
Patient Self-Management Improves
Oral Anticoagulation Control

By Sally Beattie, MS, RN, CS, GNP 

Summary—Inadequate control of oral anticoagulant therapy is
often associated with serious consequences, including hemorrhage,
thromboembolism, and even death. A randomized, single-blind, mul-
ticenter trial evaluated the effect of self-management of oral antico-
agulation therapy on accuracy of control and quality of life.1 Using
a device similar to those used to monitor blood sugar levels, 179
subjects participated in the study. Study subjects received three
small-group education sessions enabling them to assess and manage
their anticoagulation medication titration at home. Study controls
received routine outpatient care. Investigators found that interna-
tional normalized ratio values within target range in self-manage-
ment subjects increased from <29% at baseline to 57% at three-
month and 53% at six-month follow-up. There was little change in
the percentage of controlled patients within target range between
baseline (36%), three-month (34%), and six-month (43%). Quality-
of-life scores also were significantly higher in the intervention group
(4.21), compared with routine care controls (2.96). Researchers con-
cluded that patient education in self-management of anticoagulation
therapy improves accuracy of control as well as treatment-related
quality-of-life measures. 

THE MANAGEMENT OF ORAL ANTICOAGULATION IS FRAUGHT WITH

difficulties for both patient and provider. The risk of serious
hemorrhage, as well as the labor-intensive and frustrating nature of
patient management, presents major obstacles to optimal clinical
outcomes. Chief among the identified factors affecting unstable con-
trol of anticoagulant therapy are poor patient compliance with pre-
scribed strategies and misunderstandings related to health care coun-
seling. In other chronic disease states such as diabetes and hyperten-
sion, self-monitoring and self-adjustment of medication dosage cou-
pled with structured patient teaching programs has led to major
improvements in patient compliance, medical outcomes, and quality
of life. To these ends, a group of German researchers conducted a
randomized, single-blind, multicenter trial investigating the effects
of patients’ self-management of oral anticoagulation therapy on
accuracy of control and quality of life measures.1
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Study Design 
Investigators recruited 179 patients receiving long-

term oral anticoagulation therapy with phenprocoumon,
an anticoagulant derivative of 4-hydroxycoumarin simi-
lar to warfarin.2 Study inclusion criteria included: 

• Subjects were not treated by the participating health
center prior to the study.

• Subject’s disease or condition was expected to
require lifelong anticoagulation.

• Subjects were randomized to a control or interven-
tion group. After randomization, all patients underwent
examinations of baseline prothrombin (PT) and interna-
tional normalized ratio (INR). 

Control subjects received the usual outpatient care
consisting of unstructured information about oral anti-
coagulation, diet, adverse effects, and twice-monthly
visits to an outpatient facility. The intervention group
underwent three consecutive weekly 60-90 minute
small-group teaching sessions covering all aspects of
oral anticoagulation management. Study subjects were
encouraged to control their anticoagulation level by
self-monitoring 1-2 times/week using a finger-prick
capillary whole blood PT/INR monitor. 

Coagu-Chek is manufactured by Boehringer
Mannheim of Mannheim, Germany, and Roche
Diagnostics of Indianapolis. Coagu-Chek is used simi-
larly to home instruments for checking blood-sugar lev-
els.3 Education and models for adjusting anticoagulant
medication doses were taught, and subjects were

instructed to contact the teaching center in case of diffi-
culties. (For components of the study’s self-management
teaching plan, see box, p. 35.)

Study subjects underwent follow-up examinations of
PT and INR at three and six months to determine posi-
tive or negative differences between INR value and the
INR target range established by the treating physician
prior to the study. All patients were informed of the tar-
get range. Most patients with prosthetic heart valve
replacement had INR target ranges of 3.0-4.0, 3.0-4.5, or
2.5-3.5, while those with atrial fibrillation had an INR
target range of 2.0-3.0. In some patients, a narrower INR
range, e.g. 3.0-3.5, was set. Target ranges were recorded
in the patient’s logbook at baseline and remained
unchanged throughout the study. 

Treatment-related quality-of-life was assessed with a
40-item structured questionnaire covering five treat-
ment-related topics: general treatment satisfaction, self-
efficacy, strained social network, daily hassles, and dis-
tress.1 (A copy of the questionnaire is available from the
study’s author. See note at end of story.)

Encouraging Outcomes
Evaluation of the study results showed that INR val-

ues at baseline were within target range in less than 29%
of self-management subjects. The percentage increased
to 57% on the three-month and 53% on the six-month
follow-up. The percentage of controlled patients did not
change significantly between baseline and three-month
follow-up (36% and 34%, respectively), but showed a
slight increase (43%) thereafter in the routine care
group. In addition, INR values were within the target
range more often. On follow-up, quality-of-life scores
indicating general treatment satisfaction also were sig-
nificantly higher in the intervention group (4.21), com-
pared with routine care controls (2.96). 

One event of major bleeding occurred in each group,
while 12 and 10 minor bleeding episodes occurred in the
intervention and control groups, respectively. Two major
nonfatal embolic events (myocardial infarction and
ischemic stroke) occurred in the routine care group.

Researchers concluded that patient self-management
of oral anticoagulation based on a structured teaching
and INR value self-monitoring program is safe and leads
to improvement of accuracy of anticoagulation control
and related quality-of-life issues. They acknowledged
that the study was too small and too short to assess the
effect of self-management on bleeding and embolic
complications. Similar outcomes have been identified in
other retrospective and prospective studies using a home
capillary whole blood monitoring device.4,5,6

Researchers in all of these studies concur that larger
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prospective studies are needed to further define the
applicability of these devices. 

Implications for Practice
The use of a home-monitoring device to manage anti-

coagulant therapy appears to be emerging as a safe and
effective strategy for achieving improved outcomes in
appropriately selected patients. However, at present, it
has both advantages and disadvantages to consider.

Disadvantages: The important issue of cost-effec-
tiveness has yet to be determined. The price of the
Coagu-Chek monitor is $1,295. A box of 15 test strips
costs $6, while the control strips cost $20 per box.7

Interestingly, Medicare benefits currently do not
reimburse for the use of these devices due to their classi-
fication as experimental. Private insurance payers,
including Blue Cross/Blue Shield, Prudential, and
Aetna, reimburse 75% of the cost.7

Advantages: Many patients who require long-term
anticoagulant therapy are older, and the need for less
travel to a facility may make the difference in better
compliance and accuracy of control. Although the cur-
rent cost of the monitor might be prohibitive, the initial
cost may be offset by decreased utilization of expensive
and limited resources in patient visits to health care
providers and laboratory testing facilities.

The importance of patient satisfaction cannot be over-
emphasized. The empowerment gained by assuming con-
trol of one’s care may serve as the most important rationale
for selecting this mode of care in the near future.  ❖

(Editor’s note: To obtain a copy of the Treatment-
Related Quality-of-Life Questionnaire, contact: Peter T.
Sawicki, MD, PhD, Department of Metabolic Diseases
and Nutrition, Heinrich-Heine University, P.O. Box 10
10 07, D-40001 Dusseldorf, Germany. E-Mail:
Sawicki@med.uni-duesseldorf.de.)
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Self-Management Teaching Plan

Training consisted of three consecutive weekly ses-
sions (60-90 minutes each) for a group of 3-6 patients.
Session One
• Discuss general anticoagulation information.
• Teach self-monitoring using whole blood pro-

thrombin time/international normalized ratio
(PT/INR) monitor. 

• Encourage subjects to measure INR values rou-
tinely during first week and to record INR results
and anticoagulant dosage in logbook. 

• Check subjects’ quality of INR value self-
monitoring at session end.

Session Two
• Check subjects’ quality of INR self-monitoring

at beginning of session.
• Discuss prevention of bleeding and thromboem-

bolic complications.
• Discuss effect of diet on anticoagulation control.
• Discuss effect of additional medication on anti-

coagulation control.
• Provide instructions about indications for chang-

ing anticoagulation medication and protocols for
reducing or increasing anticoagulation medica-
tion to achieve desired INR targets.

• Explain and monitor practice exercises complet-
ed by subjects.

Session Three
• Check subjects’ quality of INR self-monitoring

at beginning of session.
• Reinforce instructions about indications and pro-

tocols for reducing/increasing anticoagulation
medication to achieve desired INR targets.

• Discuss examples of adapting drug dosage and
practice exercises completed by subjects.

• Discuss possible problems resulting from
surgery, illness, exercise, pregnancy, and travel.

• Encourage subjects to control INR values by
self-monitoring 1-2 times per week and to adjust
the anticoagulation medication dose accordingly.

• Remind subjects to contact the teaching center if
they encounter problems. 

After completing the program, participants were
expected to estimate their INR value with a deviation
of less than 0.4 from the reference INR measurement.
If they could not, the training program was repeated. 

Source: Sawicki PT, for the Working Group for the
Study of Patient Self-Management of Oral Anticoagu-
lation. A structured teaching and self-management pro-
gram for patients receiving oral anticoagulation. JAMA
1999;281:146.
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Female PSA Predicts Breast
Cancer Therapy Outcome
By Barbara Biedrzycki, RN, MSN, AOCN, CRNP

Summary—While the screening and diagnostic
values of prostate specific antigen (PSA) levels for
prostate cancer have been controversial since their
conception, scientists have determined that a prostate
gland is not needed to produce measurable levels of
PSA. Women with breast cancer have been found to
have measurable PSA. Also, in half of the women who
received megestrol acetate therapy for breast cancer,
PSA levels and mortality rates significantly increased. 

WHEN INVESTIGATORS FOUND MINUTE AMOUNTS OF

PSA in women’s plasma, they were challenged to
identify its significance. Researchers have been aware of
this finding since 1996, although the clinical implica-
tions have not been rigorously explored until now.1

Although not detectable by the conventional PSA assay
methods reporting levels as nanograms per milliliter
(ng/mL), up to 50% of female serum contains traces of
PSA detected by more highly sensitive assays that report
in nanograms per liter (ng/L). 

While the source of PSA in female serum is unknown,
research suggests it is under the influence of steroids,
especially androgens and progestins. PSA has been dis-
covered in female body fluids and organs, including the
breast. In lab studies, androgen and progestins up-regu-
late the production of PSA in breast cells.2

Studies have related increased PSA levels in women
with the following: 
• excessive androgen and hirsutism;3

• pregnancy;4

• progesterone changes during the menstrual cycle.5

PSA, a glycoprotein previously believed to be pro-
duced only in the cytoplasm of benign and malignant
prostate cells, has been investigated over the years to
improve its diagnostic and prognostic capabilities for
the detection and management of prostate cancer. 

While not specific for prostate cancer, PSA values in
men  overlap with benign prostatic hyperplasia and
prostate cancer. The test performance of a PSA > 4
ng/mL is 0.67 sensitivity, 0.97 specificity, and 0.43
positive predictive value for screening for prostate 
cancer. 

Measuring PSA velocity, or serial measurements of
PSA, looks for changes in PSA > 0.75 ng/mL per year to
increase the likelihood of cancer detection. Analysis of
free serum and protein-bound levels of PSA are being
studied to determine optimal cutoff levels while maxi-
mizing sensitivity and specificity.6

Study Methodology
Seventy-six women with locally advanced or

metastatic breast cancer participated in this research
study to measure PSA levels with highly sensitive
assays able to detect PSA at a level of 1 ng/L while they
received one of three therapeutic modalities. Fifty-two
women received varying doses of megestrol acetate, a
synthetic progestin used as hormonal therapy. Fourteen
received tamoxifen, an antiestrogen agent, and 10
received cytotoxic anthracycline doxorubicin. Of the
women who had disease progression while receiving
megestrol acetate, 14 stopped the treatment and were
followed to assess the reversibility of increased PSA
levels.

Researchers planned to examine the effect of therapy
on PSA levels by obtaining those levels pre-treatment
and throughout therapy. They intended to determine
whether changes would be associated with clinical out-
comes. Study investigators examined two main compar-
isons. First, changes in PSA levels among women
receiving the three treatments were explored. Second,
variables and clinical outcomes of women in the mege-
strol acetate treatment group both with and without ele-
vated PSA levels were analyzed.

Study Results
The significant level of PSA change was arbitrarily

set by the researchers at 5 ng/L above baseline. This was
considered appropriate, as most women had a baseline
of less than 3 ng/L, and the assay could detect changes
less than 1 ng/L. 

The group of 52 women treated with megestrol
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acetate was divided in half by statistically significant
increases in PSA levels. Although researchers had pre-
determined that changes of 5 ng/L would be considered
significant, the data provided dramatic results. 

Researchers found the baseline PSA levels were low,
with 68% being less than 1 ng/L. Of the 26 women who
had PSA level increases, 12% (3) were >1,000 ng/L
above baseline, 27% (7) were >100 ng/L, 38% (10) were
>10 ng/L, and 23% (6) were in the 5-10 ng/L range. This
meant that PSA changes after megestrol acetate treat-
ment reached the highly significant level with p <
0.0001. None of the women treated with tamoxifen or
with anthracycline doxorubicin showed an increase in
their PSA levels during therapy. 

Fourteen women whose disease progressed on mege-
strol acetate therapy and who had an increase in PSA
levels were followed to see if the increase in PSA levels
were reversible after termination of therapy. After mege-
strol acetate was stopped for 27-121 days, none of the
women had a higher PSA level than when on therapy. In
fact, the trend of PSA level reduction was significant at
the P < 0.01 level.

A statistically significant relationship (P = 0.03) was
found between increased PSA levels and increased mor-
tality. The death rate was 58% in the group with
increased PSA levels, compared with 28% in the stable
PSA group. However, in the multivariate analysis adjust-
ed for all variables, the effect of the PSA level on the
death rate was not statistically significant. The analysis
suggests that an association of increased PSA levels and
the risk of death may be influenced by the type of metas-
tases, local or distant. 

The researchers concluded that “megestrol acetate
treatment induces PSA production in approximately
50% of breast cancer patients and that this induction,
identified by measuring plasma PSA, is associated with
increased patient mortality.”1 The researchers acknowl-
edge that they have no explanation for the mechanism of
this PSA stimulation and increased risk of death. They
recommend additional research to determine if mege-
strol acetate therapy is the most appropriate therapy for
these patients.

Implications for Practice
While this research certainly stimulates more ques-

tions than the scientific conclusions produced, it chal-
lenges us to “see outside the box,” to be open to new
data defying previously held scientifically based med-
ical beliefs. The importance of keeping informed about
relevant research can not be overemphasized.

This landmark study shows that PSA potentially may
be used as a prognostic biochemical marker for women

with metastatic breast cancer. Astute advanced practice
nurses, recognizing that “prostate specific antigen” is
not only a misnomer, but, perhaps a very important ele-
ment leading to the cure for breast cancer, will be alert
for future research reports on PSA.  ❖
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Abusive Head Trauma Often
Missed in Young Children 
By Patricia McGinley, RNP, MSN 

Summary—Caseload statistics from agencies offer-
ing child protective services across the United States
report three children die each day as a result of abuse
or neglect. Those statistics show reported cases have
risen 47% over the past 10 years. A retrospective
analysis of hospital records of 173 abused children
revealed startling results. The diagnosis of abusive
head trauma was missed in more than 31% of cases.
In infants and toddlers with a presenting complaint of
vomiting or irritability on the initial visit, the diagno-
sis was missed 56% and 65% of the time, respectively.
To protect the most vulnerable members of our society,
health care providers must remain alert and aware of
the potential for abuse in those who cannot defend or
speak for themselves. 
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OUT OF EVERY1,000 CHILDREN IN THE UNITED STATES,
47 are victims of child maltreatment. In the past

decade, child abuse reporting levels increased by 47%.1

This increase does not necessarily reflect an actual
increase in the volume of child abuse, but rather reflects
an increase in public awareness and willingness to report
such activities. Types of abuse include physical, emo-
tional, sexual, and neglect. The most commonly report-
ed abuse is neglect. Caseload reports to agencies offer-
ing child protective services across the country show
that three children die each day as a result of abuse and
neglect. The statistics are staggering and reflect poorly
on family life in America. The numbers actually may be
much higher in the infant and toddler group due to mis-
diagnosed abusive head trauma. 

A six-year retrospective study found that 31.2% of the
children who evidenced clinical symptoms of abusive
head trauma were diagnosed with other conditions on the
first visit.2 Clinicians missed the diagnosis of AHT in
55.6% of infants and toddlers who presented with vomit-
ing and 65.4% of those presenting with irritability. In
four cases resulting in death, abusive head trauma was
not diagnosed until the second or third visit, which
occurred 8-141 days after the initial visit. At that time, all
four children, ages 18 months-3 years, demonstrated reti-
nal hemorrhage, subdural hemorrhage, and diffuse brain
injury. In seven cases, radiological error involving com-
puted tomography scan, skeletal survey, or long-bone
radiographs contributed to the missed diagnosis. 

Abusive head trauma may result in permanent neuro-
logic consequences or death. In a verbal child, history of
head trauma can be elicited directly from the child.
However, in the preverbal infant and toddler, abusive
head trauma may be more difficult to diagnose.
Clinicians must rely on the history obtained from care-
givers as well as the more subtle signs and symptoms of
abusive head trauma. These signs can be confused with
less serious conditions such as colic, gastroenteritis, or
seizure disorders. 

Research Methodology
Researchers at the Children’s Hospital in Denver con-

ducted a retrospective medical record review of children
diagnosed with abusive head trauma over a six-year
period. The hospital’s Child Advocacy and Protection
(CAP) team of pediatricians, nurses, social workers,
psychologists, child psychiatrists, and attorneys evaluat-
ed all potential study subjects. They investigated all
cases of suspected child abuse or neglect at the
Children’s Hospital and maintained a case log. 

The team interviewed caretakers regarding:
• the child’s medical history; 

• and purported mechanism of injury. 
To confirm that abusive head trauma or other abusive

behavior was indeed inflicted upon the child, team
members reviewed each child’s:
• past medical records; 
• physical exam findings; 
• and diagnostic studies. 

The team also ensured that the child’s presenting
signs and symptoms were not due to organic illness. 

Researchers gathered data about demographics, fami-
ly and social information, presenting clinical complaints,
and the clinical course. A pediatric radiologist reviewed
all imaging studies conducted on the abuse victims. 

The study included 173 children between the ages of
10 days and 2.9 years, with a mean age of 247 days.
Researchers limited the study of head injuries to chil-
dren younger than 3 years for two reasons:
• children older than 3 are less likely to sustain severe

injury when shaken or struck in the head;
• and children older than 3 are more likely to

describe their experiences.
Investigators defined abusive head trauma as “inflicted

cranial injury” and grouped all head injuries resulting
from abuse in this category. To reach a diagnosis of abu-
sive head trauma as opposed to unintentional head injury,
the CAP team considered: 
• confession of intentional injury by the adult 

caretaker;
• a history from the caretaker that did not adequately

explain the nature and/or severity of the injury;
• unexplained associated injuries such as fractures 

or intra-abdominal injury;
• and delay in seeking care. 

Study Results
Sixty-five percent of the children were Medicaid-

funded or uninsured. In addition to head trauma, the chil-
dren suffered from trauma to other body parts, including
fractures. Five of the 54 children died as a result of the
abusive head trauma, and 15 of the 54 suffered from a
reinjury following earlier misdiagnosis. Looking more
closely at the demographic data, the missed cases tended
to be younger patients (mean age 180 days), Caucasian
(37%), and living in two-parent households (40%).
Employment status of the parents, existence of private
insurance coverage, sex, birth weight, and premature
birth did not differ between subjects with missed as
opposed to recognized abusive head trauma. Severity of
presenting symptoms did play a role in who was diag-
nosed at first visit vs. diagnosis at subsequent visits. 

Children with obvious head trauma presenting in 
a comatose state, with visible bruising or respiratory
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distress, were more likely to be diagnosed correctly at
initial presentation. However, children who presented
with more subtle signs and symptoms such as vomiting
or irritability were missed until subsequent visits. In
some cases, it took up to nine visits before the abusive
head trauma was recognized and diagnosed. The most
common diagnosis given to these children was viral
gastroenteritis or accidental head injury. In seven cases,
radiological mistakes involving computed tomography
scan, skeletal survey, or long-bone radiographs con-
tributed to the missed diagnosis. 

Implications for Practice
Child abuse statistics present a sad commentary on

societal and family views toward the youngest and most
vulnerable members of our population. Infants and tod-
dlers, unable to verbalize their complaints or life cir-
cumstances must rely on the keen, educated eyes and
skills of the clinician to recognize abuse and make an
appropriate diagnosis. With the incidence of child abuse
so prevalent, the clinician must keep child abuse and
neglect in the differential diagnosis for the child who
presents with subtle symptoms. As seen in this research
study, judgments based on a child’s socioeconomic sta-
tus raise a red flag in some circumstances but may false-
ly lower it in others. The researchers presented several
recommendations for clinicians:2

• Be alert for bruises and/or abrasions on the heads or
faces of children presenting with vague, nonspecific
symptoms.

• Consider head trauma in the differential diagnosis
when an infant or toddler presents with nonspecific
symptoms such as fever, vomiting, or irritability.

• Consult a pediatric radiologist to interpret X-ray
and computed tomography images.

• If spinal fluid is collected, test for xanthochromia; 
if present, it can represent old blood from previous
trauma (i.e. intracranial bleed).

With increased vigilance in looking for and detecting
child abuse, these most vulnerable members of our soci-
ety stand a better chance for a normal, healthy, protected
life.  ❖
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Drug Fights Community-
Acquired Pneumonia
By Joan Unger RN, MS, ARNP-C

DOCYCYCLINE IS HIGHLY EFFECTIVE AND OFTEN

prescribed for outpatient treatment of common
lower respiratory tract infection. The objective of this
randomized prospective trial was to evaluate the effect
of intravenous (IV) doxycycline with other antibiotic
regimens used empirically to treat inpatients with mild
to moderate community-acquired pneumonia. 

Half of the 87 study subjects (43) were randomly
assigned to receive 100 mg of IV doxycycline every 12
hours. The control group (43) received other antibiotics.
Clinical and laboratory findings were similar in the two
groups. The mean interval between initiating an antibiot-
ic and clinical response was 2.21+/-2.61 days in the
doxycycline group and 3/84+/-6.39 in the control group.
Mean length of hospitalization for the study group was
4.14+/-3.08 days, compared with 6.14+/-6.65 in the con-
trol group. More rapid response and decrease length of
hospital stay resulted in significant hospitalization costs:
$5,126 for the study group and $6,528 for the controls. In
addition, the median cost of the antibiotic therapy for the
study group ($33) was considerably lower than that of
the control group ($170.90). 

Researchers concluded that doxycycline is effective
and less costly empirical therapy for hospitalized patients
with mild to moderate community-acquired pneumonia. 

Source
Ailani R. Doxycycline is a cost-effective therapy for hospital-
ized patients with community-acquired pneumonia. Arch
Intern Med 1999;159:266-70.

Pain Predicts Risk for
Adverse Angina Outcomes 

THIS STUDY COMPARES THE OUTCOMES OF MORE THAN

1,000 patients with and without unstable angina
pain following atherectomy or angioplasty to determine
if the patient’s clinical presentation may provide a clue
to those at high risk for poor outcomes after percuta-
neous revascularization. Patients were classified by clin-
ical presentation, including those having chest pain at
rest, after myocardial infarction (MI), accompanying
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ischemic electrocardiographic (ECG) changes, and hav-
ing no chest pain. Only subjects whose chest pain
accompanied electrocardiographic changes had signifi-
cantly predictive outcomes. The rate of mortality, MI,
bypass surgery, abrupt vessel closure, and/or repeated
atherectomy or angioplasty was 24% in unstable angina
patients with chest pain and ECG changes. The rate in
patients with unstable angina without chest pain was
17%. Chest pain at rest was predictive of the composite
outcome. Outcomes for patients with unstable angina,
regardless of the subgroup, were worse after atherecto-
my and after angioplasty.

Researchers concluded that chest pain at rest and chest
pain with ECG changes may indicate patients at risk for
adverse outcomes after percutaneous coronary interven-
tion and propose that other therapeutic measures be tried.
Authors point out that larger studies are necessary to
determine which interventions are most effective for these
high-risk patients. (See patient handout on managing
unstable angina enclosed in this issue.) — JU  ❖

Source
Harrington, R. Is all unstable angina the same? Insights
from the Coronary Angioplasty Versus Excisional Atherec-
tomy Trial (CAVEAT-1) Am Heart J 1999;137: 227-233.

Health care Y2K reference
available for our readers

As the Y2K issue moves far beyond a mere “techno-
logical” issue, American Health Consultants, pub-

lisher of RN Advanced Practice Alert, has compiled the
Hospital Manager’s Y2K Crisis Manual, a compilation
of resources for nontechnical managers. This 150-page
reference manual includes information in nontechnical
language on the problems your facility will face, the
potential fixes, and the possible consequences.

Jan. 1, 2000, is not a moving target. Either your com-
puter systems, medical devices, and suppliers can handle
the date change and maintain business as usual, or they
can’t — in which case your entire organization may face
serious problems.

For more on the new Hospital Manager’s Y2K Crisis
Manual, contact American Health Consultants customer
service. Telephone: (800) 688-2421. Fax: (800) 284-
3291. E-mail: customerservice@ ahcpub.com.  ❖
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In Future Issues:
Compliance with MI treatment guidelines

Recent travel increases risk of DVT

Glucosamine as alternative treatment for osteoarthritis

CE Objectives
[For details on obtaining CE contact hours through
RN Advanced Practice Alert, contact: Customer Ser-
vice, American Health Consultants, P.O. Box 740056,
Atlanta, GA 30374. Telephone: (800) 688-2421. Fax:
(800) 284-3291. E-mail: custserv@ahcpub.com.
Web: http://www.ahcpub.com.]

After reading each issue of RN Advanced Practice
Alert, the reader will be able to do the following:

• Identify current scientific research and thinking
regarding prevention, diagnosis, and treatment
of specific diseases and health care concerns.
(See Female PSA Predicts Breast Cancer
Therapy Outcome, p. 36.) 

• Identify research-based indications and oppor-
tunities to implement appropriate changes in
day-to-day advanced nursing practice. (See
Abusive Head Trauma Often Missed in Young
Children, p. 37, and Oral Medication Stops
Prolonged Seizures, p. 40.) 

• Identify strategies and opportunities to educate
patients about diagnoses and current medical
treatment options to assist them in making
informed choices about health care. (See Patient
Self-Management Improves Oral Anticoagulation
Control, p. 33.)

In the May issue of
RN magazine

❖ Brain attack! A call to action
A neuroscience clinical specialist presents a new

stroke-risk screening pool.
❖ The great multistate licensure debate

Our staff review the move for multistate licensure,
the pros and cons, and possible effects on nursing

and NP practice.
❖ The newest critical care drugs

PharmD Sandra Chase examines six drugs indicated
for a wide range of cardiac disorders, including

acute MI, atrial fibrillation, hypertensive crisis, and
heparin-induced thrombocytopenia.

Check out our Web site: www.rnweb.com


