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President’s Message
Michelle Swift, RN, JD

On behalf of the Utah Nurses Association board, 
staff and the American Nurses Association we celebrate 
nurses in Utah. Please take a few minutes and reflect on 
your journey to becoming a member of one of the most 
respected professions in our country. Maybe that journey 
started as a small child or as a young person looking 
to reach out and be part of a profession that makes a 
difference in our communities. Take few minutes to reflect 
on where you are heading in the future with your career.

This issue is devoted to information on where UNA and 
ANA have been for the last six months and each article 
will likely give you a direction of where we are headed and 
reaffirm our purpose as your organization.

At the state level, we owe appreciation to joint efforts 
in lobbying on your behalf at the Capitol this year. Deb 
Hobbins worked extremely hard with Alex Schaffer in 
explaining and educating the legislators. Thank you to CJ 

Ewell for oversight of the government relations committee, 
a job well done.

At Nurse’s Day at the Legislature, I met the wife of 
one legislator who explained that her husband had called 
and asked her about a healthcare issue. She responded by 
telling him to ask the nurses and they would direct him 
to vote the right way. She was a nurse and understood we 
have quality healthcare for every American as our focus. 

On a national level—never before has the American 
Nurses Association played such a significant role in the 
upcoming changes to healthcare. We have been invited 
on every front to voice our concerns and ideas to achieve 
realistic goals. Never before has it been so important to 
join your organization to show the country we are powerful 
and we do make differences in small ways and in very big 
ways. Let’s celebrate those differences and continue to 
move our profession forward on behalf of ourselves and 
our patients and our communities.
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Mission Statement:
The mission of UNA is to advocate for nursing individually 
and collectively in all aspects of professional practice thereby 

facilitating quality care.

Content

INTERNET NURSING
UTAH NURSES ASSOCIATION receives its Internet 

services due to a generous grant from XMission, Utah’s 
largest and best local Internet Service Provider. For more 
information on XMission’s services and pricing visit 
XMission on the Web at www.xmission.com or call 801-
539-0852.

Please visit the Utah Nurses 
Association’s Web Page!

utahnursesassociation.com

Visit our site regularly for the most current updates and 
information on UNA activities. You can obtain a listing of 
Continuing Education Modules available through UNA or 
a listing of seminars and conferences that offer CE credits.

O p i n i o n

by C.J. Ewell

Health care reform is being hotly debated in the new 
Obama stimulus package, in policy circles, in health 
insurance groups, and also in nursing and physician 
associations. This article will address the conversation 
taking place in physician groups. While the practice of 
nursing is distinct from the practice of medicine, physician 
groups have historically had a lot to say about nursing, and 
advance practice nursing is not exempt from that.

A leading strategy of health care reform is the concept 
of a patient-centered medical home. A medical home 
is envisioned as a place in which a patient will receive 
ongoing care and coordination of any specialty services. 
In order to provide comprehensive care, this model focuses 
on disease prevention, wellness strategies, and primary 
care. It is expected that this model will ultimately reduce 
healthcare costs as people access care that is appropriate 
to their needs, appropriate referrals to specialists are made 
in a timely manner, and prevention is strongly emphasized.

The American College of Physicians (ACP) represents 
internal medicine physicians and is the second largest 
physician group in the country (the American Medical 
Association is the largest).  The ACP released a policy 
statement in February 2009 addressing the role of nurse 
practitioners in primary care, and particularly the role of 
nurse practitioners in the patient-centered medical home 
model projects that are being evaluated currently as part of 
overall reform of healthcare. The ACP statement espouses 
teamwork and mutual respect between nurse practitioners 
and physicians. However, it also speaks about the 
‘complementary’ role of nurse practitioners. This policy 

The Future of Nurse Practitioners in Health Care Reform
statement correctly cites clinician workforce shortages 
that exist now and will worsen, with providers gravitating 
to specialty areas. However, it fails to acknowledge that 
physicians are much more likely than nurse practitioners 
to choose specialty practice. While estimates are that less 
than 25% of physicians practice in primary care, according 
to Susan Apold PhD, RN ANP-BC, 86% of nurse 
practitioners provide primary care.

The bottom line in the patient-centered medical home 
model as conceived by the ACP is that a physician is 
always the leader of the health care team, with nurse 
practitioners in a ‘complementary’ role. The ACP vision 
is not realistic or necessary. A shortage of primary care 
physicians, especially in poor and rural areas, was the 
initial impetus for the development of the nurse practitioner 
role, and the shortage of primary care physicians is worse 
now than ever. Nurse practitioners have demonstrated time 
and again that the care provided at their hands is adequate 
for up to 90% of all patient problems and is equal to and 
sometimes superior to that provided by physicians.

The ACP calls for more research into nurse practitioner 
practice. We assert that abundant research has been done, 
and demonstrates clearly that nurse practitioners deserve a 
place in the medical home model, independent of physician 
leadership.

American College of Physicians. Nurse Practioners in 
Primary Care. Philadelphia: American College of Physicians; 
2009 Policy Monograph.

Medscape Medical News. American College of Physicians 
Issues New Policy on Nurse Practitioners in Primary Care. 
Medscape Medical News March 2, 2009. 
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Utah Nurses Association 
Receives Large Computer 

Donation
Written by: Tracey T. Walpole, BSN, RN, CLNC

As nurses for the State of Utah, we would like to take 
a moment and express our heartfelt appreciation to Wing 
Enterprises, Inc. and The Little Giant Ladder Systems 
for their substantial computer donations. As a nonprofit 
organization, the Utah Nurses Association strives to assist 
and ensure increased patient safety for all Utah patients 
by providing continuing nursing education, promoting 
improved practice standards, and continually monitoring 
patient safety issues within the legislative setting before 
the Utah House of Representatives and the Utah Senate.  
This is a very daunting task, requiring countless hours 
of service from nurses who practice in all specialty areas 
throughout our state. This effort is primarily accomplished 
through volunteer work provided by Utah nurses, who 
literally come from all regions of our state. Because of this 
and to connect these nurses, we must rely upon computers, 
which is what makes this donation so vitally important.  
This substantial donation will enable us to better connect, 
protect and advocate for more Utah patients as well as 
assist us in developing and expanding the new website for 
the Utah Nurses Association. Finally, the remainder of 
these computers will be used to aid new nursing students 
entering our profession from various areas throughout our 
state.

If you would like further information, please visit our 
website at www.UtahNursesAssociation.com and click on 
the associated sponsorship logo. Wing Enterprises, Inc 
and the Little Giant Ladder Systems will also be offering 
special promotional offers exclusively extended to all Utah 
nurses, including both Mother’s Day and Father’s Day 
specials.

We, again, wish to thank Wing Enterprises, Inc. and the 
Little Giant Ladder Systems for their substantial donation.  
With these computers, we are better enabled to increase 
the quality of healthcare for more Utah patients. Thank 
you!

Are You a Nursing Student 
in Need of a Computer?

**************************************************

Contact UNA.  
Due to a recently large computer 

donation, the Utah Nurses Association 
currently has a surplus of computers, 
which will be used to assist nursing 

students throughout our state.
The Utah Nurses Association

4505 South Wasatch Blvd., Suite 135
Salt Lake City, UT 84124

(801) 272-4510

Direct Entry Level Nurse Practitioner Programs
By Evangeline K White

RN, MSN, ARNP, ACNP-BC

Just as there are a variety of paths to becoming a 
registered nurse, so too exists a number of options for 
becoming a Certified Nurse Practitioner (N.P.). This 
is such a hot topic that nursing boards, educators, and 
law-makers are debating the bare minimum education 
necessary to practice as an Advanced Practice Registered 
Nurse. Recent changes mandate that by the year 2015 a 
doctorate in nursing will be required in order to practice 
as a nurse practitioner. An article recently released in the 
Wall Street Journal, titled “Dr. Nurse,” reports that, “By 
2015, the American Association of Colleges of Nursing 
aims to make the doctoral degree the standard for all new 
advanced practice nurses, including nurse practitioners” 
(Landro, 2008). As if the general public is not ill-educated 
enough regarding nurse practitioners—who we are, what 
we do, where we fit in compared to Physician Assistant’s, 
Doctors, etc—enforcing a mandatory doctorate on anyone 
interested in becoming a nurse practitioner six years from 
now will only compound the misunderstandings which 
already persist. All those lucky enough to pass their boards 
prior to the ominous 2015 deadline will be “grandfathered 
in.” This article is specifically addressed to those who 
have the desire, curiosity, or interest in pursuing a Master’s 
degree in Nursing while the option of completing “just” a 
Master’s remains.

One of the proposed solutions for addressing the 
nation’s shortage of primary care physicians [P.C.P.] was to 
permit so called “Midlevel Practitioners”—namely Nurse 
Practitioners and Physician Assistants—to fill in the gap 
(Cooper, 2007). Rural areas, for example, are especially 
being hard hit by this PCP shortage. One option for nurse 
practitioner students to move through school more quickly 
is the “Direct Entry” or “Entry Level Nurse Practitioner 
Program”. These types of programs are for students who 
have either a) finished a bachelor’s degree in another field 
or b) have completed a B.S. in Nursing and allow them to 
obtain their Master’s in Nursing Science at an accelerated 
rate (All Star Directories, Inc., 2009). The typical length 
of the program for one already holding their B.S.N. is 
two years of didactic and clinical work. For those with a 
baccalaureate in a field other than nursing, completing the 
program can take—depending on the college or university 
specific requirements—two to three years. Boston College, 
for example, allows their students to take classes full 
time, including summers, and finish in two years (Boston 
College, 2009). These programs are the exception, rather 
than the rule however. The majority of programs are 
three years long, with summer classes being offered, but 
optional. In addition to the two or three years of Master’s 
coursework, one can expect to take at least a few semesters 
of pre-requisite courses. If you are a non-nurse this 
typically involves classes such as anatomy and physiology, 
a chemistry course or courses, statistics, psychology, and 
perhaps even public speaking. Again, the required pre-
requisites vary between institutions and depend upon each 
student’s personal and academic background.

Naturally there are pros and cons when endeavoring to 
get your N.P. through the accelerated direct entry route.  
One con consists of the fact that some states do not offer 
these types of programs; requiring the need to relocate.  
Utah, for example, thus far has no direct entry or entry 
level accelerated N.P. programs (All Star Directories, 
Inc., 2009). Another con involves the almost total lack 
of life balance while attending school. Because it is an 
accelerated program, one can expect upwards to 18 credit 
hours per semester in addition to a minimum of one or two 
full shifts a week at the hospital completing clinical hours.  
Budgeting can be an issue because of the lack of time 
for paid work, and there are generally fewer scholarships 
and grants available to graduate students, compared to 
undergraduate students. Many find they need to take out 
hefty student loans in order to cover the costs of their 
education.

A direct entry Master’s in nursing program offers 
numerous advantages over traditional programs. One of the 
pros in an accelerated program includes overall time saved 
by doing the accelerated program, which means a quicker 
path to a higher paying career. An additional advantage 
in programs with a mixed student population—meaning 

both students who are already nurses and students with a 
non-nursing background attend the same classes—the non-
nursing students are able to learn much from those who are 
already nurses regarding the nursing world. As a personal 
example, I often received help from the students who were 
already registered nurses. They taught me things as simple 
as placing a foley catheter, to advice on how to get through 
the red tape of human resources that frequently exists 
at big hospitals. The students going back to school as a 
second career choice have a broad array of connections, 
life experiences, and other talents and skills that lend 
itself to an idealistic working and learning environment.  
Assigned group projects and informal study sessions were 
always an eye-opening, beneficial learning opportunity.  
A further advantage of obtaining the Master’s in nursing 
is that this degree allows one to teach nursing (American 
Association of Colleges of Nursing, 2008).

For students who are non-nurses entering the program, 
the opportunity to work as registered nurses during the last 
half of the program offers a lucrative as well as resume 
building experience. Although some students are only 
able to work part time at best, per diem on average, this 
opportunity is one that cannot be underestimated. If one 
were to start at the bottom of the barrel working towards a 
B.S.N. first, valuable working time would be lost. In many 
programs, one can usually start working as a R.N. after the 
first three semesters are completed, granted of course one 
has passed the N.C.L.E.X. and taken the necessary steps 
for licensing. Three semesters, however, is a much shorter 
time-frame to actively working than is attempting to get a 
B.S.N. first, followed by the M.S.N.

If you already hold your B.S.N. or a bachelor’s in 
another field, the direct entry or entry level program 
might very well be the perfect path for you; especially if 
you can get it done by 2015! If you are willing to put in 
hours of hard work, sacrifice most of your personal life for 
a few years, and don’t mind getting cozy with the library, I 
would highly encourage you to go for it and just do it. The 
opportunities that being a nurse practitioner will open up 
for you are boundless. You can still work as a registered 
nurse as well if you choose. Many colleagues of mine work 
part time doing both nursing and nurse practitioner work.  
They keep one foot in each world. On the other hand, if 
you never want to collect another stool sample again, you 
won’t have to, you’ll just write the order. The diverse roles 
of nurse practitioner consist of provider, educator, manager, 
researcher, and consultant (American Academy of Nurse 
Practitioners, 2007). If you are looking for a challenge 
and a change, then consider taking the next big step.  
Shadowing an N.P. for a day is a great way to get an idea 
of who they are, what they do, and if it is a good choice 
for you personally. Anyone interested in this option, and in 
remaining in state, should write to your local congressmen, 
senators, and college/university administrators; ask them 
to adopt this type of program in Utah. If you are somewhat 
burnt out in nursing, want a change, or need a challenge, 
consider pursuing further education. As Thomas Edison 
once wrote, “opportunity is missed by most because it is 
dressed in overalls [or scrubs!] and looks like work” (http://
www.thomasedison.com/quotes.html, 2009).
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House Bill 254—Health Professional Authority—Death Certificates
Passes 2009 General Legislative Session

Paula F. Julander, RN, BSN, MSN

Greetings to my nursing colleagues and friends:

It has been a long time since I have written an article 
for the Utah Nurse. During the 2009 legislative session, I 
am happy to say that I became the official lobbyist for the 
Utah Nurse Practitioners and lobbied on behalf of the NPs 
for the session. Once again, it gave me great pleasure to 
be involved with one of the most respected professions in 
America, nursing.

House Bill 254—Health Professionals Authority—
Death Certificates, amends the vital statistics act and the 
motor vehicle act. HB 254 authorizes a Nurse Practitioner 
in certain circumstances to state or certify cause of death, 
and complete and sign a death certificate. Additionally, this 
bill allows a Nurse Practitioner to certify that a person has 
a disability, and will have for a particular length of time, 
for purposes of obtaining a disability special license plate, 
a temporary removable windshield placard, or a removable   
placard. 

As you know Advance Practice Registered Nurses 
in Utah, are independent practitioners, and have the 
education and experience to support informed decision-
making for such items as handicap parking permits 
and death certificates. The lack of this authority does a 
disservice to patients and causes fragmentation in care. 
Especially in rural and underserved areas of Utah, the NP 
may be the only primary health care provider available 
to give this service. The result may produce a decrease in 
overall health care costs, including issues of quality of life 
such as delays in funeral services. Locating and asking a 
physician to sign certifications for patients with whom 
the physician is unfamiliar may place the physician and 

family in a difficult position. Additionally, the necessity 
for accurate completion of death certificates is critical for 
vital statistics—who better to complete death certificate 
data than the practitioner caring for the patient?

Prior to the completion of HB 254, the states of Utah 
and Nevada were the only two western states without 
Nurse Practitioner authority to sign handicap parking 
permits. Now Utah has joined the ranks of other western 
states such as WA, or, ID, MT, SD, ND, CO, and AZ, with 
this new authority.

Nurses have many friends and colleagues in the 
legislature of the state of Utah. This bill was sponsored 
by Rep. Brad Last and won favor throughout the house of 
Representatives and the Senate. Our legislators saw the 
benefit to the citizens of the state, and readily supported 
the legislation. Send a note to your legislators in thanks for 
the support for this bill.

Utah Nurse Practitioners (UNP) has an active 
membership, and leadership that is highly involved 
in issues related to the practice of NPs, including 
education, and legislation and policy venues in the state 
and nationally. Under leadership of the UNP Board of 
Trustees, President Julie Balk, DNP, FNP-BC, Immediate 
Past President and Current Education Chair Penny Jensen, 
DNP(c),FNP-BC and Legislative Liaison Lee Moss, MSN, 
FNP-BC, this organization is focused and strong, and is 
engaged in supporting all activities related to NP practice 
in the state.

I look forward to an ongoing, long, and productive 
relationship with the Nurse Practitioners of UNP, following 
legislation for Nurse Practitioners throughout the interim 
sessions during the 2009 year and continuing into 2010 
session and beyond.

Utah Nurses Defeat House 
Bill 269: Anesthesiology 

Assistant Licensure
James Stimpson, CRNA, DNP(c)

President, Utah Association of Nurse 
Anesthetists

From across Utah, nurses came out to show their 
support for safe health care. HB 269 sought to license 
anesthesiology assistants beginning in January 2010. 
Through a massive grassroots effort that involved nurses 
from every Utah county, this bill was defeated in the 
House of Representatives.

The Utah Medical Association (UMA) sponsored HB 
269 with the help of Rep. Julie Fisher (R-Fruit Heights). 
You may ask why the UMA was the lead sponsor and not 
the Utah Society of Anesthesiologists, and the answer is 
simple. The UMA has more members. Just as the UMA 
commands the attention of a much larger audience, so does 
the Utah Nurses Association and we would not have been 
successful without the support of Utah’s nurses uniting for 
the common good of our patients.

Anesthesiology assistants (AA) have practiced in a 
limited role since the early 1970s. The AA is not educated 
to the level of the Certified Registered Nurse Anesthetist 
(CRNA) and must work under the direct supervision of 
an anesthesiologist at all times. The AA is not trained to 
handle emergency situations in an independent capacity 
and is usually supervised along with three other AAs at the 
same time by a single physician. This begs the question, 
“What happens when there are two or more critical events 
happening in more than one operating room at the same 
time?” The answer is the patient’s life may be placed in 
jeopardy. This is NOT an environment that we want our 
patients exposed to.

I would like to publicly thank each one of you who 
emailed, wrote letters, made phone calls, and personally 
visited with your Representatives and Senators. By far, the 
most important and effective thing we can do is sit down 
with our own Representative and Senator and discuss our 
concerns with him/her. We must be proactive and discuss 
the legislative issues that threaten to harm patient safety, 
limit the scope of practice for nurses, or belittle the safe, 
cost-effective healthcare that nurses provide on a daily 
basis.

I would also like to thank the Westminster College 
Nurse Anesthesia Students who took it upon themselves 
to educate our lawmakers with countless hours spent 
on Capitol Hill making sure our Legislators were well 
informed on this issue.

Appreciation also needs to be extended to the hundreds 
of physicians and the Coalition of Surgeons for Safe 
Anesthesia (CSSA) that openly opposed AAs as it was 
not in the best interest of Utah’s citizens to pass this 
legislation.

I look forward to working with my nursing colleagues 
throughout the year, and into the next legislative session in 
2010.
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The poem read:

Wind Chimes
I was with you, but a small moment,

But to you I still was sent.
For a reason you or I know not why,

We were forced to bid an early goodbye.
Although our time was short, I grew with you as one,

Your dedication, love and sacrifice can never be undone.
So when you hear these wind chimes ring.

May comfort and peace they bring.
Cherish the time we had and know that I am near,

You will forever be my parents, the ones who gave me life, 
The ones I love so dear.

As a group, we delivered the wind chimes to the Labor 
and Delivery unit. They are currently a part of the full-
term fetal demise bereavement packets.

Soon after, our group was contacted by the Newborn 
Intensive Care Unit manager at McKay Dee Hospital. She 
asked for permission to implement our caring project idea 
permanently into the existing fetal demise packets. We 
granted permission and provided copies of the poem to be 
included.

A week after delivering the wind chimes we were 
notified that two full-term fetal demises had occurred. The 
two families affected received the fetal demise packets, 
including our wind chimes. The nurses who cared for these 
families reported that the parents were extremely grateful 
and appreciated the thought and time that went into the 
project.

This project has allowed us to not only become aware of 
the devastating effects a fetal demise can have on a family, 
but also the effect a small group of nursing students can 
have on aiding in the healing process of a grieving family. 
Through the simple act of giving wind chimes, we are able 
to instill faith and hope in the families while honoring the 
infants they lost. Even if the wind chimes bring comfort to 
only one family, it will have made our project worthwhile. 
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Wind Chimes: Incorporating Jean Watson’s Human Caring 
Theory Into Fetal Demise Bereavement

Erin Packer, BSN, RN; Erin Beuchert, BSN, RN; 
Irma Rivera, BSN, RN

As nursing students at Weber State University, we were 
given the assignment to create a professional caring project 
centered on the caritas of Jean Watson’s Human Caring 
Theory. The caritas we chose to focus on were: instilling 
faith and hope and honor to others; assisting with basic 
physical, emotional and spiritual needs (Watson, 2007).

When families lose an infant, it causes a tremendous 
amount of grief. Having worked as a psychotherapist, 
Reid (2007), reports that feeling despair over the 
possibilities of what has been lost along with the baby’s 
death, helplessness, anger, guilt, loss of hope, and a sense 
of having irreparable damage are among the emotions 
experienced by patients who go through perinatal loss.

Grieving not only affects the person physically, but 
there is also a tremendous amount of emotional and 
spiritual stress. Arnold & Gemma (2008) have found that 
parental grief over the death of a child transforms the 
parents, changes their perspective of living, keeps them 
connected to the lost child, and lasts a lifetime, although 
the intensity decreases.

McKay-Dee Hospital currently has a fetal demise box 
given to parents who experience the loss of an infant. This 
box contains handprints and footprints of the infant, a 
ring, a small teddy bear, a blanket, clothing that the infant 
wore, a paper that gives information about the infant such 
as weight and length, and a book that gives counsel on how 
to deal with the grief after the loss of an infant.

In addition to the fetal demise boxes, there are two 
groups that Labor and Delivery can notify if the patient 
gives permission to do so. They are “SHARE” and “Now 
I Lay Myself to Sleep” (NILMTS). They are available 
24 hours a day. The “SHARE” group consists of a group 
of parents who have previously experienced the loss of 
an infant.  Many times, they are able to render comfort 

to the patient and significant other who have recently 
experienced a fetal demise.  The “SHARE” group gives 
information on support meetings and they are also trained 
to create hand molds and foot molds of the infant  (Utah 
Share, Pregnancy & Infant Loss, n.d.). The “Now I Lay 
Myself to Sleep” program is made up of professional 
photographers who come to  the hospital, free of charge, 
and take black and white pictures of the deceased infant 
(Now I Lay Me Down To Sleep Foundation (2007). These 
beautiful pictures are a precious heirloom for the parents 
to take home.

Although McKay Dee Hospital offers the programs 
mentioned to support the parents, our group wanted to add 
another tangible object for the families to place in their 
home to be a constant reminder of their baby. We decided 
that wind chimes would be a perfect addition to the current 
fetal demise boxes.

The purpose of the wind chimes is to help relieve the 
physical, emotional and spiritual grief that the parents 
and other family members experience by giving them 
the opportunity to talk about their loss and express the 
emotions that are felt. Over the years, the wind chimes 
can continue to become a vehicle of communication and 
perhaps may even support the families in their need to stay 
connected to the child that they have lost.

We contacted the Labor and Delivery manager at 
McKay Dee Hospital and were given permission to 
move forward with the wind chime project. Our original 
intention was to make the wind chimes. However, after 
much research we discovered that accessing materials 
to make wind chimes was much more difficult than we 
initially thought. We purchased 12 wind chimes from 
the local hardware store, choosing those that would best 
represent the lost child. We then packaged the wind chimes 
in transparent gift bags, trying to make each one look like 
it was packed with a lot of care. Each package included a 
poem written by one of our group members, Erin Beuchert. 
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University Hospital Celebrating “Baby Friendly” Hospital
Written by Mary Erickson, R.N., IBCLC and 

Brenda Gulliver, RN

On January 7th, 2009, the University Hospital 
celebrated the fact that we are Utah’s first “Baby Friendly” 
Hospital! The celebration topped a four and one half year 
journey to achieve the Baby Friendly Hospital Initiative 
designation. Currently, there are only 73 hospitals in the 
United States of America that have obtained the prestigious 
World Health Organization designation and internationally, 
there are over 19,000 hospitals. University Hospital is 
one of five Academic Medical Centers in the United 
States that can say they are “Baby Friendly.” Not only is 
achievement of the Baby Friendly Hospital Designation 
an accomplishment and something to be celebrated; it is 
transforming the way care is received by patients and the 
way our nursing staff delivers exceptional patient care.

The Baby Friendly Hospital Initiative (BFHI) started 
in 1991 in response to a decrease in global breastfeeding 
rates. The words “Baby Friendly” were used because 
they were the most easily translated and least offensive 
in different languages. The World Health Organization 
(WHO) and United Nations Children’s Fund (UNICEF) 
evaluated the available breastfeeding research to determine 
what practices best supported a mother’s decision to 
breastfeed. As a result of the evidence-based approach, 
10 Steps were outlined that best supported the mother and 
infant for breastfeeding success. Hospitals and maternity 
centers are awarded the “Baby Friendly” designation when 
they have shown that they have implemented the 10 Steps 
to visiting surveyors and an external review board.

Through research, the 10 Steps have proven not just 
a good idea, but are best practice standards to increase a 
mother’s success with breastfeeding. Multiple national and 
international studies have shown that women delivering in 
hospitals that practice the 10 Steps have shown increases 
in breastfeeding initiation, exclusivity, and duration rates.  
Breastfeeding initiation at the University Hospital has 
been well above the Healthy People 2010 goal of the 75% 
initiation rate. From 2001 to 2006 our initiation rates have 
remained steady at 94 to 95% (PRAMS). PRAMS data for 
University Hospital reports that mother’s still breastfeeding 
at 2-4 months has increased from 49% in 2001 to 62% in 
2006. We hope to continue to impact these numbers and 
exceed the Health People 2010 goal of 50% breastfeeding 
at six months of age.

Not only are the 10 Steps best practice, we are 
discovering that our patient’s like and ask for the different 
routine! We knew that we were on to something special 
when a patient arrived for her induction of labor stating 
“we want the 10 Steps for our delivery”! Anecdotally, 
patients that have had their baby skin-to-skin, breastfed 
within the first hour after delivery, and practiced rooming-
in, have expressed a deeper satisfaction with their birth 
experience.

Implementing the 10 Steps to Successful Breastfeeding 
took cooperation and diligence on the part of our staff.  
Step One requires that all staff receive breastfeeding 
education; because of this, the staff nurses have increased 
their overall breastfeeding skills. In labor and delivery, 
keeping mothers and babies together and accomplishing 
the first breastfeeding within the first hour was a dramatic 
change in practice. Even though this seemed a challenge 
for the nurses initially, the increase in patient satisfaction 
made the extra effort worthwhile. Having a successful first 
breastfeeding within the first hour also helped to decrease 
breastfeeding problems later on. The mother-baby unit also 
experienced changes in practice. Discouraging the use of 
the bottle for breastfeeding babies, keeping the baby with 
the mother at night, and feeding the baby frequently were 
changes in the culture. The post-partum nurse learned to 
use skin-to-skin to encourage a reluctant or sleepy baby to 
breastfeed. As a result of the diligence of our nurses, more 
patients are going home with their milk coming in and 
they are better educated on how to feed their baby. The 
Newborn Intensive Care Unit (NBICU) nurses have also 
experienced changes. More mothers are pumping soon 
after their delivery and more babies in the NBICU are 
receiving colostrum as their first feeding.

The Center for Disease Control (CDC) wanted to see 
how as a nation we are doing with practices that create a 
supportive environment for breastfeeding. In 2007, the 
national Maternity Practices in Infant Nutrition and Care 
(mPINC) Survey sought the answers. Using the 10 Steps 
as a guide we can definitely improve maternity practices 
to support a mother’s breastfeeding success. Table 2 shows 
the results nationally and for the state of Utah.

Our hope in writing this article is that the 10 Steps will 
become the standard of care throughout the state of Utah. 
We hope that the University Hospital will not be the only 
Baby Friendly Hospital, just the first one! Becoming a 
Baby Friendly Hospital has not been the easiest journey, 
but it has been a rewarding one for staff, providers, and 

patients. More importantly we feel strongly that it is the 
right thing for our smallest client, the baby!
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 Question State of Utah Results: National Results:
  79% of Utah Hospitals self report
  to the questionnaire
 

Mother-newborn skin-to-skin 67% 60%
contact and early breastfeeding
initiation

Assessment, recording, and 77% 80%
instruction provided on infant
feeding; not giving pacifiers to
breastfeeding newborns

Avoidance of separation during 66% 70%
postpartum facility stay

What and how breastfed infants are 79% 77%
fed during facility stay

Breastfeeding support after discharge 26% 40%

Nurse / birth attendant breastfeeding 48% 51%
training and education

Organizational factors related to 64% 66%
breastfeeding—policies written &
communicated to staff, facility not
receiving free infant formula, prenatal
breastfeeding education, coordination
of lactation care.

Table 1: The 10 Steps to Successful Breastfeeding

1. Maintain a written breastfeeding policy that is 
routinely communicated to all health care staff.

2. Train all health care staff in skills necessary to 
implement this policy.

3. Inform all pregnant women about the benefits 
and management of breastfeeding.

4. Help mothers initiate breastfeeding within one 
hour of birth.

5. Show mothers how to breastfeed and how to 
maintain lactation, even if they are separated 
from their infants.

6. Give infants no food or drink other than breast 
milk, unless medically indicated.

7. Practice “rooming in”—allow mothers and 
infants to remain together 24 hours a day.

8. Encourage unrestricted feeding.
9. Give no pacifiers or artificial nipples to 

breastfeeding infants.
10. Foster the establishment of breastfeeding support 

groups and refer mothers to them on discharge 
from the hospital or clinic.

Table 2: Center for Disease Control (CDC) mPINC Survey (2008)
State of Utah Results—how are we doing as a state with the 10 Steps to successful breastfeeding?
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Environmental Health Supports Emergency Response Training
By CDP Public Affairs

Emergency situations require quick response for the 
recovery and safety of those affected. Response methods 
aren’t limited to extinguishing a fire, restoring power, or 
cleaning up hazardous materials. Underlying factors that 
may instantly affect a scene or will affect how emergency  
events unfold are often overlooked.

The Center for Domestic Preparedness (CDP) in 
Anniston, Ala., recently partnered with the Centers for 
Disease Control and Prevention (CDC) in Atlanta, to 
deliver the inaugural Environmental Health Training in 
Emergency Response (EHTER) Introductory Level course 
at the CDP. The partnership will play a large role in the 
development of future EHTER course offerings at the 
CDP, which will provide DHS funding for state, local, and 
tribal emergency responders.

According to the CDC, environmental health 
practitioners have important roles and perform critical 
functions during emergency response. Those functions 
include assessing shelters, testing drinking water, 
determining food safety, and controlling disease.

“Many factors in the environment can affect human 
health,” said Rob Blake, chief of the Environmental Health 
Services Branch at the CDC. “All emergencies are local 
and all emergencies have an environmental component.  
This course increases readiness and ensures environmental 
health professionals are ready and have a certain level of 
awareness.”

An additional benefit of the course is the unique insight 
it provides emergency response personnel. Pat Sullivan, a 
fire chief from Gulf Port, Miss., has been directly involved 
with several incidents that required a certain level of 
environmental knowledge to recover.

“Firefighters normally worry about putting water 
on fires,” said Sullivan. “Until a few years ago, we were 
never concerned that the water we’re drinking or cooking 
with could be contaminated. Public health can help us 

plan on things we hadn’t thought about, advise us about 
problems we’re facing, and problems we may face in the 
next 12 hours. Then those events don’t become another 
emergency—they become another part of the operation 
that needs to be addressed.”

According to the CDC, there is no current national, 
comprehensive, standardized education and training 
program in emergency preparedness and response for 
environmental health specialists. The EHTER course 
moves the nation toward a uniform training program that 
will benefit health practitioners and emergency responders 
who are first on the scene.

“It’s shown me how we can interact with responders on 
scene and the support we can offer,” said Jim Mazurowski, 
director of environmental health for Livingston County, 
N.Y., and a 2007 graduate of the CDC’s Environmental 
Public Health Leadership Institute (EPHLI). “Many times,  
we’re cut out of the conversation during emergencies and 
this course discusses why we need to be cut in. It’s great 
training and gives a good picture of the environmental 
health role during emergency response. I see us as an 
asset to emergency responders first on the scene, to help 
understand issues and how the disaster may have affected 
infrastructure.”

“I’m more educated and able to ask the right questions,” 
added Sullivan. “Before this class, I might not have even 
thought about the question. You do yourself a disservice 
when you provide contaminated food and water to your 
own emergency personnel. Public Health is a tool that 
is underutilized. Incident commanders, fire personnel, 
law enforcement, and others in command roles need this 
course. They will understand that this is a tool that will 
help them do their job and make the incident go more 
smoothly.”

The EHTER course consists of three days that include 
presentations by environmental experts from around the 
U.S., including specialists from U.S. Public Health Service 
and the Food and Drug Administration (FDA). Future 
plans include conducting four pilot courses at the CDP 
over the next few months, before the course officially joins 
the CDP lineup. The CDC will oversee course delivery and 
continue to develop the class, in partnership with the CDP.

“Public health response is a vital component of national 
response capability,” commented CDP Superintendent Dr. 
Todd Jones. “In this multi-discipline field, environmental 
health professionals are an integral part of the overall 
know-how required to respond to natural or man-made 
incidents. Offering the EHTER course to state, local, 
and tribal environmental health resources through this 
innovative partnership between the CDP and CDC was 
simply the right thing to do. As we look to the future of 
this collaboration, our aim is to expand offerings that 

advance the professional competencies of environmental 
health emergency responders—and in doing so, increases 
the preparedness level of the nation as a whole.”

Blake added that the new collaboration between the two 
organizations is a perfect blend—especially in the current 
financial climate.

“Travel and training budgets have been cut,” he said. 
“The CDP’s funding for state, local, and tribal responders 
allows them to receive excellent training and to prepare 
their communities. Although the course is primarily 
designed for the environmental health specialist, we’re 
hoping that over time, we can encourage a  good mix of 
other disciplines to attend, so they become aware of the 
need and we can learn from them—and so that they learn 
from us.”

“This course will assist in the development of 
Alabama’s formal Environmental Health Response Plan,” 
commented the Alabama Department of Public Health 
Department’s Tim Hatch—a 2009 graduate of the CDC’s 
EPHLI. “I now have more information of what we need to 
include, so the baseline environmentalist has these skills.  
If an emergency happens—large scale or small scale—
we’ll have a staff who can respond.”

Today’s disaster response may be slightly different 
from a few years ago. With the revision of the Incident 
Command System and the addition of the National 
Response Framework, responding to an emergency is 
no longer a subject pulled from a bookshelf. Responders 
and commanders must use a common-sense approach 
and decentralize authority in order to succeed. Public 
health must also be considered during every response and 
recovery operation.

The Center for Domestic Preparedness offers 39 
courses, designed for all emergency response disciplines.  
CDP training features the latest techniques and procedures, 
as well as some of the best equipment available. CDP 
training for state, local and tribal responders is fully 
funded by FEMA, a component of the U.S. Department 
of Homeland Security. Round-trip air and ground 
transportation, lodging, and meals are provided at no cost 
to responders, their agency, or jurisdiction.

To learn more about the Center for Domestic 
Preparedness, visit http://cdp.dhs.gov or call 866-213-
9553. For more information about the Centers for Disease 
Control and Prevention, visit http://www.cdc.gov.

FEMA leads and supports the nation in a risk-
based, comprehensive emergency management system 
of preparedness, protection, response, recovery, and 
mitigation, to reduce the loss of life and property and 
protect the nation from all hazards including natural 
disasters, acts of terrorism, and other man-made 
disasters.
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ANA’s Health System Reform Agenda
Executive Summary

The U.S. health care system remains in a state of crisis. Despite 
incre mental efforts at reform, the number of uninsured continues to 
grow, the cost of care continues to rise, and the safety and quality 
of care are questioned. The overwhelming problems of the health 
care system require significant attention on the part of health 
professionals, policy-makers, and the public.

In 1989, the American Nurses Association (ANA) Board of 
Directors ap pointed the Task Force on Health Policy Support of 
Access, Quality and Cost Efficiency. This committee’s work, in 
collaboration with the broader nursing community, resulted in the 
publication of Nursing’s Agenda for Health Care Reform (ANA, 
1991), a blueprint for reform that was endorsed by over 60 nursing and 
other health organizations. In 2003, noting that the American health 
system had continued a pattern of fragmentation and increasing costs 
over the past years, the ANA Board of Directors asked the Congress 
of Nursing Practice and Economics to review and update the 1991 
document. The revised document, ANA’s Health Care Agenda 2005, 
was for warded to and approved by the ANA House of Delegates in 
2005. While not initially addressed in Nursing’s Agenda for Health 
Care Reform, the renewed policy statement recognized the cyclical 
shortage of registered nurses and other health care workers as a 
demonstration of the fragility and flaws in the health care system. 
For health care delivery to be effective, fair, and afford able, there 
must be an adequate supply of well-educated, well-distributed, and 
well-utilized registered nurses.

Since 2005, a rapidly growing body of scientific research has 
further rein forced the need to adopt the reforms articulated by the 
nursing community. ANA remains committed to the principle that all 
persons are entitled to ready access to affordable, quality health care 
services, and thus offers ANA’s Health System Reform Agenda, an 
update of ANA’s 2005 policy. The high lights of this updated policy 
are summarized below.

•	 ANA	believes	that	health	care	is	a	basic	human	right	(ANA,	
1989; ANA, 1998). Thus, ANA reaffirms its support for a 
restructured health care system that ensures universal access 
to a standard pack age of essential health care services for all 
citizens and residents. 

•	 ANA	believes	 that	 the	 development	 and	 implementation	 of	
health policies that reflect the six Institute of Medicine (IOM) 
aims (safe, effective, patient-centered, timely, efficient, and 
equitable) and are based on outcomes research will ultimately 
save money.

•	 The	system	must	be	reshaped	and	redirected	away	from	the	
overuse of expensive, technology-driven, acute, hospital-
based services in the model we now have, to one in which 
a balance is struck between high-tech treatment and 
community-based and preven tive services, with emphasis on 
the latter. The solution is to invert the pyramid of priorities 
and focus more on primary care, thus ultimately requiring 
less costly secondary and tertiary care. 

•	 Ultimately	ANA	supports	 a	 single-payer	mechanism	as	 the	
most desirable option for financing a reformed health care 
system.

The need for fundamental reform of the U.S. health care 
system is more nec essary today than at any time in the past several 
decades. Bold action is called for to create a health care system 
that is responsive to the needs of consumers and provides equal 
access to safe, high-quality care for every citizen and resi dent in a 
cost-effective manner. Working together—policy-makers, industry 
leaders, providers, and consumers—we can build an affordable, 
high-quality health care system that meets the needs of everyone. 
“The existing health care system stands as evidence of the futility of 
patchwork approaches to health care reform” (ANA, 1991). ANA’s 
Health System Reform Agenda continues to be a viable solution to 
the country’s health care crisis.

Introduction
The U.S. health care system remains in a state of crisis. Despite 

incre mental efforts at reform, the number of uninsured continues to 
grow, the cost of care continues to rise, and the safety and quality 

of care are questioned. The facts speak for themselves: recent 
government data show that 17.2% of the U.S. population (nonmilitary, 
noninstitutionalized), or 50.4 million people, were uninsured in 
the first half of 2006. Of those under the age of 65, 19.4%, or 50.1 
million, were uninsured for the first half of 2006. These statistics 
bear close resemblance to comparable figures from 2005 (Roberts 
& Rhodes, 2007, p. 1). In addition, U.S. health expenditures in 2005 
rose to nearly $2 trillion, accounting for approximately 16% of the 
country’s gross domestic product (GDP). Those figures are estimated 
to increase to a staggering $4.1 trillion by 2016, or about 20% of 
GDP (Cover TheUninsured.org, 2007).

While the overall quality of care appears to be responding 
gradually to the increasing emphasis on evidence-based practice and 
performance measures, significant disparities in quality stubbornly 
remain (Escarce & Goodell, 2007; AHRQ, 2006). The health care 
system and the nursing profession are yet again experiencing a 
nursing shortage that is amplified by the inadequa cies of the system 
and the growing need for health care as the baby boomers age 
(Buerhaus, et al., 2007; American Association of Colleges of Nursing, 
2007). The complex matrix of problems of the health care system 
requires significant attention on the part of health professionals, 
policy-makers, and the public.

In 1989, the American Nurses Association (ANA) Board of 
Directors ap pointed the Task Force on Health Policy Support of 
Access, Quality and Cost Efficiency. This committee’s work, in 
collab oration with the broader nursing community, resulted in the 
publication of Nursing’s Agenda for Health Care Reform (ANA, 
1991), a blueprint for reform that was endorsed by over 60 nursing 
and other health organizations. Nursing’s Agenda for Health Care 
Reform articulated the need for immediate health care reform by 
focusing on the basic “core” of essential health care services that 
must be available to everyone (see Appendix, page 17). It called for 
a restructured health care system that focuses on the health needs of 
consumers, with ser vices delivered in familiar, convenient sites, such 
as schools, workplaces, and homes. Nursing’s Agenda for Health 
Care Reform also called for a shift from an illness orientation toward 
one of wellness and prevention. It speaks to the need to “use health 
resources effectively and efficiently—balancing efforts to promote 
health with the capacity to cure disease.”

Despite 17 years of incremental, market-based approaches to 
reform, the health care system continues to be fragmented and 
costly. While some individuals have access to a sophisticated system 
of care, for many others this same system is characterized by high 
costs, inconsistent quality, and an unequal distribution of services. 
ANA remains committed to the principle that health care is a 
human right and that all persons are entitled to ready access to 
affordable, high-quality health care services. Nursing, as the piv-
otal health care profession, is well positioned to advocate on behalf 
of, and in concert with, individuals, families, and communities who 
are in desper ate need of a well-financed, functional, and coordinated 
health care system that provides safe, high-quality care. Indeed, all 
of us will benefit from such a system. Accessible, affordable, and 
high-quality health care will positively contribute to our individual 
health, the strength of society, our national well-being, and overall 
productivity.

The Critical Issues of Health Care Reform
From the perspective of the nursing profession, the four most 

critical elements of health care reform are access to health care, the 
quality of health care, the cost of health care, and the health care 
workforce.

Access
The ANA believes that health care is a basic human right (ANA, 

1989; ANA, 1998). 
Thus, ANA reaffirms 
its support for a 
restructured health 
care system that 
ensures universal 
access to a standard 
package of essential 
health care services for 
all citizens and residents. 
The current fragmented 
system of employer-based 
coverage, plus government-funded 
programs designed to reach targeted populations, is not a long-
term, comprehensive mechanism for ensuring access to health care 
services. 

Access must be affordable, accessible, and acceptable. Improved 
access can be achieved by expanding the availability of services 
rendered by all catego ries of health providers and by broadening 
the array of services that must be included to provide for reasonable 
patient choices. 

Affordability
Affordable health care is provided in settings that provide 

treatment and follow-up care that are reasonably priced with patient 
co-payments that are based on the person’s ability to pay.

Availability
Available health care services have convenient hours, locations, 

and waiting times to accommodate working families, people with 
disabilities, and people across the life span. Vulnerable groups will 
continue to need services that augment the package of essential 
services, such as home visiting for women with high-risk pregnancies 
and directly observed therapy for patients with tuberculosis. 

Acceptability
Acceptable health care services are culturally appropriate, 

respectful of pa tients and their families, and inclusive of patient 
involvement in treatment decisions. Community leaders must also be 
involved in designing health care services that are tailored to meet 
local needs.

Access to care alone is not sufficient if the safety and quality of 
the health care system is called into question. A reformed health care 
system must deliver consistent, good quality care across the spectrum 
of consumers who access it.

Quality
Nursing’s Agenda for Health Care Reform recognized the 

intersections among quality of care, appropriateness of care, and 
cost of care. Quality care remains an elusive end point. In fact, the 
notion of quality rests on a continuum that stretches from poor care 
to high-quality care. Somewhere in between these two extremes lies 
safe care. The overall safety of the health care system was called into 
question with the release of the 1999 IOM report, To Err is Human: 
Building a Safer Health System. With its focus on preventable injury 
and death rates in hospitals and health care institutions, the report 
concluded that “it is simply not acceptable for patients to be harmed 

ANA’s Health Care Reform Agenda continued on page 10
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by the same health care system that is supposed to of fer healing and 
comfort.” (IOM, 1999, p. 3). In its follow-up report, Cross ing the 
Quality Chasm: A New Health System for the 21st Century, the IOM 
(2001) noted that to be safe, “care must be seamless—supporting the 
ability of interdependent people and technologies to perform as a 
unified whole, especially at points of transition between and among 
caregivers, across sites of care, and through time” (p. 47).

Since 1994, ANA’s own intensive efforts regarding quality have 
been dedi cated to the identification and development of nursing-
sensitive indicators that allow for the evaluation of nursing’s 
contribution to patient outcomes. Improving some aspects of both 
the safety and quality of the health care system will require an 
understanding of the critical nature of the relationship between nurse 
staffing and patient outcomes. A growing body of research (AHRQ, 
2007; Stanton & Rutherford, 2004; Altman, Clancy, & Blendon, 
2004; Buerhaus, et al., 2007; Needleman, et al., 2001; ANA, 2000) 
has established such a relationship, characterized by the strong 
correlation be tween adequate, appropriate nurse staffing and patient 
safety. Among the key findings from these studies are that (1) this 
relationship is measurable, (2) in creased hours of registered nurse 
care per patient-day results in fewer adverse events for selected 
patient outcomes, and (3) more highly knowledgeable and skilled 
providers produce better patient outcomes for selected measures. 

The IOM (2001), in its report Crossing the Quality Chasm: 
A New Health System for the 21st Century, identified six major 
aims that can raise the quality of health care. These aims describe 
health care as safe, effective, patient-centered, timely, efficient, and 
equitable (pp. 41-64). Recognizing that quality must be the driver of 
any reformed health care system, Nursing’s Agenda for Health Care 
Reform and subsequent policy recommendations sug gest strategies 
for making these IOM aims a reality.

Quality Aim 1. Safe Health Care
•	 Establish	financial	incentives	or	interest-free	loans	for	health	

care organizations committed to investing in an integrated 
clinical information system that will support patient safety 
initiatives and reduce risk.

•	 Implement	regulations	that	ensure	the	health	care	environment	
is free of hazardous products that may compromise the health 
of patients and health care workers. 

•	 Invest	in	funding	for	workplace	violence	protection	programs.
•	 Develop	incentives	for	health	care	organizations	to	implement	

pa tient care ergonomics programs and invest in safe patient 
handling systems and equipment.

•	 Create	 organizational	 environments	 that	 encourage	 the	
identifica tion of errors, evaluate the cause, and take 
appropriate action.

Quality Aim 2. Effective Health Care
•	 Dedicate	 funding	 to	 the	 dissemination	 of	 information	 on	

evidence-based practice in all settings and offer financial 
incentives to health care organizations who implement best 
practices.

•	 Establish	 priority	 funding	 for	 research	 into	what	 affects	 the	
out comes associated with health care interventions.

Quality Aim 3. Patient-centered Health Care
•	 Foster	consumer	responsibility	for	personal	health,	self-care,	

and informed decision making.
•	 Ensure	the	input	of	the	community	to	be	served.	

•	 Enhance	consumer	access	 to	services	by	delivering	primary	
care in community-based settings.

•	 Provide	 financial	 incentives	 for	 health	 care	 providers	 who	
collabo rate to develop chronic disease management programs. 

•	 Require	the	public	reporting	of	data	about	care	quality	in	an	
under standable format.

Quality Aim 4. Timely Health Care
•	 Eliminate	 delays	 in	 receiving	 care	 by	 ensuring	 sufficient	

staff and space to provide timely care that meets the patient’s 
needs.

•	 Eliminate	 delays	 in	 delivering	 the	 diagnosis-specific	
interventions recommended in evidence-based standards of 
care.

Quality Aim 5. Efficient Health Care
•	 Establish	 funding	 for	 the	 development	 of	 efficient	 care	

delivery models in all practice settings that do not jeopardize 
quality of care.

•	 Facilitate	utilization	of	 the	most	 cost-effective	providers	 and	
thera peutic options in the most appropriate setting.

Quality Aim 6. Equitable Health Care
•	 Recognize	that	quality	of	care	must	be	equal	regardless	of	the	

consumer’s citizenship, race, culture, gender, socioeconomic 
status, or locality.

•	 Establish	funding	for	education	of	health	care	providers	as	one	
component of ensuring culturally competent care.

•	 Target	 funding	 to	 ensure	 a	 culturally	 diverse	 pool	 of	 health	
care providers.

ANA believes that the development and implementation of health 
care policies that reflect these six aims and are based on effectiveness 
and out comes research will ultimately save money. In fact, the total 
national costs of preventable medical errors that result in injury are 
estimated to range from $17 billion to $29 billion. Approximately 
half of those costs are for direct health care, whereas the remaining 
cost is mainly attributable to lost income, lost household production, 
and disability, (IOM, 1999, p. 1).

Cost
In 1990, when Nursing’s Agenda for Health Care Reform was 

first considered, the national health expenditures were $804 billion 
or 12% of GDP. By 2006, this figure had increased to $2.1 trillion 
or 16.1% of GDP (U.S. Department of Health and Human Services, 
2008). We continue to spend the majority of health care dollars on 
expensive medical interventions, which provide neither comfort nor 
care.

Restricted consumer access, an overemphasis on acute care, 
and an orientation toward treatment, at the expense of prevention 
and wellness leave many pressing health care needs unmet or 
underserved. Too much money is spent on expensive secondary and 
tertiary care and not enough is spent on primary care.

The system must be reshaped and redirected away from the 
overuse of expensive, technology-driven, acute, hospital-based 
services used in the model we now have (Figure 1-A), to one in which 
a balance is struck between high-tech treatment and community-
based and preventive services, with emphasis on the latter (Figure 
1-B). The solution is to invert the pyramid of priorities and focus 
more on primary care, thus ultimately requiring less costly secondary 
and tertiary care.

Figure 1. Pyramid of Priorities for Reforming
Health Care Costs

Recognizing that the cost of health care is a very com plex issue, 
ultimately ANA supports a single-payer mechanism as the most 
desirable option for financing a reformed health care system. 
Specific to the nursing profession, there must be a shift of thinking, 
from viewing registered nurses and nursing services as a cost to the 
system to recognizing that nursing care can save money by focusing 
on wellness and on prevention of complications and adverse events.

The U.S. education system provides an interesting analogy for 
considering potential payment reforms for the health care system. In 
the United States it was decided many years ago that it was important 
to society to provide a basic education for all. A public school 

system was established that made education available to all through 
the 12th grade. This public education system can be augmented or 
supplemented by private schools, technical training, and col lege 
education. A similar approach should be developed for health care. 
Just as we have provided access to basic education for all, the same 
should be done for health care.

In 1978, the World Health Organization challenged every 
nation to provide a basic level of health care for all its citizens, to be 
accomplished through a core commitment to primary health care 
development. This principle, articulated in the Alma-Ata Declaration 
in 1978 and the Health for All by the Year 2000 program, was 
reaffirmed in 1998 by the World Health Assembly and in the current 
WHO policy and program, Health for All in the Twenty-first Cen-
tury (WHO, 2007). Primary health care is community focused and 
provides preventive, curative, and rehabilitative services delivered by 
many members of the health care team, with a focus on encouraging 
consumer self-reliance.

Everyone should have access to a standard package of essential 
health services. The cost of this basic health insurance package 
should be borne by a partner ship between the government and private 
sector. In addition, beneficiaries should continue to be required to 
pay for a portion of their care as one means of providing a financial 
incentive for the economical use of health services. Deductibles and 
co-payments must not be barriers to care. 

Public funding for this basic package could be achieved by 
expanding Medi care based on payroll taxes and general fund 
revenues and offering an option for employers and individuals to 
buy into this system. Private plans, including employment-based 
health benefit programs and commercial health insurance, would 
also offer this basic package. Additional health services, beyond the 
basic package, could be purchased through commercial insurance. 
All citizens should be expected to pay premiums and co-pays for 
any supplemental care beyond the basic package. The cost of health 
care should also include money for research and development of new 
treatments and funding for education of health care providers.

Reform of the health care system will require fundamental 
changes in the structure of care and in financing mechanisms. In 
addition, no system can be sustained without a sufficient, skilled 
workforce dedicated to providing good quality health care services.

Workforce
While not initially addressed in 1991’s Nursing’s Agenda for 

Health Care Reform, the cyclical shortage of registered nurses and 
other health care workers is a testament to the fragility and flaws 
in the current health care system. For health care delivery to be 
effective, fair, and affordable, there must be an adequate supply of 
well-educated, well-distrib uted, and well-utilized registered nurses. 
While efforts are under way 
to ad dress health workforce 
shortages, long-term problems 
persist with regard to supply, 
education, distribution, and 
utilization of registered 
nurses. Address ing registered 
nurse shortages will require 
the implementation of 
strategies dedicated to each 
of these four areas. More 
important, maintaining a 
stable registered nurse workforce will require the political, legislative, 
and policy focus to implement and maintain these strategies over the 
long term.

Supply Solutions
Supply solutions must focus on both recruitment into the 

profession and retention of registered nurses in the nursing workforce. 
Fundamental to ensuring a sufficient supply of registered nurses is 
the need for local, state, and federal governments, in collaboration 
with nursing leaders, to engage in ongoing health workforce planning 
that takes into account not only the demands of the industry but also 
the health needs of communities. Based on workforce planning, 
specific efforts must include ongoing recruitment cam paigns with a 
focus on reaching out to the diverse communities that make up the 
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U.S. population. Recruitment efforts should also focus on reaching 
out to elementary through college-age students when promoting 
nursing as a career of choice.

Strategies dedicated to retaining the existing nursing workforce 
are absolutely critical. Efforts to dramatically improve the work 
environment for registered nurses are essential to sustaining the 
current nursing workforce, enhanc ing the success of recruitment 
programs, and, more important, improving patient outcomes and 
overall satisfaction. ANA recommends full funding for Title VIII 
programs under the Public Health Service Act (42 U.S.C. 201 et seq.), 
especially funding to encourage health care facilities to implement 
the Magnet concept (McClure & Hinshaw, 2002). The Magnet™ 
program recognizes a workplace that fosters nursing excellence 
and supports profes sional practice. Such a workplace culture has 
been shown to improve patient outcomes; increase levels of patient, 
resident, and client satisfaction; and significantly lower rates of nurse 
burnout (Upenieks, 2002; Aiken, Havens, & Sloane, 2000).

Another component of the work environment is recognizing the 
effect that extended work hours and the resulting fatigue can have 
on patient safety. The IOM report (2004), Keeping Patients Safe: 
Transforming the Work Envi ronment of Nurses, noted that “the 
effects of fatigue include slowed reaction time, lapses of attention to 
detail, errors of omission, compromised problem solving, reduced 
motivation, and decreased energy for successful comple tion of 
required tasks” (p. 12). One study on working hours of hospital staff 
nurses and patient safety (Rogers, Hwang, Scott, Aiken, & Dinges, 
2004) found that “although the occurrence of errors did not increase 
significantly until shift durations exceeded 12.5 hours per day, risks 
began to increase when shift durations exceeded 8.5 hours” (p. 208). 
In fact, the likelihood of making an error was three times higher 
when nurses worked shifts lasting 12.5 hours or more. Data from a 
2006 survey show that 17% of staff nurses, 4% of managers, and 7% 
of advanced practice nurses report regularly ex ceeding the IOMís 
recommendations; at the extreme end, adult and critical care nurses 
were most likely to work beyond the IOM limits (36% and 27%, 
respectively), with emergency department nurses reporting 26% 
(Trinkoff, Geiger-Brown, Brady, Lipscomb, & Muntaner, 2006). To 
support safety for both patients and nurses, ANA supports legislation 
that seeks to limit the number of hours a nurse can be forced to work 
to 12 hours in a 24-hour period and 80 hours in a 14-day period.

To improve the work environment, registered nurses must be 
included in the development and assessment of staffing systems 
that will determine the ap propriate registered nurse staffing levels 
and skill mix required for safe patient outcomes. Concerns about 
the work environment and staffing extend beyond acute care into 
all nursing practice arenas including, but not limited to, com munity 
health, schools, ambulatory care, home health, and nursing homes. 

Education Solutions
Education solutions must focus on increasing the capacity to 

educate more registered nurses by expanding the pool of nursing 
education faculty, creating effective partnerships with interested 
stakeholders, and maintaining perma nent, well-resourced nursing 
education funding streams. A substantial increase in funding 
dedicated to assisting practicing nurses to assume faculty roles is 
critically needed to supplement the rapidly retiring nurse-faculty 
workforce. These funding resources include targeting loan repayment 
programs and scholarships and making provisions for tuition tax 
credits for nurses pursuing graduate education with a goal of teaching 
in a nursing program. 

With the rapidly growing complexity of the health care system, 
the cur rent balance of educationally prepared registered nurses must 
be reversed to ensure a more highly educated workforce. Allocation 
of loan repayment pro grams and scholarship funding should target 
students seeking a baccalaure ate or higher degree or registered nurses 
wanting to advance their education within nursing. States should 
be encouraged to reclassify all state-supported nursing education 
programs as high cost and provide additional funding per full-time 
student employee. In addition, states should be encouraged to allocate 
funding to state-sponsored schools on the basis of performance stan-
dards related to graduation rates and NCLEX-RN exam pass rates, 
allocating additional, prospective dollars to expand current effective 
programs.

Given the clear linkage between education and the practice 
environment, strong partnerships are necessary between schools 
of nursing and employers. Employers should consider establishing 
programs that allow for paid time off for practicing nurses pursuing 
formal, degree-earning education. Medicare pass-through funding 
should be restored to education programs and clinical agency 
partners where clinical agencies assume fiscal responsibility for 
greater than 50% of the nursesí clinical education. Other tuition 
reimbursement programs should be offered as incentive to pursue 
higher education.

Distribution Solutions
Distribution solutions focus on addressing pockets of acute 

nursing shortages. These pockets occur in geographic regions that 
are traditionally underserved, such as rural areas and inner cities. 
Strategies that should be considered include providing financial 
incentives for nurses to work in underserved, less desirable regions, 
fully funding the National Nurse Corps established under the Nurse 
Reinvestment Act of 2002, and supporting RN-to-BSN and RN-to-
MSN education programs that bring the education to the registered 
nurse through distance learning and convenient sites, such as the 
workplace.

Utilization Solutions
Utilization solutions involve expanding the availability of services 

rendered by all types of health providers, thus improving overall 
access to health ser vices. A blue-ribbon panel of stakeholders must 
be convened to examine and develop strategies to address barriers 
within current scopes of practice and to foster reimbursement policies 
encouraging the broader utilization of all types of providers. More 
immediately, federal Medicaid law should be amended so that all 
advanced practice registered nurses are recognized as primary case 
managers, included in Medicaid managed care plans, and eligible for 
fee-for-service payments.

Commitment to Action
The need for fundamental reform of the U.S. health care system 

is more necessary today than in 1991, when ANA first pointed out 
“the futility of patchwork approaches to health care reform” (ANA, 
1991). Bold action is called for to create a health care system that 
is responsive to the needs of consumers and provides equal access 
to safe, high-quality care for every citizen and resident in a cost-
effective manner. Working together—policy-makers, industry 
leaders, providers, and consumers—we can build an affordable 
health care system that meets the needs of everyone. Nursing’s plan 
for reform continues to be a viable approach to solving the nation’s 
health care crises.
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Appendix
Essential Elements of 
Nursing’s Agenda or Health Care Reform (1991)

In 1991, ANA brought together over 60 nursing and other 
organizations to endorse a joint statement articulating the profession’s 
blueprint for health system reform. These recommendations have 
provided the foun dation for the American Nurses Associationís 
subsequent work in seeking comprehensive health system reform, as 
well as incremental improvements in quality, cost and access.

[Nursing supports] a restructured health care system which:
•	 enhances	consumer	access	to	services	by	delivering	primary	

health care in community-based settings;
•	 fosters	 consumer	 responsibility	 for	 personal	 health,	 self-

care, and informed decision-making in selecting health care 
services; and

•	 facilitates	utilization	of	the	most	cost-effective	providers	and	
thera peutic options in the most appropriate settings.

[Nursing supports] a federally defined standard package of essential 
health care services available to all citizens and residents of the 
United States provided and financed through an integration of public 
and private plans and sources, to include:

•	 a	 public	 plan,	 based	 on	 fed	eral	 guidelines	 and	 eligibility	
requirements, that will pro vide coverage for the poor and 
create the opportunity for small businesses and in dividuals, 
particularly those at risk because of preexisting conditions and 
those poten tially medically indigent, to buy into the plan; and

•	 a	 private	 plan	 that	will	 offer,	 at	 a	minimum,	 the	 nationally	
stan dardized package of essential services. This standard 
package could be enriched as a benefit of employment, or 
individuals could purchase additional services if they so 
choose. If employers do not offer private coverage, they must 
pay into the public plan for their employees.

[Nursing supports] a phase-in of essential services, in order to be 
fiscally responsible.

•	 Coverage	 of	 pregnant	 women	 and	 children	 is	 critical.	 This	
first step represents a cost-effective investment in the future 
health and prosperity of the nation.

•	 One	early	step	will	be	to	design	services	specifically	to	assist	
vulner able populations who have had limited access to our 
nation’s health care system. A Healthstart Plan is proposed to 
improve the health status of these individuals.

[Nursing supports] planned change to anticipate health service needs 
that correlate with changing national demographics.

[Nursing supports] steps to reduce health care costs, including:
•	 usage	 of	 managed	 care	 required	 in	 the	 public	 plan	 and	

encouraged in private plan; 
•	 incentives	 for	 consumers	 and	 providers	 to	 utilize	 managed	

care ar rangements;
•	 controlled	growth	of	the	health	care	system	through	planning	

and prudent resource allocation;
•	 incentives	 for	 consumers	 and	 providers	 to	 be	 more	 cost-

efficient in exercising health care options;
•	 development	of	health	care	policies	based	on	effectiveness	and	

outcomes research;
•	 assurance	 of	 direct	 access	 to	 a	 full	 range	 of	 qualified	

providers; and
•	 elimination	 of	 unnecessary	 bureaucratic	 controls	 and	

administrative procedures.

[Nursing supports] implementation of case management 
specifications.

•	 Case	management	will	be	required	for	those	with	continuing	
health care needs.

•	 Case	management	will	reduce	the	fragmentation	of	the	present	
system, promote consumers’ active participation in decisions 
about their health, and create an advocate on their behalf.

[Nursing supports] provisions for long-term care, which include:
•	 public	 and	 private	 funding	 for	 services	 of	 short	 duration	 to	

prevent personal impoverishment;
•	 public	 funding	 for	 extended	 care	 if	 consumer	 resources	 are	

ex hausted; and
•	 emphasis	 on	 the	 consumers’	 responsibility	 to	 financially	

plan for their long-term care needs, including new personal 
financial alter natives and strengthened private insurance 
arrangements.

[Nursing supports] insurance reforms to ensure improved access 
to coverage, including affordable premiums, reinsurance pools for 
catastrophic coverage, and other steps to protect both insurers and 
individuals against excessive costs.

[Nursing supports] access to services ensured by no payment at the 
point of service and elimination of balance billing in both public and 
private plans.

[Nursing supports] the establishment of public-private sector review.
•	 Review	would	operate	under	 federal	 guidelines	 and	 include	

payers, providers, and consumers.
•	 The	purpose	would	be	to	determine	resource	allocation,	cost-

re duction approaches, allowable insurance premiums, and fair 
and consistent reimbursement levels for providers.

•	 This	 review	would	progress	 in	a	climate	sensitive	 to	ethical	
issues.

Additional resources will be required to accomplish the plan 
articulated here. While significant dollars can be obtained through 
restructuring and other strategies, responsibility for any new funds 
must be shared by individuals, employers, and government, phased 
in over several years to minimize the impact.
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Not all independent, educated, strong women are smart 
on every level; particularly when it comes to personal 
finances. I should know. Take the past 20 (or so) years of 
my life, for example. I left my home town of Liverpool, 
England at the ripe old age of 15 and after various jobs, 
accounting qualifications and two law degrees, I became 
an “independent, educated, strong and smart” woman. 
Despite all of this, I have been taken advantage of 
financially in more than one of my personal relationships. 
How did this happen to such a smart, ambitious, post-
modern woman? With ease.

The first time it happened, it never occurred to me that 
my partner could, or would be deceitful, I was too smart. 
But not smart enough to prevent the proverbial wool 
from being pulled over my eyes. I had borrowed money 
from family members to finish my masters degree and to 
purchase our first home. Over the next year, my partner 
was in charge of repaying these personal loans from our 
savings. I found out a week before we were due to travel 
on an expensive vacation that he had made NO payments. 
Additionally, he had told my family members not to let 
me know, and he promised to pay them back over time. 
He never did, until I found out and threatened to cancel 
our vacation if they were not paid back within a week. I 
have no idea what he was doing with all of our money; I 
never checked the bank accounts. To this day I still don’t 
know where he found the money to pay everyone back, 
but he did. Needless to say, this relationship was hastily 
terminated. Only a complete fool would allow something 
like this to happen again. Color me foolish, as I entered for 
a second round! One would think that the first experience 
would be lesson enough, however, this time around I took 
my foolishness one step further; I married. My husband 
and I were sharing a car one winter and, as his employment 
was a lot further away from our home, he used the car to 
travel to work. I walked. In the snow. To work and home 
from work. After about six weeks of this, my debit card 
was refused in a local store, so I turned around and went 
back home. Imagine my shock to see my husband sitting 
on the sofa, watching T.V. He had never had this job that 
started two months ago. Not only was he taking the car 
around the corner every day, waiting for me to leave; he 
was also draining our bank accounts, and cashing in on 
retirement investments. My divorce was the easiest part of 
this marriage.

There are always casualties in a broken relationship, 
and I am OK with this. However, had I taken a more 
active role in my finances, my retirement and investment 
situation would have required a simple band aid rather 
than the extensive stay that it needed in the ICU.  I had 
ignored all investment, insurance and retirement aspects 
of my life and I have now paid a very high price for that, 
by losing not only pure funds, but losing another equally 
important part of the financial sphere; time. I realize now 
that many women are heading down this track, and due to 
my own experiences, I feel extremely qualified (perhaps 
over-qualified!) to address the issue.

In a previous position as a financial consultant I spent 
many hours marketing at a store in Utah, asking people 
as they walked past if they would like to take advantage 
of a complimentary financial consultation. I lost count of 
the times that women held up their hands saying “That’s 
OK, my husband takes care of our finances.” I understand 
this sentiment because, unfortunately, I had lived it. While 
I pay tribute to the many successful and harmonious 
relationships out there of which there are many, I have, 
during the course of my occupation, come to hear of 
partners systematically emptying retirement accounts 
while secretly planning to divorce, or home equity lines of 
credit being taken out and spent, leaving the unsuspecting 
partner equally liable for the debt after the break up. I 
have also recently heard of a well established professional 
continually refinancing the family home, without the 
knowledge of the wife. While there was no secret divorce 
being planned, this family has now been forced to sell 
the home, at a price considerably lower than the true 
value, and are now renting a house. I’m not assuming that 
their situation would be different had the wife been fully 
informed, but I can’t help but feel that things may not have 
escalated to this level.

Recent statistics justify my unease with the reluctance 
of many women to become fully informed of their finances 
such as the surprisingly high estimate that 80% to 90% of 
today’s women will be independently responsible for their 
own finances at some point in their lives. This is primarily 
due to divorce or the death of a husband.  Just over 50% of 
women will be divorced in their lifetime. They statistically 
live 7 years longer than men; they often live 20 or 30 years 
longer. As such, 80% of women die single (in contrast to 
80% of men who die married), and older divorced women 

“FOOL ME ONCE ..................”
“…a ….. woman of good fortune is always respectable…”1

or widows without personal savings find their income 
drastically reduced by the loss of a spouse2. The need for 
women to be more financially active is not purely aimed 
at those whose personal situations change; it is important 
that all women become more engaged. I truly believe that 
this reluctance is largely due to the fact that some women 
tend to shy away from financial responsibility. But why 
is this the case? Are they simply too intimidated by this 
industry? A 1997 study by Dreyfus and the National 
Center for Women and Retirement Research found that 
33% of women investors (married, partnered or single) 
avoided making decisions out of fear of making a mistake. 
As a direct result of this fear, many women hand over 
financial decisions and money management to the partners 
in their lives, and single women may simply not make any 
decisions at all. Historically, and unfortunately, finance 
has not been a woman’s place; women have been primarily 
socialized into the role of home-maker/care-giver. Yet 
women are strong (look at the trials and tribulations that 
were experienced by pioneer women) but very often remain 
more comfortable discussing families and relationships 
with peers than discussing investments and rates of return. 
Women pass on recipes and other home-making tips 
but rarely call each other to discuss investment issues. 
Accordingly (and I understand that there are plenty of 
exceptions) women have not developed the confidence to 
discuss and manage finances. The door has been left open 
for financial bedlam at best, financial ruin at worst.

The point I’m getting to is this: at some stage in her life, 
there is an extremely good chance that any woman will 
have to manage her personal finances on her own. A break 
up, divorce or death is a devastating event, which should 
never be compounded by financial turmoil.

The good news is that women are more capable and 
empowered today than ever before to take care of their 
personal finances. Education, the professional world and 
the media have equally promoted the need for women to 
be independent, regardless of marital status. We now have 
options, which we were never aware of before. Websites 
can create ease, newspapers can inform and seminars can 
open your eyes to available resources. And the process 
is surprisingly simple. Now, as a successful and licensed 
investment and retirement consultant for women I feel 
fortunate to be able to pass on this advice:

Ask Questions and Get Answers. If you have a 
partner, ask them about your current financial situation, 
investments, insurances and retirement plans. Ask to see 
your statements and ensure that you have on-line access. 
Find out where the accounts are held, how they are 
invested and who manages them for you. If you don’t like 
where they are or who is managing them for you, change.

Never Assume. Do not assume that your partner is 
taking care of things for you. They may well be, however, 
it is also possible that things are not as you believed.

Do not Wait for an Event. All too often, I hear “I’m 
in the middle of a divorce, its not a good time,” or “I’m 

selling my house,” or “I’m about to receive an inheritance.” 
My advice is plan before an event, plan during an event and 
plan after an event. If the event does occur, you’re in great 
shape, if the event doesn’t occur, you’re in great shape.

Take Responsibility. Participate in any ongoing 
financial planning. If there is no financial plan, develop 
one now.

Do not Procrastinate. Procrastination is a huge enemy 
of financial success. Ironically, it seems so much easier to 
worry about, and postpone financial planning, believing 
that you have plenty of time, than what it really is to simply 
just do it.

Hire a Financial Advisor. Hire one that you like and 
trust, and one that is fully licensed to help you with all 
aspects of your financial plan. Hire a female if you are 
more comfortable, or if you work with a male, ensure that 
he knows that you are actively involved with and/or are in 
charge of the decision making.

Take Calculated Risks. Typically, as women, we are 
less inclined to take risks. However, money that is left 
in your bank account, money market accounts or CDs 
may not be working hard enough for you to reach your 
retirement goals. Develop a plan that is in line with your 
personal risk tolerance, one that is comprehensive, and 
takes into consideration your future financial goals.

Cover your Bases. Proper estate planning is an 
essential part of ensuring financial success. Make sure you 
have all of the necessary documents in place (Wills, trusts 
and powers of attorney, etc).

Had I taken the above advice all those years ago, I 
would be less qualified to write this article. However, due 
to my personal “misfortunes” all those years ago, I am 
now fully competent in guiding others towards financial 
success. On a personal level I am now fully active in all 
of my family budgeting and investments (I have since 
remarried responsibly!). I have had more than my fair share 
of shocks and I’m not willing to go another round. One 
of the biggest benefits I have received from my personal 
experiences is that financial awareness is no measure of 
intelligence, and because of this I am always willing to 
hold a complimentary consultation for anyone that may 
have any questions or concerns regarding their financial 
planning.

For a free consultation please contact:

Heather Shino
801-878-0828
Heather@polarisplanning.com

Suzanne Dalebout
801-676-1017
Suzanne@polarisplanning.com

1Jane Austin, British Novelist and Writer 1775-1817
2”Women must step up saving to avoid retirement poverty,” by 

Melissa Preddy / The Detroit News
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ANA Member Mary 
Wakefield Named 

Administrator for HRSA
 
SILVER SPRING, MD—The American Nurses 

Association (ANA) commends President Obama on 
appointing Dr. Mary Wakefield, PhD, RN, FAAN as 
Administrator of the Health Resources and Services 
Administration (HRSA.) Dr. Wakefield is widely 
acknowledged as an expert on rural health and nursing 
workforce issues, and has extensive knowledge of the 
health care system and policy making process. As HRSA 
Administrator, Dr. Wakefield will lead the agency in 
improving access to health care services for people who 
are uninsured, isolated, or medically vulnerable.

“At a time when the country is in need of bold and 
innovative health system reform, ANA is confident 
that Dr. Wakefield will be an invaluable asset to the 
administration’s health care team,” remarked ANA 
President Rebecca M. Patton, MSN, RN, CNOR. “We at 
ANA are thrilled to see such a qualified and respected 
nurse selected for HRSA Administrator, especially given 
the Agency’s vital role in delivering much needed care to 
underserved areas.”

Dr. Wakefield, a longstanding ANA member, was 
most recently the Associate Dean for Rural Health at the 
University of North Dakota School of Medicine and Health 
Sciences, where she was a tenured professor and Director 
for the Center for Rural Health. She has distinguished 
herself as a dedicated nurse, educator and leader within 
the nursing profession, as well as the health care public 
policy arena. She has demonstrated that she can serve as a 
dynamic catalyst for change at the local, state, and national 
level.

American Nurses Association 
Applauds President Obama on 

Behalf of Our County’s Children

As a long-time advocate for universal availability of 
health coverage, the American Nurses Association (ANA) 
applauds President Obama for signing legislation to 
increase funding for the State Children’s Health Insurance 
Program (S-CHIP). ANA President Rebecca M. Patton, 
MSN, RN, CNOR was among the invited guests on hand at 
the White House on Wednesday February 4, 2009, as the 
president signed the legislation. This is the second event 
that ANA has been invited to, as the ANA leader was also 
asked to witness last week’s signing of the Lilly Ledbetter 
Fair Pay Act. ANA is encouraged that the positive actions 
taken by the new administration so closely mirror the 
priorities of ANA and the nursing public. We hope to build 
on this foundation to advance the issues of nurses and the 
public we serve.

ANA is Working for You
Silver Spring, MD — The American Nurses Association 

(ANA) continues to work toward achieving meaningful 
health care reform through its participation with the Health 
Reform Dialogue group, a gathering of leaders from widely 
diverse national organizations that have pledged their 
mutual commitment to federal health care reform. Using 
the Health Reform Dialogue process, the group brought 
together stakeholders representing the health industry, 
providers, consumers, and business to build consensus 
on health care reform and to create political momentum 
among political leaders for passing significant health 
reform legislation.

ANA CEO Linda J. Stierle, MSN, RN, NEA-BC, 
served as the principal representative to the Health Reform 
Dialogue, and ANA was the only nursing organization 
at the table. The Health Reform Dialogue group reached 
accord on several key issues, such as expanding health 
coverage, focusing on prevention and wellness, and 
increasing funds for developing the primary care 
workforce including education, loan forgiveness programs, 
and payment reforms.

ANA was instrumental in contributing language to 
the discussion that will result in gains for nurses and the 
patients we serve. ANA advocated for strengthening public 
safety-net programs that would increase coverage for all 
and for the inclusion of incentives that would allow all 
clinicians—not just physicians—to implement health IT. 
ANA was also instrumental in including the Institute of 
Medicine (IOM) language of primary care that is key to 
recognizing APRNs as primary care providers.

The Health Reform Dialogue is a noteworthy step in the 
health reform process. ANA is proud to have represented 
nurses in the endeavor and will continue to advocate for 
high-quality, affordable health care for all.

ANA and UNA
Working for You---

March 10th, 2009, the Senate passed an omnibus 
spending measure for Fiscal Year 2009, (H.R. 1105). The 
House bill contains a $15 million increase in Title VIII 
nursing workforce development programs, bringing the 
proposed 2009 total to $171 million. The measure will now 
go to the White House where President Obama is expected 
to sign it. ANA would like to thank the many nurses who 
contacted their elected representatives and urged them 
to support this bill, with increased funding for nursing 
workforce development.

ANA Debuts the Florence 
Nightingale Rose

SILVER SPRING, MD—The American Nurses 
Association (ANA) in honor of National Nurses Week 
and the 75th anniversary of the Florence Nightingale 
International Foundation (FNIF), is pleased to announce 
the International Council of Nurses (ICN) has contracted 
Jackson & Perkins Company to debut the commemorative 
Florence Nightingale Rose. This specially created rose 
pays tribute to the compassion and dedication of all nurses. 

The Florence Nightingale Rose is available for purchase 
by ANA members as part of a limited edition “Rose 
Package”. Starting April 1 through May 12, there are 2500 
“Rose Packages” available at a cost of $125. The package 
includes a Florence Nightingale Rose in a ½ gallon pot, 
an official marker labeling the flower as an official 
Florence Nightingale Rose, a white and gold portfolio 
which includes a numbered certificate of authenticity, and 
photo of the rose. A portion of the proceeds from the sales 
of the Florence Nightingale Rose will go directly to the 
FNIF Girl Child Fund, a program dedicated to assisting 
orphaned children whose parent was a nurse and died 
as a result of contracting HIV/AIDS. Please visit www.
jacksonperkins.com/nursing  for ordering information.
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The following are proud 
supporters of the 

Utah Nurses Association

Locations in Logan, Ogden, Orem/Provo
and Salt Lake City, Utah

Take the first step to a brighter future.

1-800-622-2640

The College of Nursing is a dynamic and evolving organization where we 
prepare all levels of professional nurses and scholars for diverse health care 
delivery and leadership roles. We offer interactive education in both nursing 
and gerontology. The College provides exceptional clinical care through 
innovative practice models. We are committed to developing knowledge that 
leads to improved health and quality of life.

10 South 2000 East, Salt Lake City, UT 84112

801-581-3414

Presley Orthodontics 
Family & Cosmetic Dentistry

Jaimee’ Morgan, D.D.S.
Stan Presley, D.D.S.

204 E. Ft. Union Blvd. #102
Midvale, UT

801-561-9999


