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ANA\C Wants To See You....
IN THE NEWS

Have you or one of your colleagues been recognized
for an accomplishment, elected to office, won an award,
received a grant or scholarship, launched a new venture?
Tell us about it! Send name, address, phone number, and
accomplishment—

E-mail to: TheNursingVoice@yahoo.com

Mail to: ANA\California IN THE NEWS

1121 L Street, Suite 409
Sacramento, CA 95814
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Article Submittal to The
Nursing Voice

ANA\California accepts and encourages manuscripts
and editorials be submitted for publication in the
association’s quarterly newsletter, The Nursing Voice. We
will determine which letters and articles are printed by
the availability of publication space and appropriateness
of the material. When there is space available, ANA\C
members will be given first consideration for publication.
We welcome signed letters of 300 words or less, typed
and double spaced and articles of 1,500 words or less.
Articles printed in The Nursing Voice do not necessarily
reflect the views of ANA\C, its membership, the board of
directors or its staff.

ANA\California’s official publication, ‘The Nursing
Voice’ editorial guidelines and due dates for article
submittal is as follows.

Next Article Submission Deadline
January 14th, 2008 for the March 2008 Edition

1. Manuscripts should be word processed and double-
spaced on one side of 8 1/2 x 11 inch white paper.
Manuscripts should be emailed to Editor at
TheNursingVoice@yahoo.com
a. Manuscripts should include a cover page with

the author’s name, credentials, present position,
address and telephone number. In case of multiple
authors, list the names in order in which they
should appear.

b. The Nursing Voice reserves one-time publication
rights. Articles for reprint will be accepted if
accompanied with written permission.

c. The Nursing Voice reserves the right to edit
manuscripts to meet style and space limitations.

d. Manuscripts may be reviewed by the Editorial
Staff.

e. Articles submitted by members’ of ANA\C will
be given first consideration when there is an
availability of space in the newsletter.

2. Photographs should be of clear quality. Black and
white photographs are preferred but not required.
Write the correct name(s) on the back of each photo.
Photographs will be returned if accompanied by a
self-addressed, stamped envelope. Mail photographs
to: Samantha Hunter, Editor, The Nursing Voice c/o
ANA\California, 1121 L Street Suite 409, Sacramento
CA 95814.

3. E-mail all narrative to TheNursingVoice@yahoo.com
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Executive Director ANA\C

Honorable Tricia Hunter, RN, MN

The legislative session has
ended and we are still awaiting
health care reform. It is October
and the legislature has been called
by Governor Swartzenegger but so
far nothing has been proposed by
the legislature. The Governor has
released his proposal and there
has been much public support in
printed media and on television.
ANA\C has attended information
hearings, provided testimony and
participated in phone conferences
as an interested party. We applaud
the efforts of the Governor to push
California to provide universal
health care. We recognize that no
one is going to get everything they
want but passing a package that provides healthcare for all
Californians’ is a major step. To date only very small states
have passed universal health care. If a state as large as
California can pass health reform then we can be a model
for the rest of the nation.

The legislature returns in January for the second
year of the two year session. Everyone is gearing up for
elections. All 80 seats of the State Assembly are up for
election and 20 of the Senate seats are up for election. All
the Congressional seats will be up for and election and we
will have a Presidential election as well. For the first time
California will hold two primaries, a Presidential primary
in February and a regular primary for everyone else in
June. In our next edition of the Nursing Voice we hope to
highlight nurses who are involved in different Presidential
campaigns. If you are involved we would love to hear from
you!

The ANAC held its biannual General Assembly the
first week in October. The agenda included a major bylaw

Honorable T ricia
Hunter, RN, MN
Executive Director
ANA\C

revision to reflect the new structure of the ANA\C Board.
The 2005 General Assembly had given the ANA\C Board
permission to develop and implement the proposed new
structure. For the last two years the board has developed
the job descriptions, updated policy and procedure,
restructured our financial reports and developed the
working model that was passed by the membership this
October! The General Assembly also passed resolutions
relating to nursing mentorship, education and practice.
These resolutions are what establish the policy for the
ANA\C legislative and advocacy agenda.

The Golden State Nursing Foundation held a board
meeting on Friday and their annual auction on Saturday
night. The auction included numerous new and old
items such as Cherry Ames books and a “real” Florence
Nightingale lamp. The attendees decided to all chip in and
“bid” on the lamp that was donated to the future nursing
museum.

The GSNF held an ANA\C Disaster Task Force
meeting in July. The task force has come a long way in
identifying the needs for providing identified trained
health care professionals for a disaster. The task force
reviewed the data that has been collected to date and
worked on tightening up the project goals. Myrna Allen,
RN MS is leading the task force with Barbara Hanna and
Kristine Warner, developing the final proposal. So much
has happened in the state and nation around the issues of
having an appropriate health care volunteer team. ANA
has released for comment a white paper on health care
services in a disaster. IF you wish to comment on this draft
please visit the ANA website.

There have been three hearings, held by the Board of
Registered Nursing and the California Medical Board,
about who can provide clients with aesthetic procedures.
Many nurses are functioning in this field including nurses
who are in private practice. ANA\C is putting together a
task force to develop a position paper on the practice
for our General Assembly and ultimately to take to the
American Nurses Association House of Delegates. These

position papers helps ANA and ANA\C lobbyists provide
testimony and advocacy that reflect the membership.
There is a detailed article on these hearings in this paper.
If this is your area of practice please notify the office and
we will add you to the task force!
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Members in the News

Three ANA\C Members Nominated
for the 2007 NurseWeek Nursing
Excellence Awards

California Region
Community Service
Elissa Brown, MSN, APRN, BC, CNS

Brown, a clinical nurse specialist in mental health with
the VA Greater Los Angeles Healthcare System, is active
at the local, state, and national levels to improve care of the
mentally ill. She has taken leadership roles with numerous
professional groups and helped develop state guidelines
for care of patients with Alzheimer’s disease. Brown
advocates an interdisciplinary approach for prevention
and management of suicidal and violent behavior using
evidence-based protocols. She also coordinates a weekly
Geropsychiatry New Case Clinic for patients 65 and older
with symptoms of depression, psychoses, and dementia.

Mentoring
Joanne Kingsbury, RNC, MBA

Kingsbury has a knack for guiding and inspiring
nursing students toward career goals and leadership roles
in the profession. Although taking a new job in January as
director of management support services at Long Beach
Memorial Medical Center, Kingsbury has dedicated
weekends and off-work hours to remain mentor to the
California Nursing Students’ Association (CNSA) and its
10-member board of directors. She gives priority to board
member emails and phone calls and has even missed work
to attend CNSA meetings and conferences to help students
with personal and professional issues.

Teaching
Christiana F. Lassen, RN—BC, MS, CRRN

Lassen, assistant director of nursing education at Rancho
Los Amigos National Rehabilitation Center in Downey,
takes an interdisciplinary approach to teaching courses
that range from wound care to disaster preparedness. She
promotes continuing education and prepares RNs for an
annual certification exam in rehab nursing. Lassen, an
enthusiastic motivator, acts as faculty liaison for affiliated
nursing schools, assisting students with skills needed for
working in the rehab environment, where she has spent
more than 15 years of a 40-year nursing career.

Excerpts taken from John Leighty (who is a freelance
writer for NurseWeek) articles.

Nursing Excellence Awards Gala

The 2007 NurseWeek Nursing Excellence Awards
gala, held Sept. 28 at the Hilton Orange County/Costa
Mesa during the week of the Harvest Moon, yielded an
exceptional crop of achievements. In the words of keynote
speaker Susan Odegaard Turner, RN, MN, MBA, PhD, the
statewide nursing officer for the California Prison Health
Care Receivership Corp., the winning nurses all sowed
the seeds for success by displaying the characteristics of
nurse-champions. Turner inspired the audience by sharing
these characteristics, which included courage and a stick-
to-it attitude.

Judith L. Papenhausen, RN, PhD, director of the
California State University San Marcos School of Nursing,
was also honored for exemplifying these nurse-champion
qualities when she received the Diane F. Cooper Lifetime
Achievement Award. The nursing community regards
Papenhausen, the founding faculty member of the school,
as an inventive leader with the remarkable ability to turn
her visions into reality.

How the winners were chosen

NurseWeek’s Excellence Awards recognize
extraordinary contributions nurses make to their
patients, each other, and the profession. Nominators
submitted information about nurses’ professional roles,
their contributions to the nursing profession in general,
and specific examples that demonstrate the candidates’
excellence in a chosen category. Nominators submitted
information about nurses’ professional roles.

Finalist nominations were blinded and ranked by
regional nursing leaders on the judging panel. Regional
winners in each category will be judged against other
winners from across the country, with overall Nurse of the
Year winners in each category to be announced at the end
of the year. Finalist nominations were blinded and ranked
by regional nursing leaders on the judging panel. Regional
winners in each category will be judged against other
winners from across the country.

Johnson and Johnson’s commitment to nursing

The Johnson & Johnson Campaign for Nursing’s Future
is the national sponsor of the 2007 NurseWeek Excellence
Awards. Johnson & Johnson is trying to bring attention
to the severe shortage of faculty in our nation’s nursing
schools, and the company launched a faculty scholarship

Letter to the Editor

August 31, 2007

Re: Letter to the editor: One Nurses Response to
Superintendent O’Connell Sells Out Nurses in California.

I read with interest the article about Superintendent
O’Connell selling out Nurses in the State of California and
find the problem much deeper.

As a Nurse, who has practiced solely in this state for
over twenty years in a variety of rolls and a mother of four
children who are attending, or have attended school in the
Capistrano Unified School District within California’s
School District, I feel that the school districts sold nurses
out a long time ago!

Correcting each of my children repeatedly and
consistently from calling some tech, or mother at their
schools “nurse” whenever they have had the occasion to
visit a school office injured, ill or requiring medication, I
am reminded that we nurses haven’t seen the depth of this
problem.

Our children are being educated that anybody
can be called a nurse! Furthermore, that nurses are
superfluous and can be replaced by any uneducated and
unprofessional person that the school district may deem
appropriate!

This concept has eroded nurses not only in the minds of
students, but teachers as well!

Asked to come to school to teach in one of my children’s
algebra classes as a parent who has utilized algebra in my
profession, the teacher and students were frankly amazed
to understand that nurses can and do perform Dopamine
drip calculations!

These same children, however, stated that even though
nurses should be respected, they are not, thus it is better
to become a physician, or paramedic, or other male
dominated health care professional.

While the teacher complemented me on being an
excellent teacher for not giving these students the answers
to the drip rate problems I had laid out on the blackboard
for them, but allowing them to figure it out for themselves
solving pounds to kilograms, grams to micrograms
and eventually arriving at a drip rate, I left feeling
disappointed.

It is societies devaluation of nurses that is the problem
and nurses must act on this beginning with our children!

Sincerely,

Sherri, RN

fund to help qualified RNs obtain the advanced education
needed to transition into teaching.

To honor the effort of Johnson & Johnson’s Campaign
for Nursing’s Future, NurseWeek will donate $5,000
to the campaign’s faculty scholarship fund, which is
administrated by the Foundation of the National Student
Nurses’ Association. This donation will be made in the
name of the national winner in the teaching category of the
NurseWeek Excellence Awards.

Advancing and Leading the Profession: RNs who have
made contributions that have advanced, strengthened,
and showed evidence of leading nursing as a profession.

Teaching

Christiana F. Lassen, RN—BC, MS, CRRN, has a
passion for motivating and guiding nurses toward choosing
work in rehabilitation, which she calls an “undiscovered
jewel” in specialty patient care.

“Rehabilitation is very exciting and challenging,” says
Lassen, assistant director of nursing education at Rancho
Los Amigos National Rehabilitation Center in Downey,
where she has spent the last 18 years of a 42-year career. “It
gives nurses an opportunity to prepare medically complex
patients on managing care for the rest of their lives.”

As faculty liaison for affiliated nursing schools, Lassen
has developed a student rotation program that focuses on
special skills needed for working with rehab patients. New
nurses are oriented to an interdisciplinary team approach
to care that includes teaching patient safety components for
custodians, transporters, and other support personnel.

Lassen also mentors nurses, prepares RNs for
certification in rehab nursing, and creates local educational
events for the Association of Rehabilitation Nurses.

(" ANA and ANA\C )
File Suit Against
CDE cont’

\

(Continued from page 1)

W,

on every school campus,” said ANA\California Executive
Director Tricia Hunter, MN, RN. “Unfortunately this
settlement rewards schools that have chosen to lay off
the school nurse. This settlement has put the nurses in an
untenable situation. We do not agree that unlicensed, non-
health care personnel should be giving insulin to children”.

This California Board of Education decision is at
odds with state law regarding the functions performed
by unlicensed personnel. The Nursing Practice Act
provides in Business and Professional Code 2732 that
“No person shall engage in the practice of nursing, as
defined in Section 2725, without holding a license which
is in an active status issued under this chapter except as
otherwise provided in this act.” Further, the Code provides
in section 2725 that the practice of nursing encompasses
treatment protocols that “require a substantial amount of
scientific knowledge or technical skill...” such as “direct
and indirect patient care services, including, but not
limited to, the administration of medications...” ANA
asserts that the complex diagnostics that occur in the
administration of insulin shots fall under the category of
“scientific knowledge and technical skills” and should
not be discounted. “It is not just a matter of giving an
injection,” stated ANA CEO Linda J. Stierle, MSN, RN,
CNAA, BC, “because the registered nurse engages in an
evaluation of the student’s health and needs both before
and after administering insulin. Mistakes can have grave
consequences.”

Until this issue is resolved, ANA calls upon
the Superintendent of Public Instruction to ensure
that medications are administered only by persons
legally authorized to do so, pursuant to California
law. More information on ANA’s position on school
nursing is available at: http://www.nursingworld.org/
MainMenuCategories/HealthcareandPolicylssues/
ANAPositionStatements/practice/
SafeHighQualityHealthCarePreKThrough12.aspx
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Announcements

AfterCollege Partners with the American Nurses
Association California to Provide Exclusive Job
Opportunities for Experienced Nurses

New Partnership Offers Employers Unparalleled Access to Largest
Population of Nurses in California

October 9th, 2007—San Francisco—AfterCollege, Inc., the nation’s largest career
network specializing in recruitment at the college level, today announced a partnership
with the American Nurses Association California (ANA\C), the primary nursing
association for professional nurses in the state of California. This announcement
represents AfterCollege’s entry into the professional nurse recruitment space.

AfterCollege will be the exclusive provider of the ANA\C job site, using its patented
technology to create a Job Resource Center for the association to target relevant nursing
jobs to experienced nurses. The site will be specifically tailored to ANA\C members,
actively addressing their job search needs. The site also enables hospitals to target their
job opportunities directly to ANA\C members, making recruiting campaigns much more
time- and cost-effective.

The addition of such an extensive and recognized nursing association to the
AfterCollege network means that both nursing students and experienced nurses registered
as AfterCollege users will have greater resources available to them throughout their
careers. By creating and fostering a relationship with ANA\C, AfterCollege offers both
employers and jobseekers access to the information needed to make optimal career and
hiring decisions.

“We are extremely excited about our partnership with AfterCollege and the many
job opportunities it brings to our members” says Louise Timmer, President of ANA\C.
“Everything from the ease of use of their services, to the highly reputable employers they
work with made AfterCollege the obvious choice to host the ANA\C job site.”

“The addition of ANA\C to our network of partners will be beneficial for both
AfterCollege and the association”, says Marc Dee, Director of University Relations.
“We look forward to offering career resources to ANA\C members, as well as a group of
highly qualified candidate pool to our healthcare employers”.

CI’RESIDENTS PEN: ASI SEEIT...

(Continued from page 1)

problems in their work environment, and advance their professional development. This is the
responsibility of ANA and all of the state member associations, including ANA\C. ANA was
established in 1904 by the nation’s nurses to protect the scope of nursing practice, to advance
the profession of nursing, to protect all RNs in their work environments, and to safeguard the
general and economic welfare of nurses.

Membership provides Political Solidarity and Power... Dues Pay Expenses for RNs to
help other RNs in California

Slowly but surely, nurses are renewing their membership in ANA. The reestablishment
of ANA in California started in 1996. It has been 11 years and with the ANA\C newspaper,
RNs are discovering that ANA is back in the state. ANA\C is quickly reestablishing former
relationships with the nursing specialty organizations and collaborating with them to craft
legislation and remedy problems that affect their scope of practice in California. ANA\C has
three very active RN lobbyists who have very positive and respected working relationships
with the legislators and Governor. The office is contacted on a regular basis to seek advice
and information on issues that affect nursing education, nursing practice and health care. The
ANA\C office is located directly across from the state Capitol and the Executive Director,
President, and lobbyists can be accessed within minutes by the legislators and Governor.

If all 387,000 RNs belonged to ANA...

It is crucial that have all 387,000 RNs join ANA\C. The office needs to know which RNs
are available for information, to testify, to help with the work of the association, and to be
appointed as a member of the state and national task forces, committees and commissions
that address nursing education, nursing practice and health care. The dues provide the money
for the members to attend the meetings around the state and across the country. Dues also
help support the CE programs, press releases, and research endeavors. Dues support the
nursing documentaries that inform the public about the issues and problems existing in the
work environments. Dues support the efforts of the California Nursing Outcomes Coalition
(CalNOC) to study the outcomes of nursing care in hospitals. Dues support studies to evaluate
the innovative strategies used to prepare nursing students to meet the future needs of health
care.

Dues make Money available for all RNs in California...

The amount of money available to ANA\C for the needs of nursing education and practice
is determined by the number of RNs in California who belong to ANA. Of the yearly dues,
50% is returned to ANA\C to support activities and projects in the state. If all 387,000 RNs
belong to ANA, the state association would receive several million dollars every year to assist
RNs in California and dues would decrease making ANA very affordable. In addition, the
nursing programs graduate 9,000 RNs every year. ANA membership should increase by 9,000
new members each year from California. The dues are tax deductible and the small amount
each year gives all RNs immeasurable protection for their scope of practice, professional
advancement, the quality of the work environment, and economic welfare throughout their
nursing career.

If any RN has a problem, need or concern related to the work environment, scope of
practice, professional development, general and economic welfare, please contact the office
by phone: 916-447-0225 or email: www.anacalifornia.org. A response will be returned in a
timely manner. Every nurse is valued by ANA\C and the office is open everyday to answer your
questions and requests.

Become a Leader in Your
Professional Organization

Become a leader in the professional organization that represents all California nurses
no matter scope of practice by running for office in the 2009-2011 election.

By deciding to run for an ANA\C elected position, you make a choice to invest in your
future and the future of health care. ANA\C leaders have the capacity to influence public
policy, professional nursing standards, and the advancement of the association. As a
leader, you will become a part of the history and tradition of ANA\C and ANA—forging
the way for the health care system of the future and ensuring that nurses remain essential
providers in all practice settings. You will help ANA\C and the nursing profession remain
strong and united.

The benefits of being an ANA\C leader can be both personal and professional, and can
provide you with skills that can be applied to many areas of your life. Here are just a few
to think about;

e Increase your opportunities to mentor, to be mentored, to gain peer recognition, to

share your expertise and ideas.

e Enhance your development as an individual and as a professional through

strengthened communication and organizational skills.

e Be on the cutting edge of a new and better health care for the American public.

e Develop marketable campaign skills while articulating your views, engaging with a

diverse membership and speaking publicly.

Any current ANA\C member, who does not concurrently serve in a leadership position
of another professional organization if such participation might result in a conflict of
interest with ANA\C, meets the criteria to run for an elected position. ANA\C expects the
best from its leaders just as you have the right to expect the best from your association.
As an association leader, you will:

e provide strategic directions for the association through participation in meetings,
conference calls and electronic communications.
prepare for each meeting and conference call by reviewing materials ahead of time.
review mailings and respond to items requiring action between meetings.
be available to serve on subcommittees.
attend meetings of other health care organizations or organizational units as a
representative of your structural unit.

e present reports or serve as a spokesperson for media-related activities.

Your time commitment to the association will depend upon the position to which you
are elected. You may need to request your employer’s support for the time commitment
you make. Most employers will view your leadership role as a benefit to them—through
your increased knowledge and distinction as an ANA\C leader.

ANA\C Board of Directors

The Board of Directors (BOD) is the corporate body of ANAC composed of
four officers (President, Vice-President, Secretary and Treasurer) and five directors
elected by the general membership. Refer to ANA\C bylaws, Article VII for a complete
description of the responsibilities of the Board of Directors. Bylaws are available at www.
anacalifornia.org or through the office at 916-447-0225.

Duties of Officers

The President of ANA\C shall serve as the Official representative of the association
and its spokesperson on matters of association policy and position; as the chairperson of
the General Assembly, the Board of Directors and the Executive Committee of the Board;
an ex-officio member of all committees except the Ballot Committee; and a delegate to
the House of Delegates of ANA.

The Vice-President shall assume duties of the President in the President’s absence and
shall oversee any necessary review of bylaws, strategic pathways, and Organizational
Process and Appeals. The Vice-President shall also oversee planning and preparation
for the General Assembly including Awards, Reference and Bylaws activities at the
Assembly.

The Secretary shall be responsible for ensuring that all records are maintained from
the meeting of the General Assembly and the BOD, and notifying members and chapters
of meetings of the General Assembly.

The Treasurer shall be responsible for supervising the fiscal affairs of the association
and providing reports and interpretations of the financial condition of ANA\C to the
membership, General Assembly and the BOD.

Director, Nursing Practice shall focus on understanding, interpreting, and advocating
for legislative, regulatory, and policy issues regarding nursing practice.

Director, Nursing Education shall focus on understanding, interpreting, and advocating
for legislative, regulatory, and policy issues regarding nursing education.

Director, Health Issues shall focus on understanding, interpreting and advocating for
legislative, regulatory and policy issues relating to health.

Director, Membership and Communications shall focus on membership recruitment,
retention, and resources. This director’s responsibilities will include oversight of the
newsletter, website, list-serves (Yahoo groups), archives, chapter development, and public
relations

Director, At-Large shall focus on assisting with transition to the new reorganization
structure and function.

Contact ANA\C if you have further questions or if you would like to receive the
necessary documents for the 2009-2001 elections. Deadline for completed consent to
serve packets is November 1, 2008.
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Nursing Education

National Council of State Boards of Nursing
Chicago, Ill August 7-10, 2008

Every year the National Council of State Boards of
Nursing has a delegate meeting. Each state board with a
contract for the licensing examination for Registered
Nurses and Licensed Vocational/Practical Nurses has two
delegates. The Delegates vote on issues such as model
practice acts, regulatory policy and who can be a member.

Medicine Aide and APRN Board

The two big issues this year were whether licensing
boards for advanced practice could be members of the
Delegate body and a model curriculum for medical
assistants. The Delegate body was also given reports on
research being done about nursing regulation and statistics
about licensure.

Two states have had separate boards for advanced
practice. Illinois, whose board is an advisory board has
combined the APRNs (Advanced Practice Registered
Nurse) with the RN advisory board; Nebraska is the only
state that still has a separate APRN board. The purpose
of the NCSBN is to develop and contract for a licensing
examination. There is much concern about adding
members to the Delegate body who do not contract for
the examination but yet would have a vote on the contract,
examination plan and development. Many of us believe this
would be setting a bad precedent. The Delegates accepted
an amendment that is interpreted to give them the authority
of vote on admittance of such a board. No action was taken
at this meeting.

There are three types of boards in the United States.
They are either totally independent (North Carolina is
an example), under an umbrella department (California
with the Department of Consumer Affairs), or advisory
(Hawaii). Many of us believe that opening the membership
to any group that is not responsible for the licensing
examination would open up the Council to a challenge as
to whether the member could be the Departments instead
of the Nursing Board or Advisory Committee.

The second major issue was the Medication Aide. The
Delegate body directed the board to develop a model
curriculum a year ago. The step the council is taking
legitimizes the “medication aide”” which many of us believe
is an unsafe delegation of nursing practice. The real agenda
is to create an examination that would be administered by
the council and therefore raise money.

The NCSBN is self sustaining. They are frequently
looking for ways to increase funding which sometimes
takes them down a path that is not always the best for the
council or the consumer. Many of us believe the medication
aide is an example of this.

Administration of NCLEX in Foreign Countries (2006)

The NCSBN started giving NCLEX examinations
overseas a couple of years ago. To be eligible to take the
examination in another country the applicant must apply to
a state board and be approved for licensure. The majority

of foreign nurses apply for licensure through the states of
California (3915), New York (3028), New Mexico (1853)

and Vermont (1908). All other states admitted less than
500 foreign nurses. There were a total of 13,640 nurses
that took the NCLEX in a foreign county.

The foreign nurses who applied to California primarily
took the examination in Hong Kong (2803) and London
(559). The foreign nurses who came into New York took
the examination in Southern Korea (2586) which was
closed due to problems with the security of the test and in
Hong Kong (144). The majority of nurses coming to New
Mexico took the examination in London (753) and in Hong
Kong (654) and India (121). India (634), London (301),
and Hong Kong (763) were the choice of nurses going to
Vermont.

The foreign nurses who are taking advantage of taking
the NCLEX examination in foreign countries come
primarily from the Philippines (6696) who chose to take
the test in Hong Kong and London. Since the Philippines
have been approved to be a testing site most of these nurses
will probably be staying home in the future. South Korea
(2597) had the second largest group of nurses wishing
to take the NCLEX. Since the South Korea site has been
closed these nurses will have to take the test elsewhere in
the near future. Taiwan (225) was the next largest group
of immigrants with most of these nurses going to Hong
Kong or Taiwan to take the test. The next largest group of
potential immigrants was from the United Kingdom with
the nurses taking the test in their home country (181).

The pass rates for the different test sites varied with the
highest pass rate being in India at 83% (593). The nurses
from Hong Kong passed the test at 64% (5734); from the
United Kingdom (2014) 50%, and South Korea (2692)
60%.

NCLEX Examination in the United States (2006)

The overall volume of candidates for nursing taking the
exams was higher for both the NCLEX-RN (an increase of
14.3%) and NCLEX-PN (an increase of 8.3%).

NCLEX-RN
e 177,029 candidates took the RN Examination
e 110,712 U.S. educated candidates took the
examination for the first time
e The overall passing rate was 73.8%
e The average time to take the examination was 2.45
hours

NCLEX-PN

e 70,822 candidates took the Vocational/Practical
Nursing Examination

e 56,946 U.S. educated candidates
examination for the first time

e The overall passing rate was 78.8%

* The average time to take the examination was 2.14
hours

took the

Transition Report

In 2006, the Practice, Regulation and Education
Committee of the NCSBN, was charged with developing
an evidence-based model(s) for transitioning new nurses
to practice. A driving force in looking at these issues was
the change in how the examination is administered and the
decrease in time the interim permit nurse has under the

supervision of another registered nurse. It used to take up
to six months for a nurse to get their permanent license as
an RN or LVN. During this time they worked under the
license of a registered nurse. Today a nurse can receive her
license within a month of graduation and is put in a “real”
position immediately.

The research done by the NCSBN indicated that the
orientation programs varied widely across the country and
that LVNs were assigned to patient care for patients earlier
than RN’s and the loads were heavier. Additionally, more
RNs than LVNs participated in internships/externships,
Preceptor-ships and mentorships, along with orientation.
A 2007 NCSBN study addressed clinical competence
and safe nursing practice errors and risk for practice
breakdown. The findings indicated that the first three
months of practice new nurses who had primary preceptors
practiced at higher competency levels. There was a
significant relationship between decreased competence
and increased numbers o f practice issues. There was a
significant relationship between the number of practice
errors and the amount of stress reported by the new
nurses. Stress was defined by the new nurse as feeling
overwhelmed by care responsibilities, feeling expectations
were unrealistic, and feeling they were going to harm the
client due to inexperience.

The NCSBN is considering a transition regulatory
model for six to 12 months in length, based on the
evidence. Some of the premises for this model are:

* Failure of transition new nurses to practice is a public

safety issue

» Transition is facilitated by a preceptor

e A transition program can improve practice, decrease

errors and prevent harm

e A transition program can improve nurse retention

Faculty Shortage Survey 2007

The NCSBN conducted a survey to determine the extent
of the faculty shortage in their jurisdictions and the actions
they are taking to limit the adverse effects of the faculty
shortage. A total of 36 Boards of Nursing replied with 20
of these stating they had faculty shortages and 12 saying
they had a bad shortage. No state said they did not have a
shortage and no state reported a severe shortage.

The most common action taken to assist educators was
to waive faculty qualifications. Most of the boards reported
they did not have rules that limit the use of preceptors. Few
boards had rules about the use of simulation (five allow its
use instead of clinical experience and six did not). Of those
boards addressing the percent of simulation to be used in
lieu of clinical experience those percents ranged from 15
to 30 percent. Faculty salaries were a common problem.
Simulation Experience Clinical versus Bed Side
Clinical Experience

A randomized controlled study with repeated measures
pre and post simulations/clinical was done by the NCSBN
to compare the effects of clinical experiences of simulation
alone and in combination with clinical on knowledge, and
the impact on acquisition/retention, self-confidence, and
clinical performance. The first phase of the data collection
was completed and an interim analysis was performed.
The second phase is in progress and a final report will be
available by the end of the year.

A statistically significant knowledge loss occurred after
a 2-week period despite the simulation/clinical experiences.
The student’s confidence in taking care of critically ill
patients was significantly increased after the clinical

(Continued on page 7
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simulation experiences. Students with the combination
of simulation and clinical had the highest increase of
confidence level. The students with more confidence had
less patient care incidents, as defined in the study.

The study indicates that simulation clinical is not a
substitute for hands on clinical. The level or retention
and confidence, therefore less patient incidents, were
significantly decreased related to the clinical experience.

A Study of Recidivism and Discipline

The potential of a nurse repeating an offense after
probation or entry into a board sponsored program
increased significantly if the nurse had a legal history
before they became a nurse. If a nurse changed employment
during probation the chances of repeat offending increased
significantly and if you are younger or male your chances
of repeat offending are significantly greater.

Continued Competence Report

The NCSBN still continues to struggle with their role
in defining continued competence. A survey was done in
2005 of the 58 jurisdictions. 28 states require continuing
education, four states require practice hours, six states
have a combination requirement of continuing education
and practice hours and nine states provided licensure with
various options such as peer review and reflective practice.
After reviewing the literature and examining specialty
nursing the committee believed that core competencies
across specialties could be defined.

The 2006-2007 Continued Competence Advisory
Panel has continued to address the following charges from
the NCSBN Delegate body: develop a content outline for
continued competence assessments; conduct preliminary
feasibility studies for continued competence assessments;
continue to develop and implement a communication
plan on continued competence; continue development of a
continued competence regulatory model that can be used
by Member Boards to assure the continued competence of
the nurse.

The six major content areas for LVN continued
competence were identified as: provisions of care (40%),
legal/ethical responsibly (15%), communication (15%) inter/
interdisciplinary collaboration (10%) and safety (20%).
The six components for RN continued competence were
identified as clinical judgment in provisions of care (29%),
professional responsibilities (20%) communication (8%),
inter/interdisciplinary collaboration (9%), supervision/
management (6%), and safety (28%).

The next step is to develop a tool and test the assessment
tool.

This is an issue professional nursing must monitor.
Competence can be measured many ways and both
Medicine and Nursing have developed certification
specialty examinations and a process to renew that
certification that keeps this out of legislation. Legislation
never keeps up with practice. What is part of nursing today
will not be in five years. Continued competency should
be the purview of the professional association not the
regulatory body. We should not support a method to raise
money through another examination or review process for
the NCSBN.

An Insider’s View: The Value Of Support Groups
To Facilitate The Teacher/Student DYAD

by Diane Alvy RN, LMFT and J. A. Norton CNA, HHA,
& Mary Rodriguez S.N.

Without teachers, there would be no students. Without
students, the nursing shortage worsens. Teachers are
entrusted with an important job: they are asked to convey
their skills and knowledge to students under stress, who
are attempting to rapidly receive, integrate and translate
the information into good safe nursing. According to the
2005-2006 nursing survey, the second highest reason why
students drop out of nursing school is due to their failure
to quickly and competently translate the knowledge they
gain from lecture and study into their performance on the
nursing floor.

The need to quickly adapt and find a continual balance
between the rapid-paced lecture classes, the increasingly
demanding nursing floor competencies and continual home
life demands results in the likely development of stress
overload, occurring continuously from three directions.
Just as the student adapts to one rotation and set of clinical
rules and teacher-student relationships, the rotation
setting ends and shifts to a different clinical setting,
sometimes even a different hospital entirely. Each setting
has a completely different set of rules, a different culture
and a set of unspoken expectations and assumptions. The
teachers leave, just as a possible rapport was beginning
to build. The topic of study and the expected level of
competency increases significantly with every rotation
change.

The student’s family members remain “on hold”
indefinitely, and they are, in many cases, not understanding
why the student is anxious or stressed; so, when most
families are greatly needed as a support system, the
family has probably already been stretched to the limit for
years, waiting for the end of the nursing school process.
Significant others can be increasingly impatient and less
supportive, simply wanting all family member back into
the normal family structure without delay. While the
student seeks to regain equilibrium at home, they are
also coping with any internal doubts about their fledgling
nursing abilities, as well as struggling with the stress of
being “outsiders” on the nursing floor. Sometimes students
voice the feeling that they are treated like unwanted or
unwelcome visitors, in the way of the hospital staff.

Nursing school brings all students into contact with
what they are truly ‘made’ of, which is why the nursing
student requires support. Providing psychological support
to students is where the teacher’s job is expanded beyond
its scope and purpose. Furthermore, students experiencing
stress do not want to ‘rock the boat’ or appear weak; more
importantly, they do not want to go to their teacher for
emotional support. Fear of failing lies below the surface
for most, if not all, students.

In some cases the stress ‘freezes’ what likely is an
excellent candidate from translating book knowledge into
the clinical setting. Not only is the nursing student at risk
in this situation, but the license of the nursing instructor is
also at risk, as well as the safety of the patient. If licensed
nurses make significantly more mistakes when they are
over-stressed and exhausted from long shifts or unbalanced
patient ratios, what happens to the clinical competence
of inexperienced and frightened nursing students who
typically can barely sleep the night before clinical. They
are up late researching their patients, preparing for a
focused day on the floor, at the expense of their need for
rest.

Research indicates nursing school is stressful and

there are few places which allow the release of tension.
Providing support groups within all pre-licensing programs
by a neutral party helps ease the stress which comes with
learning new skills, facing ill patients and transitioning
from novice to professional. New admission policies
which require higher academic standards will help the
attrition rates to a certain degree, but do not address the
stress levels which cause many good candidates to leave.
In many cases, the higher the entry level competencies and
initial GPA, the higher the initial stress and performance-
driven attitude of the student—the student who is the type
A personality is accustomed to pushing for performance
and not asking for help.

Providing support groups benefits teachers. When
students are less stressed, they are better able to concentrate
and learn. They see themselves and their situation in
perspective. Students in groups where psychological issues
are discussed learn how to navigate anxiety, improve
communication and assert themselves. These three skills
are the measurable markers of success that the clinical
instructor looks for to prove that the nursing student has
demonstrated improvement and competence on the nursing
floor while delivering complete patient care. These groups
also provide a place in which students begin to transform
themselves into a professional role, one which emanates
excellence and pride; a place where little successes are
acknowledged and mistakes are considered fertile ground
for learning.

Many milestones occur during a nurses training
that quietly go unnoticed. The first time a student is
‘signed off” for safely giving an injection is an important
accomplishment. Ask any licensed RN to recall their first
time giving an injection—most will vividly recount the
experience in minute detail. It’s a snapshot in time that
never gets a ‘bravo’. It is an important time of success ...
a transitional moment. Acknowledging the triumphs of the
nursing student as they occur, will help the student feel
pride about their decision joining nursing, and it brings
them closer to their peers and future colleagues.

Support groups send a message to our students that they
are valued. Reasons most commonly given by nurses that
leave the profession is that they ‘don’t feel valued’. Let us
address our student’s needs early and show them that they
do matter and that they are valuable, by providing them
with support throughout their journey from eager novice to
competent professional.

Diane Alvy is a member of the Educational Task
Force of the ANA/C. She has recently authored a
resolution favoring support groups within all pre-licensing
nursing programs. For more information regarding and
implementing support groups call 323.304.9771. For a
copy of the resolution, please send an email with the word
RESOLUTION in the subject line, to: dalvy@earthlink.net

J.A. Norton has a private practice in Santa Monica,
California focused on integrating breathing and
visualization techniques to improve goal-accomplishment
and stress-reduction for medical and nursing professionals.
janiceanorton@yahoo.com

Mary Rodriguez is a student nurse. She attends a local
community college and plans on graduating June 2008.
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Board of Registered Nursing and California
Medical Board Hold Hearings on Who Can
Provide ‘“Aesthetic’ Procedures

Have you heard the term “aesthetic nurse” or “aesthetic
technician”? The California Board of Registered Nursing
(BRN) and California Medical Board (CMB) held three
hearings on the practice of aesthetic procedures and who
is doing them! The Federal Drug Administration passed
regulations in 2006 defining the laser or intense light
pulse devices as being a medical device and requiring
a license to be purchased. This requirement spurred
introduction of legislation to define the training to provide
the procedure and who was authorized to do the procedure.
The legislation was modified to require hearings to make
recommendations to the legislature.

Legislation (SB 1423) was signed into law at the end
of 2006 requiring the California Medical Board (CMB)
to hold hearings with the Board of Nursing (BRN) and
in consultation with the Physician Assistant Committee
and others of interest in the field, to review issues and
problems surrounding the use of laser or intense light pulse
devices for elective cosmetic procedures by physicians and
surgeons, nurses, and physician assistants. The legislation
required the CMB and BRN to determine whether
regulations or legislation should be passed to address the
following issues:

e The appropriate level of physician supervision

needed

e The appropriate

competency

¢ Guidelines for standardized procedures and protocols

that address at a minimum, all of the following:

° Patient selection
Patient education,
consent
Use of topical agents

level of training to ensure

o

instruction, and informed

o

Other State Law

Washington recognized a nurse’s ability to do hair
removal, tattoo removal, and treat some facial maladies but
required supervision for the laser procedures. Oklahoma
stated that laser has been deemed that light amplification
by stimulation emission of radiation (laser) is within the
scope of practice of medicine and surgery. It is within the
scope of practice of nurses to perform laser hair removal if
certain criteria are met such as under the supervision of a
physician. Even advanced practice nurses with prescriptive
authority are prevented from ordering laser treatment.
Ordering is based upon a medical evaluation.

Arizona stated “it is within the Scope of Practice
of a Registered Nurse (RN) to perform dermatological
procedures under the supervision of a licensed care
provider who possesses specific knowledge, skills and
abilities in dermatological procedures, such as the
following, on the appropriate client population. Procedures
include: Visual sclerotherapy, Laser therapy for cutaneous
procedures, Botox injections for cosmetic purposes,
Microdermabrasion, Chemical peels, Dermal fillers,
Mesotherapy, and Micropigmentation are within the scope
of practice of the registered nurse under the supervision of
an appropriately trained physician.

Connecticut stated “It was determined by the
Connecticut Attorney General and then reaffirmed by
the Board of Nursing that laser procedures are within the
scope practice of an RN and APRN who have received
the appropriate training, demonstrated skill/competency
and have appropriate resources available to them for
consultation and supervision. Nurses are well within their
scope to administer medications and implement MD/
APRN orders when providing nursing care. APRNs as
stated in the Nurse Practice Act must have a collaborative
agreement with a Physician.”

Hawaii ruled that it was not within the scope of practice
but is reviewing this interpretation at this time. Oregon’s
Board of Nursing is silent but the Medical Board ruled
that laser use was the practice of medicine. Rhode Island
ruled that laser hair removal and Botox were the practice
of medicine and only physicians and advanced practice
nurses may provide the services.

South Carolina law states “RNs may perform laser
hair removal and spider veins if the supervising physician
is immediately available on site and able to respond
to any question or adverse event within 5 minutes; an
assessment is documented by the physician or APRN prior
to treatment; the RN has received specialized training
in the procedure and there’s documentation of ongoing

continuing education; and the facility has written policies
and procedures pertaining to this practice.”

California
In California, state law requires a licensed person
to provide any therapeutic services or treatments to the
public. The Medical Practice Act defines the practice
of medicine in Section 2051 -2052 of the Business and
Professions Code Title 16:
The physician’s and surgeon’s certificate authorizes
the holder to use drugs or devices in or upon human
beings and to serve or penetrate the tissues of human
beings and to use any and all other methods in the
treatment of diseases, injuries, deformities, and other
physical and mental conditions.

Any person who practices or attempts to practice,
or who advertises or holds himself or herself out as
practicing, any system or mode of treating the sick
or afflicted in this state, or who diagnoses, treats,
operates for, or prescribes for any ailment, blemish,
deformity, disease, disfigurement, disorder, injury
or other physical or mental condition of any person,
without having at the of so doing a valid, unrevoked,
or unsuspended certificate as provided in this
chapter, or without being authorized to perform such
act pursuant to a certificate obtained in accordance
with some other provision of law, is guilty of a
misdemeanor.

Numerous court cases have upheld the Medical Practice
Act to mean that unless you have statutory authority (a
bill has been passed by the California Legislature), you
cannot practice any of the actions listed as the practice of
medicine. As recently as 1961 (Margit v. Board of Medical
Examiners, 57 Cal.2d 74, 84(1961), the courts upheld
previous court cases, defining the statutory requirement for
delegation to practice any of the procedures considered the
practice of medicine:

Unless one engaging in the practice of medicine is

licensed under the State Medical Practice Act or

is otherwise authorized to engage in such acts he

is liable for violation of STATUTES which, like

section 2141, prohibit the unlicensed practice of

medicine, and supervision by a duly licensed medical
doctor.

California law clearly requires a licensed professional to
provide these services. There was evidence of unlicensed
personal providing these services but not in California.
Some states have passed laws requiring only physicians to
provide these services.

Hearings

The hearings were held on August 31 in Los Angeles,
September 13 in Sacramento and October 31 in San Diego.
The Boards invited speakers to testify in panels. Each
person who testified was asked to address some or all of
the concerns:

e Patient safety: Who is responsible and what is the
standard of care to ensure patient safety?

e Patient harm: What are the complications
experienced and what are their causes?

e Training and education: Should there be additional
certification or educational requirements for the use
of new technology?

e Physician supervision: What minimum supervision is
needed? Who must provide examination, and what is
the standard of care to ensure patient safety?

* Aftercare and follow-up:

e Patient referral and aggressive advertising techniques:
To what extent does illegal patient referrals and
aggressive advertising play in misleading the public?

e Misrepresentation of persons credentials

* Other practices that may mislead the public

e Public awareness and patient expectation: Are the
patients aware of the risks prior to undergoing
treatment? Do patients have fully informed and
realistic expectations?

e Liability: Who is liable and how are patients to
know?

e Technological trends and other issues related to
patient safety

Business trends that may impact patient safety

e Need to changes to current law, regulations and

enforcement.

The Boards invited interested parties to speak on panels.
The first panel introduced represented the Industry.
Testimony was provided by representatives of the Laser
Industry stating that regulations should be written to
tighten up the practice. Another representative believed
that most of the issues were turf related and financially
related. He did suggest a training program that can be
regulated for all professionals.

The American Nurses Association\California
(ANAXC) testified at all three hearings. Tricia Hunter, MN,
RN, testified in Los Angeles and San Diego and Lydia
Bourne, RN, testified in Sacramento. Hunter’s testimony
included that we believe that there are laws in place
already to deal with the issues of licensed practitioners
and these laws need to be enforced. Specifically for the
registered nurse the process of standardized procedure
that is defined in the Nurse Practice Act, Medical Practice
Act, and Title 22 (Facility Licensing) establishes clear
requirements between a registered nurse, physician, and
administration, when appropriate, through nine steps
that must be met and agreed upon to assure patient safety
and prevent patient harm. The Standardized Procedure,
written in collaboration with a physician, describes the
level of education and training the RN needs to provide the
service. It also describes when a patient should be referred
to a physician and what will be done in an emergency. We
believe the issues addressed by the bill are already clearing
defined for the Registered Nurse

ANA\XC testified that the laws in effect should be
enforced and that ANA\C did not believe the issue was
with the providers but the facilities that they functioning
in. This bill is not related to nursing and therefore there
is not a need for additional legislation or regulation. The
Standardized Procedure meets all the issues described
in this bill. ANA\C also reminded the committee that
the techniques talked about today may not be the same
procedures and techniques we are doing five years from
now. Careful thought would be needed concerning all
legislation and regulations that are so restrictive the law
must be changed every few years.

We suggested they look at the Ambulatory Surgery
Licensing Model and consider licensing facilities.

The California Nurses Association (CNA) testified
that the nurses working in this area need to be regulated.
They stated the board needs to put in regulation the
parameters for the nurse to work in this area.

The California Association of Nurse Practitioners
stated they believed the practice was within their scope
of practice. That the additional education they had
prepared them to do independent practice and that the
laws that existed covered the issues being discussed by
the committee. One of the NPs who testified described her
practice within a plastic surgeons office. She is independent
but resides in the plastic surgeons office and they refer to
each other.

Two associations spoke on behalf of the Physician
Assistants. They stated that they believe their needs to
be regulation in this area but that the laws for Physician
Assistants and the supervision of the physician established
in law was already there for PA Practice. They testified
that the foundation of PA practice is the supervision by
physicians. They have a long time position of supporting
physician supervision and delegation of practice. They
believe the delegation laws that exist now for PA’s should
work for this arena as well. They believe the CPA practice
act, defining supervision, is the model that should be used
for nurses. They are wedded to supervision and delegation
by a physician. They practice with physician supervision
and are happy to do so. Supervision is in person or by
telephone. Competency must be assured by the physician
watching. The laws already require supervision.

The Academy of Dermatology described the need
for direct and onsite physician supervision. They believe
every patient needs to be seen by a physician first. They
stated that nonphysician providers could not assess
abnormal health risks to the procedures. American
Society of Dermatologic Surgeons also spoke and stated
that 65% of patients treated by nonphysician providers
had complications. Both groups provided studies of
“nonphysician” complications. Both provided presentations
that were studies done nationwide and never addressed
whether nurses were involved or not. The most egregious
complications were from spas. It was interesting that the
physicians were very careful not to say nurse or licensed
person. They want to supervise unlicensed personnel. In
California any nurse or physician assistant would have
had their license pulled if any of these cases had happened

(Continued on page 9)
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here. To date no nurse has been disciplined in this area.

The California Society of Plastic Surgeons stated
they believed that these procedures were a part of the
practice of medicine and that many times they were being
done in a nonmedical setting which is inappropriate. They
believe that laws already exist that cover non licensed
personal but they want direct supervision. They want
physician to see patient first and write an order. They want
direct supervision but believe current law provides for this.
They believe the training is the same for physician and
nurses using equipment. Patient’s have a right to know who
is treating them, what training they have and what are the
expectations and complications

The Ca Society of Facial Plastic Surgeons stated
they worked well with PAs and NPs. They also expressed
that you cannot regulate equipment training because
everything is changing so fast. They described the problem
as being nonspecialty physicians being medical directors
for spas. These physicians have no training. They believe
it is very important that a physician evaluate and propose
a treatment plan. They also believe we should enforce
existing law. We do not need additional laws. The Society
also suggested a Patient Bill of Rights for these procedures.
This was a suggestion taken positively by almost all the
groups represented.

Public Testimony was provided by a number of people
including additional nurses and physicians. Nurses spoke
on behalf of the aesthetic nurse association about the
education they described for the nurse in this position and
the certification process they are developing. They believe
patient safety is important and believe the education they
recommend develops a safe quality practitioner.

An attorney spoke and stated that there needed to
be an examination and/ or certification process for all
practitioners, no matter what kind of license they had. She
has seen just as many bad procedures done by doctors as
other providers.

A nurse practitioner described her aesthetic practice.
She was trained by the Dermatologists who hired her.
She has practiced in the field of Aesthetics for seven or
years. She has obtained additional training on her own.
She now works in office of plastic surgeon. She actually
does training and many companies have wanted her to do
one day training. She believed who is doing the training is
important.

A physician addressed the issue of “Ghost Medical
Directors.” There are known medical directors who are
paid to hold the position who are not within the state.
Complaints have been made to the medical board but there
has been no enforcement.

An Emergency Room physician of 25 years described
becoming an aesthetic physician after having a heart
attack. He has been working for five years. He stated that
he had written a letter to the Medical Board about a lay
person who is competing next to him. The California
Medical Board said without a name of a physician they
could not investigate. He stated strongly, we don’t need
more laws, the Medical Board is not enforcing the ones
that exist.

{@}

New magnet hospital

Providence Holy Cross
Medical Center,
Missions Hills, CA
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Let’s Talk Turkey: Putting the Pieces Together

Chris Jordan-Morrow
MS/CNS, MPH/CHES, PHN, RNC
ANA\C Director of Communication/Membership

As the new Board of Director of Communication and
Membership, I would like to take this opportunity to reach
out to all RNs in California and ask that you take a few
minutes to read this article and consider that you might just
learn something new about our Nursing Profession.

Dynamic changes are occurring within the Health
Care System, and in order to keep up with these changes,
nursing leaders have adapted and added new roles
within the nursing profession. It is unfortunate that with
these added roles massive role confusion has become
widespread. Thus the purpose of this article: It’s time to
put the pieces together and make sense of it all.

Rather than utilize the typical algorithm I found humor
in using a turkey to build a bigger picture of how we as
nurse’s can and should work together to move forward.
Let’s call it a puzzle and put all the pieces together for
a perfect fit. It’s time we all stop being turkey’s and
collaborate and function as one group, the way it was
intended to be.

Let’s start with the foundation of nursing. Registered
nurses are our foundation. These are our experts of
clinical practice at the bedside. Nurses are the most trusted
profession. Who else does the public at large trust when
they are at their most vulnerable? Doctors diagnose and
prescribe medicine, but nurses are at the bedside 24/7. We
hear complaints that physicians don’t spend enough time
explaining problems, so who do people turn to: nurses.
When we bring new life into the world; fall ill or have
accidents throughout our life time; or when our loved
ones are leaving this world, who is there standing at the
bedside? You got it, the bedside nurse. Bedside nurses are
invaluable, and they carry a heavy load.

At higher levels of education the registered nurse brings
something more to the table. They do not take away from
the bedside nurse, they add to it. Let’s talk advanced
practice nursing roles. Advanced practice nurses are
mastered prepared nurses with additional education which
brings something fresh and new to nursing. Not to take
away from what the bedside nurse does, but to collaborate
and give a better rounded approach with additional
expertise.

So what is the purpose of the APN? Well, that depends
on what sub-specialty area they are educated in. Nurse
Practitioners have hands on clinical expertise in different
subspecialties. Much like a Physician Assistant, they take
on more of a role in managing their own caseloads of
patients. The Clinical Nurse Specialists acts as a consultant
for problem solving; educator for new practices and new
product; a facilitator between multidisciplinary teams; a
coach/mentor for new nurses; and a researcher of current
practices. The Nurse Midwifery person again is much like
a NP in that they similarly have their own case loads and
care for moms and assist in the delivery of babies. The
Nurse Anesthetist acts as a collaborator with surgeons in
the care of surgery patients. The Nurse Educator teaches;
the Nurse Administrator functions in the operations and
budgets of organizations; the School Nurse and Public

Health Nurses care for our children and the public at large;
and our Psych/Mental Health RNs care for our mental
health. There are other subspecialties that I have not
mentioned, like our Nurse Lobbyists and Pain Management
Specialists, Infusion Nurse Specialists and many more. |
have listed merely a spattering of what each sub-specialty
does. My point is we all serve a different purpose and each
has a unique perspective from which to add to the whole.
The overarching goal is that we work together as a team to
bring about the best possible outcomes for our patients.

Now our nursing leaders have created another role, that
of the Doctorate of Nursing Practice DNP. This role will
be utilized to bridge the gap between research done by
PhD’s and nursing practice. The DNP is yet another role
which could lead to more confusion, however, through
increased communication between all RNs it does not have
to be that way. We are first and foremost a profession of
RNs. We can work together to build and empower each
other in our unique positions. Through collaboration and
communication we will be a dynamic force to deal with.
It’s all about understanding how we fit together and add to
each other’s work.

I appreciate that I have this opportunity to speak out
to all nurses at every level. And I appreciate that we have
professional organizations that continue to develop each
unique sub-specialty area. But most of all, I appreciate
ANA\C who makes it possible for all our subspecialties
to unite under one umbrella of protection. ANAC
continuously is watching our backs at the legislative level.
Our lobbyist’s watch every bill that comes through the
Legislature and makes sure we are taken care of. This
Newsletter is worth its weight in gold if we are able to
communicate and collaborate together in order to bring
our profession to fruition. Our website is another avenue
for communication on what’s going on at the State level
and within our profession.

We need to keep in mind that not everyone can fill the
shoes of each different area in nursing. “We are Big”! If
we all work together we will be one strong and powerful
voice to be reckoned with. Not everyone has the energy
or motivation to volunteer to be involved in ANA\C, but
everyone who is a Registered Nurse should belong and
support this organization and everything it does for us.

My message to you: through understanding of how our
different roles function and work together; through open
communication and collaboration; through appreciating
our differences and uniqueness we can all contribute to the
growth of the nursing profession and to the overall better
outcomes for our patients! And most of all, I appreciate
that you have taken the time to read this article and pray
that it may bring some understanding about the direction
nursing is moving towards and clear up some of the role
confusion that comes from changes.
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2007 Final Legislative Report

The 2007 Legislative Session was one of surprise
and disappointment—we still have not comprehensively
addressed the key issues for this session—water and health
care. Much of the reluctance to address these key issues can
be attributed to the long budget delay and the rush to do
“something” before the end of the session. As this sessions
time ran out the Governor called a special session (one for
each issue) Health Care Reform 1st Extraordinary Session
and Water 2nd Extraordinary Session.

Water—is the issue that is being addressed in the 2nd
Special Session. There is and continues to be a huge concern
about a possible water crisis in California. The crisis is
related to the Sacramento—San Joaquin Delta which
collects 40% of the runoff in the state and sends it to 20+
million people and to millions of acres of farm land in the
state. This issue rose to the fore front when in late August
a federal judge ruled that Delta pumping may have to be
reduced by 37% to protect fish. Additionally, it was shown
that the Delta levees could suffer catastrophic damage from
earth quakes, floods or rising sea levels. Our increasing
population also puts pressure on the water supply and it is
predicted we can expect an increase of 25 million more
people in 20 years.

The Governor supports a total water package costing
$9 billion; $5.9 billion of the bond will be for 3 new dams

—the Sites Dam, near Maxwell in Colusa County, and
Temperance Flat on the San Joaquin River near Fresno—and
expanding Los Vaqueros Reservoir in Contra Costa County,
along with new canals and conversation programs. Senator
Perata’s proposal is a $5.4 billion bond for water projects
to include water storage, groundwater storage, cleanup
and restoration of the Delta, conservation and desalination
projects. His proposal also allows the locals to determine
how this should occur. There were a number of Assembly
committees appointed to address the issue:

Special Committee on Water

Assembly Working Group on Water

The Assembly Republican Working Group on Water
Storage

The first two committees were controlled by the
Democrats and their approach was different from the
approaches raised by the Republicans. The Special
Committee on Water held an informational hearing bringing
in various state experts on the issue of water but ss of this
writing no formal report of the findings or conclusions has
been issued.

The Senate, as far as I can tell, had only one committee
—Senate Natural Resources and Water Committee which
met October 8th, heard the bills authored by Senator Cogdill
- SB 3b and SB 4b which contain the Governor’s proposals;

J
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both failed passage. Senator Perata’s bills—SB 1b, SB 2b
were presented; the first bill was passed by the committee
which contains the bond measure but the second bill failed
passage. When questioned about his bill, Senator Perata
stated he “doubted he could get the necessary 2 Republican
votes for passage of SB 1b by the full Senate.” A two-thirds
vote is necessary for any bond measure.

Not only are the Democrats and Republicans at odds
over water issues but different regions within California
are at odds. The Metropolitan district of Southern CA and
environmentalists support Perata’s bill, while central valley
officials support the Governor’s plan. Because there is no
current agreement on how to address the water issues, it is
possible there will be competing ballot measures on this
issue.

The deadline for an initiative on the February ballot
was October 16th and it was missed. It appears that these
measures, if sufficient signatures are collected, may qualify
for either the June or November 2008 ballots. However the
Governor is still trying to get the bond on the February 2008
ballot.

Health Care Reform, topic for the 1st Extraordinary
Session—five weeks into the special session, neither house
has met on this issue. AB 8 (Nunez) the Democratic plan for
health care reform was sent to the Governor on September
10th; in this document I will not review this plan as I have
reviewed the plan in previous correspondence with you.

The Governor has modified his plan again; the new
version was released on October 9th. It is now called the
“Health Care Security and Reduction Act;” the newly
revised language contains the following changes:

* Maintains individual mandate and offers subsidies:

e Families not over 150%Federal Poverty Level (FPL)

receive full subsidy

e Families 151-200% FPL will pay no more than 4% of

income on premiums Families with incomes between
201-250% will pay maximum of 5% on Premiums

e Families 250-300% of FPL get a tax credit if

insurance costs exceed 5% of adjusted gross income

e Governor wants to “lease” the state lottery to pay for

the health care expansion

* Maintains guarantee issue which ensures that all

Californians will be able to buy health insurance
regardless of their medical history or age; requires
insurers to spend 85 % of premiums on medical care.

e Mandates employers offer Section 125 Plans—allows

employees the opportunity to pay for benefits on a
pretax basis, also called “flexible spending accounts;”
also allows for personal tax deductions of costs

¢ Employer payments are now on a sliding scale:

° No contributions by employers if payrolls don’t
exceed $100,000.
If payrolls range from $101,000-$200,000,
employers pay 2% of payroll
If payroll exceeds $200,000, employers pay 4%

e Physicians are no longer part of “shared responsibility,”

they do not have to pay the 2% in the original plan

e The Secretary of Health & Human Services now can

establish the minimum benefit level via the regulatory
process; the minimum benefit must cover medical,
hospital, preventive and prescription drugs, promote
access to care and must be set at a level where
premiums are affordable

It is predicted the moneys received from leasing the
lottery can be annuitized to create $2 billion to defray costs
of health care expansion. In my discussions with staff it
appears that a constitutional amendment is need to allow the
leasing of the state lottery, which means this may be another
initiative as a 2/3 vote is needed in the legislature for this
to occur. One of the “selling points” for the establishment
of the lottery was a percentage of money would go to the
schools; however, the amount of funding to schools varies
and the Governor has promised more consistent funding
from the general fund.

As far as I can determine, the one cent sales tax increase
(proposed by the California Restaurant Association) is
still viable as well as the agreement with the Governor and
the 4% payment by the hospitals; both will be part of the
funding initiative planned for the November 2008 ballot. I
think we are aware that sales taxes are regressive and it is
rather ironic that those that are least likely to have health
coverage will be called upon to pay the most for any new
reforms. Additionally, in many discussions with staff
from both sides and the Governor’s people there are no
discussions to cover only uninsured children, what I call
Plan B.

The Governor’s plan is now in bill form (http:/gov.ca.gov/
pdf/gov/HCR-RN0729963.pdf) and a “courtesy author” has
been promised to introduce the Governor’s proposal. As of
this writing, no author has been “chosen.”

(Continued on page 11)

o

o
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(Continued from page 10)

Finally, on October 12th AB 8 (Nunez) was vetoed by the
Governor as promised. The Governor’s veto message stated
that “this plan doesn’t address necessary cost controls,
doesn’t cover all Californians and places the entire burden
of funding on employers.”

The Republicans are opposed to any plan that requires
employers to contribute to health care coverage and as such
are opposed to both the Governor’s and the Democrats’
plans. On October 10th the Republican Caucus released their
health proposal—CalCarePlus. The Republican caucus has
introduced 24 bills that address the various issues included
in their plan; the key issues of their plan include:

e Increase Access—will increase the number of clinics
to improve access in rural and underserved areas;
they state “people shouldn’t have to wait in line to see
a doctor or nurse; coverage is meaningless without
access. Patients are better served if there are more
community based clinics which have expanded hours
and lower costs”.

e Make it affordable—will reduce costs by establishing
401(k) style plans. Health care cost is a major expense
for working families.

e More choices & better quality—by eliminating
regulations that limit the types of available health care
insurance and create more choices. Californians have
a right to know the cost of health care services; a bill
to encourage insurance companies, doctors and other
providers to make the prices of their services more
available.

I will not review all the bills they have been introduced

but a few of the bills include:

¢ SB 3a (Hollingsworth)—Health Care Savings Account
401(K) plans offered to civil servants

e SB 5a (Cox)—Children and Families Program:
funding. Takes funds from Children and Families
Trust Fund to provide health care services and various
health care initiatives

e SB 6a (Runner)—Hospitals: Preventative Medical
Service. Allow hospitals to offer preventive medical
services delivered thru the hospitals primary care or
community based clinic

¢ SB 7 a(Aanestad)—increases Medi-cal reimbursement
over the next § years

e SB 13 a (Maldonado)—requires Health Facilities
Financing Authority (HFFA) to establish a low interest
loan for development of information technology
system

e SB 8 a (Aanestad)—Personal Income Taxes—allows
MDs to take a credit amounting to 50% of cost of
uncompensated care

e SB 16 a (McClintock)—Out of State Carriers—allows
carriers in another state to offer, sell or renew health
care service plan contracts or policies without being
licensed by DMHC or DOI

e SB 24 a (Ashburn)—Nurse Practitioners: Scope of
Practices makes changes relating to certification and
scope of practice issues.

As 1 review these bills, some of them have been
introduced in regular session over the last few years and
have not progressed or were not moved. For more detail on
Cal-Care Plus please go to—http:/republican.sen.ca.gov/
calcare/.

Finally, the federal government will determine the plight
of Healthy Families on Thursday when the House votes to
override President Bush’s veto of SCHIP. SCHIP currently
covers 6.6 million children in working families who can’t
afford health insurance; California covers over 800,000,
which is the largest program in the country. The bill—
HR976—covers 4 million more children and therein lays
the problem. The funding that comes with SCHIP comes
in a block grant which means that states do not cover all
eligible children. Schwarzenegger and other Governor’s have
stepped up to proclaim that we need to reduce the numbers
of uninsured children and over turning the President’s veto
will assist in that effort. Unfortunately, the President’s veto
was not overturned on October 18th, falling short by 13
votes.

Election Politics—as usual there are initiatives planned
for the upcoming ballots.

On the February 5, 2008 ballot, 3 have qualified:

e Prop  91—Transportation  Funding.  Initiative
Constitutional Amendment and Statute: Prohibits
retention of funds earmarked for the Transportation
Investment Fund in the General Fund for use unrelated
to transportation after 7/1/08. Requires repayment
by 6/30/17 of transportation funds retained in the
General Fund in years prior to 2007-08. Eliminates
General Fund borrowing of specified transportation
funds, except for cash-flow purposes (repayment

required within 30 days of adoption of budget);
current law allows borrowing for three years where
Governor declares transfer would cause significant
negative fiscal impact on governmental functions and
Legislature enacts authorizing statute.

e Prop 92— Community Colleges. Funding, Governance,
Fees, Initiative Constitutional Amendment and
Statute: Establishes in state constitution a system
of independent public community college districts
and Board of Governor’s. Generally, requires
minimum levels of state funding for school districts
and community college districts to be calculated
separately, using different criteria and separately
appropriated. Allocates 10.46 percent of current
Proposition 98 - school funding maintenance factor
to community colleges. Sets community college fees
at $15/unit per semester; limits future fee increases.
Provides formula for allocation by Legislature to
community college districts that would not otherwise
receive general fund revenues through community
college apportionment.

e Prop 93—Limits on Legislators’ Terms in Office.
Initiative Constitutional Amendment: Reduces the
total amount of time a person may serve in the state
legislature from 14 years to 12 years. Allows a person
to serve a total of 12 years either in the Assembly; the
Senate; or a combination of both. Provides a transition
period to allow current members to serve a total of
12 consecutive years in the house in which they are
currently serving, regardless of any prior service in
another house.

While Prop 91 and 92 are important and key to
Californians, Prop 93 has gained notoriety. Yet again we are
being asked if we think term limits are good for California.

A constitutional amendment to change redistricting failed
to qualify for the ballot. In March, the Governor moved our
primary date from June to February so that California “can
get the respect it deserves.” With this move we join a number
of other states who hold their primaries in February which
may result in what pundits called a “national primary;” with
the candidates and issues being determined at an earlier
time.

Finally, the legislature introduced 3084 bills this
session with only 964 completing the process, many in a
much different form from when they were introduced. The
Governor signed 750 bills and vetoed 214. The measures
covered a wide range of issues from children to conservation
to business issues. This was a schizophrenic year both from
what finished the legislative process to what the Governor
signed, but still the key issues affecting California remain
unresolved. On to the 2008 legislative session which the
Governor has stated will be the “Year of Education,” but
unless the special session finishes it will also be the Year
of WEH—Water, Health and Education. Also the budget
is already starting to disintegrate and given this, I am not
sure how the Year of WEH will fare given it is predicted the
deficit will be much bigger than previously predicted.

Bills of Interest
ANA/C tracked 68 bills this year, the following represent
some of our key bills: To review bill language as well as veto
or signing messages go to www.leginfo.ca.gov. The complete
bill folder will be available on our web site.

* AB 64 (Berg)—Uniform Emergency Volunteer Health
Practitioners Act
This bill is a 2 year bill; the issue of worker’s comp
was one of the issues that was unresolved and slowed
progress of the bill. This is a national effort and grew
out of the problems licensed personnel had trying to
provide assistance in New Orleans.
e AB 110 (Laird), Chapter 707—Drug Paraphernalia:
Clean Needle Exchange Projects
Immunization bills:
e AB 16 (Hernandez)—held in Senate Appropriations
e AB 106 (Berg), Chapter 378 —
° Allows anyone over 65 years to obtain a flu shot
prior to hospital discharge
e AB 1429 (Evans) HPV vaccination funding—vetoed
e SB 533 (Yee) Pneumococcus vaccination—vetoed
e SB 676 (Ridley-Thomas) Pertussis—held in Assembly
Appropriations
Environmental bills:
* AB 1108 (Ma), Chapter 672—Phthalates in children’s
toys.
° Mandates the removal of DHEP from children’s
toys
e AB 1193 (Ruskin)—Mercury-Added Thermostats:
Collection program—Held in suspense
e SB 775 (Ridley-Thomas)—Childhood
Poisoning—2 year bill
e AB 632 (Salas), Chapter 632—Whistler Blower
Protection
e AB 1201(Leno)—Collective Bargaining: Direct Care
Registered Nurses
° Attempted to address the Kentucky River case;
Remained on suspense
Nursing Issues:
e AB 1559 (Berryhill), Chapter 712—Community
College Registered Nursing Programs
° May use multi- screening criteria to choose nursing
students if applicants exceed capacity. Mandates
annual nursing student admissions report to
Chancellor and LAO will evaluate CCC RN
schools admission programs by 2009-10
e AB 1605 (Lieber)—State Department of Public
Health: Public Health Nurse
° Bill was held in suspense; I understand this bill will
be reintroduced
e SB 139 (Scott), Chapter 522—Nursing Education
¢ Cleans up SB 1309 and adds activities to decrease
attrition
e SB 171 (Perata)—Hospitals: Lift Teams, vetoed for
2nd year in a row.
Water Sources:
Various electronic and written media
Discussions with Assembly consultants

http:/gov.ca.gov/issue/water-supply

Lead

Health Care sources:

Meetings with Democratic and Republican Staffers &
Consultants

Meetings with Governor’s senior health policy consultant

http://gov.ca.gov/index.php?/proclamation/7389/
http://gov.ca.gov/index.php?/press-release/7648/
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Gov. Schwarzenegger Moves Forward With
Health Care Reform Legislation

Compromise Enhances Original Proposal, Maintains Core Principles

Governor Arnold Schwarzenegger today released language in bill form for the Health Care Security and Cost
Reduction Act (the Act), legislation that reflects feedback from more than 1,000 meetings he and his health care team
held with stakeholders and legislative leaders regarding the comprehensive health care reform proposal he announced in
January. The Act brings affordable health care coverage to every Californian by:

» Ensuring access to health coverage for all.

* Increasing affordability to put coverage within everyone’s reach.

e Guaranteeing that everyone can get insurance.

e Giving working Californians tax breaks.

* Promoting prevention, wellness and personal responsibility.

* Reducing regulatory barriers to improve efficiency and cost-effectiveness of care.

* Providing Californians lower cost, more convenient options for accessing heath care services.

» Saving lives and reducing costs through Health Information Technology, such as e-prescribing.

“Everyone is working so hard on this because what’s at stake is a health care delivery system that works for all
Californians,” said Gov. Schwarzenegger. “We have the best opportunity for comprehensive health care reform in one
hundred years because the more people study our plan, the more they agree with what we have been saying since day one:
if everyone pitches in and does their part, then everyone will benefit.”

The Act maintains the core principles of the proposal that Governor Schwarzenegger introduced in January. While
continuing to reduce the hidden tax, lower costs and provide access to coverage for all Californians, differences in the
compromise legislation include:

Core Principles:

January Proposal

Health Care Security And Cost Reduction Act

Universal Coverage

Required all Californians to have
health insurance coverage.

Maintains requirement that all Californians obtain
coverage, and strengthens provisions to increase
affordability for working families.

Affordability

Provided state financial assistance
through a purchasing pool to
Californians with incomes between
100-250% of the poverty level.

Increases affordability for working families even
further by reducing the amount that low and moderate
income individuals will have to pay for coverage in the
state subsidized pool, limits premiums based on
income, and creates a tax credit for individuals/families
between 250-350% of the federal poverty level.

The legislation also requires employers to offer employees
IRS Code Section 125 plans. In addition, employers and
their employees who choose a Health Savings Account
health benefit product will receive tax savings consistent
with federal law.

Guarantee Issue

Required insurance to guarantee
coverage, with limits on how much
they can charge based on age or health
status, so that all individuals have
access to affordable products.

Maintains guarantee issue by ensuring that all Californiang
will be able to buy health insurance regardless of their
medical history or age. Phases in elimination of medical
rating and protects consumers against significant rate
spikes based on their health status by putting parameters
on what insurers can charge above or below a standard
rate.

Financing

Doctor’s participation:

Required that doctors contribute a
2% fee to subsidize a purchasing pool
for low income Californians and, in
return, receive more insured patients
and higher Medi-Cal reimbursement.

The basic premise of shared responsibility is that everyone
who benefits from the reforms must contribute in a
meaningful way. Although doctors are no longer required
to contribute to the financing under the act, they have
additional responsibilities and incentives to care for many
newly insured individuals.

Employer Contribution:

Required employers with 10 or more
employees who choose not to offer
health coverage to contribute an
amount equal to 4% of payroll toward

the cost of employees’ health coverage.

Protects small businesses by basing contributions on
payroll. Under the plan employers who do not offer health
care coverage will make a contribution based upon a
sliding scale fee from 0-4 percent based on their

total payroll.

Lottery:
Not included.

The bill proposes to lease the California Lottery to help
pay for health care costs.

Public Hospitals

Counties would retain $1 billion in
current funding (primarily for
outpatient services) and county and
UC hospitals will retain $1 billion in
federal Disproportionate Share
Hospital (DSH) funds and in addition,
some “safety net” funds for primarily
inpatient services.

California’s public hospitals make significant financial
gains under the new reforms. In addition to the funding
increases included in the January 2007 proposal, the new
legislation includes $500 million in additional funding for
public hospitals. The Act includes protections to support
county hospitals in the context of universal coverage.

Minimum Benefit

$5,000 deductible plan with maximum
out-of-pocket limits of $7,500 per
person and $10,000 per family.

Does not define the minimum health insurance level.
Instead, it directs the Secretary of Health and Human
Services to establish and adopt the minimum benefit level
via the regulatory process, which then cannot be changed
except by legislative action. The minimum benefit level
must: cover medical, hospital, preventive and prescription
drug services; promote access to care; and must be set at
a level where premiums are affordable.

A January 2007 study by MIT economist Dr. Jon Gruber shows that the Governor’s health care proposal will provide
health insurance for an additional 4.1 million Californians out of the 4.8 million uninsured Californians at any given time,
and that the reforms will have little impact on how many employers cover their workers.

According to a recent U.S. Census Bureau report, approximately 6.7 million Californians—more than ever before—are

uninsured.
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ANA\C Testifies for AB 1559: Admissions Criteria
for Community College Nursing Programs

ANA\C President Louise Timmer, EdD, RN, worked
closely with Assemblyman Thomas Berryhill (AD25 R),
Diane Welch, ANA\C member and Chairperson of the
Community College Nursing Advisory Board and Barbara
Whitney, Administrator for the Community College
Chancellor’s Office to support AB 1559. The legislation
amended Section 78261.5 of the Education Code relating
to public postsecondary education. The bill requires a
community college registered nursing program that elects
to use a multi-criteria screening process, on or after January
1, 2008, to evaluate applicants for admission to nursing
programs, to include specified criteria relating to the
academic performance of candidates seeking admission. In
addition, the bill authorizes the community college registered
nursing programs the use of an approved diagnostic
assessment tool as part of the screening process.

AB 1559 had hearings in both the Education Committee
and the Appropriation Committee of the Assembly and
Senate and then was voted on by the full Assembly and
Senate before being sent to the Governor. ANA\C President
Louise Timmer testified at each hearing and provided
valuable information to the author for the analysis of the bill
and Governor Schwarzenegger signed the bill into law on
Sunday, October 14th.

ANAXC has been concerned about the attrition rate of
nursing students in many of the community college nursing
programs. Some schools had attrition rates exceeding 50%
of enrolled students, which not only costs the State and
education system millions of dollars but wastes valuable
recourses on an already strained nursing education
community. Not to mention does nothing to help the nursing
shortage and educate California’s nurses of the future.

Up until now, the community college charter requires an
open enrollment system (first come, first enrolled) unless
there was research that demonstrated the criteria established
by the school does determine outcomes. Doing this research
is costly, but is required in order to implement specified
criteria upon an application and therefore determine their
acceptance into a community college nursing program. The
community colleges that have done research have determined
that at a minimum a B in Anatomy and Physiology directly
correlates to a student’s ability to pass NCLEX. With this in
mind, such criteria is essential when enrolling a student into
the nursing program and will help the overall completion
rate of the nursing program. It is anticipated that AB 1559
will reduce the high attrition rates that several community
college nursing programs currently have related to academic
failure, therefore decreasing the attrition rate currently being
experienced by other community colleges that continue open
enrollment or that have implemented a lottery system of all
interested students to determine who gets into the nursing
program.

The second part of this issue is making sure there are
appropriate remedial courses available for students who
need help with language, math or other academic courses.
It does not do any person justice if they get into nursing
school, spend a minimum of three years and then can

never pass the national examination. Criteria for admission
assures the ability to succeed and remedial support makes
sure the reasons someone is not accepted isn’t related to life
resources.

The bill requires a community college registered nursing
program that uses a multi-criteria admission screening
process to provide a report of its nursing program admissions
policies to the Chancellor’s Office. The admissions policies
must include the weight given to any criteria used by the
program, and include demographic information relating to
both the students admitted to the program and the students in
the cohort group who successfully completed that program.
In addition, the bill encourages the Chancellor to develop and
make available a model admissions process to community
college registered nursing programs by July 1, 2008.

AB 1559 requires the Legislative Analyst’s Office
(LAO) to evaluate the use and efficacy of the admissions
process for community college registered nursing programs.
Furthermore, commencing with the 2009-2010 fiscal
year, the LAO is to report its findings and any related
recommendations to the Legislature as part of the annual
analysis of the Budget Bill.

The community college deans and directors were in
support of this bill and provided several letters in support
for it. The CSU faculty and nursing students sent numerous
letters of support to the legislators and to Governor
Schwarzenegger’s office. This was a very good example of
a united faculty and student voice acting together to affect a
very powerful political advocacy role to meet the needs of
the community college nursing programs.

The bill is referred to the Department of Education for
specific regulations developed with the assistance of the
community college Chancellor’s Office personnel. The law
remains in effect until January 1, 2016, unless a later enacted
statute is enacted before January 1, 2016, that deletes or
extends that date.
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The Jo Anne Powell Innovation
in Nursing Award

The Jo Anne Powell Innovation in Nursing Award
provides monetary recognition to Registered Nurses
who have been creative in their practice.

AWARD AND NOMINATION

A $1000.00 award may be given to a Registered Nurse,
group of nurses, or nursing organization in the state of
California instituting an innovative project that contributes
to the enhancement of health for a target population.
Anyone may submit a nomination. Self-nominations are
accepted. Nominations are accepted at any time with
a deadline of March 31 of each year. Awardees will
be recognized and asked to present a verbal update of
activities at the biennial General Assembly of ANA\C
or an annual GSNF event. Recipients of this award are
required to submit (electronically) pictures of themselves
for publicity use.

ELIGIBILITY

The purpose of the award is to recognize and reward
creative nursing endeavors with the goal of improving the
health status of all people. Nurses registered in the state
of California from any practice field in nursing or any
employment setting, are eligible for this award. Innovative
projects considered for this award may be in progress, on-
going, or completed within the past two years. Any specific
project may receive this award only (1) one time.

CRITERIA

Nominators must submit the following by March 31:

(Extended deadline for 2007 to August 1)

e A completed “Innovations in Nursing Award”
nomination form.

* A one-page essay describing the project and its
impact on a population.

e 2 letters of support that address the creativity and
success of the project.

SUBMISSION

All materials must be submitted together in one packet
via email to: gsnf@anacalifornia.org or mail to:

Golden State Nursing Foundation

Scholarships and Awards

1121 L Street, Suite 409

Sacramento CA 95814

)

GOLDEN STATE NURSING FOUNDATION GOLDEN STATE
Joanne Powell INNOVATIONS IN NURSING  NURSING FO}fJINtD‘}ILOA\"g
AWARD NOMINATION FORM

Title of innovative project being nominated:
Location of project:
Name of nurse(s), group, or organization being nominated:

Name of Nominator:

Address:

City: State: Zip:

Phone: Email:

Nominator must notify nominee about this nomination. Nominator will be the main contact person for notification
regarding this award.

Please attach a one-page summary of the project and its impact on a population.
Submit this form along with the summary of the project and 2 letters of support to:
Golden State Nursing Foundation
Scholarships and Awards

1121 L Street, Suite 409
Sacramento CA 95814
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C Golden State Nursing Foundation (GSNF)

The Betty Curtis Career
Advancement Award

The Betty Curtis Career Advancement Award
provides funds for Registered Nurses embarking
on an activity that will result in significant career
advancement within nursing.

AWARD AND APPLICATION

Up to $1000.00 may be awarded to individual
Registered Nurses to offset costs of advancing their
careers. Activities considered for this award include, but
are not limited to: attending a workshop, program, or
professional meeting; coordinating a project or research
study. Career advancement awards may be given for
travel expenses, workshop or conference fees, books or
supplies contributing to career advancement that will not
be reimbursed with other funding. Applications will be
received and awarded at any time throughout the year and
awardees will be recognized and asked to present a verbal
update of activities at the biennial General Assembly
of ANA\C or an annual GSNF event. Recipients of this
award are required to submit (electronically) pictures of
themselves for publicity use by GSNF.

ELIGIBILITY

The purpose of the award is to provide financial support
to registered nurses in California to enable them to improve
patient care. Nurses registered in the state of California
from any practice field in nursing, any employment setting,
and with any educational background are eligible for this
award. Applicants must explain how these funds will be
used to aid in advancing his/her career and ultimately
improve patient care. Any individual nurse may receive
this award only once in a five year period of time.

CRITERIA
Registered Nurses must submit the following to be
considered for this award:
e A completed Scholarship/Award application form.
e [Jtemized list of costs associated with the career
advancement activity.
e A one-page written description of the activity
relating it to how it will improve patient care and
advance your nursing career.

SUBMISSION
All materials must be submitted together in one packet

and sent to GSNF via email: gsnf@anacalifornia.org or
mail to:

Golden State Nursing Foundation

Scholarships and Awards

1121 L Street, Suite 409

Sacramento CA 95814

___ Tony Leone RN-BSN Scholarship
_ Betty Curtis Career Advancement Award

Name:

Address:

City: State: Zip:

Phone:

Email:

California RN license #:

ANA\C member? ___yes ___no

2). Current employment:
3). Educational background:
4). Involvement in nursing organizations:

GOLDEN STATE NURSING FOUNDATION
SCHOLARSHIP/AWARD APPLICATION FORMAT

Please check the name of the scholarship or award you are seeking:

_Catherine J. Dodd Health Policy Scholarship for graduate education

On a separate piece of paper please answer the following questions.
1). Name of academic program or career advancement activity you are pursuing:

The Catherine . Dodd Health
Policy Scholarship

The Catherine J. Dodd Health Policy Scholarship
provides funds for Registered Nurses enrolled
in a graduate level academic program who have
demonstrated some experience in government relations
or health policy activities and express an intent to
pursue health policy issues and activities in the future.

AWARD AND APPLICATION

An annual award of up to $1000.00 may be given to
a Registered Nurse accepted or enrolled into a graduate
level academic program leading to an advanced degree in
nursing. Applications are accepted at any time during the
year with a deadline of December 31 of the year prior to
the year of the award. Awards are presented each spring
and awardees will be recognized and asked to present a
verbal update of activities at the biennial General Assembly
of ANA\C or an annual GSNF event. Recipients of this
award are required to submit (electronically) pictures of
themselves for publicity use.

ELIGIBILITY

The purpose of the award is to recognize the past
government relations or health policy activities of
Registered Nurses and provide financial support for their
continued efforts in health policy issues as they pursue
advanced education in nursing. Nurses registered in the
state of California from any practice field in nursing or any
employment setting, are eligible for this award. Applicants
must show evidence of prior government relations/health
policy activities and identify intent to remain active in
health policy issues. Applicants must have been accepted
into a graduate level academic program or be currently
enrolled in one. Any individual nurse may receive this
award only one time.

CRITERIA
Registered Nurse applicants must submit the following
by December 31:
* A completed Scholarship/Award application form.
e Proof of acceptance or enrollment in a graduate level
academic program in nursing.
e 2 letters of support that address your prior or current
government relations/health policy activities.
* A one-page essay describing your personal vision
of your future involvement in government relations/
health policy issues.

SUBMISSION
All materials must be submitted together in one packet
via email to: gsnf@anacalifornia.org or mail to:
Golden State Nursing Foundation
Scholarships and Awards
1121 L Street, Suite 409
Sacramento CA 95814

<@ (;ONF

GOLDEN STATE
NURSING FOUNDATION

an affiliate of ANA\C

The Tony Leone RN-BSN
Scholarship

The Tony Leone Scholarship provides funds for
Registered Nurses seeking a Bachelor’s degree in
nursing.

AWARD AND APPLICATION

An annual award of up to $1000.00 may be given to a
Registered Nurse accepted or enrolled into an academic
program leading to a bachelor’s degree in nursing.
Applications are accepted at any time during the year with
a deadline of December 31 of the year prior to the year of
the award. Awards are presented each spring and awardees
will be recognized and asked to present a verbal update
of activities at the biennial General Assembly of ANA\C
or an annual GSNF event. Recipients of this award are
required to submit (electronically) a picture of themselves
for publicity use by GSNFE.

ELIGIBILITY

The purpose of the award is to recognize and support
the academic endeavors of Registered Nurses seeking a
baccalaureate degree in nursing. Nurses registered in the
state of California from any practice field in nursing and any
employment setting, are eligible for this award. Applicants
must have been accepted into a baccalaureate level academic
program in nursing or be currently enrolled in one. Any
individual nurse may receive this award only one time.

CRITERIA
Registered Nurse applicants must submit the following
by December 31:

e A completed Scholarship/Award application form.

* Proof of acceptance or enrollment in an RN to BSN
academic program in nursing.

e 2 letters of support that address your ability and
commitment to succeed in the program.

* A one-page essay describing your commitment to
succeed in the program and your personal vision
of your nursing career following completion of the
degree.

SUBMISSION

All materials must be submitted together in one packet
via email to: gsnf@anacalifornia.org or mail to:

Golden State Nursing Foundation, Scholarships and
Awards

1121 L Street, Suite 409

Sacramento CA 95814
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ANA and NYSNA Condemn Exploitation
of Filipino Registered Nurses

The American Nurses Association (ANA) and the New
York State Nurses Association (NYSNA) condemned
the exploitation of immigrant RNs by unscrupulous
U.S. employers and called for better enforcement of
immigration laws.

They cited the case of 26 registered nurses from the
Philippines who say they were brought to New York under
false pretenses and denied the rights guaranteed by their
employment contract. When the nurses resigned, they were
sued by their former employer and accused of professional
misconduct. On March 22, ten of the RNs were indicted in
Suffolk County Supreme Court on charges of endangering
their patients. Remarkably, the nurses’ employment
attorney was also indicted, for conspiracy; they all plead
not guilty.

The nurses had been hired through a recruitment
agency to work at specific nursing home facilities on Long
Island. When they arrived in the U.S., they discovered they
actually were working for another agency. Over a period
of months, the nurses said, the agency refused to pay them
according to the terms of their contracts. They also said
they were not properly trained for their new jobs and were
required to care for more patients than they believed was
safe.

“This case may be just the tip of the iceberg. Nurses
who come to the U.S. deserve to have their rights
protected,” said Tina Gerardi, RN, interim chief executive
office of NYSNA. “Instead, these nurses were placed in the

untenable position of being captive to an employer under
conditions that did not allow them to provide safe patient
care.”

Gerardi said NYSNA became aware of the nurses’
situation in May 2006 and assisted them in getting
a hearing before the State Board for Nursing after
the recruitment agency accused them of professional
misconduct. “They couldn’t get work because the issuance
of their licenses was on hold pending investigation of an
allegation of patient abandonment,” Gerardi said. “Those
charges were dismissed by the state board. We are greatly
concerned these RNs are now being prosecuted for the
same actions.”

“The real patient endangerment lies in the deplorable
conditions that led the nurses to leave. After exhausting
all possibilities to resolve their concerns with the facility
and the agency, the nurses left without providing two
weeks notice. These brave nurses deserve the nursing
community’s full support because they refused to remain
in a situation where patients were being denied the kind
of care and staffing they deserved,” said ANA President
Rebecca M. Patton, RN, MSN, CNOR.

The nurses’ plight has become a cause célebre in
both the Philippines and the New York City Filipino
community. The RNs participated in the New York
Philippine Independence Day parade on June 3, where
they received support from both the Filipino and nursing
communities.

The American Nurses
Association Launches New and
Improved Website

The American Nurses Association (ANA) has
launched a new and improved web site, NursingWorld.
org. NursingWorld has all the content nurses come to rely
on, but with a fresh look and easier navigation that makes
everything the ANA has to offer easy to find.

ANA’s redesigned web site, NursingWorld.org, is a rich
resource, providing information about the association and
the profession as well as nursing and health care news. The
new site will have several new major features including:

e Single sign on, which reduces the number of
passwords required for accessing protected sections
of the site

e Member personalization so that members can update
their profile or indicate current preferences

* A robust search engine that provides for more
relevant results and offers content as well as links to
related publications, events and other resources

e Member Profiles, a new section on the Members
Only home page that features the profiles of ANA
members on a rotating basis plus other special
content and services for members

e Key issues that impact ANA will be featured in
“ANA SmartBrief” along with exclusive content
from ANA

“We are proud to present the new ANA web site with
improved usability and navigational elements that provide
for a more satisfying and compelling Web experience,”
said Linda J. Stierle, MSN, RN, CNAA,BC, CEO of the
American Nurses Association. “Whether you are a regular
visitor to NursingWorld or a first time user, we encourage
you to explore the new sections on the home page and the
Members Only page of the web site that are designed to
make ANA more relevant to the member and put a more
personal face on ANA.

CNSA

CNSA 2007 Convention Update

The California Nursing Students Association (CNSA) held
their annual statewide convention at the Doubletree Hotel
in San Jose on October 12th-14th, 2007. The theme of the
convention was “Celebrate Nursing: A Profession of Infinite
Options”. Three hundred and forty-seven nursing students
attended the three-day event to participate in the House of
Delegates, general sessions, education sessions and fun-filled
events. There were 52 exhibitors in the Exhibit Hall including
the ANA\C booth. The keynote speaker was Carol L. Huston,
RN, MSN, DPA, who spoke on “Working Together to Improve
Nursing’s Public Image.” The education sessions included
“Professionalism and Nursing Ethics,” presented by Kimberly
C. Horton, RN, FNP, PhD(c); “From Bedside to Board Room:
Nurse Leaders Making a Difference,” by Melinda Beswick,
RN, MSN and Peggy Diller, RN, MS; “Test Taking and
Preparation: Learning from the Masters,” and “Hurst NCLEX
Review,” presented by, Marlene Hurst, RN MSN, CCRN,
FNP; and “Forensic Nursing: More Than Meets the Eye”,
presented by, Malinda Wheeler, APRNA, SANE-A; and “Into
Africa: Nurses Helping Nurses and Communities,” by speaker
Peggy Diller, RN, MS, and Kathy Richerson, RN, MS.

The House of Delegates passed three resolutions: “In
Support of Research for Residency Programs for Registered
Nurses,” submitted by Ian St. Martin and Carrie Doerning
from CSU, Sacramento; “In Support of the Establishment
of Official Policies and Protocols for the Option of Family
Presence during Cardiopulmonary Resuscitation and
Emergency Invasive Procedures in the Hospital Setting”
submitted by Kristine Birmingham, Cherie Buanglag, Patrick
Riel de Vera and Lesley Flynn from Monterey Peninsula
College; and “In Support of a Continuum of Medical Care for
the Homeless in order to prevent Patient Dumping,” submitted
by Anne Hoang and Trisha Danbara from Saddleback College.
The delegates voted to send the resolution “In Support of
Research for Residency Programs for Registered Nurses,” to
the National Students Nurses Association (NSNA) in 2008.

The new CNSA statewide Officers and Board of Directors
were voted in at the end of the convention. The 2008 CNSA
Board of Directors include Jim Edmonds, President; Brandy
Azevedo, Vice President; April Simonis, Secretary/Treasurer;

2008 CNSA Board of Directors

Raphael Ramos, Council of Chapter Representatives North;
Shiloh Cupper, Council of Chapter Representatives South;
Mary Gills, Communication Director; Kelly Stewart,
Community Health Director; Trina Eagles, Break through to
Nursing Director; Ian St. Martin, Legislative Director, and
Meghan Munz, Convention Director.

Several scholarships were awarded to nursing students.
The ANA\C scholarship was awarded to Meghan Munz for
her leadership in CNSA. Mary Foley, ANA\C Vice President,
served as the Parliamentarian for the House of Delegates and
Susan Bowman, ANA\C Director at Large, served as the
consultant to the CNSA Board of Directors.

ANAC commends Patricia McFarland for her continued
commitment, passion, and devotion to the nursing students
as they prepare to learn the art and science of running
professional nursing organizations. All of the nursing students
performed in a very professional and collegial manner
throughout the convention and during the House of Delegates.

For more information about CNSA and highlights of the
CNSA convention, please visit www.cnsa.org.



December 2007, January, February 2008 — ANA\C The Nursing Voice—Page 17

CAPNAP

e (CAPNAP

Board of Registered Nursing:
Advanced Practice Directors
Meeting

by Elissa Brown, APRN, BC, CNS

I had the privilege of attending the Advanced Practice
Directors Meeting, representing ANA\C, on Thursday,
October 11th, 2007 in Temecula, California. The agenda
consisted of updates on Advanced Practice Nursing
programs throughout the state, with news about programs
being planned for the future. This included opening or re-
opening some Clinical Nurse Specialist (CNS) programs,
Nurse Practitioner (NP) programs, Doctorate of Nursing
Practice (DNP) programs and Clinical Nurse Leader
(CNL) programs. The meeting packet also included a list

CALIFORNIA ASSOCIATION OF
PSYCHIATRIC/MENTAL HEALTH NURSES

“a(APNAP

of the APRN (CNS, NP, Certified Nurse Midwives (CNM)
and Certified Nurse Anesthetists (CAN)) programs in
California.

There was discussion about “Standardized Procedures,”
what they are and the fact that many nurses do not seem
to understand what they are and why they are needed.
The BRN staff noted that the most common disciplinary
action against APRNs is when their practice overlaps with
medicine and they have no standardized procedures. There
was some brief discussion about changing specialties and
being held to the standard of an APRN educated in that
specialty, and additional training that may be needed. In
this discussion they also noted that there are still two NP
certificate programs in California.

National Certification was discussed in the context
of what is required for whom. The California Nurse
Practice Act recognizes national certification for advanced
practice as a validation of meeting education and clinical
criteria. Also the recertification process is recognized
for ongoing competency. Legislation proposals from the
2007 Legislature was addressed, particularly two bills:
AB 139 and SB 102. These bills would have allowed the

IN ADVANCED PRACTICE

Application for Membership

Last Name First Name MI Credentials Date of Application
( ) Q Join CAPNAP
Mailing Address Apt. / Unit Number Home Phone
Join ANA—ANA\C
( ) 0 & CAPNAP
City State Zip Code  Home Fax Number
E-mail Address Basic School of Nursing
Place of Employment License Number Year Graduated
( )
Title/Building/Department Business Phone
( )
Address Business Fax
City State Zip Code
Join/Renew CAPNAP Membership $ 5000  Membership in CAPNAP only
Join ANA through ANA\C and renew CAPNAP Membership $25500  Full Membership
$127.50  Student Membership
$63.75  Retired Membership

membership in CAPNAP.

I WOULD like to join ANA through ANA\C at this time. By joining ANA-ANA\C today, T understand I do not owe an additional $50.00 for my

I'am CURRENTLY a member of ANA through ANA\C and plan to renew my membership in ANA-ANA\C when due. I understand that I do not

owe an additional $50.00 for my membership in CAPNAP because of my current membership in ANA-ANAC.

in CAPNAP only.

ANA\C (if applicable) is following.

I am NOT a member of ANA through ANA\C at this time, nor do I wish to join this year. T am therefore paying $50.00 for a one year membership

Yes, add my email address to the CAPNAP/ANAC (if applicable) list serve so that I will receive email notification of current legislation that CAPNAP/

I am interested in or would like to serve on a CAPNAP committee: (please check all that interest you);

__ Legislative Committee

____ Continuing Education Committee

____ Nominating Committee

Bylaws Committee

Membership Committee

Policy and Practice Committee

Finance Committee

Nurse Practitioner’s scope of practice to be defined by
their education. When the Nurse Practitioner received his/
her certification as a family practitioner, the areas that
were part of the education program would not require a
standardized procedure.

There was an update on the National Council of State
Boards of Nursing (NCSBN) in reference to APRN
Model Practice Act and the fact that the CNS role was
clarified. The NCSBN has an APN consensus group, and
APRN Advisory Panel and an “APRN Call” about which
our BRN will keep us informed. There is also an APRN
Joint Dialogue Group that is a subgroup of members of
the consensus group and the advisory panel. The APRN
Joint Dialogue Group plans to write a joint paper re, its
recommendations on the future regulation of APRNs. The
APRN Advisory Panel’s work for the coming year is to
develop regulatory language for the new APRN regulatory
model.

Lasers for cosmetic procedures was briefly addressed,
the problems, the liability, the need for RNs who work in
this area to have special Dermatology training, and that
public hearings will be conducted. This issue is addressed
in detail in this newsletter.

The new CNS regulations were discussed, as well as
CNS certification. There was then some discussion about
Advanced Pharmacology Continuing Education Courses,
and what must be included. Prescriptive authority for the
CNS is an ongoing issue of the profession. Having the
appropriate pharmacology courses within the curriculum
would give future CNS’s an advantage when the legislative
authority occurs.

All in all, it was an interesting meeting. It was an
opportunity to hear what the program directors are doing
and the positive and not so positive happenings with their
programs. Their were directors or faculty from most all of
the APRN programs, including school nurses as well, so
the discussion was very good and brought in everyone’s
unique perspective. Participants also shared some
suggestions, including providing more specific guidance in
their programs for students—while preparing them for the
real world.
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Continuing Education Course Wild lris

Bloodborne Pathogens

Mary C. Mitus, RN, MSN, CCAP
www.WildIrisMedical.com
1 contact hour
$10.00
Copyright © 2007 Wild Iris Medical Education, Inc.
All rights reserved.

About the Author

Mary Mitus, RN, MSN, CCAP, is an advanced practice
nurse, having earned her master’s degree in 1988 from
Grand Valley State University, Michigan. Mitus spent
the first ten years of her career in hospital and home care
administration. Since then she has focused on holistic
health and computer-based learning. She is a certified
clinical aromatherapy practitioner, reiki master, flower
essence practitioner, and health coach.

Mitus has designed and taught a variety of programs
on such subjects as mind/body health and alternatives
to smoking. As the owner of Health Everlasting, Mitus
provides holistic health assessments, life coaching,
aromatherapy, reiki, and other energy-based therapies.

She is passionate about health, physical fitness,
gardening, and living each day with joy. She resides in
Michigan with her husband and daughter.

This course covers the requirements for annual
bloodborne pathogen training as outlined by the
Occupational Safety and Health Administration of the U.S.
Department of Labor (OSHA).

LEARNING OBJECTIVES

Upon completion of this course, you will be able to:

e List the basic components of OSHA’s bloodborne
pathogens standard.

e Describe two common bloodborne diseases and their
modes of transmission.

e Explain the purpose of the hepatitis B vaccine.

o Identify several types of personal protective
equipment (PPE), work practices, and engineering
controls that can help to decrease your risk of
exposure.

¢ Recognize warning labels.

¢ Define an exposure incident and describe the follow-
up required.

OSHA STANDARD TO PROTECT EMPLOYEES

The Occupational Safety and Health Administration

of the U.S. Department of Labor (OSHA) first published
the Occupational Exposure to Bloodborne Pathogens
standard in 1991 in Title 29 of the Code of Federal
Regulations 1910.1030. The standard details what
employers must do to protect workers whose jobs put
them at risk for exposure to blood and other potentially
infectious materials. OSHA regularly inspects healthcare
agencies for compliance, and may fine employers if
infractions are identified.

The standard requires employers to do the following:

o Establish a written exposure control plan to eliminate
or minimize employee exposure to bloodborne
pathogens.

e Use engineering controls, devices that isolate or
remove the bloodborne pathogen hazard such
as sharps disposal containers and self-sheathing
needles.

e Enforce work practice controls to reduce the
likelihood of exposure by changing the way a task
is performed, such as appropriate procedures for
hand washing, sharps disposing, and handling
contaminated materials.

e Provide personal protective equipment (PPE) such as
gowns, gloves, and masks.

¢ Clean, repair, and replace this equipment as needed.

e Provide the hepatitis B vaccination series to all
employees with occupational exposure to bloodborne
pathogens.

e Provide postexposure follow-up to any employee
who experiences an exposure incident, at no cost to
the employee.

e Use labels and signs to communicate hazards. This
includes using warning labels affixed to containers of
regulated waste and signs to identify restricted areas.

e Provide information and training to employees, upon
hire and at least annually.

e Maintain employee medical and training records
including a sharps injury log.

THE PATHOGENS
Bloodborne pathogens are microorganisms present in
human blood or other potentially infectious materials

(OPIM) that can cause disease in individuals who are
exposed to the blood containing the pathogen. Many
are relatively rare, such as malaria and syphilis. Others
are common, such as the hepatitis virus and the human
immunodeficiency virus (HIV), which causes acquired
immune deficiency, or AIDS.

In addition to blood, potentially infectious materials
include any body fluid that might be infected, such as
semen, vaginal secretions, cerebrospinal fluid, pleural
(lung) fluid, saliva, tears, synovial (joint) fluid, amniotic
(uterine) fluid, peritoneal fluid (fluid that fills the abdominal
cavity).

Two bloodborne pathogens are specifically addressed by
OSHA standards because they are the most common and
pose the greatest threat to employees who may be exposed.
They are hepatitis B (HBV) and human immunodeficiency
virus (HIV).

Hepatitis

Hepatitis means inflammation of the
liver. Several strains of the hepatitis virus
have been identified: Hepatitis A, hepatitis
B and hepatitis C are the most common.
Hepatitis A is not a bloodborne
pathogen and we will not discuss it here.

The liver is an organ located at the top
of the abdomen, just below the diaphragm.
The liver performs several vital functions
that serve to detoxify the blood cells,
inactivate many chemical compounds, store glucose as
glycogen, synthesize triglycerides and cholesterol, and
produce plasma proteins. Diseases that inflame or damage
the liver adversely affect the body’s ability to perform
these vital functions, leading to acute or chronic illness
and sometimes death.

HEPATITIS B (HBV)

Hepatitis B is an infection of the liver caused by the
hepatitis B virus. It is a serious disease, responsible for
between 4000 and 5000 deaths each year in the United
States from cirrhosis and liver cancer. In 2003 an estimated
73,000 persons in the United States were infected with
HBV (CDC, 2005).

Hepatitis B is transmitted by direct contact with the
blood or body fluids of an infected person. It is not spread
through food or water or by casual contact. The disease is
often chronic. Many people either do not exhibit symptoms
or never fully recover. They are considered “carriers” of
the virus.

The symptoms of hepatitis B are often much like a mild
flu. Initially there is fatigue, possible stomach pain, loss of
appetite, and nausea. As the disease continues to develop,
jaundice (a distinct yellowing of the skin and eyes) and a
darkened urine usually occur.

People who are infected with HBV often show no
symptoms for a period of time. After exposure it can take
up to 9 months before symptoms become noticeable. Loss
of appetite and stomach pain, for example, commonly
appears within 1 to 3 months, but can occur as soon as 2
weeks or as long as 9 months after infection. About 30%
of infected individuals have no signs or symptoms (CDC,
2005). The only way to diagnose hepatitis B disease is with
a blood test.

There is no cure for HBV, but there are medications
available to treat long-lasting HBV infection. Many people
who contract the disease develop antibodies that help them
get over the infection and protect them from getting it
again. It is important to note that infection with HBV will
not prevent someone from getting another type of hepatitis.

The hepatitis B virus is very resilient, and it can survive
in dried blood for up to 7 days (CDC, 2005). For this
reason, the virus is a concern for medical personnel such
as nurses and paramedics, as well as custodians, laundry
personnel, and other employees who may come in contact
with blood or potentially infectious materials.

Transmission of the hepatitis B virus occurs when blood
or body fluids from an infected person enter the body of
a person who is not immune. HBV is spread by having
unprotected sex with an infected person, sharing needles
when using drugs, blood transfusions, needle sticks or
sharps exposures on the job, or from an infected mother to
her baby during birth. The hepatitis B vaccine is the best
protection from the disease.

HEPATITIS B VACCINE

All employees who are exposed to blood or other
potentially infectious materials as part of their job duties
are eligible to be vaccinated against the hepatitis B
virus. The hepatitis B vaccine is a noninfectious, yeast-
based vaccine which is usually given in a series of three
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injections in the arm. It is prepared from recombinant yeast
cultures, rather than human blood or plasma. Thus, there is
no chance of developing HBV from the vaccine.

The vaccination consists of a series of three injections.
The second injection should be given 1 month after the
first, and the third injection 6 months after the initial dose.
To ensure immunity, it is important to receive all three
injections. The vaccine causes no harm to those who are
already immune or to those who may be HBV carriers.

Although employees may opt to have their blood tested
for antibodies to determine need for the vaccine, their
employers may not make such screening a condition of
receiving vaccination—nor are employers required to
provide screening. For employees at risk
for exposure, an antibody titer can be
drawn 1 to 2 months after the vaccination
series is completed to determine vaccine
effectiveness. If a second vaccine series
is indicated, it must be offered free of
charge.

Employees who decide to decline
vaccination must complete a declination
form. An employee may opt to take the
vaccine at any time even after initially
declining it.

HEPATITIS C (HCV)

Hepatitis C is a serious infection of the liver caused by
the hepatitis C virus, a bloodborne pathogen. About 3.9
million Americans have been infected with HCV. Hepatitis
C is becoming a bigger and more dangerous problem than
hepatitis B (CDC, 2005).

Transmission of the virus occurs when blood or body
fluids from an infected person enter the body of a person
who is not infected. HCV is spread through sharing
needles when using drugs, through needle sticks or sharps
exposures on the job, through blood transfusions, or from
an infected mother to her baby during birth.

Hepatitis C is a progressive disease that varies from
person to person. About 80% to 85% develop chronic
hepatitis, 15% to 20% develop cirrhosis, and 1% to 4% of
those with cirrhosis may die of liver cancer. Some people
infected early in life take years to present with the disease
symptoms.

The symptoms of hepatitis C include jaundice, fatigue,
dark urine, abdominal pain, loss of appetite and nausea.
Eighty percent of infected individuals have no signs or
symptoms (CDC, 2005).

Treatment is not always effective for HCV, and
all infected persons are not candidates for treatment.
Interferon and Ribavirin are two recent medications used
to treat the disease.

There is no vaccine to prevent hepatitis C. At this time,
there is no recommendation for the use of antiviral agents
upon exposure to HCV.

Adherence to Universal Precautions and Body
Substance Isolation (BSI) is the most effective way for
healthcare workers to prevent exposure to the virus.

Human Immunodeficiency Virus (HIV)

As noted earlier, the human immunodeficiency virus
(HIV) causes acquired immune deficiency syndrome, or
AIDS. HIV attacks the body’s immune system, weakening
it so that it cannot fight other deadly diseases. Though a
person has been infected with HIV, it may be many years
before AIDS develops. AIDS is a fatal disease, and while
treatment for it is improving, there is no known cure.

HIV is spread by sexual contact with an infected
person, by sharing needles and/or syringes with someone
who is infected, and, less commonly, through transfusions
of infected blood or blood clotting factors. Babies born
to HIV-infected women may become infected before or
during birth or through breastfeeding after birth. HIV
is not spread through contaminated food or by casual
contact.

In the healthcare setting, personnel have been infected
with HIV after being stuck with needles containing HIV-
infected blood or, less frequently, after infected blood gets
into a worker’s open cut or a mucous membrane such as the
eye, mouth, or nostril. By December 2002, occupational
exposure to HIV had resulted in 57 documented cases
of positive HIV tests among healthcare personnel in the
United States (CDC, 2003).

The symptoms of HIV infection vary, but often include
weakness, mild viral illness within 6 weeks, fever, sore

(Continued on page 19)
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(Continued from page 18)

throat, nausea, headaches, diarrhea, a white coating on the
tongue, weight loss, and swollen lymph glands.

HIV/AIDS infection occurs in three broad stages. In the
first stage, the person is actually infected with HIV. After
the initial infection, the infected individual may show few,
or no, signs of illness for many years. During the second
stage, the individual may suffer swollen lymph glands or
other lesser diseases that begin to take advantage of the
body’s weakened immune system. The second stage is
believed to lead eventually to AIDS. In the third and final
stage, that of AIDS itself, the body becomes completely
unable to fight off life-threatening diseases and infections.

The HIV virus is fragile and does not survive long
outside the human body. It is primarily of concern to
employees providing first aid or medical care in situations
involving fresh blood or other potentially infectious
materials. It is estimated that the chances of contracting
HIV in a workplace environment are minimal. However,
because it is such a devastating disease, all precautions
must be taken to avoid exposure.

There is no vaccine to prevent HIV infection.
Adherence to Universal Precautions is the most effective
means of protection.

Although preventing blood exposure is the primary
means of preventing occupationally acquired human
immunodeficiency virus infection, appropriate
postexposure management is an important element of
workplace safety. Occupational exposure to HIV must be
considered an urgent medical concern to ensure timely
administration of postexposure prophylaxis. The Centers
for Disease Control recommend a four-week regimen of
medication for prophylaxis after exposure to infected body
substances.

MODES OF TRANSMISSION
Bloodborne pathogens such as hepatitis B and HIV
can be transmitted through contact with infected blood
and other potentially infectious body fluids such as semen
and vaginal secretions, cerebrospinal fluid, pleural and
peritoneal fluid, amniotic fluid, saliva in dental procedures,
and any body fluid that is visibly contaminated with blood.
Transmission of a bloodborne pathogen can occur
through:
¢ Sexual contact without a condom
e Sharing of hypodermic needles
e From mothers to their babies at or before birth
e Accidental puncture from contaminated needles,
broken glass, or other sharps
e Contact between broken/damaged skin and infected
body fluids
e Contact between mucous membranes and infected
body fluids
Unbroken skin forms an impervious barrier against
bloodborne pathogens. However, infected blood and body
fluids can enter your system through open sores, cuts
and abrasions, acne, any damaged or broken skin, or the
mucous membranes of eyes, nose, or mouth if you are
splashed with contaminated fluid.

RISK ASSESSMENT

It is important to know the ways exposure and
transmission are most likely to occur in your work
situation. Any time there is blood-to-blood contact with
infected blood or body fluids, there is a risk. In most
situations, transmission likely occurs because of accidental
puncture from contaminated needles or other sharps,
contact between broken skin and infected body fluids, or
contact between mucous membranes and infected body
fluids.

Healthcare personnel are at high risk due to routine
exposure to blood and other potentially infectious body
fluids such as nasal secretions, saliva, sweat, tears,
vomitus, urine, feces, cerebrospinal fluid, uterine fluid, and
peritoneal fluid. Accidental puncture from contaminated
needles and other sharps is the most prevalent risk for
healthcare workers.

PREVENTION
Exposure Control Plan

Employers are required to develop and make available
an exposure control plan (ECP). The plan is in place to
protect employees from health hazards associated with
bloodborne pathogens and provide appropriate treatment
and counseling if an exposure incident occurs. Know

where your exposure control plan is located and what it
includes.

The exposure control plan includes detailed information
about ways your employer provides a safe and healthful
work environment, including:

*  Who is responsible for implementing the plan

e Determination of employee exposure

* Methods of exposure control such as Universal

Precautions, engineering and work practice
controls, personal protective equipment (PPE), and
housekeeping

* Hepatitis B vaccination

e Postexposure evaluation and follow-up as well as

the procedures for evaluating the circumstances
surrounding an exposure incident

e Communication of hazards to employees

e Training and recordkeeping

Employers are required to implement a variety of
preventive measures to reduce or eliminate the risk of
exposure to bloodborne pathogens, including Universal
Precautions, work practice controls, PPE, engineering
controls, and vaccination.

Universal Precautions

Universal Precautions is the name used to describe
a prevention strategy in which all blood and potentially
infectious materials are treated as if they are actually
infectious, regardless of the perceived status of the source
individual. In other words, whether or not you think the
blood/body fluid is infected with bloodborne pathogens,
you treat it as if it is. This approach is used in all
situations where exposure to blood or potentially infectious
materials is possible. In addition, it means that certain
engineering and work practice controls shall always be
utilized in situations where exposure may occur.

PERSONAL PROTECTIVE EQUIPMENT (PPE)

Wearing gloves, gowns, masks, and eye protection can
significantly reduce health risks for employees exposed to
blood and other potentially infectious materials. Employers
are required to provide, clean, and maintain appropriate
personal protective equipment (PPE) and clothing free
of charge to employees. Latex-free PPE must be made
available on request.

Personal protective equipment must be readily
accessible to employees and available in appropriate
sizes. It is important to know what type of personal
protective equipment is available to you at work and where
it is stored. To protect yourself, you must have a barrier
between you and the potentially infectious material.

Personal protective equipment includes:

* Gloves. Nonsterile disposable gloves should be worn
when soiling of the hands with blood or body fluids
is likely.

» Utility gloves. To prevent injuries during extrication
or when working in other hazardous environments
where broken glass or sharps may be present.

* Gowns. Outerwear that is impervious to fluids.
Should be worn when soiling of exposed skin or
clothing is likely.

e Tyvex suit. One-piece, impervious outerwear with
zipper. May have hood and booties attached. To be
worn when gross contamination with blood and body
fluids is anticipated.

e Face shield. One-piece face protection to be worn
while performing invasive techniques including IV
therapy, suctioning, and intubations, or any time
there is an opportunity for blood or body fluids to be
splashed, sprayed, or splattered (not to be used for
TB protection).

e Goggles. Eye protection that includes shielding
front, sides, and top. Goggles/safety glasses with side
and top shields as well as full-face shielding are all
acceptable. Prescription glasses are acceptable if side
shields are added.

e Mask (surgical). Disposable mask to be placed over
the mouth and nose. Should be worn when splashing
of blood or body fluids is likely. Should be worn with
eye protection.

* Head coverings. Cap that covers hair. Should be
worn when splashing of blood or body fluids is
likely.

* Booties. Outerwear used to cover shoes/boots when
exposed to blood and body fluids.

* Turnout gear. Coat and pants that are fire-resistant
and may provide protection during extrication.

e Steel-toed shoes/boots. Protective footwear.

e Hard hats. Protective head covering to be worn
during extrication.

* Body armor. Bulletproof vest to be worn for

protection when placed
situations.

in potentially hostile

Gloves, Your First Defense

Gloves are to be worn when contact with blood or other
potentially infectious materials or contaminated surfaces
is anticipated. Gloves should be made of latex or other
water-impervious materials. If the glove material is thin or
flimsy, double gloving can provide an additional layer of
protection. If you are allergic to standard gloves, you must
be provided with an alternative at no charge.

If you know you have cuts or sores on your hands, you
should cover these with a bandage or similar protection
as an additional precaution before donning your gloves.
Always inspect your gloves for tears or punctures before
putting them on. If a glove is damaged, don’t use it.

When taking contaminated gloves off, do so carefully.
Make sure you don’t touch the outside of the gloves to your
bare skin, and be sure to dispose of the gloves in a proper
container so that no one else will come in contact with
them.

PPE Rules to Follow

¢ Know how to use the equipment.

e Always wear PPE in exposure situations.

e Remove and replace PPE that is torn, punctured, or
has lost its ability to function.

e Remove clothing that becomes contaminated with
blood or body fluids as soon as possible.

e Remove PPE before leaving the work area.

¢ Handle contaminated laundry as little as possible.

e Place contaminated PPE in appropriately labeled
bags or containers until disposed of, decontaminated,
or laundered.

* Know where these bags or containers are located in
your work area.

WORK PRACTICE CONTROLS

Work practice controls refer to the processes and
procedures used to ensure that work is conducted in a
safe and healthy manner. Work practice controls are an
essential component of a safe work environment.

Work practices to learn and follow include: proper and
timely handwashing; minimize splashing, spraying of any
potentially infectious material; proper decontamination and
sterilization of equipment and supplies; cleanup, care, and
maintenance of supplies and equipment; proper disposal of
used supplies and equipment; keeping all food and drink
away from areas where blood or potentially infectious
materials are present; no eating, drinking, smoking,
applying cosmetics or lip balm, or handling contact lenses
where there is a risk of contamination.

Decontamination

To minimize exposure to bloodborne pathogens,
effective decontamination is essential. Use either a
10% household bleach solution, Lysol, or another EPA-
registered disinfectant. Check the label of all disinfectants
to be sure they meet this requirement.

If you are cleaning up a blood spill, carefully cover the
spill with rags or paper towels. Pour disinfectant solution
over the rags or towels and let it sit for 10 minutes or follow
the manufacturer’s recommendations.

Handwashing

Handwashing is one of the most important—and
easiest—practices used to prevent transmission of
bloodborne pathogens. Hands or other exposed skin
should be thoroughly washed as soon as possible following
an exposure incident. Hands should also be washed
immediately or as soon as feasible after removal of gloves
or other PPE.

Use soft antibacterial soap, if possible. Avoid harsh
abrasive soaps, as these may open fragile scabs or other
sores. Because handwashing is so important, you should
familiarize yourself with the location of the handwashing
facilities nearest to you. Public restrooms, janitor closets,
and so forth may be used for handwashing if they are
normally supplied with soap.

If you are working in an area without access to such
facilities, you may use an antiseptic cleanser in conjunction
with clean cloth/paper towels or antiseptic hand wipes.
If these alternative methods are used, hands should be
washed with soap and running water as soon as feasible.

ENGINEERING CONTROLS

Engineering controls are controls that isolate or remove
the bloodborne pathogens hazard from the workplace.
Engineering controls include any physical device or

(Continued on page 20
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equipment used or installed to prevent occupational hazard
exposure, illness, or injury. Examples of engineering
controls include sharps disposal containers, self-sheathing
needles and safer medical devices, such as needleless
systems.

Employers must select and implement appropriate
engineering controls to reduce or eliminate employee
exposure. It is important for you to learn and use the
engineering controls available to you in your work
environment.

Sharps Handling
Sharps are anything that can puncture the skin, such as
needles, blades, scissors, or broken glass. A needle stick or
a cut from a contaminated sharp can lead to infection from
a bloodborne pathogen. Proper handling and disposal of
sharps greatly reduces this risk. Sharps containers should
be closable, puncture-resistant, and leak-proof on the sides
and the bottom. They must be labeled or color-coded. Keep
the following guidelines in mind when handling sharps:
e Never recap, break, or shear needles.
e To move or pick up needles, use a mechanical device
or tool such as forceps, pliers, or broom and dustpan.
e Dispose of needles in labeled sharps containers only.
e When transporting sharps containers, close
the containers immediately before removal or
replacement to prevent spillage or protrusion of
contents during handling or transport.
e Fill a sharps container up to the fill line, or two-
thirds full. Do not overfill the container.

Warning Labels

Warning labels need to be affixed to containers of
regulated waste; refrigerators and freezers containing blood
or OPIM; and other containers used to store, transport, or
ship blood or OPIM. These labels are fluorescent orange,
red, or orange-red. Bags used to dispose of regulated waste
must be red or orange-red, and they too must have the
biohazard symbol readily visible upon them.

Regulated waste refers to any liquid or semi-liquid
blood or other OPIM, contaminated items that would
release blood or OPIM in a liquid or semi-liquid state if
compressed, items that are caked with dried blood or
OPIM and are capable of releasing these materials during
handling, and contaminated sharps.

EXPOSURE INCIDENT

If you experienced a needle stick or other sharps injury
or were exposed to the blood or other body fluids of a
patient during the course of your work, immediately follow
these steps:

e Wash needle sticks and cuts with soap and water.

e Flush splashes to the nose, mouth, or skin with
water.

o If your eyes were involved in the exposure, irrigate
your eyes with clean water, saline, or sterile irrigation
solution.

e Report the incident to your supervisor—including
how, when, where, and who—and describing events
in as much detail as possible.

¢ Immediately seek medical treatment.

POSTEXPOSURE FOLLOW-UP
Your employer must provide you with a written report

telling you how a bloodborne pathogen might have entered
your body and a description of what happened when you
were exposed. Your employer must identify the source
individual (the person who might have infected you)
unless the source individual is unknown or state or local
law prohibits disclosure. If the source person is known,
many states require that the person be tested for HBV and
HIV and notified of the results. Your blood must also be
collected and tested, after you have agreed to the test.

Medical care will be provided by your employer at no
charge to you. All test records are confidential. You must
be given a copy of the healthcare professional’s written
opinion with 15 days after your medical evaluation is
finished. You will be given postexposure prophylaxis if
medically necessary, as recommended by the U.S. Public
Health Service. If you wish, you will be given counseling
that includes recommendations for transmission and
prevention of HIV.

FREQUENTLY ASKED QUESTIONS
QUESTION

If I accidentally get a patient’s blood on my hands, do I
need to treat the incident as an exposure?

ANSWER

Yes, wash the area with soap and water and report the
occurrence to your supervisor as soon as possible. Your
supervisor will determine the type of follow-up needed.

QUESTION
How great is my risk for hepatitis B?

ANSWER

One out of 20 people living in the United States will get
infected with HBV at some time during their lives. Your
risk is higher if you have a job that involves contact with
human blood.

QUESTION
How do I know if I have hepatitis?

ANSWER
A blood test is the only way to diagnose hepatitis.

QUESTION
When should I get the hepatitis B vaccine?

ANSWER

The vaccination must be offered within 10 days of
initial assignment to a job where exposure to blood or other
potentially infectious materials can be anticipated.

QUESTION
If I decline to take the vaccination, can I change my
mind later?

ANSWER
Yes, you can decide to begin the vaccination series at
any time.

QUESTION
If I think I’ve been infected with HIV, how soon can I
find out?

ANSWER

You will usually develop antibodies against the HIV
virus within 6 to 12 weeks after becoming infected. Tests
will not reveal whether you had been infected before that
time.

QUESTION
Can I get HBV, HIV, or AIDS from being bitten by an
infected mosquito?

ANSWER
No. There is no evidence that the HBV or HIV virus is
transmitted through insects such as mosquitoes.

QUESTION
If dried blood were to get wet, could the HIV virus
become active again?

ANSWER
No. Once a virus is no longer active, it cannot be
“reconstituted” by adding water.

QUESTION

Can I catch HIV from being in the same room or
vehicle with someone who has the infection if they cough
or sneeze?

i i
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ANSWER

No, HIV cannot be transmitted through sneezing or
coughing (you cannot catch it like the common cold),
not by shaking hands or hugging, not by sharing the
water fountain, and not by sharing the rest room or work
equipment.

QUESTION

If the chances of being exposed to a patient with
a contagious disease are low, why do I need to take
precautions all the time?

ANSWER

Universal Precautions is the most effective way to
safeguard against exposure to bloodborne pathogens. It is
not always possible to predict when an exposure will occur.
Bloodborne pathogens are not visible and you don’t know
if the patient you are working with is infected.

QUESTION
Can I refuse to do a job that will expose me to potential
infection?

ANSWER

No, Universal Standards do not allow you to refuse to
take an assignment. Your employer is required to provide
you with the appropriate personal protective equipment
and training to minimize your risk.
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POST TEST

The OSHA bloodborne pathogens standard requires employers to do all of the
following except:
a. Provide PPE to employees who are at risk for exposure to bloodborne
pathogens.
b. Write and regularly evaluate an exposure control plan.
c. Offer the hepatitis B blood test to employees at no charge.
d. Provide information and training to employees, upon hire and at least
annually.
Which of the following two diseases are caused by bloodborne pathogens?
a. Syphilis and tuberculosis
b. Hepatitis B and AIDS
c. Hepatitis C and pneumonia
d. Hepatitis A and influenza
Bloodborne pathogens are carried in blood and sometimes in:
a. Saliva
b. Hair
c. Eyelashes
d. Fingernails
A definitive diagnosis of hepatitis B can be made by:
a. Testing a stool specimen.
b. Evaluating the person’s symptoms.
c. Testing saliva.
d. A blood test.
The human immunodeficiency virus (HIV) is resilient and can survive outside of
the human body on wet or dry surfaces for up to 7 days.
a. True
b. False
The hepatitis B virus and the human immunodeficiency virus are commonly
transmitted from one infected person to another through:
a. Holding hands.
b. Having sex.
c. Sneezing.
d. Coughing.
Universal Precautions means the first thing you do is determine if the patient is
contagious.
a. True
b. False
Three types of personal protective equipment that can protect you from exposure
to blood or OPIM include:
a. Hard hats, surgical scrubs, and gloves.
b. Gloves, mask, and hand wash.
c. Gloves, goggles, and gowns.
d. Particulate respirator mask, eye protection, and hand wash.
Which is one example of engineering controls that may isolate or remove the
hazard of bloodborne pathogens from the workplace?
a. Rules prohibiting food storage in a medication refrigerator
b. Record review to identify proper documentation of clinical data
c. Use of self-sheathing needles to prepare and administer medications
d. Handwashing after a possible exposure to infectious material
Containers used to store, transport, and dispose of regulated waste must be

identified with warning labels of which color?
a. Orange, red or orange-red

b. Black, brown, or grey

c. Yellow or gold

d. Blue or blue-green

COURSE EVALUATION

Select one answer for each question by clicking in the circle next to your choice.

1. This course covered the objectives.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
2. The content of this course was relevant to the objectives.
Agree Somewhat Agree  Neutral Somewhat Disagree Disagree

3. This offering met my professional and educational learning needs.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
4. The manner in which this material was presented was effective.
Agree Somewhat Agree  Neutral Somewhat Disagree Disagree

5. The course material was presented in an understandable manner.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
6. The educational level of this course was appropriate.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
7. The course material was accurate and current.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
8. The course took 50 minutes per contact hour to complete.

Agree Somewhat Agree  Neutral Somewhat Disagree Disagree
Comments:

Registration Information for
Bloodborne Pathogens

To receive contact hours and a certificate of completion for this module, complete the
posttest and send it along with the completed registration form and a $10.00 *check
to: Wild Iris Medical Education, PO Box 257, Comptche, CA 95427. If your score is

below 70%, a new copy of the posttest will be sent to you at no extra charge.

You can also take the test, pay, and receive your certificate online at: http:/www.

WildIrisMedical.com/bloodbornepath.

Name:

Home Address:

City/State/Zip:

Professional license and number:

License expiration:

E-mail address:

Payment enclosed: Check/Money Order

Credit card # (MasterCard/Visa/Discover/Amex):

Exp. Date:

Signature:

Make checks payable to: Wild Iris Medical Education. For more information call:
(707) 937-0518. *Ten percent of the course fee will be donated to the American

Nurses Association/California.
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Call for Consent to Serve Forms for
ANA\C 2009-2001 Elections

The ANA\C Ballot Committee has issued the call

IRS Lobbying
Lois Bergquist Notification for Dues

for consent to serve forms for a slate of candidates to be My colleague, Lois Bergquist, taught microbiology 20% of the 126.00 ANA\C dues are not deductible
presented to the membership for a vote in January 2009. to pre-nursing students at Los Angeles Valley College because they are lobbying expenses and 35.10% of the
The deadline for ANA\C’s receipt of all complete consent for several decades. She has launched the careers ANA dues are not deductible because they are lobbying
to serve forms for the initial slate is November 1, 2008. of many a nurse and taught them well. I wanted to expenses.
Consent to Serve Forms will be accepted by mail, email announce to her former students, which would now If a member pays full membership dues
or fax. be nurses, of her passing. She was a great lady and I 20% of 128.00 =25.60

The following are the open slots which are available: know her former students would want to know of her 35.10% of 130.00 = 45.63
President, Vice President, Secretary, Treasurer, passing. Thank you for your time and attention to this Of the total ANA and ANA\C dues paid 71.23 is
Directors-at-Large, Director of Nursing Practice, matter. lobbying expenses and not deductible.

Director of Nursing Education, Director of Legislation, Professor Lynn Polasek
Director of Communication/Membership, Ballot
Committee (three positions available) and ANA\C
Delegate to the ANA House of Delegates (eight positions
and ten alternate positions available).

Order Form: “Celebrate Nursing” License Plate Frame

Save the Date!! Qty Item Per Unit Cost | Totals

License Plate $2.00
ANA\C RN Lobby Days 2008 - Sacramento, CA B
Sunday April 20th & e TT——

. : IppIng/Handiing arges.
Monday Apl‘ll 21st 2008 eUpon order receipt, please allow 15 SUb Total
:  business days for shipping S/H

Pre-Registration information can be T of Framos S/H Gost
found in this issue of ‘The Nursing Voice’ -
-5 Frames $3.00

and on the web site at Total Amount

. . 6-10 Frames $5.00
www.anacalifornia.org T 500 Due
. . - rames .
Look for event schedule in the next issue of S
. . 16-20 Frames 10.00 .
¢ ’ Payment Method:
The NurSEng V0lce E?y(mz:kofmgney order (must be [
21-25 Frames $1 2.00 made payable to ANA\California
Q Crecit Card: 13
26 and above Pls. Call Q American Experss J :
Q Visa L
O MasterCard — 70({%&13&4\‘753&““'
The Nurse Practice Act defines one component of nursing Cardhoders
practice as being a patient advocate. ANA\C believes that .

patient advocacy not only happens at the bedside but when
we are supporting and developing programs and proposals

City, State, Zip

Telephone Email:
to improve the quality of health care, the workplace and oo Card Bxp Dae:
tools for the individual nurse, and access of our patients to .

Signature

health care and health care providers. Ship To:
Honorable Tricia Hunter, MN, RN :
Executive Director ANA\California

Name
Address

City, State, Zip

Return this form to: American Nurses’ Association\California
ATTN: Michele T. )
1121 L Street, Suite 409, Sacramento, CA 95814

\ —
TEL: 916-447-0225 FAX: 916-442-4394
EMAIL: anac@anacalifornia.org A N R

The goal of ANA\C is to have all registered nurses in
California join their professional association.

Louise F. Timmer, EdD., RN
President ANA\C 2007-2009
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Membership and Communication

ANA\California

Calendar of Events

All ANA\C members are welcome and encouraged
to attend meetings of the Board of Directors. Meetings
are held in Sacramento at ANA\C offices, 1121 L Street,
Suite 409 Sacramento, CA 95814 and begin at 10:00
a.m. unless otherwise noted. Any member interested in
attending a Board meeting is asked to notify the ANA\C
staff at least one week prior to the meeting date by calling

916-447-0225. Members will receive

instructions for

parking and entry into the office building at that time.
Thank you.

December 2007

31st

Golden State Nursing Foundation deadline for
the Tony Leone and Catherine Dodd Scholarship
applications—Completed  applications  must
be post-marked and/or received in the ANA\
California offices no later than this date.
Should you have questions or would like more
information please feel free to give a call to
916-447-0225.

January 2008

1st
7th
7th

18th

30th-1st

ANA\C Ballot Committee—Ist notice to
membership: Publish positions and consent to
serve form.

California Statutes take effect

California Legislature Reconvenes

The Nursing Voice—Article submission deadline
- For more information about submitting and
article, please see page 2 of this newsletter
for The Nursing Voice ‘Article Submission
Guidelines’, if you need further assistance from
there, please feel free to call 916-447-0225. To
submit articles, please send manuscripts and
other submissions to thenursingvoice@yahoo.
com or call 916-447-0225

ANA\C Board of Directors Retreat, West Coast
University, Los Angeles, CA

NDNQI National Data Use Conference, Orlando,
Florida

For  more
301-628-5047

information: Isis  Montalvo

February 2008
27th-29th Third National Pay for Performance Summit—

The Leading National Forum on Pay for
Performance, Transparency and Value Driven
Healthcare, Los Angeles, CA

For more information: Toll-free: 800-684-4549

29th ANA\C Board of Directors Meeting, Sacramento,
CA
March 2008

26th-30th NSNA’s 56th Annual Convention:

31st

“Blazing
Trails: The New Age of Nursing.” Gaylord Texan
Resort and Convention Center, Grapevine, TX
For more information please visit www.nsna.org
Golden State Nursing Foundation deadline
for the Joanne Powell Award applications—
Completed applications must be post-marked
and/or received in the ANA\California offices no
later than this date. Should you have questions or
would like more information please feel free to
give a call to 916-447-0225.

April 2008

20th-21st

ANA\C Ballot Committee—2nd notice to
membership: Publish positions and consent to
serve form.

ANA\C RN Lobby Days 2008, Sacramento
CA Sunday Program CSUS University Union
Ballroom; Monday Program (morning only)
12th & K Street, Downtown Sacramento, CA—
California State Capitol Monday afternoon

For more information: check this edition of The
‘Nursing Voice’ or online at www.anacalifornia.

org

June 2008
25th-27th ANA House of Delegates, Washington Hilton

and Towers, Washington, DC
For more information: Leadership Services 301-
628-5039

ANRS

American Nurses Association \ California
Membership Application

ANRS

Last Name/First Name/Middle Initial Credentials Date of Application

Mailing Address Apt./Unit Number Home Phone Number

City/State Postal Code ‘Zip’ Home Fax Number

Basic School of Nursing Year Graduated License Number/State

Employer Name Business Phone

Title/Building/Department Business Fax
Address Postal Code
Employer City/State E-mail Address

Referred By:

MEMBERSHIP DUES VARY BY STATE

Membership Category (Check one)
M  Full Membership Dues - $255

O Employed - Full Time

O Employed - Part Time

Payment Plan (Check one)
O Full Annual Payment
O Check
O Master Card or VISA Bank Card
(Available for Annual payment
only)

Payment Plan (continued)

O Electronic Dues Payment Plan (EDPP)
Read, sign the authorization, and enclose
a check for first month’s EDPP payment
(contact your SNA/DNA for appropriate
rate). 1/12 of your annual dues will be
withdrawn from your checking account
each month in addition to a monthly
service fee.

R Reduced Membership Dues - $127.50

O Not Employed

O Full Time Student

O New graduate from basic nursing education
program, within six months after graduation
(first membership year only)

Grad. Date

O 62 years of age or over and not earning more

Bank Card Number and Expiration Date

Signature of Card Holder AUTHORIZATION to provide monthly electronic

payments to American Nurses Association (ANA)

than Social Security allows

Special Membership Dues - $63.75
O 62 years of age or over and not employed
O Totally Disabled

This is to authorize ANA to withdraw 1/12 of my
annual dues and any additional service fees from
my checking account designated by the enclosed
check for the first month’s payment. ANA is
authorized to change the amount by giving the

undersigned thirty (30) days written notice. The
undersigned may cancel this authorization upon
receipt by ANA of written notification of termination
twenty (20) days prior to the deduction date as
designated above. ANA will charge a $5.00 fee
for any return drafts.

Note:

$7.50 of the SNA member dues is for subscription to
The American Nurse. A percentage of your dues may or
may not be applied to an SNA/DNA subscription.

State nurses association dues are not deductible as
charitable contributions for tax purposes, but may

be deductible as a business expense. However, that
percentage of dues used for lobbying by the SNA is not
deductible as a business expense. Please check with
your SNA for the correct amount.

Mail with payment to:
American Nurses Association\California

1121 L Street, Suite 409
Sacramento, CA 95814

Signature for EDPP Authorization

TO BE COMPLETED BY SNA Employer
Code
STATE DIST REG Approved by Date ST RS
L SNA membership #
Expiration Date / $
Month Year AMOUNT ENCLOSED CHECK #

Help us stay in touch:
Do you have a new address or e-mail address?

You can help American Nurses Association\California stay in touch by updating your contact information.
Call ANA\C at 916-447-0225, e-mail us at anac@anacalifornia.org or return this form to:

American Nurses Association\California
1121 L Street, Suite 409
Sacramento, CA 95814

Name:

New Address:

New Phone Number:

New E-mail Address:

*#*% This is not to update your license information with the Board of Registered Nursing.

AMERICAN NURSES ASSOCIATION\CALIFORNIA
AN AFFILIATE CHAPTER OF THE
AMERICAN NURSES ASSOCIATION



