere, you’ll 
notice that they will follow suit. Yet if you call them 
out on their behavior without adjusting your own 
bad habits, they will see you as hypocritical and 
insincere.

Focus On Strengths Rather Than Weaknesses. 
There has been a trend for years to harp on 
weaknesses rather than develop strengths. If you 
look at most performance appraisal forms, you will 
first find an area for improvement. While continuous 
improvement is important, we now know that there 

are individuals who will excel at certain tasks. By 
working cooperatively with others, you can utilize 
the strengths of each individual. 

For additional information, check out Now 
Discover Your Strengths by Marcus Buckingham and 
Donald Clifton, Ph.D. or take the Strengths Finder 
profile at: www.strengthsfinder.com.

Remove Obstacles. Another great way to increase 
loyalty and retention is to work diligently to remove 
roadblocks so people can be as productive as 
possible. By immediately addressing issues involving 
personal safety, sexual harassment, workplace 
violence and discrimination, you will help create an 
environment where your colleagues feel comfortable 
coming to work. 

Supportive Care. While you can’t completely 
change your environment, you can promote a sense 
of support and care among your fellow nurses to help 
them cope with the variety of difficult situations they 
face. By paying attention to your words and how you 
communicate, both verbally and nonverbally, you 
can create a healthy culture of communications. 

By applying these simple strategies you can 
dramatically increase your odds of receiving the 
answer, “I’ll stay,” when others are deciding, “Should 
I stay or should I go now?” 

Susanne Gaddis, Ph.D., CSP, professionally known 
as “The Communications Doctor” is an internationally 
known interpersonal communications expert. She has 
a specialized expertise in healthcare communication 
and is one of 615 speakers worldwide to have earned 
the Certified Speaking Professionals designation. 
Susanne delivers workshops, seminars, and keynote 
presentations. For more information, or to book Dr. 
Gaddis for an upcoming conference or event, call 919-
933-3237 or visit: www.CommunicationsDoctor.com.

Elizabeth Cates, M.A., is an Organization 
Development Specialist in Houston who has worked 
with a variety of companies in the greater Houston 
Metropolitan area in a number of industries, including 
healthcare, education, government, and transportation. 
Elizabeth specializes in communications coaching, 
competency development, training facilitation, and 
leadership/management development. For more 
information on programs or services please call 832-
465-7196 or email at elizabeth.cates@att.net.

Should I Stay or Do I Go Now: Eight Ways to 
Increase Loyalty and Retention

Susanne Gaddis
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Pulmonary hypertension is a simplified 
name for a complex health problem-
continuous high blood pressure in the 
pulmonary artery in the lungs, resulting in 
an enlarged heart which can also lose its 
ability to pump. There is no cure, but hope 
is growing every day for the PH community. 
In 1985 patients had a 50% chance of 
surviving 2.8 years past date of diagnosis 
but, thanks to new treatments, prognosis 
is improving. Patients are often times 
misdiagnosed or undiagnosed for years. PH 
is considered an 'invisible' health problem, 
because patients often do not appear to be 
sick, or their symptoms resemble other, 
more benign conditions. Symptoms include 
breathlessness, dizziness and fatigue. 

Meet PH patient, Lauren Johnson, now 16. 
When she was three, she was admitted to the 
hospital after having aspirated bath water. 
After three days in ICU, with an incorrect 
near drowning diagnosis, she was transferred 

November is Pulmonary Hypertension 
Awareness Month

to a different hospital where a nurse heard 
a murmur in her heart. A cardiologist was 
called in and a hole the size of a quarter was 
discovered between the top two chambers of 
her heart. Lauren admits with a smile that 
nurses and medical personnel still call her by 
the nickname of 'bathtub baby.' Nurses, and 
the compassion they have always shown for 
Lauren, have been such a critical part of her 
care from both the medical and emotional 
perspective.

Once Lauren became aware of the 
seriousness of her disease, she decided to 
fight against PH herself. Over the summer, 
she organized a fund raiser called "Painting 
a Stroke of PHenomenal Hope," raising over 
$12,500 for the PH Association. Lauren was 
recognized at a fund raiser held in Denver, 
Colorado, October 18, by the President of 
the PHA, Rino Aldrighetti, for her event and 
the media coverage she received. She also 
participated in a 16 week drug trial and is 
continuing in an extension study. Now, she's 
doing her part to raise awareness about PH, 
as well. In addition to inviting the media to 
it's November Support Group meeting, where 
members will be sharing their stories and 
recognizing their medical professionals for 
being "PH Aware," she's also rallying her 
school, Edmond Memorial, to select the PHA 
as it's charity for their SWINE week fundraiser. 
GO Lauren! You can read more about her 
story, including Edmond Sun and Oklahoman 
articles, at http://www.phassociation.org/
SpecialEvents/stories/2008/2008AugOKPainti
ngStrokePhenomenalHope.asp

Awareness Month is a time when the PH 
community comes together to educate their 
communities and raise money for research to 
fight back against pulmonary hypertension. 
You can join Lauren, and others, in the effort 
this Awareness Month and learn more about 
PH by visiting the Pulmonary Hypertension 
Association' website, www.PHAssociation.org. 
PHA's goal is to provide hope to the pulmonary 
hypertension community through support, 
education, advocacy and awareness. Their 
vision will remain PHA's mission until a cure 
for PH is found.
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Adults gain substantial health benefits from 
two and a half hours a week of moderate aerobic 
physical activity, and children benefit from an hour 
or more of physical activity a day, according to the 
new Physical Activity Guidelines for Americans. The 
comprehensive set of recommendations for people 
of all ages and physical conditions was released 
today by the U.S. Department of Health and Human 
Services. 

The guidelines are designed so people can 
easily fit physical activity into their daily plan and 
incorporate activities they enjoy.

Physical activity benefits children 
and adolescents, young and middle-
aged adults, older adults, and those 
in every studied racial and ethnic 
group, the report said. 

“It’s important for all Americans 
to be active, and the guidelines 
are a roadmap to include physical 
activity in their daily routine,” HHS 
Secretary Mike Leavitt said. “The 
evidence is clear—regular physical 
activity over months and years 
produces long-term health benefits 
and reduces the risk of many 
diseases. The more physically active 
you are, the more health benefits 
you gain.”

Regular physical activity reduces 
the risk in adults of early death; 
coronary heart disease, stroke, high 
blood pressure, type 2 diabetes, 
colon and breast cancer, and 
depression. It can improve thinking 
ability in older adults and the ability 
to engage in activities needed for 
daily living. The recommended amount of physical 
activity in children and adolescents improves 
cardiorespiratory and muscular fitness as well 
as bone health, and contributes to favorable body 
composition.

The Physical Activity Guidelines for Americans are 
the most comprehensive of their kind. They are based 
on the first thorough review of scientific research 
about physical activity and health in more than a 
decade. A 13-member advisory committee appointed 
in April 2007 by Secretary Leavitt reviewed research 
and produced an extensive report.

Key guidelines by group are:
Children and Adolescents—One hour or more of 

moderate or vigorous aerobic physical activity a day, 
including vigorous intensity physical activity at least 
three days a week. Examples of moderate intensity 

aerobic activities include hiking, 
skateboarding, bicycle riding and 
brisk walking. Vigorous intensity 
aerobic activities include bicycle 
riding, jumping rope, running and 
sports such as soccer, basketball 
and ice or field hockey. Children 
and adolescents should incorporate 
muscle-strengthening activities, 
such as rope climbing, sit-ups, 
and tug-of war, three days a week. 
Bone-strengthening activities, 
such as jumping rope, running and 
skipping, are recommended three 
days a week. 

Adults—Adults gain substantial 
health benefits from two and one 
half hours a week of moderate 
intensity aerobic physical activity, or 
one hour and 15 minutes of vigorous 
physical activity. Walking briskly, 
water aerobics, ballroom dancing 
and general gardening are examples 
of moderate intensity aerobic 
activities. Vigorous intensity aerobic 

activities include racewalking, jogging or running, 
swimming laps, jumping rope and hiking uphill 
or with a heavy backpack. Aerobic activity should 
be performed in episodes of at least 10 minutes. 
For more extensive health benefits, adults should 

Physical Activity Guidelines for Americans
increase their aerobic physical activity to five hours 
a week moderate-intensity or two and one half hours 
a week of vigorous-intensity aerobic physical activity. 
Adults should incorporate muscle strengthening 
activities, such as weight training, push-ups, sit-
ups and carrying heavy loads or heavy gardening, at 
least two days a week.

Older adults—Older adults should follow the 
guidelines for other adults when it is within their 
physical capacity. If a chronic condition prohibits 
their ability to follow those guidelines, they should be 
as physically active as their abilities and conditions 
allow. If they are at risk of falling, they should also 
do exercises that maintain or improve balance.

Women during pregnancy—Healthy women 
should get at least two and one half hours of 
moderate-intensity aerobic activity a week during 
pregnancy and the time after delivery, preferably 
spread through the week. Pregnant women who 
habitually engage in vigorous aerobic activity or who 
are highly active can continue during pregnancy and 
the time after delivery, provided they remain healthy 
and discuss with their health care provider how and 
when activity should be adjusted over time.

Adults with disabilities—Those who are able 
should get at least two and one half hours of 
moderate aerobic activity a week, or one hour and 
15 minutes of vigorous aerobic activity a week. They 
should incorporate muscle-strengthening activities 
involving all major muscle groups two or more 
days a week. When they are not able to meet the 
guidelines, they should engage in regular physical 
activity according to their abilities and should avoid 
inactivity.

People with chronic medical conditions—
Adults with chronic conditions get important health 
benefits from regular physical activity. They should 
do so with the guidance of a health care provider. 

For more information about the “Physical Activity 
Guidelines for Americans,” visit www.hhs.gov or 
www.health.gov/paguidelines. Note: All HHS press 
releases, fact sheets and other press materials are 
available at http://www.hhs.gov/news.
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6414 North Santa Fe, Suite A • Oklahoma City, OK 73116-9114 • Phone: 405-840-3476 • 1-800-580-3476 • Fax: 405-840-3013
Please type or print clearly. Please mail your completed application with payment to: ONA.

Last Name _________________________________________ First Name ______________________________________ Middle Initial  ___________

Street or PO Box Number ______________________________________________________________________________________________________________

City _________________________________________________________________ State_______Zip_________________ County ____________________

Last Four Digits of Social Security Number _________________ Email _____________________________________________________________________

Home Phone ________________________________Work Phone______________________________ Cell Phone  ______________________________

Home Fax __________________________________ Work Fax _________________________________ Pager  _________________________________

Employed at _____________________________________________________________  as ___________________________________________________

Employer’s Address ___________________________________________________________________________________________________________________

Academic Degree(s) _______________________________________________________________  Certification(s) _________________________________

Graduation from basic nursing program (Month/Year)_______/_______ RN License # State________________ Date of Birth ______/______/_______

Membership Categories (please choose one category)

❏  ANA/ONA Full Membership Dues
  Employed full or part-time $22.00 per month or $258.00 annually. Includes membership in and benefits of the American Nurses 
  Association, Oklahoma Nurses Association and the ONA District Association.

❏  ANA/ONA Reduced Membership Dues
  Not employed RNs who are full-time students, newly-licensed graduates, or age 62+ and not earning more than Social Security allows 
  $11.25 per month or $129 annually. Includes membership in and benefits of the American Nurses Association, Oklahoma Nurses 
  Association and the ONA District Association.

❏  ANA/ONA Special Membership Dues
  62+ and not employed, or totally disabled $5.88 per month or $64.50 annually. Includes membership in and benefits of the American 
  Nurses Association, Oklahoma Nurses Association and the ONA District Association.

❏  ONA Individual Membership Dues
  Any licensed registered nurse living and/or working in Oklahoma $10.92 per month or $125.00 annually. Includes membership in and 
  benefits of the Oklahoma Nurses Association and the ONA District Association.

American Nurses Association Direct Membership is also available. For more information, visit www.nursingworld.org.

Communications Consent
I understand that by providing my mailing address, email address, telephone number and/or fax numbers, I consent to receive communications 
sent by or on behalf of the Oklahoma Nurses Association (and its subsidiaries and affiliates, including its Foundation, District and Political 
Action Committee) via regular mail, email, telephone, and/or fax.

Signature _________________________________________________________________________________________  Date_________________________

Dues Payment Options (please choose one)

American Nurses Association/Oklahoma Nurses Association 
Membership—It’s Your Privilege!

Oklahoma Nurses Association Membership Application

SIGNATURE REQUIRED BELOW
❏ Automatic Monthly Payment Options

This is to authorize monthly electronic 
payments to American Nurses 
Association, Inc. (ANA). By signing 
on the line, I authorize ONA/ANA to 
withdraw 1/12 of my annual dues and any 
additional service fees from my account.
*SEE AT RIGHT

__________________________________
Automatic Monthly Payment Authorization Signature

❏ CHECKING ACCOUNT: Please 
enclose a check for the first month’s 
payment, which will be drafted on or 
after the 15th day of each month using 
the account designated by the enclosed 
check.

❏ CREDIT/DEBIT CARD: Please 
complete the credit card information at 
right and this credit card will be debited 
on or after the 1st of each month (VISA 
and MasterCard Only).

❏ Annual Payment
Make check payable to ONA or fill out 
credit card information below.

SIGNATURE REQUIRED BELOW
❏ Automatic Annual Credit/Debit Card 
  Payment

This is to authorize annual credit 
card payments to American Nurses 
Association, Inc. (ANA). By signing below 
I authorize ONA/ANA to charge the credit 
card listed below for the annual dues on 
the 1st day of the month when the annual 
renewal is due.
*SEE AT RIGHT

__________________________________
Automatic Annual Payment Authorization Signature

Charge to My Credit/Debit Card
❏ VISA (Available for Annual or Monthly Draft Payments)

❏ MasterCard (Available for Annual or Monthly Draft 
Payments)

Number ____________________________
Exp. Date ___________________________
Verification Code ____________________
Signature ___________________________

* By signing the Automatic Monthly 
Payment Authorization or the 
Automatic Annual Credit Card Payment 
Authorization, you are authorizing ANA 
to change the amount by giving the 
undersigned thirty (30) days advance 
written notice. Undersigned may cancel 
this authorization upon receipt by ANA 
of written notification of termination 
twenty (20) days prior to deduction 
date designated above. Membership 
will continue unless this notification is 
received. ANA will charge a $5.00 fee for 
any returned drafts or chargebacks.

ONA/ANA Dues
Membership Categories

ANA/ONA Full Membership Dues—Employed 
full or part-time $22.00 per month or $258.00 
annually. Includes membership in and benefits of 
the American Nurses Association, Oklahoma Nurses 
Association and the ONA District Association.

ANA/ONA Reduced Membership Dues—Not 
employed RNs who are full-time students, newly-
licensed graduates, or age 62+ and not earning 
more than Social Security allows $11.25 per 
month or $129 annually. Includes membership in 
and benefits of the American Nurses Association, 

Oklahoma Nurses Association and the ONA 
District Association.

ANA/ONA Special Membership Dues—62+ 
and not employed, or totally disabled $5.88 per 
month or $64.50 annually. Includes membership 
in and benefits of the American Nurses 
Association, Oklahoma Nurses Association and 
the ONA District Association.

ONA Individual Membership Dues—Any licensed 
registered nurse living and/or working in Oklahoma 
$10.92 per month or $125.00 annually. Includes 
membership in and benefits of the Oklahoma Nurses 
Association and the ONA District Association


