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Greetings to you and to all of our fine colleagues. As 
our profession continues to advocate for and represent the 
needs of the people we serve, we become more aware of 
the challenges and opportunities that we face in 2014. It is 
vital that we continue “the good fight” for all of the right 
reasons. I’m sure almost every one of us would consider that 
the most important reason for our continued efforts is to be 
agents of change who advocate for patients and families. As 
nurses, we intersect with the lives of others while caring for 
them and their families. We enter a sacred space which is 
made available only to the trusted and respected.

Nursing: A Trusted and Respected Profession
Nurses continue to be considered the top most trusted 

professional in our nation (Swift, 2013). Is the nurses’ status 
unique to our United States of America (USA)? To compare, 
let me share the perception of the nurse from the perspective 
of one United Kingdom (UK) nurse’s experience.

According to the UK nurse I spoke with, in general, 
nurses are considered “earthly Angels (female nurses) and 
Knights (male nurses)” who forge relationships, dispel fear, 
provide comfort, and lift hopes during the most dismal 
circumstances imaginable. Although the UK nurses may 
earn far less than nurses in the USA, they are not only 
respected but actually revered. According to this UK nurse, 
British citizens go to great lengths to demonstrate this 
respect and gratitude. For example, when serving a nurse 
(usually recognized in uniform), the UK bus drivers, taxi 

cab drivers, and restaurant 
personnel will refuse payment, 
insist upon serving the nurse 
first, and will sprint to open 
doors for nurses. These are 
the valued rewards that are 
bestowed upon UK nurses 
and this UK nurse told me that 
these rewards are far more meaningful than a Quid or two 
in payment.

Departing Thoughts 
Feel great about what we do as nurses. Celebrate our 

professional successes, not measured in money or power, 
but successes measured in the love, trust and respect that 
comprise our privilege to practice nursing. In this frantic 
world we live in, if we do not minister to ourselves and our 
fellow professionals, then how can we possibly minister to 
our patients? Do unto others, my friends, that which you 
would want done unto you. We are truly all in this together. 

I thank you all for your support and encouragement 
during these three years that I have had the privilege of 
representing Idaho’s nurses. This summer we will usher in 
our new INA president, Holly Carlson, MS, RN, CCRN. 
May we continue to collaborate, celebrate, and appreciate 
the wonderful profession we share. Best wishes for a 
fruitful, fulfilling, and uplifting new year. 

Swift, A. (Dec. 16, 2013). Honesty and ethics rating of clergy 
slides to new low: Nurses again top list: Lobbyists are worst. 
Gallop Politics. Retrieved from http://www.gallup.com/
poll/166298/honesty-ethics-rating-clergy-slides-new-low.
aspx

by Robin Schaeffer, MSN, RN, CNE, Multi-State 
Division Leader, Western MSD

Email: robin@aznurse.org

You are reading this article because Idaho is one of 
16 states making nursing association history by joining 
a 2-year regional pilot called the Multi-State Division 
(MSD). In 2013 the American Nurses Association (ANA) 
created the MSD 2-year pilot plan with the goal of helping 
state nurses associations attain 21st century sustainability. 
It is not news to anyone that with recent economic 
challenges, advancing technology, and innovative business 
models, our state nurses associations must change with 

Western Multi-States Division Pilot Update
Idaho is Making History!

Western States Multi State Division members are 
Holly Carlson, Idaho Nurses Association (INA), 
Kathleen Kauffman, Utah Nurses Association 
(UNA), Lisa Trim, UNA, Carol Stevens, AzNA, 
Mary Ciambelli, Colorado Nurses Association 
(CNA), Carol O’Meara, CNA, Robin Schaeffer, 

AzNA and Regina Robuck, INA.

the times in order to remain relevant and sustainable. The 
association model used by ANA that worked in the 1980’s 
has become obsolete and outdated 34 years later. The 
goal of the MSD pilot is to develop innovative business 
models that combine best practices from our various state 
participants so that we can continue to deliver exceptional 
products and services to the nurses in our states, while still 
affording to stay in business; in other words, a win-win for 
our nurses. 

Western States Multi-State Division
The Western States Multi-State Division (WSMSD) 

will function as an entity to implement a stream-lined 
business operations model that combines common 
capabilities of State Nurses Associations (SNA) 
with key ANA resources. Each SNA will retain 
its own identity and board structure with shared 
goals of becoming more efficient and profitable. 
An example of a shared goal is to develop new 
initiatives for membership recruitment and 
retention. The overarching goal is for SNAs to 
grow and become even more vital and visible in 
the future. There is great opportunity to combine 
best practice of state operations with unifying 
tools and technologies, while providing each state 
association their unique state-specific experiences 
and practices. Criteria for success of the 

Developing an Idaho 
Chapter of the American 
Assembly for Men in 
Nursing

Three Year 
Anniversary 
of the IOM

Cannabis Therapy for the 
Management of Chronic 
Pain: A Review and 
Summary of the Evidence

Palliative Care in 
Heart Failure

Hepatitis C

Reflections On 
My Practice

Pilot Update continued on page 3

Western MSD will be to increase the value proposition 
for our nurses (what’s in it for me?). Increasing the value 
proposition is the equation for sustainability. 

é Value Proposition = é Member Retention + 
é Member Recruitment = Sustainability
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Mark your Calendar for the Big Event!
Idaho Nurses Association 2010 Spring Conference

“Promoting a Healthy Idaho”April 29-30, 2010
St. Luke’s Regional Medical Center–Boise, Idaho

Presented by:

Idaho Nurses Association • Idaho Public Health Association • Idaho Rural Health Association

With support from: 
Idaho Area Health Education CenterThursday, April 29thINA House of Delegates Meeting ReceptionFriday, April 30th

Spring Conference
Featured Speakers Include:

• Carol Moehrle, RN, Director, Idaho North Central District Health Department

• Carmen Nevarez, MD, MPH, President-elect, American Public Health Association and Public Health 

Institute Medical Director and Vice-President of External Relations
Visit http://idahonurses.org for additional 

information and to register.
Also see article on page 5.

Contact hours for this continuing nursing education activity have been submitted to the Washington State 

Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission 

on accreditation. Please contact Marilyn Floyd at the Idaho Nurses Association for more information about 

contact hours for this event.

Join INA TodayWe need you!Membership application

http://nursingworld.org/joinana.aspx

CHARTING IDAHO 
NURSING HISTORY

Verlene Kaiser Randall Hudspeth

The RN Idaho Editorial Board is seeking an additional 
volunteer to join our board. The Editorial Board reviews 
manuscripts submitted by INA members and professional 
organizations to be published in the peer-reviewed, quarterly 
newsletter, RN Idaho, the official publication of the Idaho Nurses 
Association. 

Interested INA members who wish to serve as a peer reviewer 
for RN Idaho should possess good writing skills, knowledge 
of current APA format, the ability to focus on details, and a 
commitment to electronically reviewing one or more manuscripts 
per quarter. If interested, please submit your name to:

Regina Robuck, INA Executive Director. 
Email: ed@idahonurses.org

Attention INA Members – 
Volunteer Opportunity 

Now Available – 
We Need You!

St. Luke’s Magic Valley is a new, 186-bed, 700,000 sq. foot health 
care facility in Twin Falls, Idaho, that opened in May 2011. St. Luke’s 
Jerome is a critical access hospital that joined the health system 
in 2011.

• RN Case Manager, RN OP Care Coordinator and 
   Core Measures RN

• RN Emergency Room, ICU
• RN OR Circulators
 • RN OB, L&D, Women’s/Children, NICU
 • RN Case Managers
 • RN Acute Care (Jerome, ID)

For other opportunities and current openings, visit either link 
below, and then click “Careers.”

St. Luke’s Magic Valley: http://slhs.org/magic_valley/
St. Luke’s Jerome: http://slhs.org/jerome/

Life Care Center of Post Falls, located near 
Spokane, Wash., among the scenic lakes and 
mountains of northern Idaho, provides skilled 
nursing care and inpatient and outpatient 
rehabilitation services. Close to many 
attractions, such as ski resorts, golf courses 
and the world’s longest gondola.

Now hiring RNs and LPNs
Full-time positions

Current license and CPR certificate upon hire.

Benefits include: Health, Dental, Vision, 401K

Contact echo_noete@lcca.com
208-777-0318 • Fax 208-777-0328

Apply in person at
460 N. Garden Plaza Court, Post Falls, ID 83854

www.lcca.com
EOE
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In Memoriam
INA is pleased to honor deceased registered nurses 

who graduated from Idaho nursing programs and/or 
served in Idaho during their nursing careers. Included, 
when known or when space allows, will be the date when 
deceased and the Idaho nursing program. The names 
will be submitted to the American Nurses Association 
for inclusion in a memoriam held in conjunction with the 
House of Delegates. Please enable the list’s inclusiveness 
by submitting information to ed@idahonurses.org 

Hess, Nancy, December 19, 2013. She is known for 
sharing her caring and pleasant personality with all she 
encountered. 

Lenz, Cleo (Lydiatt). November 26, 2013. She 
enrolled in Saint Alphonsus Hospital’s nurse training 
program and led a full and rewarding life. 

Munn, Maureen (Jensen). November 27, 2013. She 
earned a BSN from Idaho State University in Pocatello, 
Idaho and gained clinical expertise in public health at 
the Shoshone Bannock Tribal Reservation in Blackfoot, 
Idaho. She managed an orthopedic unit in Salt Lake City, 
worked in the trauma unit at West Valley Medical Center 
in Caldwell, Idaho, and trained paramedics. Maureen 
enjoyed every moment of her life.

Truxal, Mary Louise (Coan), December 27, 2013. 
She was a kind and compassionate caregiver and served 
as a volunteer for the hospital auxiliary and Idaho 
Medical Association. 

Wegener, Amelia N., November 11, 2013. She 
received her Associate of Science in Nursing degree at 
Boise State College and loved her dream job of being a 
Registered Nurse. She had a competitive spirit. 

History
The concept for the MSD model was introduced by 

ANA in 2012. The formation of the MSD model was 
approved by the ANA board of directors in 2013 as a two 
year “pilot.” ANA has made a commitment to support 
the MSD pilots which includes both financial and human 
resource support. ANA staff meet often with MSD leaders 
(see below) to help individual pilots meet their various 
goals; for example, new membership initiatives, shared 
association management models, group purchasing and 
development of a Multistate Division of Professional 
Development. The ANA board of directors as well as the 
individual SNA boards will re-evaluate the division model 
in 2 years and will at that time decide if the model is 
sustainable. 

State Participation & Leadership 

Western MSD: Arizona, Colorado, Idaho, Utah
MSD Leader: Robin Schaeffer, MSN, RN, CNE-Executive 
Director, Arizona Nurses Association

Midwest MSD: Iowa, Kansas, Michigan, Missouri, 
Nebraska, North Dakota, and Wisconsin 
MSD Leader: Jill Kliethermes, MSN, RN, FNP-BC, Chief 
Executive Officer, Missouri Nurses Association

Northeast MSD: Maine, New Hampshire, Vermont, 
Rhode Island, Connecticut and Maryland 
MSD Leader: Donna Policastro, RNP, Executive Director, 
Rhode Island Nurses Association

The MSD Leader acts as a liaison between the ANA 
National Office and both the MSD and individual states to 
ensure that strategic goals and objectives are met.

Continue to look for updates in future 
publications…. all MSD pilots are on the move and 
making history!!!!

This article was adapted with permission from a 
2014 article in Utah Nurse, 23(1), 9.

Pilot Update continued from page 1

Make the Critical Difference at 
Saint Alphonsus Health System 

Saint Alphonsus Health System is a four-
hospital regional, faith-based Catholic 
ministry serving southwest Idaho and eastern 
Oregon. Saint Alphonsus Health System is 
anchored by the only Level II Trauma Center 
in the region, Saint Alphonsus Regional 
Medical Center, providing the highest quality, 
most experienced care to critically ill and 
injured patients.

You can make the critical difference in these 
positions:

• Intensive Care • Med-Surg
• Coronary Care • Rehab
• Emergency  • OB/NICU
 Department • Main OR
• Clinical Support Team  • Nursing
 (Float Pool)  Professionals

We offer competitive compensation and a 
comprehensive benefit plan which includes:  
Medical, Dental, Vision Plans; Paid Time Off; 
Life Insurance; Relocation Assistance; 
Cash Balance Pension Plan; 403(b) Retirement 
Plan; Tuition Reimbursement.

To learn more and to apply, please visit 

www.saintalphonsus.org/jobs
Or call Roxanne Ohlund 208-367-3032 

or Rick Diaz 208-367-3118
Saint Alphonsus Health System, 1055 N. Curtis Road, 

Human Resources, Boise, ID 83706

Introducing expanded facilities in
Diagnostic Imaging, Oncology,

Obstetrics, and Surgical Services.

Jackson Hole, Wyoming

offers career opportunities with competitive 
salary and benefits.

For more information please visit

www.tetonhospital.org  Click on the “careers” tab

New Continuing Education Opportunities Available at:

www.educationsjmc.org
Drug Free Employer/EOE

 Work in a Planetree Designated 
hospital, 1 of 18 in the country.

Play in over 300 days of
sunshine a year!

www.kadlec.org

Current Opportunities:
Cath Lab, OR/CVOR, ICU

Tri-Cities, WA

Intermountain Hospital is recruiting for our

Psychiatric Nursing Team
Come be a part of the RN team at Intermountain, a 
behavioral healthcare facility in beautiful Boise, ID.

Bachelors/Associates degree

Please go to our website to review and apply 
online for our job openings.

www.intermountainhospital.com
An EEO Employer, M/F/V/D

Vibra Hospital of Boise, is a 
beautiful, state-of-the-art, 60-bed 
hospital, conveniently located in the 
middle of the “Treasure Valley.”

Join Our Team
Seeking experienced RN’s with Acute Care and 
ICU experience. Full-Time day and night shifts.

Two years experience in an acute or LTACH setting is preferred. 
Start a great new career with Vibra!

Apply online at www.vibracareers.com and 
www.vhboise.com    EOE

No Campus Visits
    Liberal Credit Transfers
        Competitive Tuition
            Classes That Fit Your Schedule
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Developing an Idaho 
Chapter of the 

American Assembly 
for Men in Nursing

by Craig Stevens, RN, BSN, St Luke’s Medical 
System and Sandie Nadelson, RN, PhD, co-lead 

of the Idaho Action Coalition
Email: cdstevens7@cableone.net and 

sandienadelson@gmail.com

The American Assembly for Men in Nursing (AAMN), 
known initially as the Men in Nursing in Michigan, was 
founded in 1971 by a Michigan nurse to help organize men 
in nursing and like-minded male nurses in that state. In 
1981 the organization changed its name from the National 
Male Nurses Association to the AAMN. The organization 
has grown over the years and now has over two thousand 
members; not all of which are men.

The organization’s current objectives (American 
Assembly for Men in Nursing, 2011) are the following: 

•	 Encourage	 men	 of	 all	 ages	 to	 become	 nurses	 and	
join with all nurses in enhancing and humanizing 
health care.

•	 Support	 men	 who	 are	 nurses	 to	 develop	
professionally and to show other members and 
society the increasing contributions being made by 
men within the profession of nursing.

•	 Encourage	 continued	 research,	 education,	 and	
sharing of information at the local and national 
levels about men’s health issues, men in nursing, 
and nursing knowledge.

•	 Support	members’	 full	 participation	 in	 the	 nursing	
profession.

Developing Idaho’s AAMN Chapter: 
Volunteers Needed

AAMN has members in each of the United States. 
Currently, there are AAMN members in Idaho, but there 
is not a chapter of AAMN in Idaho. We plan to develop an 
Idaho chapter in order to further support the AAMN goals 
in this state. If you are interested in finding out more about 
the AAMN and about developing an Idaho chapter, please 
refer to http://aamn.org/ and Facebook at https://www.
facebook.com/IdahoAAMN. 

Please contact Craig Stevens or Sandie Nadelson for 
more information about the work that needs to be done 
to develop an Idaho AAMN chapter and to volunteer as a 
founding board member.

by Sandie Nadelson, RN, PhD, Co-lead of the 
Idaho Action Coalition

Email: sandienadelson@gmail.com

The direction of health care and nursing is changing at 
a faster rate than in the past. This is in part due to a nearly 
600 page report produced by national health care leaders 
and funded by the Robert Wood Johnson Foundation and 
IOM (Institute of Medicine). The report entitled, “The 
Future of Nursing: Leading Change, Advancing Health” 
became public on October 5th, 2010, and has been 
accessed thousands of times online through the IOM’s 
Website. 

The IOM report’s authors analyzed trends in nursing 
and health care and made six recommendations for change 
to enhance both. These recommendations are:

Six IOM Recommendations for 
Healthcare and Nursing (2010) 

•	 Recommendation 1: Remove scope-of-practice 
barriers. Advanced practice registered nurses 
should be able to practice to the full extent of their 
education and training. 

•	 Recommendation 2: Expand opportunities 
for nurses to lead and diffuse collaborative 
improvement efforts. Private and public funders, 
health care organizations, nursing education 
programs, and nursing associations should expand 
opportunities for nurses to lead and manage 
collaborative efforts with physicians and other 
members of the health care team to conduct 
research and to redesign and improve practice 
environments and health systems. These entities 
should also provide opportunities for nurses to 
diffuse successful practices

•	 Recommendation 3: Implement nurse residency 
programs. State boards of nursing, accrediting 
bodies, the federal government, and health care 
organizations should take actions to support nurses’ 
completion of a transition-to-practice program 
(nurse residency) after they have completed a pre-
licensure or advanced practice degree program 
or when they are transitioning into new clinical 
practice areas.

•	 Recommendation 4: Increase the proportion of 
nurses with a baccalaureate degree to 80 percent 
by 2020. Academic nurse leaders across all schools 
of nursing should work together to increase the 
proportion of nurses with a baccalaureate degree 
from 50 to 80 percent by 2020. These leaders 
should partner with education accrediting bodies, 
private and public funders, and employers to 

The Three Year Anniversary of the
 Institute of Medicine’s (IOM) Report 

on the Future of Nursing: 
Then, Now, and the Future

ensure funding, monitor progress, and increase the 
diversity of students to create a workforce prepared 
to meet the demands of diverse populations across 
the lifespan.

•	 Recommendation 5: Double the number of 
nurses with a doctorate by 2020. Schools of 
nursing, with support from private and public 
funders, academic administrators and university 
trustees, and accrediting bodies, should double the 
number of nurses with a doctorate by 2020 to add 
to the cadre of nurse faculty and researchers, with 
attention to increasing diversity.

•	 Recommendation 6: Ensure that nurses engage 
in lifelong learning. Accrediting bodies, schools of 
nursing, health care organizations, and continuing 
competency educators from multiple health 
professions should collaborate to ensure that nurses 
and nursing students and faculty continue their 
education and engage in lifelong learning to gain 
the competencies needed to provide care for diverse 
populations across the lifespan.

IOM’s Webinar
To recap the IOM recommendations and the changes 

which have occurred as a result, the IOM hosted a two-
hour long webinar in December, 2013. Participants 
included Donna Shalala, PhD., FAAN; Carmen Alvarez, 
PhD., RN, NP-C, CNM; Linda Burnes Bolton, DrPH., 
RN, FAAN; Susan Hassmiller, PhD., RN, FAAN; Darrell 
Kirch, MD; and David Vlahov, PhD, RN, FAAN. These 
individuals described what has occurred since the IOM 
report and what they see will be the ongoing changes as a 
result of the IOM report.

Significant work on the IOM recommendations 
is happening both nationally and in Idaho. Overall, 
according to the panel of experts who participated in the 
webinar, the IOM report has generated discussion and 
legislation which have enhanced health care and will 
continue to produce significant changes in the future. 
Some of the highlights of the changes include:

•	 the	development	of	statewide	coalitions	to	focus	on	
the IOM recommendations and making changes to 
meet them;

•	 collaborative	 work	 between	 health	 care	
professionals to promote health care outcomes; and 

•	 partnerships	 between	 the	American	Association	 of	
Retired Persons (AARP), the Robert Wood Johnson 
Foundation, and the state coalitions.

During the webinar, I asked the panel what they 
foresee as future changes in response to the IOM’s Future 
of Nursing report. The respondents suggested that in 25 
years, some of the lasting alterations due to the report will 
include: enhancing patient care outcomes through a better 
prepared nursing workforce, better functioning of care 
teams, and more health care provided in the community 
with a health promotion focus. The poster displaying 
these outcomes can be downloaded from http://iom.edu/
Reports/2010/The-Future-of-Nursing-Leading-Change-
Advancing-Health/Infographic.aspx.

Call for Participation
If you are interested in being a part of the future 

changes within Idaho and nationally, please contact 
Sandie Nadelson (sandienadelson@gmail.com) or 
Margaret Henbest (MHenbest@nurseleaders.org). We have 
several areas which need volunteers to move along these 
enhancements to nursing and healthcare.

References
Institute of Medicine. (2013, Dec. 11). Back to the future of 

nursing: A look ahead based on a landmark IOM report 
[Webinar]. Retrieved from http://iom.edu/Activities/Quality/
RosenthalLect/2013-DEC-11.aspx

Institute of Medicine. (2010). The future of nursing: Leading 
change, advancing health. Retrieved from http://iom.edu/
Reports/2010/The-Future-of-Nursing-Leading-Change-
Advancing-Health.aspx

Come work for a Leader in the 
Health Insurance Industry

Blue Cross of Idaho offers competitive salaries and a 
great benefits package including:

• Health, dental & vision insurance
• Paid vacation and holidays
• Flex-time
• 401(k) plans
• Incentive programs
• Tuition assistance
• Onsite fitness centers

An Independent Licensee of the Blue Cross and Blue Shield Association

To learn about current RN
employment opportunities and to apply 

online, please visit our Web site at 
www.bcidaho.com/careers

EEO/AA/D/V



February, March, April 2014 RN Idaho  •  Page 5

by Jamie Gorretta, R.N., B.S.N., C.E.N.
FNP Track, MSN Program, Gonzaga University, 

Spokane, WA
Email: gorretta@zagmail.gonzaga.edu 

INTRODUCTION
Marijuana has been illegal on the federal and state 

levels for many years and thus has not been a supported 
option for medical therapy or an option for consideration 
in evidence-based care. In recent years, medical marijuana 
as a treatment option for chronic pain management has 
emerged as a viable, legal option for many citizens as 
marijuana is decriminalized at the state level. Although 
states such as Colorado and Washington have legalized 
marijuana, other states such as Oregon and California 
mandate legal use to be limited to those with a physician’s 
prescription to treat a medical condition. To ensure safe and 
effective patient care and to promote patient outcomes, it is 
important to understand what the scientific evidence shows 
about medical marijuana as a treatment option for patients 
experiencing chronic pain.

RESEARCH QUESTION ND INCLUSION 
CRITERIA

For this review of the evidence, the following PICOT 
and Inclusion Criteria were identified: In adult patients ages 
18-64 diagnosed with chronic pain (P) how does cannabis 
therapy (I) compared to placebo or no cannabis therapy (C) 
affect pain management (O)?

1. Populations will include: adult patients aged 18-
64 years and diagnosed with chronic pain. Chronic 
pain is defined as pain lasting longer than 6 months 
and adversely affecting the individual’s well-being 
(American Chronic Pain Association, 2013)

2. Interventions will include: all cannabis preparations, 
to include synthetic and naturally occurring forms of 
the cannabis plant, and all administration routes.

3. Comparison Group or Comparison Intervention will 
include: same population group but receiving placebo 
cannabis preparation or no cannabis therapy.

4. Outcomes will include: Pain management as 
evidenced by visual analog scales.

5. Time Factors will include: Studies published between 
2008 and 2013.

6. Types of Studies that will be included: Systematic 
reviews, meta-analysis of randomized control studies 
(RCTs), RCTs, nonrandomized controlled trials, 
clinical practice guidelines. All studies will be 
printed in English and peer reviewed. 

SEARCH STRATEGY

Databases Searched: CINAHL, PubMed/Medline, 
National Guideline Clearinghouse, 
Cochrane Library

Search Terms: CINAHL: “chronic pain,” “cannabis,” 
“cannabinoids,” tetrahydrocannabinol,” “pain.”
Medline/Cochrane/PubMed (MeSH headings): 
cannabis, marijuana, chronic pain, cannabinoids, 
tetrahydrocannabinol, pain.

EVIDENCE SUMMARY

Efficacy Results
The research did provide evidence that cannabis 

therapy does show positive efficacy in treating various 
chronic pain conditions (Attal et al., 2010; Conte et al., 
2009; Lynch & Campbell, 2011; Martin-Sanchez et al., 
2009; Richard, Whittle, Buchbinder, 2012; Ware et al., 
2010; Wilsey, 2013; Wilsey, 2008). Only one study did not 
find that cannabis therapy provided pain management for 
adult patients experiencing chronic diabetic peripheral 
neuropathy (Selvarajah et al., 2010). As the PICOT question 
posed was intentionally broad in focus to allow for a broad 
search of a controversial topic with limited available 

evidence, there are gaps in the evidence found related to 
various types of chronic pain and the efficacy of cannabis 
treatment in regards to specific chronic pain conditions, 
recommended dosing and administration routes, as well as 
recommendations for long term treatment. 

Level I evidence, from the National Guideline 
Clearinghouse, did recommend cannabis therapy for 
patients with polyneuropathy related to HIV infection, 
refractory cases of pain associated with multiple sclerosis 
and peripheral neuropathy. However, this practice guideline 
did not include what route of administration, dose to be 
prescribed, or duration or frequency of therapy (Attal et 
al., 2010). Excluding the study that did not find cannabis 
therapy to be efficacious, the remaining studies did find 
efficacy; however, only one recommended that cannabis 
therapy be included as a treatment modality for neuropathy, 
fibromyalgia, and rheumatoid arthritis (Lynch & Campbell, 
2011). Although this study is a level I systematic review of 
RCTs, it does not provide information on administration 
route, dosing, frequency of dosing, or type of cannabis 
preparation to treat with. 

The other level I systematic review/meta-analysis 
of RCTs related to this subject concluded that although 
cannabis preparations have shown positive efficacy 
in treating various chronic pain conditions, it is not 
recommended related to potential harms outweighing the 
modest benefits of therapy (Martin-Sanchez et al., 2009). 
The remaining studies reviewed are level II RCTs that 
focus on various pain etiologies and the effect of cannabis 
treatment for the associated type of chronic pain. Although 
each of these clinical trials shows efficacy of cannabis 
treatment, the conclusions from the studies are that further 
studies be done with larger sample sizes and for longer 
duration to establish safety profiles and efficacy over long-
term therapy. None of these studies recommended that 
cannabis therapy be implemented clinically based on the 
provided evidence (Richard, Whittle, Buchbinder, 2012; 
Ware, et al., 2010; Wilsey, 2013; Wilsey, 2008).

Gaps in the Evidence 
Although I was able to find high levels of evidence 

that directly addressed my PICOT question, the research 
found has many gaps in knowledge related to the safety 
profile and efficacy of cannabis treatment over time. All 
of the studies, except the practice guideline had limitations 
related to sample size and duration of the study. Thus, 
the generalizability of the study to clinical practice is 
questionable. In conclusion, this evidence summary shows 
that further research with larger sample size and duration of 
study needs to be done to address limitations of the existing 
research. Additionally, research needs to further investigate 
which chronic pain conditions are significantly benefitted 
from the therapy, and if found to have significant benefit 
in pain management, what specific dosing, administration 
route, frequency, and duration of the therapy provide the 
safest and most efficient treatment regimens. 

Emerging Best Practices
From the body of evidence found regarding chronic 

pain management in adult patients utilizing cannabis 
preparations, the best practice at this time is to not 
recommend cannabis therapy as an evidence-based 
therapeutic intervention based on lack of sufficient 
research evidence. Best practice at this time is to continue 
investigations with larger population samples and over 
longer time durations. As chronic pain requires long-
term pain management it is best practice to not implement 
study findings that have only investigated short-term 
interventions. Additionally, as various chronic pain 
conditions respond to treatment differently related to 
different physiologic etiology, studies that have shown 
significant positive efficacy of cannabis therapy need to 
further investigate which route of administration, cannabis 
preparation, dose, frequency, and duration provide the most 
significant pain relief and the highest safety profile (Attal 

et al., 2010; Conte et al., 2009; Lynch & Campbell, 2011; 
Martin-Sanchez et al., 2009; Richard, Whittle, Buchbinder, 
2012; Ware et al., 2010; Wilsey, 2013; Wilsey, 2008). 

CONCLUSIONS
Evidence-based practice must take into account the 

evidence from patient assessment and clinical expertise, 
patient preferences and values, as well as research evidence 
(Melnyk & Fineout-Overholt, 2011). Many patients 
in Oregon, Washington, California, and Colorado are 
currently prescribed ‘medical marijuana’ and are finding 
pain management through cannabis therapy. Although 
patient assessment and preference support this modality 
of treatment, there is not a solid foundation of research to 
support a clinical recommendation to utilize cannabis for 
chronic pain. Current best practice, based on the research 
currently available, is to advise patients that not enough 
is known concerning efficacy and safety with long term 
therapy. 

At the clinical level, practitioners in states such as 
Oregon, California, Washington, and Colorado where 
cannabis has been decriminalized at various levels, could 
promote evidence-based care through participating in 
research that focuses on the gaps in knowledge related to 
cannabis therapy. Through continuing clinical trials with 
larger populations and over longer duration with more 
specific interventions, the body of evidence related to 
cannabis therapy can continue to grow and produce studies 
upon which solid research evidence can guide practice 
and improve patient outcomes in regards to chronic pain 
management.
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Introduction and Objective 
Heart failure (HF) is a debilitating disease that 

affects the lives of growing numbers of persons and 
their families. The disease trajectory is unpredictable, 
making it difficult to identify a specific point to consider 
transition from focus on clinical improvements to 
palliative care (PC), and to improve quality of life and 
symptom management (European Society of Cardiology 
(ESC), 2012; National Heart Foundation of Australia 
(NHFA), 2011). As the number of affected patients 
expands, increased numbers of people are surviving 
and dealing with decreasing quality of life and need of 
greater symptom management. “Patients living with CHF 
often have poor quality of life and similar symptoms as 
cancer” (Pere, 2012, p. 12) and often receive less specialist 
palliative care. “Research suggests there is a large unmet 
need for supportive and palliative care in patients with 
heart failure” (Flynn, 2008, p.193). 

The aim of this evidence review and summary is to 
determine how participation in a palliative care program 
in the community for patients with New York Heart 
Association (NYHA) Stage III-IV heart failure influences 
quality of life and symptom management over the course 
of the disease. 

Evidence Search Strategy
A review and analysis of the scientific literature was 

conducted using the key words “palliative care program,” 
“heart failure,” and “cohort” in the following electronic 
data bases: The Cochrane Library (trials and reviews), 
National Guidelines Clearinghouse, Medline, CINAHL, 
and PubMed. The search results yielded 95 potential 
articles but only nine articles met the inclusion criteria 
which were set ‘a priori’ and included:

•	 Population: Male and female adults with NYHA 
Stage III-IV heart failure living in the community 
who manage their own care.

•	 Outcomes: symptom management and quality of 
life, excluding other outcomes for palliative care for 
heart failure patients. 

•	 Type of studies: Peer reviewed, published between 
2008 and 2013, and English language cohort studies 
or case-control studies, single cohort studies or 
case-control studies, meta-synthesis of qualitative 
or descriptive studies, single qualitative studies, 
and single descriptive studies. Since the aim is 
for prognostic benefits of palliative care in heart 
failure, Randomized Control Trials (RCTs) were 
initially excluded due to the potential of harm in 
not providing increased symptom management 
to a population that may benefit from the relief of 
symptoms from palliative care. Finally, diagnostic 
trials, expert opinion and studies involving children 
were also excluded. 

Results of the Search
Nine out of 95 potential studies were included as 

“keepers:” two retrospective medical record analyses; 
two clinical practice guidelines; one systematic review; 
one cross-sectional, comparative cohort study; one single 
qualitative study, one single case study, and one review 
and analysis of scientific literature. Although the research 
question is prognostic in nature, the systematic review was 
included as it proved useful in answering aspects of the 
research question.

In relation to the strength of evidence, the one 
systematic review and two separate clinical practice 
guidelines were high levels of evidence as described by 
The Oxford Centre for Evidence Based Medicine Levels 
of Evidence Working Group (OCEBM, 2011). Although 
clinical practice guidelines stated palliative care in heart 
failure as a recommendation, other high quality studies to 
substantiate these findings were limited.

Findings and Recommendations 
The addition of PC services to the care of the HF 

patient should be considered for patients who have a strong 
possibility of death within one year, demonstrate NYHA 
Class IV symptoms, have refractory symptoms despite 
optimum treatment, exhibit cardiac cachexia (ESC, 2012; 
NHFA, 2011; Chester, 2010), and have dependence in most 
activities of daily living (ESC, 2012). 

It is recommended that a PC program be 
multidisciplinary, integrated and designed to increase 
outcomes with structured follow-up with patient education, 
optimize medical treatment, provide psychosocial and 
spiritual support, and increase access to care (ESC, 2012). 
Key components should include frequent assessment 
of holistic patient needs, a focus on complete symptom 

relief (from heart failure and other co-morbidities), and 
advanced care planning (ESC, 2012) to prevent unwanted 
and traumatic interventions during the last few days of 
life (NHFA, 2011). The focus is on improving quality of 
life, symptom control, early detection and treatment of 
deterioration, and pursuing a holistic approach to patient 
care (ESC, 2012). 

According to Gomes, Calanzani, Curiale, McCrone 
and Higginson (2013), general PC more than doubles 
the chance of death at home when desired and decreases 
symptom burden without increasing family grief after 
patient death. In addition, 65% of patients who had two 
or more PC visits addressed the subject of advanced care 
planning while only 33% of patients with one PC visit 
did the same (Bekelman et al., 2011a). Advanced care 
planning promotes patient autonomy and decreased burden 
on carers and families (NHFA, 2011). 

The goal of palliation is to improve patients’ subjective 
sensations (sleep disturbances, pain and discomfort, 
constipation, delirium and confusion, altered affect, 
and dyspnea) rather than correct abnormalities (NHFA, 
2011). According to Schwarz et al. (2012), improvements 
were reported in pain, dyspnea at rest, and insomnia 
with the implementation of palliative care according to 
patient, family member, and physician reports. Likewise, 
the use of opioids, total pain medications, and reports 
of uncontrolled pain decreased after initiation of PC. 
Therefore, it can be concluded that PC programs and 
interventions improve quality of life and symptom 
management in end stage HF patients; however, the 
evidence lacks high quality studies specifically addressing 
PC in the HF patient. 

New Insights
While the recommendations about PC appear 

straight forward, there is limited evidence regarding the 
implementation and outcomes directly related to PC in the 
HF patient. “Although PC is an evidence-based approach 
for care delivery to patients with HF, less than 10% of 
persons with HF receive PC services” (Pastor & Moore, 
2013, p. 31). 

Providers should communicate the options and benefits 
of PC early in the disease progression, allowing for 
understanding and increased communication regarding 
treatment and end-of-life wishes. However, because 
PC has been largely focused on cancer and neurologic 
patients, applying these concepts to patients with HF 
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is relatively new, leading to a knowledge gap for both providers and patients (Pastor & 
Moore, 2013). This gap decreases the options for PC for HF patients, leading to difficulty 
in implementing these beneficial interventions to this patient population. 

Difficulties in implementing PC For HF patients were discussed by O’Leary et al. 
(2009) based upon their findings that HF and cancer patients had comparable levels 
of overall need, though there were differences in the types of need in each group. The 
implication is that while HF patients should not be excluded from specialist PC, the 
type of specialist PC should be tailored to the needs of the HF patient and not simply 
be a reproduction of the cancer model of palliative care. For this to occur, a re-
conceptualization of PC as a philosophy and of supportive care for the HF patient needs 
to take place (Pastor & Moore, 2013).

Nursing Implications to Improve the Quality and Safety of Heart Failure Patients
Implications for implementation of PC for the HF patient are dependent on increasing 

the availability of programs and building more robust research on the benefits, outcomes, 
and implementation of these programs. As the HF population grows, there is increased 
desire to manage care in the community, promote patient autonomy and quality of 
life, and decrease costs and hospitalizations. Additionally, according to HF patients, a 
PC program should address alleviation of symptoms and adjustment to limitations and 
future course of the disease by providers familiar with the patient, should include patient 
caregivers, and use a team approach starting at the beginning of illness and continuing 
through the disease process (Bekelman et al., 2011b). With this input, nurses are in the 
ideal position to collaborate with patients, families, cardiologists, and palliative care 
specialists through a mix of clinic appointments and home visits (Chester, 2010). 

Expected Benefits of Community-Based Palliative Care Programs
The initiation of community-based palliative care program will improve 

communication and support using a multidisciplinary team to address questions and 
concerns, provide education and confidence to empower patients and their families to 
promote self-care, and better relieve distressing symptoms. In addition, the PC program 
will increase patient satisfaction, decrease readmissions and hospital length of stay, and 
provide realistic expectations for the patient and family in regards to disease progression, 
its unpredictability, and end-of-life planning and experience. 

The benefits of PC in HF care are in line with the Agency for Healthcare Research 
and Quality’s (AHRQ) mission, “…to improve the quality, safety, efficiency, and 
effectiveness of health care for all Americans.” (AHRQ, 2013, para. 1). Specifically, the 
AHRQ aims to reduce the risk of harm by promoting delivery of the best possible health 
care, use evidence to make informed health care decisions to improve health care, and 
transform research into practice to increase access to effective health care services while 
reducing unnecessary costs (AHRQ, 2013). Promoting palliative care in the heart failure 
patient can address all three aspects of the AHRQ mission, specifically quality and 
safety. This will bridge a gap in quality and safety through closer monitoring and care 
for NYHA Class III-IV patients while building a stronger body of evidence to improve 
quality of life and symptom management in the HF population and create programs that 
are cost effective and provide best practice and care in local communities. 
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Case Scenario
As a home health nurse, 58 year old T.N. was very 

fatigued and had “just not been feeling well” for over three 
months. When the nausea interfered with her work, she 
went to see her doctor. The test results revealed that she 
had hepatitis C. 

T.N. was devastated by this diagnosis and thought, 
“How could I have gotten this?” She had never 
experimented with illegal drugs, had no tattoos and 
had been in a monogamous relationship for 35 years. 
Early in her career she had worked in a rural emergency 
department and “We just were not as careful in those 
days.” At that time, there were no needleless systems and 
health care workers did not consistently use gloves when 
starting I.V.’s or caring for patients. T.N. can remember at 
least one needle stick incident during that time. 

T.N. is a member of the baby boomer population. 
Unfortunately for her, this population is five times 
more likely to be infected with chronic hepatitis C 
than other age groups. The Centers for Disease Control 
and Prevention (CDC) estimates that as many as 50% 
of infected individuals are currently unaware of their 
infection (Jensen, 2013). 

Understanding the Hepatitis C Virus
Hepatitis C (HCV) is a virus that may hide silently in 

the body for decades with no symptoms until it makes its 
presence known. HCV is the most common blood-borne 
pathogen in the United States and is the leading cause of 
liver disease (cirrhosis) and cancer and the number one 
indication for liver transplantation in the United States 
(CDC, 2013). Unlike both hepatitis B and A, there is no 
vaccine currently available. 

HCV can cause both acute and chronic hepatitis. 
While acute HCV is self-limiting for some patients, 
approximately 75%-85% of HCV-infected persons 
will progress to chronic HCV infection (World Health 
Organization, 2013). One hundred and fifty million people 
are chronically infected and more than 350,000 people die 
every year from hepatitis C-related liver diseases (World 
Health Organization, 2013).

Nurses At-Risk
Nurses are identified as the health care workers most 

at risk for exposure to blood borne pathogens (Camacho-
Ortiz, Diaz-Rodriguez, Rodriguez-Lopez et al, 2013; 
Yang, Wu, Wang et al, 2013). The use of standard 
precautions, needleless systems and other safeguards has 
fortunately decreased the amount of accidental exposure 
to nurses. According to the CDC (2013), the average rate 
of anti-HCV seroconversion after unintentional needle 
sticks or sharps exposure from an HCV-positive source is 
1.8%. Forty-five percent of nurses are over the age of 50 
(American Nurses Association, 2011). Many of these baby 
boomers may have been infected before the dangers of 
HCV were well known. 

Risk-Based Screening
In June, 2013, the U.S. Preventive Services Task Force 

(USPSTF) agreed with CDC and recommended offering 
one-time screening for HCV infection for adults born 
between 1945 and 1965 (Moyer, 2013). These agencies 
estimated that this screening would identify 86% of all 
undiagnosed HCV cases. The CDC reports that screening 
based on risk alone would identify only 21% of baby 
boomers infected with HCV. Nearly one million baby 
boomers may unknowingly be suffering from chronic 
hepatitis C and 75% of people who have chronic HCV are 
not aware of it (Jensen, 2013).

Risk based guidelines for HCV screening (CDC, 2013) 
include the following; 

•	 those	who	have	ever	injected	illegal	drugs;	
•	 recipients	 of	 blood	 transfusions	 or	 solid	 organ	

transplants before July 1992, or clotting factor 
concentrates made before 1987; 

•	 hemodialysis	patients;
•	 those	with	known	exposure	 to	HCV	such	as	health	

care workers who received needle sticks involving 
blood from a patient with HCV; 

•	 recipients	 of	 blood	 or	 organs	 from	 a	 donor	 who	
tested positive for HCV; 

•	 those	with	HIV;	
•	 children	born	to	HCV	positive	mothers	and	
•	 people	with	signs	or	symptoms	of	liver	disease.

Symptoms
The incubation period for HCV is two weeks to six 

months. According to the World Health Organization 
(2013), approximately 80% of people do not exhibit any 
symptoms and those who become acutely symptomatic 
may exhibit fatigue, decreased appetite, nausea, vomiting, 
abdominal pain, dark urine, clay colored stool, joint pain 
and jaundice. Chronic HCV is not often recognized until 
people are identified as HCV positive when screened for 
blood donation or when elevated alanine aminotransferase 
levels are noted during routine blood work (CDC, 2013). 

Testing and Diagnosis
Diagnosis of acute infection is difficult because a 

majority of infected people have no symptoms. Initial 
testing includes the hepatitis C antibody test. If this test 
is reactive, or positive, a hepatitis C virus ribonucleic acid 
(RNA) test will be used to confirm the diagnosis. Viral 
load testing will be done as well and can be useful in 
determining how responsive a person may be to treatment 
as well as how well treatment is working. HCV genotyping 
will determine the genetic structure of the virus. There are 
more than six different genotypes. Knowing the genotype 
will determine both the type and length of the treatment 
(Hepatitis Foundation International, 2013). 

Treatment and Management
The cornerstone of chronic HCV treatment is antiviral 

therapy. Hepatitis C does not always require treatment. 
The initiation of treatment depends on the viral load, liver 
involvement and the patient’s adherence to the treatment. 
The primary treatment is drug therapy with peginterferon 
(PEG-IFN) in combination with ribavirin (RBV) which 
inhibits viral replication (Harris & Crawford, 2013). These 
drugs are not tolerated by all patients. Side effects are 
observed in almost 80 percent of patients receiving PEG-
IFN and RBV combination therapy for chronic hepatitis 
C virus (HCV) infection. These side effects include 
anemia and neutropenia, significant flu-like symptoms, 
irritability, depression and mania, thyroid dysfunction and 
exacerbations of autoimmune diseases (Chopra, 2013). 

General management also includes symptom 
management, psychological counseling, and screening 
for complications of cirrhosis (Chopra, 2013). Educating 
patients on self-care management is an important aspect of 
treatment and should include discussions about the routes 
of HCV transmission, as many patients are concerned 
about the risk of infecting friends and family as well as 
the risk of sexual transmission of the disease. Patients 
will need to consume a nutritious diet and abstain from 
alcohol. They should be instructed to talk with their 
health care provider prior to taking any over the counter 
medications. Because nausea is a common problem, 
educating the patient in the use of non-drug techniques 
(e.g., biofeedback, relaxation, guided imagery, music 
therapy, and distraction) is also important. Because fatigue 
is a common problem, patients should be encouraged to 
discuss time management and recognize when they are in 
need of rest. Counseling and support groups for depression 
can facilitate self-care for a positive outcome (Croghan & 
Heitkemper 2011). 

New and Promising Pharmaceutical Treatments
For patients like T.N., the outlook for chronic HCV 

improved greatly when two protease inhibitors, telaprevir 
and boceprevir, were approved (Tai & Chung, 2013). In 
August of 2013, the National Institutes of Health (NIH) 
announced positive outcomes for an investigational 
regimen of the drug sofosbuvir with ribavirin (Harris & 
Crawford, 2013). In November, 2013, Olysio (simeprevir) 
was approved as part of a combination antiviral drug 
regimen for the following patients: those who have 
cirrhosis or other liver disease but whose liver is still 

functioning; those who haven’t been previously treated 
for their hepatitis infection; or those whose infection has 
not improved after prior treatment. Olysio is promising 
because it may free some patients from having to rely on 
interferon, which, as previously noted, can have difficult 
side effects (Food and Drug Administration, 2013). 

Implications
Nurses and other health care providers can decrease 

the impact of HCV by encouraging HCV testing for all 
patients born from 1945 through 1965 as well as those 
with other risk factors including blood transfusion prior 
to 1992 and those who have engaged in injection drug use. 
Hepatitis C can be treated best if patients are identified 
before significant liver damage occurs. If you are a nurse 
and a baby boomer, have you been tested?
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As part of my role as a nurse care coordinator, I 
provide inpatient and outpatient education to mechanical 
heart patients. Inpatient education is provided in patient 
rooms in an urban hospital setting. Outpatient education 
continues with weekly phone contact and with regularly 
scheduled clinic visits at a doctor’s office, attached to the 
hospital. 

My Patient
Approximately one year ago, I was providing education 

and training to a patient and his family regarding 
medications and special care considerations for a Left 
Ventricular Assist Device (LVAD). This 60 year old 
gentleman of Mexican descent was post-op three weeks 
from an LVAD implant and was not advancing as the 
care team and family thought he should be. Family 
members had arranged to be with this patient at all times. 
To facilitate communication with this gentleman, the 
care team utilized these family members as a means of 
obtaining the patient’s answers to pertinent questions; a 
Spanish interpreter was also available when needed. 

When asked about his pain and other generalized 
symptoms, the patient would nod and convey that he “was 

fine.” After a little over a week of telling us, “Am fine,” 
there was no real improvement in his condition. In reality, 
he was still experiencing extreme shortness of breath with 
any level of activity and was nauseated all the time. Also, 
according to physical therapy/occupational therapy reports, 
the patient had been refusing treatment for the past week. 
The family and patient’s responses were not matching 
reports from the bedside nurse and other caregivers. 

As I pondered this patient’s status, I decided to meet 
with him one-on-one and with the Spanish interpreter 
present only. My intent was to get the patient to open up 
to me without his family being present. I was hoping that 
this patient would disclose what was physically bothering 
him and would ask me the questions which were important 
to him. What transpired with my decision to act and with 
the communication that ensued was life changing and 
invaluable to me in my professional practice.

Hearing the Real Story
When the interpreter and I sat with this patient in his 

room, he told us he had been saying he felt better so as 
not to worry his family. He was the patriarch and did not 
want to burden his family. He communicated to me that 
he was not going to go home until he felt better. He also 
was very afraid of death and had many questions. The 
dialogue between us was very open and honest and I made 
a promise to meet with him and the interpreter every few 
days and as needed.

Reflections On My Practice
Patient Follow-Up and Nursing Implications 

This patient was later discharged and returned home 
with his family. He is seen regularly in the outpatient 
setting. The family continues to be very involved in his 
care and the patient is personally committed to following 
his medical regimen. Our relationship, built on mutual 
trust and respect, has been nurtured and continues to 
grow. The patient and family seek out the care team 
for questions. As a nurse, I am very grateful for this 
experience and for the continued relationship with this 
patient and family. He continues to engage in life, walking 
two to four miles daily, and following a heart-healthy diet, 
while waiting for a heart transplant. 

This experience was a big ‘wow’ moment for me. I had 
nearly missed crucial pieces of information that impacted 
this patient’s care. I realized I had been approaching care 
and education without being sensitive to and adjusting 
for cultural differences and social influences. This 
gentleman’s two Spanish children were concerned about 
their father but didn’t want to be demanding in their 
requests of the healthcare staff. Meanwhile their father 
tried to downplay the extent of his discomfort, so as not to 
worry his wife and children. 

My approach for all patients has changed since this 
experience. It does not matter whether the patient is from 
a different culture, different socioeconomic status, or is 
illiterate, I am more cognizant and aware of the need for 
deliberate and individualized assessment and planning in 
my approach to education and care. 
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