
Glen Judd and Brady Brad-

shaw represented the 

UANA at the Mid-Year As-

sembly this past April in 

Washington D.C.  They met 

with our national Senators 

and Representative to lobby 

for us at our nations capital.  

They also attended the 

meetings of the AANA (brief 

explanation of their experi-

ence). 

 

Dan Bunker and I will be 

attending the Annual Meeting 

this month in Boston, MA.  

We have set aside time with 

our national leaders to as-

sess the status of our state 

organization and take sugges-

tions for improvement.  In 

addition, we will network 

with other states to see 

what is working and what 

areas can be improved upon 

in Utah.   

The Utah Association of 

Nurse Anesthetists is com-

mitted to keeping our pro-

fession strong.  We work 

hard to make sure the prac-

tice of Nurse Anesthesia in 

our state is protected and 

flourishing.  In the past ten 

years our membership has 

grown from 98 to 174 mem-

bers.  This significant growth 

reflects the increased need 

for providers and the great 

work that our members do 

in promoting our profession 

through excellent care.  The 

outlook of our profession is 

bright. However, we must 

work hard to not only main-

tain our profession but have 

it grow and flourish.   

 

Pain Management 

We have recently seen some 

changes in reimbursement 

from Noridian (a subcon-

tractor for CMS).  We have 

worked closely with Dan 

Simonson and the Washing-

ton office of the AANA to 

stay involved in this issue.  

Administrators at Noridian 

decided to stop the reim-

bursement of CRNA’s for 

regional blocks used for pain 

management.  Several larger 

states have taken the lead in 

negotiating with Noridian 

and appealing to CMS for fair 

reimbursement.  If this issue 

affects you, please contact 

me and I will do my best to 

keep you informed.  The 

AANA is also looking into 

options with workshops, 

CEU’s, and educational op-

portunities that would better 

qualify CRNA’s for payment. 

 

On the Hill 

Our legislative issues seem 

to be on going.  We are pre-

paring for another 45 days 

on the hill beginning January 

23rd,, 2012.  Keep in mind 

that now is an excellent time 

to get to know your Repre-

sentative or Senator.  Trying 

to meet with them when you 

“want something” is not as 

effective as a small contribu-

tion to their re-election fund 

or friendly helping hand 

when they need it.   As you 

get to know your elected 

representatives, and they in 

turn get to know you, you 

can become a strong advo-

cate for your profession.   

 

Also, expect future an-

nouncements concerning the 

UANA political action cam-

paign (PAC).  Several mem-

bers have expressed interest 

in starting a PAC to help our 

causes.  Board members of 

the UANA have arranged 

meetings with key Senators 

and Representatives this fall 

to get our views heard early 

and often.   We encourage 

everyone to be active in 

your community. 
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As today’s challenging eco-

nomic environment contin-

ues to stir up Americans’ 

retirement nest eggs, 

there’s a growing demand 

for investment vehicles that 

provide stability and sup-

port to meet long-term 

needs in retirement. While 

annuities have been around 

for decades, investors are 

increasingly looking to this 

investment vehicle to con-

vert their retirement sav-

ings into a reliable source of 

lifetime income.*   

 
* LIMRA International’s 

News Center: Data Bank/ 

1Q 2009 Industry Annuity 

Net Flow Estimates 

 
Although it’s possible to 

outlive the assets in other 

retirement savings vehicles, 

annuities provide the option 

of a steady stream of in-

come you can’t outlive.1 An-

other advantage of variable 

annuities? You can make 

unlimited contributions into 

a personal non-qualified an-

nuity with after-tax dollars 

while earnings accrue tax-

deferred until withdrawn at 

retirement. Variable annui-

ties are designed to be long-

term investments to meet 

retirement and other long-

range goals so keep in mind 

that money withdrawn be-

fore age 59 ½ could incur a 

10% IRS penalty.  

 
As is the case with most 

investment products, ex-

penses and fees apply and 

vary from insurance compa-

ny to insurance company.  

The most common are 

mortality and expense fees, 

portfolio fees, and contract 

fees. 

 
Withdrawal charges typical-

ly apply in the early years of 

a deferred fixed or variable 

annuity contract and are 

deducted from the amounts 

you take out. The cost for 

any available optional bene-

fits and riders with the an-

nuity would be added in ad-

dition to the fees previously 

mentioned. 

 
Variable annuities are invest-

ment products sold by pro-

spectus.  The prospectus 

provides information about 

the costs, fees, and charges. 

 
All guarantees in an annuity 

are backed by the claims-

paying ability of the issuer. 

 

The Case for Annuities 

 
With all the investment 

choices available today, why 

should investors put money 

into a variable annuity? As a 

retirement savings alterna-

tive, variable annuities offer 

a multitude of advantages, 

including: 

 

Tax-deferred growth2 
A guaranteed benefit at 

death 
Guaranteed lifetime in-

come options 
Portfolio rebalancing is 

tax-free within a variable 

annuity 
 

In a League of Its Own: Variable Annuities 

Offer a Wealth of Benefits 
 
 

Provided by Ron Hunt CLU, ChFC, Financial Advisor Northwestern Mutual Financial Network 



In A League of Its Own  

 
They also make it easy for 

investors to create and 

maintain a well-diversified 

investment program in a sin-

gle contract. That’s because 

most variable annuities offer 

a choice of investment sub-

accounts that typically in-

clude a range of asset clas-

ses (such as stock, bond and 

money market funds and a 

guaranteed interest option), 

investment styles (such as 

growth and value), fund fam-

ilies and investment manag-

ers. Investing in a mix of as-

set classes and investment 
styles may help lessen the 

impact of market volatility 

on your overall portfolio.  

 
Automatic rebalancing 

keeps your account on 

track 

 
Financial experts recom-

mend rebalancing invest-

ment to match your financial 

objectives at least once per 

year. Because asset classes 

perform differently, a port-

folio can stray from its origi-

nal asset allocation over 

time. Under current tax  

law, an annuity allows for 

asset transfer without tax 

implications.   

 
Many variable annuities offer 

a rebalancing feature that 

can help keep your annuity’s 

asset allocation consistent 

with your risk profile by au-

tomatically reallocating as-

sets at regular intervals such 

as monthly, quarterly or an-

nually. 

 
Does a variable annuity 

belong in your portfolio? 

 
While each investor differs 

in their choice of personal 

investment goals and strate-

gies, few would argue the 

importance of putting their 

assets to work in the most 

productive manner possible.  

 
With your retirement future 

at stake, it’s a good idea to 

talk with a financial profes-

sional to decide which in-

vestments are most appro-

priate for your particular 

situation. It is also important 

for investors to note that 

the choice of one type of 

investment does not ex-

clude another. For many, 

having both taxable and tax-

deferred investment options 

within one’s total invest-

ment portfolio may be bene-

ficial. 

 
For questions about specific 

annuity products, contact 

the insurance company di-

rectly or ask a financial ser-

vices professional.  

 
Article prepared by 

Northwestern Mutual 

with the cooperation of 

Ron Hunt. Ron Hunt is a 

Financial Advisor with 

Northwestern Mutual Finan-

cial Network, the marketing 

name for the sales and dis-

tribution arm of The North-
western Mutual Life Insur-

ance Company (NM), Mil-

waukee, Wisconsin, its affili-

ates and subsidiaries. Finan-

cial Advisor is an insurance 

agent of NM. Securities of-

fered through Northwest-

ern Mutual Investment Ser-

vices, LLC 111 East Broad-

way, SLC UT 84111, mem-

ber FINRA and SIPC. NM is 

not a broker dealer.  S/He 

can provide you with a 

contract and fund pro-

spectus which outlines 

the investment objec-

tives, risks, charges, and 

expenses of the invest-

ment company and oth-

er important infor-

mation. Carefully read 

the prospectus and con-

sider this information 

before investing. This 

information should not 

be used as a basis for tax 

or legal advice. Your tax 

or legal advisor should 

be contacted for guid-

ance regarding your spe-

cific situation. Ron Hunt 

can be reached at 801-

433-1662 or 

ron.hunt@nmfn.com 
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Purpose  The purpose of this 

article was to describe the latest 

recommendations for practice 

regarding pulmonary aspiration 

risk reduction. 

 

Background General anesthesia 

impairs upper airway protective 

reflexes, putting patients at risk 

for pulmonary aspiration. Pre-

operative assessment and prepa-

ration includes management of 

factors contributing to aspiration 

in order to reduce the risk of its 

occurrence. Management strate-

gies aimed to reduce the risk of 

aspiration include requiring pa-

tients to fast prior to anesthesia, 

and the administration of medica-

tions that influence gastric vol-

ume and acidity. 

 

Methodology Practice guide-

lines regarding pulmonary aspira-

tion were originally developed by 

a Task Force of the American 

Society of Anesthesiologists 

(ASA) in 1999, and are periodical-

ly evaluated and revised. Synthe-

sis and analysis of current litera-

ture, expert opinion, open forum 

commentary, and clinical feasibil-

ity data were used to formulate 

the guidelines. 

 

Current recommendations are 

based upon an update of scientific 

evidence and expert opinion. 

Literature published since the 

previous guidelines were evaluat-

ed for robustness of article type 

(meta-analysis of multiple trials, 

single randomized controlled 

trial, etc.) and strength of support 

for the conclusions (supportive, 

suggestive, mixed results, or evi-

dence insufficient to draw conclu-

sion). New surveys were con-

ducted to describe practitioner 

opinions. 

 

Result While little literature 

evidence was found evaluating the 

effectiveness of preoperative as-

sessment, there was strong ex-

pert opinion that identification of 

aspiration risk factors and verifi-

cation of appropriate fasting were 

important steps to be taken with 

every patient. 

 

Strong literature evidence and 

expert opinion were cited to 

support fasting from clear liquids 

for 2 hours before anesthesia in 

both adults and children. Meta-

analysis results demonstrated that 

gastric volume was smaller and 

pH higher in patients who had 

been allowed clear liquids up to 2 

hours before anesthesia, com-

pared to those who were re-

quired to fast longer. Literature 

regarding breast milk, infant for-

mula, nonhuman milk, or a light 

breakfast was mostly equivocal 

and/or insufficient. There were 

two exceptions. Studies in chil-

dren given nonhuman milk less 

than 4 hours before anesthesia 

demonstrated higher gastric vol-

umes. Also, hypoglycemia was 

associated with fasting times long-

er than 8 hours in children. No 

literature evidence was cited re-

garding the intake of fried or fatty 

food. Expert opinions for fasting 

times were: 

 

breast milk 4 hours 

infant formula 6 hours 

nonhuman milk 6 hours 

light breakfast 6 hours 

fried or fatty food 8 hours 

 

The effectiveness of metoclo-

pramide to reduce gastric volume 

was supported by the literature, 

but no support was found regard-

ing gastric acidity reduction. Liter-

ature supported reduced gastric 

volume and acidity with the use of 

cimetidine, ranitidine, famotidine, 

omeprazole, and lansoprazole. 

Studies of sodium citrate and 

magnesium trisilicate demonstrat-

ed increased gastric pH with 

equivocal results on gastric vol-

ume. The effect of droperidol and 

ondansetron to reduce nausea 

and vomiting was confirmed by 

the literature. Evidence for the 

effects of anticholinergics to re-

duce gastric volume or acidity was 

equivocal. Insufficient literature 

was found to make any conclusion 

regarding the effect of any of the-

se drugs to influence the occur-

rence of pulmonary aspiration. 

There was no expert opinion sup-

port for the routine administra-

tion of any of these medications 

prior to anesthesia. 

 

 

Practice Guidelines for Preoperative Fasting and 

the Use of Pharmacologic Agents to Reduce the 

Risk of Pulmonary Aspirations: Application to 

Health Patients Undergoing Elective Procedures 
 

Anesthesiology 2011; 114: 495-511 

American Society of Anesthesiologists Committee 
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Conclusion Recommendations for 

fasting times are summarized in the 

following table. 

 

Table 1: Recommended fasting 

times for adults and children 

 

Comment These practice guide-

lines provide us with tools to make 

evidence based decisions regarding 

prevention of pulmonary aspiration. 

These recommendations were is-

sued as practice guidelines. Scien-

tific review supports these manage-

ment practices, but the evidence is 

not strong enough for them to be 

issued as professional standards. 

While standards are generally ac-

cepted principles that should be 

followed under most circumstanc-

es, guidelines may be modified or 

rejected as determined by individu-

al clinical need. 

 

It is important to remember that 

these guidelines are designed for 

the specific setting of a healthy pa-

tient undergoing an elective anes-

thetic. There is no recommenda-

tion that they be applied to patients 

who are not receiving anesthesia 

for their surgery or procedure. 

They are not meant to be applied 

to women in labor or emergent 

anesthetics. Many co-existing health 

conditions delay gastric emptying, 

making patients at increased risk 

for aspiration. Such patients will 

probably need additional manage-

ment strategies in order to be 

anesthetized safely. 

 

Those additional strategies we 

might choose for patients at in-

creased risk include medication 

administration. All the medications 

reviewed for this update were 

found to be effective, but evidence 

was not sufficient to conclude any 

of them should be routinely given 

to healthy patients without elevat-

ed risk for aspiration. While these 

guidelines don’t tell us we have to 

choose any of them, the evidence is 

there that these medications do 

what they are supposed to do. 

When we decide that the situation 

is appropriate for inclusion of these 

medications, due to our assessment 

of an individual patient’s risk for 

aspiration, the evidence supports 

that medication decision. 

 

While published research was re-

viewed for this update, expert 

opinion was also incorporated into 

these guidelines. It would seem that 

opinion had a significant influence 

on the end results. Despite equivo-

cal literature evidence regarding 

milk and solids, these recommen-

dations included limits supported 

by expert viewpoints. This decision 

reflected an appropriate application 

of the principles of evidence based 

practice. While research evidence 

is the foundation for practice deci-

sions, there isn’t empiric evidence 

about everything and we should 

not disregard our clinical expertise 

in any given situation. Even though 

studies do not clearly demonstrate 

the increased risk of allowing milk 

or solids before anesthesia, our 

practitioner common sense helps 

us determine the risk is too great 

to allow it. The risk-benefit com-

parison is somewhat different 

with respect to clear liquids. The 

literature strongly supports the 

safety of clear liquid intake up to 

2 hours before anesthesia. Addi-

tionally, there is clear evidence of 

the harm of a longer fast from 

clear liquids. Fast times longer 

than 2 hours were associated 

with increased gastric volume and 

acidity, which could paradoxically 

increase the risk of aspiration. 

 

These guidelines remain essential-

ly unchanged from the previous 

ones issued in 1999. And yet, 

many of us practice in depart-

ments that still maintain the tradi-

tional “NPO after midnight” 

standard. The reasons for main-

taining traditional standards are 

many and varied. The consistency 

of a one-size-fits all standard facil-

itates patient compliance. “NPO 

after midnight” is ingrained in our 

health care culture, not only 

among providers but among con-

sumers as well. 

 

These guidelines are not stand-

ards to be adopted verbatim. In-

stead, they provide us important 

information that we can use in 

the evaluation and revision of our 

departmental policies and in our 

clinical practice decisions which 

incorporate both research find-

ings and patient specific individual-

ization. 

 

Cassandra Taylor, DNP, DMP, 

CRNA, CNE 

 

www.AnesthesiaAbstracts.com 

 

ANESTHESIA ABSTRACTS IS A 

PUBLICATION OF LIFELONG 

LEARNING, LLC © COPYRIGHT 

2011 
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 Adults Infants 

and  

Children 

Clear  

liquids 

2 hours 2 hours 

Breast milk — 4 hours 

Infant  

Formula 

— 6 hours 

Nonhuman 

milk 

6 hours 6 hours 

Light  6 hours 6 hours 

Fried or  8 hours 8 hours 

http://www.AnesthesiaAbstracts.com/
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Your New Region 5 Director: Steve Sertich, CRNA, MAE, Esq. 

fice at the National Meet-

ing in Boston in August.  I 

would like to thank all of 

my friends and colleagues 

from Utah for their sup-

port during my term, and 

hope you will extend the 

same warm friendship and 

support to Steve as he un-

dertakes this wonderful 

job.   

I want to take this oppor-

tunity to introduce my 

dear friend and your new 

Region 5 Director, Steve 

Sertich.  Steve will begin 

serving and I will leave of-

Region 5 Director’s Report—Dan Simonson, CRNA, MPHA 

be paid directly for chronic pain 

blocks - in all of the other states 

we are going to have to set up an 

“incident to” relationship with a 

“Physician or Non-Physician Prac-

titioner”. 

One point I wish to make very  

clear is that this applies only to 

Chronic Pain - it does not apply to 

perioperative pain management 

blocks.  I have been reassured on 

this point by both of the Noridian 

Carrier Medical Directors 

(CMDs).  Unfortunately, I have 

heard from CRNAs who have 

been denied payment for epidurals 

or other peripheral nerve blocks 

done perioperatively to control 

pain - and I am telling them to 

resubmit their claims and point 

out this fact in their re-submission 

letters.   

This ruling by Noridian has tre-

mendous implications for CRNAs 

who practice chronic pain man-

agement.  Whereas previously, we 

were unable to be paid for the 

Evaluation and Management (E&M) 

codes for our pain management 

And now for a description of the 

biggest problem I am currently 

handling as your Region Director:  

the Noridian Pain Management 

issue.  Noridian is the Medicare 

contract administrative agency for 

9 states (including Utah).   

www.noridianmedicare.com/ 

On March 17th, Noridian posted a 

notice on their website saying 

they were no longer going to pay 

CRNAs who are not licensed as 

Nurse Practitioners (NPs) directly 

for chronic pain management 

CPT codes - codes for things like 

Epidural Steroid Injections (ESIs) 

under fluoroscopy and so on.   

http://tinyurl.com/4ucvekd 

After reviewing state statutes and 

regulations, it appears that Wash-

ington is the only state in the 

Noridian contract that clearly 

identifies CRNAs as NPs- in the 

other states, we are identified as 

either Advanced Practice Regis-

tered Nurses (APRNs) or by 

some other method.  Thus only in 

Washington are CRNAs going to 

patients, now it would appear that 

we will lose the ability to bill di-

rectly for the actual blocks them-

selves.  Any of you who are either 

currently involved in a pain man-

agement practice or planning to 

do so need to pay close attention 

to this issue, as it may spread to 

other Medicare Carriers.  

I want to add that the Institute of 

Medicine has just recently pub-

lished a report that should aid our 

cause.  Entitled Relieving Pain in 

America: A Blueprint for Transform-

ing Prevention, Care, Education, and 

Research, http://www.nap.edu/

catalog.php?record_id=13172 

It states,  “In the committee’s view, 

addressing the nation’s enormous 

burden of pain will require a cultural 

transformation in the way pain is 

understood, assessed, and treated.” 

For CRNAs involved in chronic 

pain management, this text should 

be required reading.  We need to 

better define the role of CRNAs 

in providing care for patients ex-

periencing chronic pain. 

Noridian®  Pain Management Issue 
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propofol as a Schedule IV drug.  

You should know that the AANA 

BOD voted to support this pro-

posal, and I know that our sup-

port is controversial among many 

of you.  I strongly supported our 

position.  My reasons? I am aware 

of three CRNA deaths from 

propofol.  That is enough for me.  

I don’t want to wait for a “report” 

before I act to protect our mem-

bers.  Preventing the death of one 

CRNA is worth more than all of 

the money we will spend on lock-

ing up the stuff.  I have already 

locked it up at my facility.  I hear 

many concerns that we will have 

to double-count propofol or lock 

it in steel cabinets if it becomes 

scheduled.  Before you do any of 

that, please go to the DEA web-

site and download the Practition-

er’s Manual: 

As I have been lecturing out there 

among the various states, I note 

that there is a lot of misinfor-

mation about the requirements of 

the Drug Enforcement Associa-

tion (DEA) with regard to Sched-

uled drugs.  For example, many 

CRNAs have the mistaken im-

pression that the DEA requires 

“double-counting” (inventory of 

scheduled medications at the end 

of the shift, etc.) of Scheduled 

drugs.  That is not true.  While it 

may be a good practice, especially 

for Schedule II drugs such as fen-

tanyl, it is not required by the 

DEA.  Similarly, the DEA does 

not require double-locked cabi-

nets - only that Scheduled drugs 

be stored in a “Locked Cabinet 

or Other Secure Storage”.   

I bring this up because it relates 

to the DEA proposal to list 

www.deadiversion.usdoj.gov/pubs/

manuals/index.html 

There is a very informative table 

in Appendix C that outlines the 

requirements for security and rec-

ord keeping.  In addition, it in-

cludes a FAQ as well as other in-

formation.  You can either use the 

online version or download the 

pdf for printing out. 

One caveat:  while the DEA is au-

thoritative, if your state require-

ments are more strict, you must 

follow those - whichever is more 

restrictive holds.  Most state legis-

latures have adopted the “Uniform 

Controlled Substances Act” and 

thus their statutes and regulations 

are essentially the same as those 

of the DEA. 

The DEA, Propofol, and You 

locum tenens are seeing that mar-

ket dry up as well.  

However, when I address the as-

sembly and we discuss the overall 

picture, and then I poll them anon-

ymously via their cellphones, I find 

that the majority are still in favor 

of the current level of graduates.  

My opinion of what is happening is 

that you are seeing the inevitable 

result of increasing graduates, and 

Another touchpoint I hear out 

there is concern about the in-

creasing number of graduates en-

tering the workforce.  This usually 

comes to me anecdotally, as one 

member or another buttonholes 

me after my lecture and gives me 

his or particular story.  Folks are 

seeing wages and benefits stabilize 

or, for new positions, actually de-

cline- and many who are working 

thus we should not be surprised.  

Our wages have increased far fast-

er than inflation over the past 10 

years, which caused an uptick in 

interest in our profession, which 

caused more programs to open, 

which brings out more graduates, 

who then enter the marketplace 

and bring wages and benefits down.   

(continued on page 8)  

Economics of Anesthesia 
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So if you are in one of those mar-

kets where your services are un-

dervalued, due to these changes, I 

sympathize.  But I find that these 

changes are affecting new or re-

cent graduates far more than those 

of us in established practice.  My 

advice to you new folks is, get 

moving!  That is the wonderful 

While this may seem undesirable, 

the alternative, where we do not 

graduate enough CRNAs to meet 

market demands, is to me even 

more undesirable- because the 

market will find substitutes.  I 

would rather see some dislocation 

and disruption as opposed to 

greater demand for AAs or anes-

thesiologists to replace us.   

thing about the United States, we 

are not slaves and can move freely 

to maximize our happiness.  As the 

economy improves and CRNAs 

who have been putting off retire-

ment begin to follow their dreams, 

the situation should stabilize.   

Economics of Anesthesia (continued) 

my message immediately goes out 

to all the CRNA members signed 

up, and their answers are immedi-

ately returned to me.  As examples, 

one recent discussion on the 

Listservs involved regional anesthe-

sia in patients with spina bifida ocul-

ta, while another discussed doing 

SABs in the pre-op area. 

For those of you who are wary of 

too much email in your Inbox, there 

are methods of having the Listserv 

limit that.  You can choose to either 

have the “digest” version sent to 

you once a day, which includes all of 

the messages in one, or choose the 

“web only” version which allows 

you to review and reply to messag-

es online without having to use 

your email client.   

Finally,  I want to again call upon all 

of you to join one of the many 

listservs where your fellow mem-

bers are out there discussing these 

issues at great length and depth.  

Do you enjoy reading or participat-

ing in discussions of clinical issues, 

practice concerns, the business of 

anesthesia, AANA politics, and 

Healthcare reform?  Take a few 

minutes and sign up for one of the 

e-mail Listservs devoted to CRNAs 

and AANA members.  There are 

several available, each with a differ-

ent focus, whether it be general 

discussion, clinical issues, or pain 

management.  A Listserv is simply 

an electronic forwarding service 

that takes messages to the group 

address and then sends them to 

each member.  So if I write to ask a 

question about a clinical scenario, 

To review the Listservs available, go 

to  

www.aana.com/discussionlists.aspx 

This will take you to a page contain-

ing instructions about how to sign 

up for various Listservs and other 

online resources.  If you have any 

trouble finding them or signing up, 

just email me and I will be happy to 

help you out.  Full Disclosure: I have 

run one of the Listservs, 

CRNANews, for the past 10 years.   

If you have any questions or com-

ments on anything I have written 

here, please don’t hesitate to con-

tact me - I read all of my email!  

Send a note to: 

<dsimonson@mac.com>.  I would 

love to hear from you. 

Join the Listservs 

Region 5 Director’s Report (continued from page 7) 

mailto:dsimonson@mac.com
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How Nurses Can Contribute to Improved Health Care 
 

The Robert Wood Johnson Foundation, in collaboration with AARP, initiated the Future 

of Nursing: Campaign for Action in late 2010. The initiative builds on The Future of Nursing: 

Leading Change, Advancing Health, a landmark Institute of Medicine (IOM) report that pro-

vided a blueprint for transforming the nursing profession to improve health care and meet 

the needs of diverse populations.  

Campaign for Action envisions a nation where every American has access to high-quality, 

patient-centered care in a health care system where nurses contribute as essential part-

ners in achieving success. As the largest component of the U.S. health care workforce, 

nurses are integral to overcoming our current health care challenges. But there are nei-

ther enough nurses in practice nor enough with the advanced credentials and expertise 

that increasingly complex care requires. In many settings, nurses are not able to work to 

the full extent of their education and training, and too few hold leadership positions.  

The Campaign for Action is working to:  

1. strengthen nurse education and training;  

2. enable nurses to practice to the full extent of their education and training;  

3. advance interprofessional collaboration to ensure coordinated and improved patient 

care;  

4. expand leadership ranks to ensure that nurses have voices on management teams, in 

boardrooms and during policy debates; and  

5. improve health care workforce data collection to better assess and project workforce 

requirements.  

The campaign seeks to further the long-time efforts of many nurse leaders and nursing 

organizations, and to actively engage a wide range of health care providers; consumer lead-

ers; prominent officials and groups representing government, business, academia and phi-

lanthropy. AARP will support state coalitions and stakeholder outreach through the Cen-

ter to Champion Nursing in America. Its policy priorities will include nursing education, 

the role of nursing in improving rural health and increased access to advanced practice 

nurse care.  

Fifteen state-based Action Coalitions—which reflect a broad-based approach to engaging 

diverse stakeholders—are implementing Campaign for Action efforts at the state and local 

levels. All 50 states are expected to be represented by 2012. In addition to addressing 

issues in their own states, Action Coalitions will contribute to the overall Campaign for 

Action by developing and disseminating best practices in the five objective areas.  

For more on Campaign for Action and other health care workforce programs:  

Campaign for Action: www.thefutureofnursing.org  

RWJF: www.rwjf.org  

Nursing and the Future of Health Care: Utah Action Coalition for Health 
 
Future of Nursing Campaign of Action 

Campaign for Action in Utah  

The Utah Organization of Nurse Leaders 
(UONL) and HealthInsight have formed a 
ƴŜǿ ǇŀǊǘƴŜǊǎƘƛǇΰ ǘƘŜ ¦ǘŀƘ !Ŏǘƛƻƴ /ƻŀƭƛǘƛƻƴ 
for Health.  

Utah Action Coalition for Health brings to-
ƎŜǘƘŜǊ ŀ ŘƛǾŜǊǎŜ ƎǊƻǳǇ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ǎǘǊƻƴƎπ
est leaders in improving health care quality, 
access and affordability.  

Coalition members include:  

Intermountain Healthcare  

Department of Professional Licensing of 
the State Board of Nursing  

Utah Department of Health  

University of Utah Health Sciences  

Utah Hospitals and Health Systems 
Association  

Utah Association for Community Health  

AARP Utah  

Utah state legislative representative  

Utah Action Coalition for Health has begun 
work on a variety of initiatives, including 
successfully encouraging the director of the 
Utah Medicaid Office to test a model for 
expanded reimbursement to advanced nurse 
practitioners in rural areas. The coalition is 
also working to increase:  

seamless pathways from entry level to 
doctoral education;  

the percentages of nurses with bache-
ƭƻǊΩǎ ŘŜƎǊŜŜǎ ŀƴŘ ŘƻŎǘƻǊŀǘŜǎΦ  

To facilitate its work, the coalition has estab-
lished two work groups: Education & Prac-
tice and Leadership & Collaboration.  

For more information about the Utah Ac-
tion Coalition for Health:  

Kevin Martin, RN, MPH/HSA  
Director of Patient Care Services  
Shriners Hospital for Children  
Phone: 801-536-3555  
E-mail: kmartin@shrinenet.org  

Michelle Carlson, SSW  
Project Coordinator  
HealthInsight  
Phone: 801-892-6646  
E-mail: mcarlson@healthinsight.org  



 

Phone: 801-216-4414 

utahcrna@gmail.com 
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OF NURSE 
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Upcoming Events 

UANA 

UANA.ORG 

Fall Assembly of States  
November 11-13, 2011 
Newport Beach Marriott Hotel and Spa 
Newport Beach, CA 
 
UANA Annual Meeting 
January 28, 2012 
Westminster College 
Salt Lake City, UT 
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AANA 78th Annual Meeting 
August 6-10, 2011 
Hynes Convention Center 
Boston, MA 
 
Northwest States Anesthesia 
Conference 
September 16-18, 2011 
The Davenport Hotel 
Spokane, WA 

 
FANA Annual Meeting 
October 21-23, 2011 
Walt Disney World Swan Hotel 
Lake Buena Vista, FL 
www.fana.org  

UANA Newsletters 

Suggestions Welcome! 

If you have stories, photos, or suggestions for future newsletters please contact us 

at utahcrna@gmail.com. 

 

Sponsorship Opportunities: 

If you or your organization would like to sponsor this newsletter and/or website 

contact us at utahcrna@gmail.com. 

 

Contact Information Request: 

In an effort to keep you informed we need your contact information.  Please pro-

vide updates to us at: utahcrna@gmail.com.  Thank you!  

Membership Tax Deductions—A message from the AANA  

As required by section 6033(e) of the Internal Revenue Code, we are required to 

inform you that $232.50 of your state membership dues are allocated toward ex-

penses incurred by the UANA for state lobbying activities. This amount is not de-

ductible for federal income tax purposes. All UANA members are also members of 

the AANA. The AANA has included correspondence about the amount incurred for 

lobbying activities from the national dues in the AANA President’s letter.  
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big addition to Nurse Anesthesia in 

Utah.  No longer do students have 
to leave the state to receive an ex-

cellent education.  It has been my 
pleasure to work with these out-

standing students. 
 

I see the capable CRNA’s who are 
graduating from the program and 
know that they are providing great 

anesthesia care.   It has not sur-
prised me that some students leave 

Westminster and step right into a 
rural practice where they are the 

single anesthesia provider in the 
area. 

 
Using your facility for a clinical site 

for nurse anesthesia students has 
great advantages.  Students arrive 

early and are eager to work hard to 
acquire the skills they need to be-

come excellent CRNA’s.  They  
keep your skills sharp as you teach 

what you have learned.  By mentor-
ing a student, you have the oppor-
tunity to give back to the profession 

that has provided so much for you.  
I often talk to the clinical coordina-

tors about their experiences with 
nurse anesthesia students and rarely 

do I hear negative comments. Re-
cently I spoke with one of the coor-

dinators who commented, “My only 
regret is that we didn’t have stu-

dents rotate through our hospital 
sooner.”  

 
Conclusion 

There are still organizations that do 
not use CRNA’s as part of their 

anesthesia team.  I would challenge 
these groups to look into the value 
and quality of our profession.  In 

tight economic times there are 
ways to keep the quality of care 

high and save money by employing 
Nurse Anesthetists.  In my mind it 

only makes sense that every health 

The UANA board is meeting at 

length this fall for a strategic plan-
ning meeting.  We will be looking 

at short term and long term goals 
for our organization.  We plan to 

invite an individual from the AANA 
to join us who has dealt closely 

with states who have  issues similar 
to ours.   
 

Each month the UANA board par-
ticipates in a Wiki board meeting.  

Vital matters of our organization 
are presented and discussed.  We 

also deliberate on  issues we see 
arise in the state and put our heads 

together to come up with ways to 
handle matters.  If you feel there is 

an important subject we need to 
discuss,  please bring it to the at-

tention of a member of our board. 
 

Inside the UANA 
The bylaws of the UANA have not 

been changed since they were pro-
posed.  In  our next annual meet-
ing,  the board members of the 

UANA will closely consider the 
articles in our bylaws and propose 

updated changes.  If you would like 
to be part of these changes, please 

contact Ted Morris. 
 

April Blair has been an excellent 
resource since she has joined the 

UANA administration.  Her admin-
istrative skills have benefitted us 

immeasurably as she has taken 
much of the workload from the 

board. I would like to personally 
thank her for all of the work that 

she does for the UANA.  I believe 
that the benefits of her position will 
continue to be seen in the future. 

 
Westminster Program 

As you are aware, the Masters in 
Nurse Anesthesia program at 

Westminster College has been a 

care facility would rely on our 

members in their anesthesia depart-
ment.  Our members work within 

an anesthesia care team or inde-
pendently provide care. 

 
As health care organizations realize 

that Nurse Anesthetists can make a 
significant difference in their estab-
lishments, we will see our influence  

continue to grow.  I find it fascinat-
ing that where CRNA’s are hired, 

great things happen.  We can be the 
balance in the operating department 

that can make  everything work 
smoothly and  favorably.  You really 

don’t have to pat yourself on the 
back because when you do excel-

lent work, great things will likely 
follow.  

 
One of my strongest beliefs is that if 

you want to see something accom-
plished, then it is your responsibility 

to make it happen.  Often we ex-
pect others to take the lead with 
our worries, great ideas and ambi-

tions.  It is not enough to sit idly by 
and expect someone to keep your 

profession safe.  I would like to 
challenge each member of the 

UANA and every CRNA in our 
state to take control of their future. 

 
I would like to encourage you to 

contact us if there are any issues 
that you feel are important for us to 

address.  We like to keep a close 
watch on what is going on in our 

state to help our members stay in-
formed.   

 

Regards, 

 

Chris Torman, CRNA 

UANA President 


