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The 1992 recommendations made by the American 
Academy of Pediatrics (AAP) have resulted in 
a major decrease in the incidence of sudden 

infant death syndrome (SIDS).  Epidemiologic reports 
from Europe and Australia prompted the AAP to initiate 
the “Back to Sleep” program, which recommended 
the supine sleep position for all infants.

The SIDS rate for the United States in 1992 was 
1.2 deaths per 1,000 live births.  In 2005, the rate was 
0.51 per 1,000 live births representing a 53% decrease.  
Statistics from the Netherlands show an 81% drop 
and in England 75%.  Less progress has been made 
among minority groups; the SIDS rate among black 
infants was 2.5 times higher than white infants in 2001. 

A prone sleep position places the infant at risk for 
these reasons:   

•	 Re-breathing of expired gases
•	 Suffocation
•	 Elevated core or brain temperature
•	 Upper airway obstruction related to repositioning 

of the mandible and direct nasal compression
•	 Increased arousal thresholds (less likely to 

arouse to respiratory or cardiac event)

In 2005, the AAP revised their recommendations to 
include the following:

•	 The AAP no longer recognizes side-lying as a 
reasonable alternative to the supine position for 

sleep.  This position was found to be unstable 
and can lead to the infant rolling onto his or her 
stomach.

•	 Bed sharing; parents’ bed is not recommended 
during sleep.  Infants may be brought into the 
parent’s bed for breastfeeding or comforting, but 
should be returned to their own cribs or bassinets 
for sleep.

•	 Research now shows that the use of a pacifier for 
naps and at bedtime for the first year of life reduces 
the risk. For breastfed infants, the recommendation 
is to delay introduction of the pacifier until 
the infant is one month old to facilitate the 	
establishment of breastfeeding.  

By Carole Kline, MS, RN, CPNP
	 Sleep Medicine
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and particularly high when there are multiple bed 
sharers and extremely high when adults sleep with 
an infant on the couch.  Risk seems to be significant 
when bed sharing is for more than an hour.  The 
most protective sleep setting is for an infant in a 
crib in the parents’ room.  Keeping the infant’s crib 
in the parents’ room until they are six months of 
age has been shown to decrease SIDS risk. 

Nicotine Exposure
Cigarette smoke exposure has been identified 

as the strongest risk factor for SIDS with some 
researchers estimating that 30-40% of all SIDS 
deaths could be prevented if all pregnant women 
stopped smoking.  Nicotine exposure decreases 
minute ventilation, and delays the arousal response. 
Ongoing research in this area is focusing on 	
brainstem neurochemistry.

Discharge from Neonatal Intensive Care Units and 
Newborn Nurseries

Premature babies were excluded from the original 
Back to Sleep campaign in 1992.  The current 
statement has removed the preterm infant as an 
exception.  There is evidence that the association 
between prone sleeping and SIDS among low 	
birth weight infants is equal to, or perhaps even 
stronger than, the association among those born 	
at term.  (Oydn et al, 1997)  These high-risk 	
infants were unlikely to sleep in the supine position.  
Speculation is that mothers are likely to follow the 
advice given by healthcare professionals conveyed 
during a lengthy hospitalization.  Many nurseries 
and inpatient care units are still placing infants in 
the side-lying or prone position. 
Research Planned for Children’s Nursing Staff

A new SIDS prevention project is being initiated 
through The Children’s Hospital, Dr. Ann Halbower, 
principal investigator, that includes hospital practice 
awareness, safe sleep education for infants 	
discharged under six months and outreach to 
Colorado communities for education and access to 
safe sleep bedding materials.

Latest Research Support for Recommendations

Pacifier Use
Pacifier use is now recommended based on 

research that showed an association with a 	
significantly decreased risk of SIDS in pacifier users 
vs. non-pacifier users.  The mechanism is unclear 
but is thought to be related to arousal threshold 
and maintenance of airway patency.  Franco et 
al (2000) found that infants using pacifiers were 
found to have a decreased arousal threshold, 
meaning they tended to arouse more easily during 
sleep.  Studies of SIDS victims have demonstrated 
that these babies tended to arouse less often or not 
at all due to hypoxia and hypercapnia.   Pacifiers 
also reposition the tongue to a forward position, 
decreasing the risk of oropharyngeal obstruction.  
Other researchers report that pacifier use enhances 
an infant’s ability to breathe through their mouth 
if the nasal airway becomes obstructed.  

Side-Lying Position
With a decrease in the percentage of infants 

sleeping in the prone position, the side-sleep position 
as a contributor to SIDS risk has increased.  Several 
studies have demonstrated that side-sleep position 
confers an increased risk relative to supine, especially 
with the presence of infectious symptoms.   The 
side position is unstable and the probability of 
the infant rolling to prone position is significantly 
greater than rolling from side to back.  In addition, 
infants who have slept in the supine position and 
are placed prone are at increased risk; this can 
happen when the child is under the care of a 	
daycare provider or babysitter unfamiliar with 
SIDS risk factors.  

Bed Sharing
Avoidance of bed sharing is perhaps the most 

controversial of the new recommendations.  	
Although studies have demonstrated its effect 
on facilitating breastfeeding and maternal-infant 
bonding, epidemiologic studies have shown that it 
can be hazardous under certain conditions and has 
been found to increase SIDS risk-related deaths.  
Risk is higher among infants less than 11 weeks 
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All pediatric nurses and other healthcare providers 
should become more vigilant in modeling SIDS 
risk-reduction recommendations.  All of us need 
to make it our role to ensure our patients’ families 
are well informed regarding these important 
recommendations.

Educational Resources:
http://www.nichd.nih.gov/publications/pubskey.

cfm?from=sids

References:
American Academy of Pediatrics, Policy Statement 

(2005, Nov).  “The changing concept of Sudden 
Infant Death Syndrome:  Diagnostic coding shifts, 
controversies regarding the sleeping environment, 	
and new variables to consider in reducing risk”, 	
Pediatrics, 116 , (5), 1245-1255. 

Franco, P. et al. (2000).  The influence of a pacifier on 
infants’ arousals from sleep. J. Pediatrics, 136, 775-779.

Oydn, et al. (1997). Combined effects of sleep position 
	 and prenatal risk factors in sudden infant death 

syndrome: the Nordic Epidemiological SIDS study. 
Pediatrics, 100, 613-621.



4	 CARING FOR OUR FUTURE SPRING 2009

I had the privilege of spending my first three 
months orienting to The Children’s Hospital           
system of care. I owe a debt of gratitude to many 

of you who have been generous with your time 
and expertise to help me better understand the 
work we do and the complexity of our organization. 
I have seen incredible commitment and dedication 
of staff and have been impressed with the quality 
of nursing care and depth of integration of nursing 
in all the sub-specialty clinical programs offered at 
Children’s. Thank you!

So now you are probably wondering, what’s 
next? During the interview process for the CNO 
position, each of the final three candidates was 
asked to deliver a presentation outlining three 	
organizational priorities. The three priorities I 	
identified at that time were the nursing workforce, 
patient safety and outcomes, and managing 
change. After six months in my role, I would say 
my priorities remain the same, but with a slightly 
different focus than I had at that time. 

Nursing Workforce: We have a strong nursing 
workforce. Therefore, it is a priority to continue 
developing an even stronger nursing team. Children’s 
has experienced great success in hiring nurses, 
many whom are new graduate nurses. A priority 
for 2009 is to evaluate our new graduate residency 
program to ensure we have the premiere education, 
mentorship and support program for new graduate 
pediatric nurses in the country, with outcomes that 
support the program. Work is being undertaken to 
evaluate the clinical promotion and compensation 
program for the division of nursing, once again, to 
ensure we have the most innovative and progressive 
professional development program available to 
support clinical expertise in pediatric nursing. 
Foundational work began in 2008 to evaluate the 
needs of our “wisdom workers,” our most 	

experienced and tenured nurses. We must utilize 
this data and continue to develop our program to 
recognize and support these experienced nurses. 
Children’s has an incredible cadre of advanced 
practice nurses, many of whom though employed 
by the University of Colorado Denver, practice at 
Children’s.  In 2009 we will look at ways to better 
support the practice and education needs of this 
elite group of nurses. 

The division of nursing (DON) is very fortunate 
to have a progressive advancement program for 
management and leadership development. A goal 
in 2009 is to work with Children’s broad array of 
resources to further develop and support nurses 
in this management/leadership development track. 
Finally, as the new CNO, I will continue to focus 
on my development as a CNO in the Children’s 
system and to cultivate strong relationships with 
physician and interdisciplinary partners. 		
Participation in local and national initiatives to 
support nursing and children’s health will be a 
priority in 2009.

Patient Safety and Outcomes: Quality, patient 
safety and utilization of outcome data to drive 
initiatives are institutional priorities. Nursing is 
integral to these priorities. There are many 	
collaborative initiatives in which the DON will 
be involved related to quality and patient safety 
in 2009. Implementation of the National Dataset 
on Nursing Quality Indicators (NDNQI) will be 
a key priority. Standardization of care across the 
network continues to be a priority and will remain 
so in 2009. Expansion and integration of Evidence 
Based Practice in the DON will be a focus and 
evaluation of processes such as continuous process 
improvement and transitioning care at the bedside 
will be undertaken.

Building on Our Past
Education

By Kelly Johnson, MSN, RN, CRRN, NEA-BC
	 Chief Nursing Officer

Cont’d on page 9
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The goals of the Graduate Nurse Residency 
(GNR) program are to increase retention, 
facilitate transition, enhance the development 	

of competencies, and increase job satisfaction 
among new graduate nurses.

Many issues affect the transition and success of 	
new graduate nurses.  First, many graduate nurses 
are unprepared to perform independently in complex 
patient care situations. Being unprepared for the 
complex demands of the nursing profession leads 
to increased stress, feelings of inadequacy, low 	
self-esteem and decreased self confidence. Eventually 
all of these factors may lead to decreased retention 
of new staff which leads to financial drain. 

Problems associated with role transition often 
result in turnover. Statistics show that 30% of new 
graduate nurses leave their first position within the 
first year and 60% by the end of their second year.  
Clark and Holmes (2007) stated that graduate 
nurses are expected to come out of school competent 
and able to practice independently without direct 
supervision. However, the reality is that, for most, 
their training has not given them the knowledge, 
skills or confidence necessary for independent 
practice. A major reason for this is there is not 
enough emphasis on practical nursing skills and 
the students have not had exposure to many of 
the skills that are required of the registered nurse. 
Another reason cited in the literature is that 	
confidence and self–esteem develops over time and 
many programs do not have the time to cultivate 
this in their student populations.

The second issue is, while the new graduate 
nurses may have a basic foundation in nursing 
practice, they often do not know hospitals’ policies, 
procedures, and protocols. The policies, procedures, 
and protocols are what guide nursing practice and 
help determine competence. It is important that all 
staff, especially graduate nurses, are knowledgeable 

in hospital protocols in order to provide safe and 
competent care to their patients. 

Many organizations around the world are now 
providing a graduate nurse residency program to 
help facilitate critical thinking, skill acquisition 
and self confidence of new nurses. It is our 	
responsibility as a hiring institution to ensure that 
the graduate nurse is supported and given the 	
opportunities and experiences necessary to promote 
their knowledge, growth and advancement as a 
new professional. 

The GNR program is based on research identifying 
the need for ongoing structured learning activities 
for the new graduate nurse over their first year 
of hire. Some of the goals of this program are to 
provide the new graduate nurse the opportunity 
to develop a network of peers, critical thinking 
skills, professional role behaviors and experience 
with evidence-based practice. Research has shown 
that programs which promote learning within a 
safe environment with peers at the same level have 
higher retention and satisfaction rates.

The GNR program at Children’s was developed 
to help bridge the transition of the graduate nurse 
into practice. This program was designed to work 
in conjunction with unit-based orientations already 
in place.  The pieces of unit-based education that 
all graduate nurses need to know have been 	
standardized and are consistent with what is being 
taught. All materials have been distributed 	
house-wide.  This will allow the units more time 
to focus on education activities specific to their 
patient population.

The GNR program is divided into three phases. 
The first phase consists of hospital orientation 
and the Pediatric Nurse Development Program. 
These orientation activities have been in place for 
many years. The second phase of this program was 
piloted in the fall of 2008 and consists of eight 

By Donnya Mogensen, MS, RN
	 New Graduate Residency Coordinator

Graduate Nurse Residency Program
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four-hour classes held every other week. These eight classes utilize different teaching methods including 
didactic, case studies, discussions, and psychomotor skill exercises to teach new graduates about the 
policies, procedures and protocols of Children’s. The third phase of the program consists of eight 	
four-hour classes held once a month. The purpose of these classes are to promote the graduate nurses’ 
professional development. 

The following grid details the sequencing of the program. 
Evaluation of the new graduate residency program will be ongoing throughout the calendar year.  

Results from these evaluations will be used to modify teaching and learning strategies in order to further 
meet the needs of the new graduate nurse. 

Nurse Residency Program Overview
Ideal overview of a graduate nurse orientation over a 1 year period 

Week In 
Program

Content Method of 
Education

Central or 
unit education

VALUE- creating a safe environment to 
learn practice and ask questions

1 Square One/EPIC C

2 Nursing Orientation & 
Introduction to the unit 

C & U Information on services provided through 
out Children’s socialization, familiarize 
layout and location of items

3 New grad Nursing 
Orientation 

C Information on services provided through 
out Children’s Hospital

3 CC- Communication Didactic, interactive, 
discussion

C Socialization, decreased anxiety, information 
regarding hospital programs (AIDET, 
SBAR, Hand off communication)  

4 & 5 CC-Lab Interpretation 1 Didactic, case 
studies, discussion, 
group 
work/interaction

C Concepts on how to interpret laboratory 
data, what to do with the information, 
describe the purpose of testing, recognize 
critical data, and define reasons for 
laboratory testing

6 CC-Pain Assessment Didactic, case 
studies, discussion, 
group work/inter-
action

C Students obtain standardized information 
regarding Children’s pain policies and 
procedures 

7 Open for unit based 
education

U

8 Skills lab-Medication Hands on, case 
studies, discus-
sion, Simulation, 
didactic

C Review policies regarding medication 
reconciliation, management/ medication, 
practice IV fluid & medication administration, 
case scenarios on pain management, 
practice administering blood products

9 Open for unit based 
education

U 

10 Skills Lab- Aseptic 
techniques, CVC care, 
Universal Precautions, 
Dressing changes

Hands on, case 
studies, discus-
sion, Simulation, 
didactic

C Information on what aseptic techniques are, 
why it is important, the difference between 
aseptic and universal precautions, P&P & 
how to perform CVC care, skills stations 
on performing aseptic technique 
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Week in 
Program

Content Method of 
Education

Central or 
unit education

VALUE- creating a safe environment to 
learn practice and ask questions

11 Open for unit based 
education

U

12 Skills Lab -
Cardio/respiratory 
Oxygen therapy, chest 
tubes, suctioning, venti-
lator support

Hands on, case 
studies, discus-
sion, Simulation, 
didactic

C Standardized information on what chest 
tubes are & how they work, how to set them 
up, ins and outs of trach vents, important 
pieces of oxygen therapy, assessing the 
respiratory system, skill performance 

13 Open for unit based 
education

U

14 Skills Lab- Mock codes, 
PEWS, RRT, Advancing 
skills 

Hands on, case 
studies, discus-
sion, Simulation, 
didactic

C What PEWS is how to implement, tools 
utilized, roles during mock codes and RRTs, 
how to perform in a stressful situation

 Months 
5-12

Topic Discussion, Reflec-
tive journal or 
exemplar, didactic

Central

5 Malpractice &Quality 
improvement

Discuss- how malpractice effects them, 
charting/EMR, what is QI and why is it 
important, changing or effecting change on 
the unit what is their role

6 Roles and effecting 
change on the unit

Discussion regarding evidence based 
projects and unit needs. How to formulate 
EB questions and effecting change on their 
unit. 

7 CPI working to improve 
patient and family 
satisfaction

How to de-escalate patients and families, 
service recovery working with difficult 
families and situations 

8 Prioritization, 
Developmental Care

Promote interaction within group, give 
information on a topic, discussion/debriefing 
of new grad experiences

9 TBD

10 Professional 
responsibilities, clinical 
ladder, certifications, 
Magnet

Preparing the students for professional 
roles, introduction to the  clinical ladder, 
what certification is and the importance, 
how to credential 

11 Presenting their EBP 
to the units and to the 
group

Opportunity to change unit, preparing for 
presentations, possibly submitting information 
to research symposium 

12 Celebration Rewarding them for hard work and 
dedication 

Core Classes=CC and are 4 hours in length and are based on feedback from DEC/CNS group

Cont’d on page 9
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One of the greatest blocks to loving kindness is 
our own sense of unworthiness.

~ J. Kornfield

“Do unto others as you would have 
others do unto you,” the Golden 
Rule, is often upheld as a high 	

behavioral and moral standard. A potential fallacy 
of the Golden Rule is the presupposition that we 
treat ourselves with gentle care.  Studies of nurses’ 
self-concept indicate perceived lack of autonomous 
practice, unequal relationships with other health 
care professionals, insufficient resources allocated 
to nursing practice and administrative undervalue 
of the interpersonal time needed to provide 	
comprehensive patient care (Forsyth & McKenzie 
2006; Takase, Kershaw & Burt 2001). Additionally, 
substance abuse among nurses is estimated to be 
as high as 18% (Sullivan, & Decker 2001).

Cultivating a practice of loving kindness may 
enhance our sense of worth, improve our self-concept 
and create an internal sense of well being that may 
decrease self medication. Zeki (2007) reports 	
neurobiological findings that feelings of love 
release dopamine, promoting euphoria, as well 
as oxytocin and vasopressin neuron-modulators 
linked to bonding and attachment. A pilot study 
on chronic low back pain demonstrated significant 
changes in reducing daily anger and daily tension 
when subjects practiced a loving-kindness meditation. 
Additionally, the pilot found the more time 	
patients spent in loving-kindness meditation the 
greater their decrease in pain (Carson et al. 2005).

Loving-kindness meditation offers a shift in 
how self is experienced.  Meditation trains the 
mind to consciously engage in a distinctly different 	
way.  It increases awareness, our reaction time and 
our relation to our environments, allowing us to 
actively select how we respond to fear or anxiety. 
Engaging an inner awareness and experience of 
loving-kindness can block feelings, such as fear 

and anger that inhibit expressions of compassion 
and cultivate inner resources to deal with negative 	
thoughts and emotions (Kristeller & Johnson 
2003).  Cultivating compassion for self increases 
one’s sense of well being and self worth, suspends 
self-judgment, opens the mind for creating new 	
meaning, wisdom and love, and builds the foundation 
for extending loving-kindness to others.

Steps for starting a loving-kindness meditation 
practice:

•	 Find a quiet place, sit in a comfortable po-
sition, center, bring your attention to your 
breath. 

•	 Bring to mind an experience where you felt 
completely loved and cared for. Recreate this 
experience in your mind evoking the sights, 
smells sounds and sensation to fully engage 
all your senses.  

•	 Let yourself become totally immersed in this 
loving-kindness experience.

•	 Extend this feeling of loving kindness to 
someone you love.

•	 Extend loving kindness to a neutral person 
or situation.

•	 Extend loving kindness to an adversary.
•	 Finally, extend loving kindness to all beings 

in the world.
We are put on earth a little space
That we may learn to bear the beams of love

~ William Blake
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	 Clinical Holistic Nurse Specialist

Cont’d on page 9
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The year following graduation is one of immense 
personal and professional development.  During 
this transition period there is a need for a supportive 
cohort to enable new grads to develop their 
knowledge, skills, and confidence within a safe 
environment (Newton, McKenna, 2007). This will 
allow them to become competent and safe 	
practitioners.  

Managing Change: As I stated in July, change 
is inevitable, and necessary. How we deal with 
change is the key to success. Children’s is in varying 	
stages of change throughout the organization. 
While most changes have been managed well, we 
need to close the loop on others. My commitment 
to the DON is to continue to anticipate, communicate 
and manage change in a very deliberate way. 

First Quarter 2009 Priorities: Priorities for the 
next three months will include completion of my 
assessment of the DON. I will complete an 	
evaluation and make requisite changes to the 
organizational structure to ensure the DON is 
positioned to move into the future with the best 	
talent in the right places to lead us forward. Evaluation 
of communication mechanisms and meeting 	
structure in the DON will be completed, once 
again, with requisite changes made to ensure the 
most efficient utilization of meeting time to 	
accomplish DON and organizational priorities, 
and to provide highly efficient and effective 	
communication structures in the division. I will 

also be participating in evaluations and making 
recommendations to organizational structure 
across the organization. 

A second priority is to evaluate the mechanisms 
and structures for participative management in 
the DON. Evaluation of the shared governance 
model will be undertaken, including consideration 
of development of a division-wide nursing practice 
council, and standardization of unit-based practice 
council structures and processes.

2009 will be a challenging year, considering 
the economic situation we face. However, a highly 
talented executive team is fully in place to manage 
these circumstances and move forward with our 
strategic plan. I do believe it will be an exciting 
year with opportunities for nursing to take a lead 
at Children’s, and in local and national health 
care. I look forward to working with each of you 
and welcome your feedback. Please feel free to 
contact me with comments or suggestions, or if 
you have specific interest in working on the exciting 
initiatives presented.

Cont’d from page 4

Cont’d from page 7



10	 CARING FOR OUR FUTURE SPRING 2009

Continuous Renal Replacement Therapy 
(CRRT) as a treatment option at The 	
Children’s Hospital is relatively new. CRRT 

is any extracorporeal blood purification therapy 
intended to substitute for impaired renal function 
over an extended period of time and applied for 
or aimed at being applied for 24 hours per day. 
(Bellomo & Ronco, 1996) The Kidney Center, in 
conjunction with the Pediatric Intensive Care Unit 
(PICU) and Cardiac Intensive Care Unit (CICU) 
began the process of introducing the therapy in 
2005 when the Kidney Center purchased the first 
of our two CRRT machines known as the Prisma 
(Gambro).  In close collaboration, the Kidney 
Center, the PICU and CICU began training a small 
group of dedicated nurses in the theory of CRRT, 
as well as in the specific function of the Prisma 
(Gambro) CRRT machine used to provide the 
therapy. 

CRRT is becoming a valuable and desired 	
option for management of adult and pediatric 
patients with varying degrees of renal failure. This 
therapy was developed in the 1980’s in an effort to 
provide artificial kidney support to patients who 
could not tolerate traditional hemodialysis. (Dirkes 
& Hodge, 2007)  As techniques and pumps to 
deliver the therapy have improved over the last 
10 years, the use of CRRT in the pediatric critical 
care setting has increased.  (Bock, 2005)         

Until recently, available options at Children’s 
for renal replacement therapy to support or 	
replace renal function in patients with acute 	
renal failure (ARF) included peritoneal dialysis 
or intermittent hemodialysis. As the program has 
expanded this past year we have needed to train 

additional CRRT-qualified RNs to provide 		
therapy.  Most recently, Gambro provided additional 
training to the entire CRRT-qualified RN group on 
the function of the newest addition to our CRRT 
machine “fleet” – the Prismaflex (Gambro), which 
is an updated version of the Prisma (Gambro).

CRRT is similar to conventional hemodialysis 
(HD) in that it is extracorporeal in nature and 
allows for removal of large amounts of fluid and 
waste products for patients with kidney injury. 
However, CRRT also offers a wider variety of 
treatment modalities. These additional modes 
of therapy, combined with the continuous 24/7 
nature of the therapy, are quickly making CRRT 
an exciting and beneficial treatment for a wider 
variety of critical care patients.         

Conventional HD has always been a mainstay 
of kidney support therapy as it removes fluid and 
waste products from a patient’s blood in a relatively 
short amount of time.  However, in the critical 
care setting there are situations where conventional 
HD may not be the best option. Conventional 
HD is generally completed over approximately 
three - four hours and is applied typically three 
times/week to achieve the goals of dialysis which 
are filtration and fluid removal over a relatively 
brief period of time. In a critically ill patient with 
a tenuous hemodynamic status, this rapid removal 
of fluid has the potential to exacerbate symptoms 
of volume depletion.  Critically ill patients, already 
prone to hypotension due to the severity of their 
illness may not tolerate this rapid fluctuation in 
intravascular volume. CRRT has the ability to 
achieve similar goals of conventional HD, but 
much slower as it runs continuously over several 
days, and in some cases, weeks.   

Pediatric Continuous Renal Replacement 
Therapy in the PICU 

Practice

By Mary Bolling, BSN, RN
	 Clinical Coordinator Department Education 
	 Pediatric Intensive Care Unit
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A significant benefit of CRRT is the continuous 
nature of this dialytic therapy mimics the native 
kidney by removing waste products and fluid 
hour-to-hour, allowing a greater degree of flexibility 
in treatment of critically ill patients’ fluid and 
nutritional needs. High fluid intake required for 
total parenteral nutrition and medications can 
easily be fulfilled using CRRT without compromising 
the cardiovascular system (Sarkarcan et al, 1995).  
CRRT can achieve goals of fluid and waste 
removal through a set of a specific fluid removal 
rate hour-to-hour, as well as by changing dialysate 
and replacement fluid flow rates. Because there is 
no build up of toxins and fluids, patients receiving 
CRRT can receive as much protein and fluid as 
needed to achieve optimal nutrition. 
(Orlando, 2005)      

In addition to offering therapies similar to a 
slower version of conventional HD, the CRRT 
pump and filter offer treatment modalities beyond 
the scope of conventional HD. Conventional HD 
generally offers two options for renal support – 
filtration and fluid removal. CRRT can accomplish 
these same goals; however, CRRT also has the 
potential to provide a major therapeutic value 
for treating acute non-renal diseases in the 	
intensive care setting (Kornecki,et al, 2002).  The 
various treatment modes on the Prisma (Gambro) 
machine may also be set to employ properties of 
convection and adsorption to assist in removal of 
additional toxins and molecules not achieved with 
conventional HD.    

Through the property of convection which 
moves solutes under pressure along with fluid flow 
across the semi-permeable membrane, CRRT can 
remove a wider range of solutes when run in a 	
specific mode. The property of adsorption promotes 
molecular adherence to the surface or interior of 
the filter membrane. Through both the mechanism 
of convection and adsorption, toxic solutes are 
filtered through or adhere to the CRRT filter 
membrane.  As the blood is returned, the goal is to 
remove these toxins from the patient’s systemic 
circulation.  As an example, toxic mediators released 
during the pathogenesis of sepsis and septic shock 

may effectively be removed making continuous 
renal replacement therapy a means for blood 	
purification. (Bock, 2005)    

Although CRRT has the potential to offer 
great benefits to critically ill pediatric patients, it 
is important to remember it is a high-risk therapy 
and must be carefully considered.  It is technically 
complex and therefore requires special training for 
all caregivers involved.  It is also extracorporeal 
which means a percentage of a patient’s circulating 
blood volume is outside the body traveling the 
pump and filter. This requires the patient to be 
anticoagulated for which we currently use a 	
continuous heparin infusion with hourly assessment 
of activated clotting times (ACT).  Close management 
of lab values, fluid volume, thermoregulation and 
drug dosing are also important aspects of caring 
for these kids and require several hourly interventions 
by the RN.  

In addition, the volume of the smallest filter for 
the Prisma pump is approximately 90 milliliters.  
This filter makes the therapy a bit more challenging 	
for smaller patients as the circuit volume constitutes 
a significant amount of their total circulating 
blood volume. In these instances we can utilize the 
option of a blood prime which basically includes 
the simultaneous transfusion of bank blood while 
the therapy begins to pull blood from the patient; 
the goal is to not affect the patient’s intravascular 
volume as the therapy begins.  

Perhaps the most important contributor to the 
success of the therapy is good central venous 	
access. The patient’s blood is pulled out of the 
body to the machine through the “access port” of 
a large-bore, double-lumen central line. The blood 
is pumped through the filter on the CRRT machine 
and is then returned to the patient in the “return 
port.” 

Any of our CRRT-qualified RNs will tell you 
that, “Access is everything,” when it comes to 
caring for these children. Any interruption in the 
functionality of the central line and the ability of 
the CRRT machine to pull and return blood 	
create the highest need for troubleshooting. There 
is actually no better teacher for this therapy than 
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the child for whom the therapy is running; 	
bedside trouble-shooting provides the most 	
valuable experience with CRRT.  Other training 
components for nurses have included classroom 
and hands-on practice with the machine. This 
expanded role for RNs requires they have a 	
specified number of hours running the machine 
every three months. As the program has 		
expanded this past year the need to train additional 	
CRRT-qualified RNs to provide this therapy has 
grown. Most recently, Gambro provided additional 
training to the entire CRRT-qualified RN group 
on the function of the newest addition to our 
CRRT machine “fleet” – the Prismaflex (Gambro), 
which is an updated version of the Prisma (Gambro).

The first patient to be placed on continuous 
renal replacement therapy at Children’s was 	
admitted in June, 2007.  Once a patient is identified 
for the therapy, a staffing schedule with qualified 
RNs is created seven days in advance. All of the 
CRRT-qualified RNs are notified at this time that 
we have a patient run in progress.  As patients 
requiring CRRT are too critical to be sent to 
another location, CRRT is done at the bedside in 
the intensive care unit with a critical care nurse or 
Kidney Center nurse present at all times to deliver 
the therapy.  Once the therapy is up and running, 
time working with the patient and the PRISMA 
machine is divided so that all RNs maintain 
competency with the procedures accompanying its 
use.  

Since June of 2007, we have treated 19 children 
with a wide variety of diagnoses using this therapy 
for renal replacement.  Some of those diagnoses 
have included severe abdominal trauma, 		
hypernatremia, hyperammonemia and acute liver 
failure.   

The addition of CRRT in the PICU and CICU 
as a treatment option for renal replacement 	
carries many potential benefits.  Many of the 

patients for whom we have provided this therapy 
would not have tolerated conventional HD with 
its rapid correction of fluid balance and solute 
removal. CRRT provides us with the opportunity 
to accomplish a significant degree of renal support 
without “upsetting the hemodynamic applecart” 
for our patients when large amounts of fluid are 
removed too quickly or electrolytes are corrected 
too rapidly. CRRT also allows for the patient to 
keep a steady nutritional state without having 
to make restrictions to their fluid intake or diet 
because they won’t be getting their treatment for 
awhile. We can quickly correct imbalances with 
either fluid and/or solute removal and do so 	
continuously. CRRT is slow, it’s gentle and we 
have found it to be well-tolerated.  CRRT is an 
option we are excited to have in our renal support 
“toolbox,” and we are fortunate to be able to 	
offer this therapy to our critical-care patients.  
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Pam Struthers, RN has never been one to sit 
around with nothing to do as you’ll see in 
her profile. Throughout her time at Children’s, 

Struthers has contributed to many projects and 
committees at the main campus and Network of 
Care locations to further excellence in patient care 
and family satisfaction. 

Her career at The Children’s Hospital started in 
August of 1981 after she decided to pack everything 
she owned into her car, leave Dekalb, Illinois and 
head for Colorado. She is proud to say that she 
has been a staff nurse the entire time, achieving 
Level IV status in 1990. At the old hospital she 
worked on 3 North and 4 North before landing in 
the emergency department (ED) in 2003.  

“The nurses in the main ED were such great role 
models and mentors while I was there, I decided ED 
nursing was for me,” said Struthers. In 2004, she 
transferred to The Children’s Hospital at Parker in 
2004 where she flexed between the inpatient unit 
and ED.

In her current role as a clinical nurse IV in the ED 
at Parker, she has many responsibilities, including 
tech liaison for all Clinical Medical Technicians, 
Clinical Assistants and Medical Assistants; co-chair 
of the The Children’s Hospital at Parker Service 
Excellence Committee; active participant in the 
The Children’s Hospital Parker Leadership Group; 
department representative for Clinical Nurse Council; 
member of Infection Control Committee and 
house-wide ED service Excellence Committees. In 
2007, she developed Emergency Medical Services 
(EMS) outreach education for the south/southeast, 
which is a collaborative effort with Children’s 
main campus EMS coordinator.  

Before becoming an EMS coordinator, Struthers 
completed training as an EMT (Emergency Medical 
Technician) and a paramedic. She began EMS 	

outreach work as a result of wanting to show her 
appreciation to those individuals who taught her 
so much when she was working towards her paramedic 
certificate. Beginning with a needs assessment of 
the pre-hospital providers in the south/southeast 
area of Denver, she discovered that there was a 
need for pediatric education. Now she lectures 
and teaches hands-on skills two – three times per 
month for these groups. She says it is very rewarding 
to have a pre-hospital provider tell you that they 
were more comfortable transporting a child 
because of something they learned in one of your 
lectures. 

Struthers’s advice to everyone is, “do what 
you love and you will always be satisfied.” She is 
grateful for her many wonderful mentors and the 
inspirational individuals throughout her career at 
Children’s who helped her to meet and exceed her 
many goals as a nurse. And, we can all be grateful 
that Struthers chose to work at Children’s.

Pam Struthers, RN
Clinical Nurse IV

Parker Emergency Department

Clinical Level IV Nurses at 
The Children’s Hospital
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The Spinal Fusion Program is constantly 	
developing new ways of accommodating patients 
and their families.  In January, they launched a 
welcome program where a customer service 	
representative greets the family at the front door 
and escorts them through all their appointments.  
Currently the program is for low-risk patients, 
but will eventually expand its services to high-risk 
patients.  

Using her medical expertise to treat children 
outside the walls of the hospital, Benefield 	
traveled to Lubumbashi, Democratic Republic of 
the Congo, Africa with about 36 others, primarily 
from her church, providing assistance at medical 
clinics and two orphanages over the past summer. 
Children’s is fortunate to have such a caring and 
conscientious individual working to improve the 
lives of children in Denver and throughout other 
regions of the world.

Elise Benefield, BSN, RN is well known 
throughout The Children’s Hospital as a 
spine nurse.  But exactly what does a spine 

nurse do?  
Benefield just celebrated her 30th anniversary 

with Children’s and says in no uncertain terms that 
she “loves her job.”  She was first hired to work 
on the float team, which she did for one year 	
before taking a position in the orthopedics and 
rehab unit.  

Norine Hemphill, MS, RN and Andrea 
LeClaire, MS, RN, both clinical directors at the 
time, worked with orthopedic surgeons Robert 
Eilert, MD and Mark Erickson, MD to develop 
the Spinal Fusion program to improve outcomes 
for patients with multiple health issues undergoing 
spinal fusions. Hemphill and LeClaire recognized 
the importance and need of creating the role of a 
spine nurse for this program and hired Benefield 
for the position. Today this program sees 150-160 
patients undergoing spinal fusion surgery per year, 
of which approximately 40-50 are considered high 
risk. 

In preparation for surgery, healthy adolescents 
are offered a pre-op spine class that includes 	
information from physical therapy, respiratory 
therapy and child life specialists. A former 	
patient usually attends the class to discuss their 
experience. High-risk spinal fusion patients (as 
defined by the orthopedic surgeon) are placed on 
a care pathway and evaluated for medical risk 
factors prior to surgery.  Their appointments may 
begin six weeks to three months prior to surgery 
and may include a sleep study to assess their 	
nighttime respiratory status, followed by a 	
pulmonary consult. Discharge planning starts 	
before surgery and includes a multidisciplinary 
meeting with a physical therapist, dietician, 	
inpatient case manager, respiratory therapist, 
social worker, anesthesiologist, the patient and 
family.

Elise Benefield, BSN, RN
Clinical Coordinator, Spinal Fusion Program
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•	   TCH Allstars
Podium Presentations
Advanced Practice Nursing Grand Rounds, North American 

Cystic Fibrosis Conference - Orlando, FL (October 2008)
“Lung function decline and severe malnutrition in an 
adolescent with Mycobacterium abscesses.”
Ruth Devoogd, MS, RN

17th Annual O’Neil Pediatric Clinical Update 		
Aurora, CO (September 2008)
“Pediatric ECG - A simple approach”
Clay Dobronyi, BSN, RN, CCRN
“Congenital Heart Defects… Back to the basics”
Traci Snedden, MS, RN, CCRN, CPN
“Bubble, Bubble, Toil and Trouble: Pediatric chest tube 
management”
Deb DiPietro, RN

Pediatric Trauma Conference - Aurora, CO (November 2008)
	 “Vascular Injury - A rare entity in pediatric patients”

Molly Jo Wenger, MSN, CPNP

Linking Together “Wonderbabies: 1st Annual Fall Conference” 
Denver, CO (October 2008)

	 “Off to a good start: Systems of care for babies and young 
children with special health care and developmental needs”
Sharon Sables-Baus, PhD, RN, PCNS-BC

Heart Institute Monday Morning Lecture Series - Aurora, CO 
(January 2008)

	 “Outcomes and congenital heart disease:  		
Developmental assessments and oral feeding”
Sharon Sables-Baus, PhD, RN, PCNS-BC

March of Dimes Parent Support Conference - Aurora, CO 
(August 2008)

	 “Infant Communication”
Sharon Sables-Baus, PhD, RN, PCNS-BC

Accepted into Education Programs
Regis University Masters Program 

Jammie Reichel
Karen Walton
Deb Southworth
Kristin Belderson

Awards
Sharon Sables-Baus, PhD, PCNS-BC received a Maxwell 
Rhys Murray Fund award for research in neonatal-perinatal 
medicine.  Only two awards are made per year.

New Degrees
MSN

Traci Snedden
MHA

Chris Perreault
BSN

Lorraine Bailey

National Certifications
CCRN – Critical Care RN

Traci Snedden
Chris Peyton
Holly Lozano
Clay Dobronyi

CPON – Certified Pediatric Oncology Nurse 
Amy Van Vooris
Jennifer Brandenberg
Kristen Gagliardi Belderson

CPEN – Certified Pediatric Emergency Nurse
Amy Lewis
Alecia Wehr
Cheresa Peterson
Jennifer Rutledge
Gray Woerly
Cindy Ryan
Kris Campisi

CLC – Certified Lactation Counselor
Carey Rafferty
Diwata Perez
Deb Dojka
Kat Taylor

IBCLC – International Board Certified Lactation Consultant
Linda Lee Wood

New Clinical Level IV Nurses
Julie Adams
Julie Micalizzi
Ariana Anderson
Shana Ehrlich
Wanda Simms
Angela Montgomery
Jan Davis
Heather Fitzgerald
Jennifer Thompson
Melissa Cushman

New Roles
Carol Wallman, MS, RN, NNP-BC was elected to the 

National Association of Neonatal Nurses Board of 
Directors in September 2008 for a 2 year term.



16	 CARING FOR OUR FUTURE SPRING 2009

Continuing Education Calendar
March
Ethics Conference
March 20 • Aurora, CO
Addresses current ethical issues of interest in the 
healthcare of children. (CNE credit)

Nursing Grand Rounds
March 25 • Aurora, CO
“Acknowledging Praxis: Recognizing Caring in 
Reflective Narratives of Pediatric Nurses”

Jennifer Hagedorn, BSN, RN			 
Mary Enzman Hines, PhD, RN

April
Nursing Grand Rounds
April 22 • Aurora, CO
“Regis University Nursing Honors Program: 
Collaborative Projects Linking Education and 
Practice”
	 Nursing Student Panel
	 Moderator: Rita Axford PhD, RN

Clinical Care of Women with HIV Infection
April 24 • Denver, CO
Research and clinical care of women with HIV, 
current topics of interest to providers for this 
population
(CNE credit)

Reach the Peak – Asthma Educator Certified 
Prep Course
April 27-28 • Aurora, CO
Designed to equip healthcare professionals to 
successfully complete the National Asthma 
Educator Certification Board AE-C exam while 
improving asthma management in their practice.
(CNE credit)

Emergency Nursing Pediatric Course (ENPC)
(CNE credit from ENA)
May 5-6

Neonatal Resuscitation Program (NRP) 
Provider Course: (no credit)
April 17	 June 19
Renewal Courses:  (no credit)
April 16	 June 18

Pediatric Advanced Life Support (PALS)
Provider Courses: (CME credit)
April 8-9	 June 16-17

Pediatric Advanced Life Support (PALS)
Renewal Courses: (no CE Credit)
March 17	 April 28

Trauma Nursing Core Curriculum (TNCC)
(CNE credit from ENA)
April 13-14	 October 5-6

Other CNE Opportunities

Brochure Request: Contact The Children’s Hospital Education Services department at (720) 777-6160.
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