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care for citizens of Nevada.
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Are you interested in submitting an article for publication 
in RNFormation? Please send it in a Word document to us 
at nvnursesassn@mvqn.net. Our Editorial Board will review 
the article and notify you whether it has been accepted for 
publication. Articles for our next edition are due by March 1, 2014.

If you wish to contact the author of an article published in 
RNFormation, please email us and we will be happy to forward 
your comments.

CORRECTION
In our February 2014 issue, the contact web address for 
ACTIONN (Acting in Community Together in Organizing 
Northern Nevada) should be www.actionn.org/













Earn 90K, Plus Health and Dental, 401K/Profit Sharing 

American Medflight is Nevada’s largest and most experienced twin engine fixed wing air ambulance 
company and is seeking a Registered Nurse with 3 years Critical care ICU or ER experience. Must have 
ACLS, PALS and Trauma Certificates. Flight Experience is preferred, but not required. We will Train. 
Possession of a Nevada EMS-RN license is required prior to performing duties in our aircraft. American 
Medflight is an employee owned company (ESOP). 

Please send resume to srule@americanmedflight.com or mail to: 
American Medflight; PO Box 10166, Reno, NV 89510.

  BECOME A
HEALTHCARE
PARTNER TODAY.

Congratulations to our teammates Patti Berry, Jamie Simmons and Judith Stephens. 
These nurses were recently honored during the 2013 March of Dimes: Nurse of the 
Year event. HealthCare Partners Medical Group, one of the largest physician groups 
and affiliate networks in Southern Nevada, is seeking quality health care providers to 
join our team who offer top-of-the-line care in order to meet the growing medical needs  
of the community.

Winner, 2013 Distinguished Nurse of the Year  
Patti Berry, RN, BS, CPUR, CMCN, CCM

Winner, Managed Care 
Jamie Simmons, LPN

Runner-up, Managed Care 
Judith Stephen, RN

For more information, visit us online at hcpnv.com.

We salute all 
nurses during 

National Nurses 
Week and 

appreciate their 
dedicated service
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“Perhaps when cultural assessment is combined with genetic assessment, this 
could be the beginning of culturally holistic care.”

~ NNA President, Dr. Scott Lamprecht
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the president’s corner

People to People Ambassador Programs

Culturally Holistic Care
Scott Lamprecht, DNP, RN, APN

President, Nevada Nurses Association

Cultural Competence. These are two words that are essential to nursing 
and modern healthcare. Nursing recognizes culturally competent care 
as being care that integrates a patient’s values, beliefs, and traditions. 
Culture is with us everywhere we are and in everything we do, and shapes 
our behaviors. Given these aspects, understanding the impact of culture 
on the individual is essential to providing high quality care. Although 
culture influences our behaviors, it is also important to remember genetic 
differences. People with Mediterranean ancestry have higher incidences 
of Thalassemia or Familial Mediterranean Fever. Individuals from Eastern 
Europe tend to have potentially higher cholesterol levels. Certain types 
of skin cancers have a higher prevalence in some skin colors and a lower 
incidence in others. African Americans have a higher incidence of kidney 
disease and lower glomerular filtration rates due to differences in genetic 
makeup. Culturally competent care needs to not only recognize and 
respect beliefs and values, but be mindful of differences that can lead to 

disease prevention/early 
management. The earlier 
a condition is detected the 
sooner intervention can 
begin. Perhaps when cultural 
assessment is combined with 
genetic assessment, this 
could be the beginning of 
culturally holistic care. 

If you would like to contact NNA or President Lamprecht, please 
call 775-747-2333 or email nvnursesassn@mvqn.net.

Looking to mix personal and professional 
education with travel? There are unique 
opportunities waiting for you in People to People 
Ambassador Programs. The programs, offered 
on seven continents, are the result of President 
Dwight Eisenhower’s belief “that peaceful relations 
between nations require mutual respect between 
individuals.” This mutual respect may be achieved, 

in part, through personal interactions that 
facilitate cultural understanding and promote 
peace. 

The programs offer travel itineraries for 
professionals in business, education, law, 
medicine, and science and technology, and may 
include cultural activities, educational seminars, 
and humanitarian projects. This year, mental 

health practitioners, nurse executives, and nursing 
professionals can travel to Costa Rica or Cuba to 
share knowledge and experience.

The programs’ website includes detailed travel 
itineraries, a discussion of health and safety 
concerns, and suggestions for funding travel. 
For more information, please visit: http://citizens.
peopletopeople.com

www.unr.edu/nursing 
B.S. in Nursing
RN to BSN
M.S. in Nursing

Family Nurse Practitioner
Nurse Educator
Clinical Nurse Leader
Adult Gerontology Acute Care Nurse Practitioner
(Opening Fall 2014)

DNP (Doctor of Nursing Practice)*

Orvis School of Nursing

University of Nevada, Reno
Statewide • Worldwide

UnIVERSITY OF nEVADA, REnO

*The DNP program is a collaborative program with UNLV. Students admitted through UNR for this program 
have their DNP degree conferred by UNR.
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W. Henkelman, EdD, MSN, RN
Nevada Career Institute

Diversity in Nursing Education

An important aspect of addressing diversity in our patient populations 
involves encouraging diversity among the members of our profession. 
Currently, the U.S. nursing workforce includes the following minority 
representations: 5.8% Asian/Pacific Islander, 5.4% Black/African American, 
3.6% Hispanic/Latino, and 0.3% American Indian/Alaskan Native. This 
compares to a total population representation of 4.8% Asian/Pacific Islander, 
12.2% Black/African American, 15.4% Hispanic/Latino, 0.8% American 
Indian/Alaskan Native (AACN, 2010). All groups except Asian/Pacific Islanders 
are therefore significantly under-represented in the nursing profession. Men 
comprise 6.6% of the nursing profession while 49% of our total population is 
male.

Nursing schools are the obvious place to address the problem. According 
to the American Association of Colleges of Nursing (AACN), students in 
generic BSN programs were 8.8% Asian/Pacific Islander, 10.3% Black/African 
American, 7.0% Hispanic/Latino, 0.5% American Indian/Alaskan Native 
(AACN, 2012). Healthy People 2010 goals included increasing the number 
of degrees awarded in all of the health professions to 13% Black/African 
American, 12% Hispanic/Latino, and 1% American Indian/Alaskan Native. 

Minority Group Total 
Population

Current 
Nurses

BSN 
Students

Asian/Pacific Islander 4.8% 5.8% 8.8%

Black/ African American 12.2% 5.4% 10.3%

Hispanic/Latino 15.4% 3.6% 7.0%

American Indian/Alaskan Native 0.8% 0.3% 0.5%

Men 49% 6.6% 10.8%
 
Current enrollment data show only modest gains, with minorities 

still under-represented. Some of the reasons cited by AACN for the 
disparities include role stereotypes, economic barriers, gender biases, 
misunderstanding the practice of nursing, and increased opportunities in 
other professions. These factors must be addressed by schools of nursing. 
Rosenberg and O’Rourke (2011) proposed a set of questions and initiatives 
to help schools of nursing improve performance regarding diversity. They 
described a pyramid, with the base being attracting and retaining diverse 
students, the middle level being the provision of financial support, and the 
top being public relations strategies to attract minority students. To address 
the base, Rosenberg and O’Rourke (2011) suggest the discussion of these 
questions by school leaders:

 What do we mean by diversity?

 Is there culture within my institution that promotes diversity?

 Has my school set diversity goals?

 What strategies and policies do we need to meet our goals?

Financial support is already supplied by most schools of nursing, but may 
need to be adjusted to provide more support for minority students. Public 
relations initiatives recommended by AACN (2001) include presenting a 
positive image of nursing including representation of men and minorities in 
brochures and advertisements. They also recommend taking the message to 
students in the communities in which they live, and connecting with potential 
students at the middle and high school levels.

Retention of minority student once enrolled or about to be enrolled in 
a nursing program can be enhanced through nursing school preparation 
courses including such topics as study skills, critical thinking, and nursing 
math. Once enrolled, mentorships throughout the nursing program are 
recommended, focusing on the minority students. 

References
America Association of Colleges of Nursing. (2001). Effective strategies for 

increasing diversity in nursing programs. Retrieved from http://www.aacn.
nche.edu/aacn-publications/issue-bulletin/effective-strategies

American Association of Colleges of Nursing. (2010). Annual report. Retrieved from 
http://www. aacn.nche.edu/Media/pdf/AnnualReport10.pdf

American Association of Colleges of Nursing. (2012). Race/ethnicity of students 
enrolled in generic (entry-level) Baccalaureate, master’s, and doctoral 
(research-based) programs in nursing, 2002-2011. Retrieved from http://blog.
diversitynursing.com/blog/bid/135346/Ethnicity-Table

Rosenberg, L. & O’Rourke, M. E. (2011). The diversity pyramid: An organizational 
model to structure diversity recruitment and retention in nursing programs. 
Journal of Nursing Education, 50(10). 555-560. Retrieved from http://search.
proquest.com.ezp-01.lirn.net/printviewfile?accountid=159003

• Director of Nursing Program and Assistant Department Head
     - Provide exemplary vision and leadership for statewide nursing programs and the      
        development of new BSN programs.

• Program Coordinator at USU-Blanding Campus 

For more information about these positions please visit jobs.usu.edu.

POSITIONS AVAILABLE WITH UTAH STATE UNIVERSITY
NURSING LEADERSHIP

UTAH STATE UNIVERSITY IS SEEKING APPLICANTS 
FOR THE FOLLOWING POSITIONS: 
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Linda Yi, RNC, MPA
Coordinator State Implementation Program

Debra Collins, BSN
Chair–Nevada Alliance for Nursing Excellence 

(NANE)

nevada action coalition

Good news! Last month Dr. Debra Toney, Chair of the Nevada Action 
Coalition, discussed that the Action Coalition had applied for at Robert Wood 
Johnson Foundation State Implementation Program (SIP) grant to increase 
nurse residency programs throughout the state for new nurses and for 
registered nurses returning to the workforce after a significant absence from 
practice and to increase the number of BSN prepared nurses in the state by 
2020. The press release that follows outlines the good news that Nevada is a 
grant recipient!

Nevada Receives Grant from Robert Wood Johnson Foundation to 
Help Lead Efforts to Transform Health Care through Nursing

Las Vegas, NV – The Robert Wood Johnson Foundation (RWJF) 
announced that the Nevada Action Coalition will be part of a $4.5 million 
initiative, the Future of Nursing State Implementation Program. The program 
is helping states prepare the nursing profession to Address our nation’s most 
pressing health care challenges—access, quality, and cost. RWJF announced 
ten states that are joining the program this month; it launched with 20 
states in February.

The State Implementation Program bolsters efforts already underway in 
50 states and the District of Columbia – the Future of Nursing: Campaign for 
Action – to improve health and health care through nursing. A joint initiative 
of AARP and RWJF, the Campaign is working to implement the Institute 
of Medicine’s (IOM) evidence-based recommendations on the future of 
nursing. It provides a vehicle for nurses at all levels to lead system change 
to improve care for patients and families through collaboration with business, 
consumer, and other health professional organizations.

“We are confident that this grant will help spur progress in Nevada, which 
already is doing notable work to transform nursing practice, education, and 
leadership,” said Susan B. Hassmiller, PhD, RN, FAAN, RWJF senior adviser 
for nursing and director of the Future of Nursing: Campaign for Action. “The 
Foundation is committed to helping states build a more highly educated, 
diverse nursing workforce so that everyone in America can live a healthier 
life, supported by a system in which nurses are essential partners in 
providing care and promoting health.”

The State Implementation Program is providing two-year grants of 
up to $150,000 to a total of 30 state-based Action Coalitions that have 
developed or made substantial progress toward implementing the IOM 
recommendations. Nevada’s grant application was submitted by the Nevada 
System of Higher Education on behalf of the Nevada Action Coalition. Dr. 
Marcia Turner, vice chancellor of Health Sciences for the Nevada System of 
Higher Education (NSHE), will act as the grant’s principal investigator.

“We are pleased that NSHE has this opportunity to partner with the 
Nevada Action Coalition to promote nursing education throughout our state,” 
said Dan Klaich, chancellor of NSHE. “Working with our colleagues at the 
Department of Employment, Training and Rehabilitation, the Governor’s 
Office of Economic Development, and myriad nursing leaders and other 
health care stakeholders, I am confident we will better prepare Nevada’s 
nurses for success in a changing workforce environment.”

States must obtain matching funds to receive the grant. The Department 
of Employment, Training and Rehabilitation (DETR) provided $75,000 in 
matching funds to enable Nevada to receive this $150,000 grant. “DETR 
is delighted by the news that Nevada is a RWJF grant recipient, and we 
are proud to partner with the NSHE in furthering the work of the Nevada 
Action Coalition. This is a perfect example of Governor Sandoval’s mission to 
strategically leverage funding to promote workforce development in critical 
areas such as nursing,” said Frank Woodbeck, director of DETR. 

The Nevada Action Coalition also gratefully accepted a $10,000 donation 
from the Nevada Hospital Association. Bill Welch, President & CEO of the 
Nevada Hospital Association, said, “The Nevada Hospital Association is 
delighted to support this effort which will prepare the next generation of 
nurses to meet greater demands and challenges under the new models of 
care delivery and help ensure patients get the care they need, when and 
where they need it.”

In addition to Nevada, grants were announced in Alabama, Alaska, 
Arkansas, Illinois, Minnesota, Ohio, South Carolina, Vermont, and Virginia.

The 20 states that received grants in February are: Colorado, Connecticut, 
Florida, Georgia, Iowa, Idaho, Kansas, Louisiana, Maryland, Michigan, 
Missouri, Mississippi, Nebraska, New Jersey, Pennsylvania, Rhode Island, 
Tennessee, Utah, Wisconsin, and Wyoming.

“The diverse leadership of our Action Coalition and our focus on 
meaningful outcomes that improve care were key factors in Nevada being 
selected,” said Debra Gulley-Collins, chair of the Nevada Alliance for Nursing 
Excellence (NANE) and one of the lead organizations for the Action Coalition. 
“We are part of a powerful movement that is improving health care for all 
Americans. The Nevada Action Coalition is grateful to RWJF for this support, 
which will strengthen our work immeasurably.”

Dr. Debra Toney, chair of the Nevada Action Coalition Executive 
Committee, noted that the Coalition plans to focus on increasing the 

Nevada Action Coalition continued on page 7

The Most HigHly AwArded  Nurses Care for 
paTienTs aT The Best HospitAl in Las Vegas.
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proportion of nurses with baccalaureate degrees 
to 80 percent by 2020 and implementing a nurse 
residency program throughout the state for new 
graduates and for registered nurse returning to 
practice after a significant absence.

The Center to Champion Nursing in America 
(CCNA), an initiative of AARP, the AARP 
Foundation, and the Robert Wood Johnson 
Foundation, serves as the national program office 
for the Future of Nursing State Implementation 
Program.

“This new program will help Action Coalitions 
get the strategic and technical support required 
to advance their goals,” said Susan Reinhard, 
PhD, RN, FAAN, senior vice president of the AARP 
Public Policy Institute and chief strategist at CCNA. 
“Our hope is that with this support, Nevada will be 
even more effective in improving health outcomes 
for patients, families and communities.”

About the Future of Nursing: Campaign 
for Action

The Nevada Action Coalition is part of the 
Future of Nursing: Campaign for Action, a joint 
initiative of AARP and the Robert Wood Johnson 
Foundation (RWJF), working to implement 
the Institute of Medicine’s evidence-based 
recommendations on the future of nursing. The 
Campaign includes Action Coalitions in 50 states 
and the District of Columbia and a wide range of 
health care professionals, consumer advocates, 
policy makers, and the business, academic, 

and philanthropic communities. The Center to 
Champion Nursing in America, an initiative of 
AARP, the AAPR Foundation and RWJF, serves 
as the coordinating entity for the Campaign, 
as well as the national program office for the 
Future of Nursing State Implementation Program. 
Learn more at www.campaignforaction.org. 
Follow the Campaign for Action on Twitter at @
Campaign4Action and on Facebook at www.
facebook.com/CampaignForAction.

About the Robert Wood Johnson Foundation
The Robert Wood Johnson Foundation focuses 

on the pressing health and health care issues 
facing our country. As the nation’s largest 
philanthropy devoted exclusively to health and 
health care, the Foundation works with a diverse 
group of organizations and individuals to identify 
solutions and achieve comprehensive, measurable, 
and timely change. For more than 40 years the 
Foundation has brought experience, commitment, 
and a rigorous, balanced approach to the 
problems that affect the health and healthcare 
of those it serves. When it comes to helping 
Americans lead healthier lives and the get the 
care they need, the Foundation expects to make a 
difference in your lifetime. For more information, 
visit www.rwjf.org. Follow the Foundation on 
Twitter at www.rwjf.org/twitter or on Facebook at 
www.rwjf.org/facebook.

About AARP
AARP is a nonprofit, nonpartisan organization, 

with a membership of more than 37 million, that 

helps people turn their goals and dreams into 
real possibilities, strengthens communities and 
fights for the issues that matter most to families 
such as healthcare, employment and income 
security, retirement planning, affordable utilities 
and protection from financial abuse. We advocate 
for individuals in the marketplace by selecting 
products and services of high quality and value to 
carry the AARP name as well as help our members 
obtain discounts on a wide range of products, 
travel, and services. A trusted source for lifestyle 
tips, news and educational information, AARP 
produces AARP The Magazine, the world’s largest 
circulation magazine; AARP Bulletin; www/aarp.
org; AARP TV & Radio; AARP Books; and AARP en 
Español, a Spanish language website addressing 
the interests and needs of Hispanics. AARP does 
not endorse candidates for public office or make 
contributions to political campaigns or candidates. 
The AARP Foundation is an affiliated charity that 
provides security, protection, and empowerment 
to older persons in need with support from 
thousands of volunteers, donors and sponsors. 
AARP has staffed offices in all 50 states, the 
District of Columbia, Puerto Rico, and the U.S. 
Virgin Islands. Learn more at www.aarp.org.

 
In future columns there will be a call to action 

in order for you become an active member of the 
Nevada Action Coalition. We sincerely hope that 
you will consider working on one of the Institute 
of Medicine’s (IOM) eight recommendation in your 
region of Nevada. For more information please 
contact Linda Yi at linday_yi@nshe.nevada.edu

Nevada Action Coalition continued from page 6

Check it Out! 

Cultural Competence in Nursing

If you take a moment, close your eyes, and 
think of the “olden” days, Nevada presented a 
beautiful and peaceful picture of deserts and 
grasslands, towering mountains, and clear blue 
skies – with not a soul to be seen or heard for 
miles and miles and miles. Nowadays, Nevada 
ranks 35th in population in the United States, with 
almost 3 million souls. 

According to Nevada-demographics.com, 
Nevada’s population is composed of Caucasians 
(54%), Hispanics (26.5%), Blacks (7.7%), Asians, 
American Indians, and Pacific Islanders. Since 
our population is concentrated in just a few large 
cities, members of these groups may be among 
your patients one day. Now what? The Office 
of Minority Health discusses the “health” and 
“other health concerns” for each of these groups. 
Leading causes of disability and death across all 
groups include heart disease, stroke, diabetes, 
and respiratory disease. But you may be surprised 
at the health challenges that some groups face…

• Hispanics – infant mortality, liver disease, 
obesity, suicide

• Blacks – influenza, pneumonia

• Asians – hepatitis B, tuberculosis 
• American Indians – SIDS, teenage 

pregnancy, substance abuse

How do you assess and then meet the unique 
needs of each group? Cultural competence. 
The Office of Minority Health defines cultural 
competence as attitudes, behaviors, and practices 
that promote and assure efficiency in multicultural 
situations. It enhances communication between 
health care providers, patients, and families to 
ensure best practice and positive outcomes. 

The Office of Minority Health website offers 
three tools for achieving cultural competence 
which may be utilized by nurses, advanced 
practice nurses, and nurse leaders in health care 
systems… 

• “Culturally Competent Nursing Care: A 
Cornerstone of Caring” is a free online 
education program that includes case 
studies and interactive tools 

• “National Standards on Culturally and 
Linguistically Appropriate Services” (CLAS) 
is a set of standards for both individual 

providers and health care systems 
• “…National Standards…for Advancing and 

Sustaining CLAS…” is an implementation 
guide The American Association of Colleges 
of Nursing’s “Tool Kit of Resources…” is 
designed for nurse educators.

The Transcultural Nursing Society advocates 
education to ensure cultural competence in 
practice and research.

They offer conferences and courses throughout 
the United States, and certification that validates 
the education and ability necessary to provide 
culturally competent care. 

Please check out these valuable resources…
www.nevada-demographics.com 
The Office of Minority Health at www.

minorityhealth.hhs.gov (cultural competence, 
data/statistics)

The American Association of Colleges of Nursing 
at www.aacn.nche.edu/education-resources/
toolkit.pdf 

The Transcultural Nursing Society at www.tcns.org
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Cathy Butler, MSN, 
RN, AHN-BC
NNA Environmental 
Health Committee
Orvis School of 
Nursing
University of Nevada, 
Reno
Contact: 
cathyb@unr.edu

You can’t smell it, see it, taste, it, hear it or feel it, 
but it can kill! According to the U.S. Environmental 
Protection Agency (EPA) and the Nevada Division of 
Public and Behavioral Health, radon is a health risk 
for lung cancer.

Radon is a naturally occurring radioactive gas. 
It is produced by the breakdown of uranium in 
soil, rock and water. As uranium decays into radon 
gas it moves through the soil into the atmosphere, 
where it is harmlessly dispersed into outdoor air or 
can enter buildings through foundation opening. 
Radon can also enter homes through water supplies 
obtained from wells or from small water systems 
utilizing groundwater.

    environmental health
   Radon, A Real Health Risk for Nevadans: Protecting Yourself & Your Family

Radon Gets Into Homes
Radon can enter and collect inside almost any 

home or other building through dirt floors, hollow 
block walls, cracks in the foundation floor and walls, 
sump pumps, openings around floor drains, joints 
and foundation openings for pipes, sewers and other 
utility connections. 

Once the radon is trapped it can pose a health 
risk. The gas contaminates airborne dust that can 
be easily inhaled where they attach to lung tissue. 
As these radon particles decay in the lungs, they 
emit alpha radiation that ionizes DNA, damages cell 
genetics and can later lead to lung cancer 5-25 years 
after exposure. Not everyone will get lung cancer, 
but the greater the amount of radon and the longer 
the exposure, the greater the risk of developing lung 
cancer. Radon is classified as a Group A carcinogen, 
a substance known to cause cancer in humans. 
Next to smoking, scientists believe that radon is 
associated with more lung cancer that any other 
carcinogen.

More than 16,000 homes have been tested in 
Nevada. The results indicate that 25% of homes 
haves a radon level at or above the EPA Action Level 
of 4 picocuries per liter of air (pCi/l) for indoor radon 
exposure. The EPA’s action level is the recommended 
level at which a home, business, school, government 
or commercial building should be mitigated to reduce 
radon concentration and exposure.

Nevada radon test results: 
 http://www.radonnv.com
Resources for Health Promotion/Risk reduction of 

hazardous levels of indoor radon

 – Attend educational program offered by: 
University of Nevada Cooperative Extension 
(UNCE) http:///www.unce.unr.edu/programs/
sites/radon/

 – Test indoor radon levels today
There are two ways to test for radon, short-term and 

long-term
 http://www.epa.gov/radon/pubs/citguide.html
Nevada locations offering radon test kits
 Radon Test Kits are available: University of 

Nevada Cooperative Extension (UNCE)
 http://www.unce.unr.edu/programs/sites/

radon/files/pdf/NVRadonProgram Offices.pdf
 To order radon test kits by mail (http://

www.unce.unr.edu/programs/sites/radon/
testing/#testkit)

Radon Resistant Construction
 http://health.nv.gov/HCQC_Radiological_

Radon.htm
Native Americans living on Tribal Lands should 

contact their Tribal Health Department or 
Housing Authority for assistance (see also 
www.epa.gov/iaqtribal/directory.html)

 Recommendations to reduce hazardous levels 
of indoor radon

How to fix a radon problem/radon mitigation http://
www.unce.unr.edu/programs/sites/radon/
mitigation

Mitigating radon problems
 http://health.nv.gov/HCQC_Radiological_

Radon.htm
 Lowering radon in existing homes 
 http://www.radonleaders.org
Community resources
 Radon Hotline: 888-723-6610
 Nevada Radon Education Program 
 http://www.radonnv.com
 Nevada Radon Program Director, 
 775-336-0248
 Nevada Radon Education Coordinator, 
 775-336-0252
 Nevada Division of Public and Behavioral 

Health, Radiation Control Program
 Radiation Physicist, 775-687-7550
Radon health risks 
 http://www.epa.gov/radon/healthrisks.html
EPA’s Citizen’s Guide to Radon http://www.unce.

unr.edu/programs.sites/radon/files/pdf/
CitizensGuideNV.pdf

More medical links 
 http://www.unce.unr.edu/programs/sites/

radon/resources#medical

Extension Offices continued on page 9

Courtesy of Nevada Radon Education Program

Offering online 
continuing education 
to ensure quality 
health care for 
Nevada.

Expand your 
knowledge, advance 
your career, develop 
new skills and easily 
maintain your 
professional licensure 
and certification with 
a flexible framework 
to maximize quality 
and best health care 
practices.

www.highsierraahec.org

Alpine Hematology-Oncology

236 West 6th St., Suite 400
Reno, Nevada  89503
Office (775) 329-0873

Fax (775) 329-1026
www.alpinedoctors.com

Steven A. Schiff, M.D. John A. Shields, M.D.
Sowjanya Reganti, M.D. Margaret Van Meter, M.D.

Julie Simeoni, MN, APN

We thank our Nurses for their dedicated service.

REGISTERED NURSES
Full-time positions available for: 

ICU, Emergency Room, Med/Surg, 
Operating Room, and Labor & Delivery.

Full-Time LPN or RN for Skilled 
Nursing Facility 

Nevada license required. We offer competitive salary DOE; 
excellent benefits including Public Employees Retirement, 
group insurance benefits, accrued PTO & Sick Leave.

Contact HR Director
Humboldt  General Hospital

118 E. Haskell Street, Winnemucca, NV 89445
rose@hghospital.ws • Fax (775) 623-5904

EOE Employer
Non-smoking facility, non-smoker preferred.
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Nevada Radon Program Cooperative Extension Offices

NORTHERN AREA

Carson City and Storey County
(M-F, 8 am to 5 pm)
2621 Northgate Ln., Suite 15
Carson City, NV 89706
Phone: 775-887-2252

Douglas County (M-F, 8 am to 5 pm)
1325 Waterloo, Gardnerville, NV 89410
P.O. Box 338, Minden, NV 89423-0338
Phone: 775-782-9960

• Tahoe Regional Planning Agency
 128 Market St., Stateline, 89449
 775-588-4547
• Nevada Tahoe Conservation District
 (M-F, 9 am to 4 pm)
 400 Dorla Ct., Zephyr Cove, NV 89448
 775-586-1610

Elko County (M-F, 8 am to 5 pm)
701 Walnut St.
Elko, NV 89801-5032
Phone: 775-738-7291

Humboldt County (M-F, 8 am to 5 pm)
1085 Fairgrounds Rd.
Winnemucca, NV 89445
Phone: 775-623-6304

Lander County (M-F, 8 am to 5 pm)
815 N. Second St.
Battle Mountain, NV 89820-2326
Phone: 775-635-5565

Pershing County (M-F, 8 am to 5 pm)
810 Sixth St., P.O. Box 239
Lovelock, NV 89419-0239
Phone: 775-273-2923

Washoe County-Reno (M-F, 8 am to 5 pm)
4955 Energy Way
Reno, NV 89502
Phone: 1-888-723-6610
•	 Incline	Village	Recreation	Center
 (M-F, 6 am to 9 pm; S-Sn, 7 am to 8 pm)
 980 Incline Way, Incline Village, NV 89451
 775-832-1300

SOUTHERN AREA

Clark County (M-F, 8 am to 5 pm)
8050 Paradise Rd., Suite 100
Las Vegas, NV 89123
Phone: 702-222-3130

Lincoln County (M-F, 8 am to 5 pm)
360 Lincoln St.
Caliente, NV 89008-0728
Phone: 775-726-3109

CENTRAL AREA

Churchill County (M-F, 8 am to 5 pm)
111 Sheckler Rd.
Fallon, NV 89406-8951
Phone: 775-423-5121

Eureka County (M-F, 8 am to 5 pm)
701 S. Main St., P.O. Box 613
Eureka, NV 89316-0613
Phone: 775-237-5326

Lyon County (M-F, 8 am to 5 pm)
504 S. Main St.
Yerington, NV 89447
Phone: 775-463-6541

Mineral County (M-F, 8 am to 5 pm)
205 South A St., P.O. Box 810
Hawthorne, NV 89415
Phone: 775-945-3444

Northern Nye and Esmeralda Counties
(M-F, 8 am to 5 pm)
#1 Frankie St., Old Courthouse
P.O. Box 231
Tonopah, NV 89049
Phone: 775-482-6794

Southern Nye County (M-F, 8 am to 5 pm)
1651 E. Calvada Blvd.
Pahrump, NV 89048
Phone: 775-727-5532

White Pine County (M-F, 8 am to 5 pm)
995 Campton St.
Ely, NV 89301-0210
Phone: 775-293-6599

www.tchealth.org   •   928-283-2432
TCRHCCHR@tchealth.org

Copper/Chocolate

Brass/Black

Gold/Black

Black/Black

3MTM Littmann® Special Edition Stethoscopes
For those who have earned the right
to wear the best.
You didn’t choose the easiest career–you chose one of the
most important. And by working hard every step of the way,
you’ve made a difference. 

It’s time to mark your achievement–with a 3M
TM

 Littmann®

Special Edition Stethoscope.

EVERYTHING MEDICAL

( 7 0 2 )  3 6 6 - 1111

1811 W. Charleston Blvd.
Las Vegas, NV 89102

6960 W. Warm Springs Rd.
Las Vegas, NV 89113

10% OFF ALL
STETHOSCOPES
PLUS FREE I.D. TAG

(USE PROMO CODE “NNA” FOR DISCOUNT)

shopeverythingmedical.com
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ethnic disparities in health

The Office of Minority Health
Reducing Health Disparities

Kathy Ryan, MSN, RN

In 1985, a federal task force evaluated the 
differences in health outcomes for a variety of 
ethnic and racial groups in the United States. Their 
conclusions were startling! Compared to Caucasian 
Americans, these groups experienced higher 
rates of illness and death from common health 
conditions such as asthma, cancer, diabetes, heart 
disease and stroke, HIV and AIDS, and overweight 
and obesity. These newly reported differences 
prompted the creation of the Office of Minority 
Health (in 1986), whose purpose is to improve 
the health of minorities through the development 
and advancement of policies, programs, and 
practices that consider the impact and influence 
of economic, environmental, and social factors on 
health and health outcomes. 

More recently, the U.S. Department of Health 
and Human Services published an Action Plan 
to Reduce Racial and Ethnic Disparities, to be 
implemented by the Office of Minority Health.

The plan’s 5 primary goals include:
• Increasing public awareness of health 

disparities
• Developing culturally appropriate initiatives
• Creating national standards on appropriate 

services
• Promoting cultural competence
• Supporting disparities research

The Office of Minority Health also supports 
the National Partnership for Action to End Health 
Disparities. Research is a key component in 

their efforts toward health equity. They support 
increasing the availability of data and related 
research and evaluation outcomes to encourage 
cohesion and coordination of nationwide 
strategies.

The Office of Minority Health’s web page also 
includes data and statistics on groups, selected 
health topics related to those groups, and 
education and resources on cultural competence. 
http://minorityhealth.hhs.gov

Minority Health discussions are also a part of 
the CDC and FDA web pages.

Office of Minority Health and Health Disparities 
www.cdc.gov/omhd

Office of Minority Health and Health Equity 
www.cdc.gov/minorityhealth/omhhe

FDA www.fda.gov/forconsumers/byaudience/
minorityhealth/default.htm

A small but statistically significant study 
conducted by Duke University researchers 
has demonstrated that the current Human 
Papillomavirus (HPV) vaccine may be less effective 
in African American Women. There are currently 
two HPV vaccines available in the United States 
that target two types of HPV in particular: HPV 
16 and HPV 18. These are the strains of human 
papillomavirus that cause about 70 percent of all 
cervical cancers. According to new findings from 
Duke University Medical Center, African American 
women with abnormal Papanicolaou (PAP) test 
results are about 50 percent less likely to be 
infected with HPV types 16 and 18. According to 
senior author Cathrine Hoyo, PhD, MPH, associate 
professor of obstetrics and gynecology at Duke 

University School of Medicine, African American 
women are about 20 percent more likely to 
develop cervical cancer and twice as likely to die 
from the disease as non-Hispanic white women.

The Cervical Intraepithelial Neoplasia 
Cohort Study (CINCS), funded by the National 
Institutes of Health and the National Cancer 
Institute, sought to identify markers that 
differentiate between early and advanced cervical 
intraepithelial neoplasia (CIN). The study included 
an evaluation of the HPV types associated with 
precancerous cell changes in African American 
and white women with cervical dysplasia. All of 
the women (n=572) had abnormal PAP smear 
test results. Further evaluation with colposcopy 
revealed that eighty-six percent of the women 

Ethnic Disparities in Cervical Cancer
John Malek, PhD, MSN, ARNP

tested HPV positive; 73 percent of these women 
were infected with more than one type of HPV. 

The findings suggest that the currently available 
vaccines may not adequately protect African 
American women from HPV and cervical cancer. 
Researchers found that HPV types 16 and 18, 
which are the primary targets of existing vaccines, 
were among the HPV types most commonly 
found in white women but not in African American 
women. Researchers hypothesized that perhaps 
African American women may be less susceptible 
to infections with HPV 16/18 and more susceptible 
to be infected with HPV 35/58 and other high-risk 
HPV types. In addition, this study suggests that 
the best way to diagnose, prevent and treat other 
cancers and diseases may be different among 
different patient populations. The implications 
of this study suggest further development of 
vaccines that target greater HPV strains and 
healthcare providers continue to encourage 
African American women to receive the available 
vaccine. The current recommendations for vaccine 
administration according to the American Academy 
of Pediatrics (AAP) is that all unvaccinated girls 
and women aged 13-26 receive the complete 
series, consisting of 3 doses. The second dose 
should be administered 1-2 months after the first 
dose; the third dose should be administered 6 
months after the first dose. According to the AAP, 
vaccination could prevent 95% to 100% of CIN 
and adenocarcinoma in situ, 99% of genital warts 
and approximately 70% of cervical cancer cases 
worldwide. For additional information, visit http://
www.everydayhealth.com.

NEW SPRING ARRIVALS!

We are located at:
941 Jacks Valley Rd, Suite A,

Carson City, NV 89705
(775) 783-9191

Scrubs  •  Fashion Whites  •  Shoes
Medical Accessories  •  Gifts

Serving the needs of local professionals since 1997

JOIN OUR TEAM!
William Bee Ririe Hospital 

located in Ely, NV
A friendly rural community in 
mountainous Eastern Nevada

Positions Open:
RN Clinical Informatics Coordinator

LPN Clinic Nursing
 We offer generous benefits; State retirement 

(PERS); very competitive salaries.
WBRH is an EOE employer.

Contact:
Vicki Pearce, vicki@wbrhely.org

775-289-3467 Ext. 299
www.wbrhely.org
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According to the National Cancer Institute (NCI), African- American men 
(AAM) have the highest incidence of prostate cancer among ethnic groups 
in the United States. This is a major health disparity. Health disparities 
systematically affect groups of people who have experienced greater 
obstacles to health based on factors such as race, ethnicity, gender, sexual 
orientation, geographic location, education, socioeconomic status, age, lack 
of health care coverage and mental or physical disabilities.

Prostate Cancer Incidence and Death Rates1

Prostate Cancer

Racial/Ethnic Group Incidence Death

All races 152.0 23.0

African American/Black 228.5 50.9

Asian/Pacific Islander 81.8 10.1

Hispanic/Latino 125.8 19.2

American Indian/Alaska Native 77.8 20.7

White 144.9 21.2

Number of incidences and deaths per 100, 000 people

The incidence of prostate cancer and subsequent prostate cancer deaths 
among African Americans are double that of other ethnic groups. What 
are the contributing factors for this disparity? Studies have looked at the 
cause for these higher rates of morbidity and mortality and found that 
biologic and socioeconomic factors play a significant role. One study of US 
Service men showed African American men still had a higher rate of prostate 
cancer regardless of socioeconomic status or access to care.2 But, the 
Institute of Medicine 2002 report, “Unequal treatment: Conforming Racial 
and Ethnic Disparities in Health Care” found there was evidence that racial 
minorities received lower-quality healthcare than whites even when factors 
such as access to care, insurance and income were controlled.3 It has also 
been suggested that the high incidence of prostates cancer among African 
American may be a function of genetic predisposition. Epidemiologic studies 
looking at men of African descent from Nigeria and Ghana found they had 
similarly high incidences of prostate cancer when compared to men of African 
descent in Caribbean islands and in the United Kingdom.4 Studies have also 
shown that in African American men there are higher rates of chromosomal 
variants. Gene EphB2 impairs tumor suppression and gene BCL2 causes 
premature cell death. These genetic differences may explain the higher 
incidences of prostate cancer morbidity and mortality rates among AAM.5 
At the time of diagnosis, AAM also tend to have more aggressive disease 
which may contribute to higher rates of mortality.6 Additionally, advanced or 
metastatic disease was nearly four times more frequent in AAM.7 Curative 
therapies including radiation or radical surgery may also be recommended 
less often due to co-morbidities and socioeconomic considerations.8-11

It has been suggested that diet and lifestyle may be contributing factors to 
prostate carcinogenesis. This includes diet high in dairy proteins and calcium 
intake greater than 200mg per day.12-13 Obesity is also shown to increase to 
risk of more aggressive cancer and is associated with shorter bio-chemical 
relapse free survival in AAM.14-15 Physical activity of 30 minutes per day and 
not smoking was associated with a lower risk for prostate cancer.16-17 

The Prostatic-specific Antigen (PSA) test is the universally known screening 
test for prostate cancer. There is some debate on whether this test should 
be performed in asymptomatic men because of associated overdetection or 
overtreatment of indolent disease.18 However, despite the debate on when 

screening should begin, there is consensus that early detection is the best 
way to lower mortality and ultimately decrease health disparity among 
African Americans as well as other ethnic groups. Clinicians should discuss 
the importance of early detection with patients and perform an annual 
prostate digital rectal exam. They should also provide education on the 
benefits of treatment and the risks associated with treatment options. An 
educational Q&A is a great opportunity for patients to ask questions about 
the disease process and may serve to alleviate many of their fears about 
disease management. If this is consistently done, then we may start to see 
improvement in prostate cancer outcomes among AAM.
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ethics

Ethical Knowledge
John Malek, PhD, APRN, FNP-BC

Within the realm of nursing practice there are four distinct fundamental 
patterns of knowing. These patterns include ethics, empirics, personal, and 
aesthetics. The focus of this article is to articulate ethical perspectives of 
nursing knowledge and include critical questions, processes for developing 
knowledge, and expressions of knowledge. Ethics is concerned with the 
moral component of nursing and goes beyond knowledge of the norms 
or ethical codes of conduct. It involves making moment-to-moment 
judgments about what ought to be done, what is good and right, and 
what is responsible. This knowledge guides and directs how we morally 
behave within our practice. In addition, ethics guides what we select as 
being important and priorities that demand advocacy. Each day we are 
faced with clarifying conflicting values, exploring alternative interests, 
principles, and actions. Many times there are no clear answers to an ethical 
dilemma and therefore we seek an alternative interest, some of which are 
more satisfactory than others. Though our professional organizations and 
regulatory bodies provide us with guidelines to follow, ultimately what we do 
and how we do it are our decisions. How often we have heard the phrase 
“nurse, what would you do?” For me, what I would do on a personal level 
is of no importance as it relates to the care and outcomes of my patients. 

Ethical knowledge in nursing as fundamental to our practice is not always 
clear in its application. When we ask “is this right” or “is this responsible,” 
we need to clarify our own values and explore alternatives. Clearly, nursing 
is a profession that requires ethical knowledge to guide practice because 
care outcomes depend on our ethical knowing and morality. Within the 
literature, ethics and morality are commonly used synonymously.

The basis of how knowing becomes knowledge or how knowledge is 
created is referred to as Epistemology. It is difficult to separate what we 
know from who we are in the world. Ethics is a branch of inquiry that tries 
to make sense of what is right or wrong. Morality is expressed in behavior 
and grounded in values. With the intent to do no harm, is it ethical to 
provide information to a patient regarding treatment options? The goal to be 
approached by nurses is moral and ethical coherence that is supported by 
laws and other societal contexts that do not prohibit but rather allow for the 
expression of nursing’s highest moral and ethical ideals. Before delving into 
specific ethical or moral situations, a good question to ask ourselves is “what 
is my motive?” Would the revelation of knowledge to a patient cause more 
harm than good?

Formal expressions of ethical knowledge are derived through principles 
and codes. It may include sets of rules, statements of duties, rights, 
obligations, theory, or laws. Sometimes, work environments may positively 
or negatively impact your ethical decision making by use of various rules 
and prohibitions. While integrating the various patterns of knowing when 
making ethical decisions, one can deepen an appreciation of ethics. Ethical 
knowledge does not describe or prescribe what a decision or action should 
be. It provides insight about which choices are possible and direction with 
regard to choices which are sound, good, responsible, and just. Be ever 
cognizant to do no harm physically, spiritually or emotionally. Additional 
information on ethical knowledge can be retrieved at http://evolve.elsevier.
com./Chinn/knowledge/

You’ve always dreamed of being a nurse.

Now find your dream job at
nursingALD.com

FREE 
to 

Nurses!
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healthy nevada nurses

How Can Nurses Stay Fit?
Anna Burk

As nurses we work long hours, often under 
large amounts of stress. It’s often hard to find 
the time and will power to stick to a consistent 
exercise routine in order to remain healthy. 
Yet, studies show that nurses’ attitudes and 
positive outlook on exercise greatly improve 
patient outcomes in terms of health promoting 
behaviors. Nurses act as role models for the 
health promoting behaviors we teach, therefore a 
healthy lifestyle that includes daily exercise is not 
only beneficial for us as nurses, but also for the 
patients we care for. So how can we overcome 
some of the barriers that stand in our way of daily 
exercise?

The first barrier that comes to mind is time 
constraints. Nurses work long shifts. After 
twelve hours on the floor, the treadmill is not an 
appealing thought. However, with a little bit of 
planning even the longest days can include some 
exercise. For example, plan a walk around the 
campus with a coworker during lunch break. Also, 
there is strength in numbers. Enlisting the support 
of fellow nurses will increase motivation and the 
adherence to the plan. 

Another important factor in sticking to a 
fitness routine is doing what you love. On days 
off, try several forms of fitness until you find 
something that you find enjoyable. Yoga, Zumba, 
spinning, barre, Crossfit, swimming, personal 
training are just a few examples of the array of 
exercise options offered today. Finding enjoyment 
and satisfaction in the time spent exercising is 
important because it will increase the stress 
relief, and will also increase the odds of staying 
consistent and sticking to the program. 

The benefits of exercise and staying fit are 
well known to most nurses. And even though 
the thought of making time for a fitness program 
may seem daunting for busy nurses, remember 
that small changes make a big difference. 
Implementing an exercise routine will improve not 
only our own lives, but those of our patients.
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The Healthy Nevada Nurses initiative continues 
to gain momentum, as we put in place elements 
that we hope will help you to set and maintain 
achievable health goals. 

We are excited to announce that we have four 
business partners in the Reno-Sparks / Carson 
City area who are providing significant discounts 
to Healthy Nevada Nurses. 

Saint Mary’s 
Center for 
Health & 
Fitness

645 N. 
Arlington Ave. 
100, Reno, NV 
89503

$55/month 
for Healthy 
Nurses

Yoga Loka 6135 Lakeside 
Dr. #121, 
Reno, NV 
89511

20% discount 
on any class 
packages 

[b] Medical 
Spa

1910 E. College 
Parkway
Carson City, NV 
89706

10% discount 
for nurses

Renew MD 
Medical Spa

730 Sandhill RD 
Ste 200, 
Reno, NV 
89521

15% discount 
on any 
medical 
service

We appreciate the support of these businesses 
for nurses. When you go in, state that you are 
a Healthy Nevada Nurse to get the discount. We 
will be expanding our partnerships to other areas 
of Nevada, so watch our website and RNF for 
partners in your area.

• Our Healthy Nevada Nurses website 
is now online. Visit us at www.
healthynevadanurses.com.

We hope that you will join us in a journey to 
better health and wellness.

CHILDBIRTH EDUCATOR COURSE AND/OR CERTIFICATION EXAM
July 24 & 25 at Rapid City Medical Center in Rapid City, SD

October 8 & 9 at The Orleans Casino in Las Vegas, NV
INDEPENDENT STUDY COURSES

*Childbirth Educator *Labor Doula *Lactation Counselor 
*Infant Massage Instructor *Pre/postnatal Fitness Instructor
All certifications are on the ANCC magnet recognition list. 

Courses designed for nurses offering 16 contact hrs.
Call Prepared Childbirth Educators, Inc. at 888-344-9972 or visit 

www.childbirtheducation.org

Carson Tahoe Health 
provides a complete 

continuum of care with:

· Three Hospitals
· Two Urgent Care facilities

· Comprehensive  provider network
· 22 locations covering Carson City 

& surrounding areas

We offer:
· Competitive Salaries    · Medical Benefit Package

· PTO   · Sick Leave   · Paid Holidays
· Education Assistance   · Generous 401(k)

Visit our website for current nursing opportunities 

www.carsontahoe.com
Recruiter: 775.445.8678

Job hot line: 888.547.9357
Carson City, Nevada
(Located in Northern Nevada, 

near Lake Tahoe and Reno)
EOE

Nevada Substance Abuse Prevention and 
Treatment Agency (SAPTA) 

The mission of SAPTA is to reduce the impact of 
substance abuse in Nevada.

SAPTA funds services with private non-profit treatment 
organizations, community level prevention organizations in all 
17 Nevada counties, and governmental agencies statewide.

 Treatment Services Offered
•	Detoxification	 •	Residential	treatment	services
•	Outpatient	counseling	 •	Opioid	maintenance	therapy
•	Comprehensive	treatment		 •	Non-pregnant	injection
 priority admission or interim  drug users
 services to pregnant women: •	All	Other	Substance	Abusers
•	 Pregnant	injection	drug	users	 •	Co-occuring	behavioral	health
•	 Pregnant	substance	abusers	 	 disorders

Prevention Services Provided
•	Provide	Federal	and	State	funding	to	local	and	regional	coalitions	who	

fund community level direct service providers to provide evidence-
based programs, practices, and policies, on identified substance 
abuse and related factors in communities

•	Provide	Federal	and	State	funding	to	local	and	regional	coalitions	to	
provide environmental strategies to change community norms

•	Provide	training	and	technical	assistance

For questions or resources contact SAPTA at:
Carson City: 775-684-4190

Website: http://mhds.nv.gov
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lateral violence in healthcare 
environments:

Anne Arundel Community College’s approach to 
teaching conflict management skills

Lena Choudhary, JD, MS, RN

As a nursing student, I experienced bullying from instructors and 
hospital nurses during clinicals. Now, as an educator, I see and hear from 
my students how that nurse “bad mouthed” them, or how the experienced 
nurse shouted “What did they teach you in nursing school?” I hear faculty 
label students as “wanting to be spoon fed.” I hear nurses label substance 
addicted patients as “drug seekers.” Lateral violence, horizontal violence, or 
bullying is at epidemic levels in the healthcare environment. Sixty percent of 
new graduate nurses leave their first jobs due to this violence, which adds to 
their level of stress and lack of confidence (Griffin, 2004). 

Something had to be done. I began to include teaching this topic in 
my daily interactions with students. I discussed with- and helped my 
clinical students first identify uncivil acts. I talked to them about what 
they had done in the past to deal with poor behavior by their colleagues. 
We discussed what has worked and what could be handled better. I have 
presented at conferences to my fellow educators.

My colleagues wanted to provide a broader and more formal approach. 
We developed a leadership day. This clinical day required students to come 
to campus and participate in several modules to help them transition to 
the role of a professional. One of the topics was conflict management at 
the individual level. My fellow faculty and I acted out uncivil behavior by 
healthcare providers. One scenario involved a nurse calling a physician for 
a telephone order only to have the physician castigate the nurse for the 
disturbance, and become impatient because the phone call was taking too 
long. Another scenario presented a new nurse asking a preceptor for help in 

learning a new skill only to have the preceptor roll their eyes in exasperation 
at having another responsibility to help others. 

Students acted with indignation that they should be treated in such a 
fashion. Their inclination was to respond in a defensive manner, demanding 
their colleague do the job they were paid to do. This reaction was surprising. 
It was nice to see that they had confidence in the fact that what they were 
requesting was reasonable and acceptable behavior for a new nurse. What 
was disappointing was their total lack of professional ability to communicate 
in a non-offensive manner. “Your job as my preceptor is a necessity, if you 
are not willing to help me I will find someone else who is.” “I will talk to the 
charge nurse and complain about this person’s behavior.” These responses 
show confidence but no tack, so may escalate the incivility that already 
exists in the healthcare environment. Maybe the students did not understand 
the real world consequences of taking an offensive approach. They did not 
fully integrate the scenario as a real life situation where your job could be 
at stake, where workday politics can cause your day to day environment to 
deteriorate further. 

The students had to be redirected to learn non-aggressive ways to 
communicate. Talking to the rude colleague later in the day when tensions 
may be decreased, and meeting in private to save face are examples. Using 
“I” statements and focusing on personal feelings rather than colleague 
behaviors were additional tools employed. Teaching students to stop, back 
away, take the time to think through the interaction, and practice with a 
friend or significant other actual words to say when talking again to the 
colleague were practiced. 

These tools or techniques must be taught in the educational setting. To 
some of us, this seems second nature. These tools may be second nature to 
some of our students when they deal with loved ones, or in other settings, 
but in the stressful environment of healthcare, already a culture of incivility, 
deliberate discussion and practice is necessary. 

Did we wipe out incivility in our students? Probably not. This leadership 
day was one avenue to addressing violent behavior in nursing. These 
discussions and techniques need to be addressed in many forums. I discuss 
the need to make changes not only at the individual level but at the systems 
level. I tell them that this uncivil culture of nursing has existed for a long 
time. I talk to them about some of the root causes, such as the low status 
of women in any work environment, and how in the1990’s the nurse-patient 
ratio plummeted leaving too few nurses with too few resources. Change 
is required at the administrative level. Shifts need to be shortened, more 
nurses need to be hired to care for the increased number and increased 
acuity of patients, and time for education and socializing within teams 
must be implemented. None of this can be done without nurses working 
in leadership roles to advocate and make these organizational changes. 
Thus we come back to the role of nurses as “leaders.” Nurses work patient 
to patient, but to be real professionals nurses must all take part in making 
changes to the systems we work in, which requires every nurse to take on 
leadership roles in their practice at some point in their career. 

Griffin, D. (2004). Teaching cognitive rehearsal as a shield for lateral violence: an 
intervention for newly licensed nurses. The Journal of Continuing Education in 
Nursing, 35(6), 257-263.
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avoid malpractice & protect 
your license

Retaliatory & Fraudulent Complaints

By Tracy L. Singh, RN, JD

As advocates, we are compelled to protect 
those we care for and we 
have a duty to report those 
who engage in harmful 
or unethical practice. The 
Nevada Nurse Practice 
Act, NRS 632.472 broadly 
mandates that specified 
persons shall report in 
writing any conduct by a 
nurse or nursing assistant 
which constitutes grounds 
for disciplinary action to 
the Executive Director of 
the Nevada State Board of Nursing. While there 
are mandatory reporters under the law, anyone 
may submit a complaint against any nurse for 
any reason at any time. There is no statute of 
limitations for complaints in Nevada and they may 
now be submitted anonymously for investigation 
ithout Board approval. 

The Board encourages and welcomes reports 
from anyone who is concerned about a nurse’s 
conduct. As long as the conduct involves someone 
who is licensed by the Board, he or she may 
be subject to investigation. Disciplinary action 
is a possible outcome for any conduct found to 
be unprofessional, including incidents occurring 
outside the workplace. The Board’s mission is to 
protect the public through regulation of nursing 
practice and complaints are taken very seriously. 

Nurses’ greatest fear used to be getting 
sued, but they are far more at risk for losing 
their licenses. Damages are not required to 
establish a violation of the nurse practice act 
so when plaintiffs are not able to establish a 
claim for malpractice, they can always put the 
nurses’ licenses in jeopardy with a complaint. 
Unfortunately, this also means nurses could be 
at risk simply for upsetting the wrong person 
like their controlling ex-spouses or significant 
others, angry family members, and friends or co-
workers who feel threatened or insulted in some 
way. The majority of complaints are submitted by 
nurses. Just because someone files a complaint 
does not mean the accusations are true or will 
be substantiated. In fact, many complaints are 
closed. Yet, in the interest of public protection, 
nurses may be on the hook until and unless the 
allegations are disproven. 

Retaliatory complaints are a valid concern for 
nurses. Threats of retaliation, real or perceived, 
can paralyze nurses, preventing them from 
reporting dangerous practices. Fear of retaliation 
creates hostile environments forcing nurses to 
work under additional pressure. Walking on egg-
shells and waiting for the bomb to drop can be 
detrimental to patient care as nurses struggle to 
stay focused and avoid errors. In nursing, stress 
is already high and adrenaline rushes more freely. 
When layoffs are rumored and terminations are 
frequent, the generalized fear of losing jobs adds 
fuel to the fire. 

Nurses need their paychecks. Even when they 

feel like a target or have been warned not to 
stay, too many will stick it out hoping things will 
get better. Eventually, since nurses are human 
and humans make mistakes, it’s only a matter of 
time before they may crack under pressure and 
get turned in for violating a policy. Sometimes, 
they are not even aware that the policy existed, 
especially when everyone else violates the same 
policy without consequence. This scenario is 
becoming all too common and once a nurse 
is in the hot seat, conspiracy theories may be 
considered irrelevant and the fact that “everybody 
does it” is not a valid excuse. 

The risk for Board complaints seems to be 
especially high when turnover has occurred within 
management or administration. I have met with 
several nurses recently who had worked in the 
same unit for many years without so much as a 
verbal warning with good performance evaluations 
and favorable comments from their patients and 
co-workers. Yet, soon after a new manager or 
DON started, they were written up, terminated, 
and turned in to the Board. Some nurses have 
taken advantage of new management by 
exaggerating situations to justify terminations and 
complaints of those they envy or despise. These 
tactics do not go unnoticed and often the nurses 
who remain are aware of the manipulation but 
fear retaliation and think they will be immune if 
they just stay quiet. 

Whatever the reason, it is bad enough when 
molehills are presented as mountains in a 
complaint, taking actions and statements out 
of context to ensure discipline. Far worse is 
the blatantly fraudulent complaint submitted to 
harass or retaliate against a nurse, or to blame 
someone else in an attempt to avoid responsibility. 
Some fraudulent allegations are obvious but 
when carefully crafted, fraud can be difficult to 
prove, especially if there is a presumption of 
guilt or where witnesses appear more credible 
than the respondent. There is no reason to 
make legitimate allegations appear worse than 
they are and I would argue that bullying and 
intentionally submitting trumped-up charges 
is more unprofessional than making an honest 
mistake. When colluding and tyrant-like tactics 
go unchallenged, all nurses suffer and now that 
complaints can be submitted anonymously, there 
is more potential for abuse of the system. 

Nurses can use anonymous complaints to 
empower themselves and help put a stop to 
discriminatory, oppressive, unethical, dishonest 
and illegal practices. If a supervisor asks you to 
write or sign a false statement against a nurse, 
terminates nurses without investigating, or 
discriminates against those of a certain origin, 
put it in writing. If a nurse insists on engaging in 
dangerous practices while intimidating co-workers 
into silence, put it in writing. If every nurse were 
to write a letter to the Board and send a copy to 
HR reporting the latest discriminatory, retaliatory, 
or just plain fraudulent write-up, termination, or 
complaint they had witnessed over the past year, 
this could begin a major shift in awareness and 
declare that nurses will no longer tolerate bullying 

and retaliation in the workplace. There are various 
anti-bullying dates throughout the year. May 6th 
is Nurses’ Day; June 6th could be Nurses’ Anti-
Bullying Day, the day to put it in writing. 

As someone whose passion is taking care of 
those who take care of others, it saddens me to 
see so many complaints by nurses against nurses, 
especially where instances involve no patient 
harm by nurses who take responsibility for their 
actions and are eager to grow and learn from their 
mistakes. However, it is horrifying when nurses 
knowingly submit exaggerated or fraudulent 
complaints, especially when it is done to place 
blame elsewhere or to get rid of someone. It is 
the victims who asked for this article. Perhaps it 
is time for all nurses to use their pens in response 
to fraudulent complaints. Demand ethical and 
equitable treatment in the workplace, tolerate 
nothing less, and beware of special treatment. 
If you see fraudulent or unethical actions taken 
against your co-workers recognize that next time, 
it could be you.
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nursing education

Strategies for Teaching Evidence-Based Practice in 
Baccalaureate Nursing Education: A Constructivist Model

Andra Scano, MSN, RN

A Constructivist Model for Teaching EBP
Evidence-based practice (EBP) remains the 

cornerstone for patient safety, quality, and cost 
effectiveness in health care (Odell, & Barta, 2011). 
Recently enacted healthcare reform legislation 
emphasizes the use of evidence in practice as a 
primary means of improving quality and lower 
costs (Healthcare.gov, 2010). The Institute of 
Medicine (IOM) asserts the ability to employ EBP is 
one of the five core competencies that all medical 
professionals should have (Practice Update, 2010). 
In addition, the American Association of Colleges 
of Nursing (AACN) (2008) identifies “Scholarship 
for Evidenced-Based Practice” as one of the 
nine Essentials of Baccalaureate Education for 
Professional Nursing Practice. 

Because nurses are on the front lines of patient 
care, they are in prime positions to identify 
research questions and the specific evidence 
that works best when it comes to improving 
patient care and outcomes. While the profession 
of nursing promotes the use of EBP and seeking 
knowledge related to it through higher education, 
teaching baccalaureate nursing students how to 
interpret and apply EBP research continues to be 
a challenge for nurse educators. Schaffer, Sandau, 
and Diedrick (2012) state enthusiastic efforts 
of clinicians and educators to teach students 
how to understand and use EBP research are 
often dampened by a confusing array of terms, 
a plethora of models, and a growing variety of 
approaches to implementation. In addition, it has 
been estimated that 64% of registered nurses and 
many nurse executives have limited understanding 
of EBP creating uncertainty about what this means 
to practice. This issue complicates discussions 
about how EBP should be taught in nursing 
curriculum (Christie, Hammil, & Power, 2012). 
Qualified nurses are responsible and accountable 
for providing safe, person-centered, EBP care and 
there is a need to consider how to best develop 
research and utilization skills in undergraduate 
nursing students (Christie et al., 2012).

Although most baccalaureate nursing programs 
offer a course in research, evidence suggests 
these courses are ineffective in advancing the 
use of EPB in practicing nurses (Rolloff, 2010). In 
recent years, a number of models for teaching 
EBP have been implemented in baccalaureate 
nursing programs. Models can be used to 
support an organized approach to teaching EBP, 
prevent incomplete implementation, improve the 
use of resources and facilitate the evaluation 
of outcomes (Schaffer et al., 2012). Because 
research courses present concepts that are often 
difficult for baccalaureate nursing students to 
understand, it would seem a model that breaks 
down complex concepts and introduces them 
gradually throughout a baccalaureate program 
would facilitate student learning. However, this 
education model may also present challenges for 
nurse educators. Dr. Lori Candela, an experienced 
educator from the University of Nevada, Las Vegas 
(UNLV) School of Nursing states, “When courses 
are broken down in attempt to thread concepts 

throughout the program, the main ideas and 
concepts may be lost resulting in poor learning 
outcomes.” (L. Candela, personal communication, 
August 12, 2013). Rolloff (2010) asserts that 
nurses’ lack of competence with the application of 
EBP is related to the inability to master the many 
steps involved, and constructivist-based education 
models may provide frameworks for these 
steps to be integrated into nursing curriculum. 
Based on recommendations from the literature 
and professional community, this paper will 
propose a constructivist model for teaching EBP 
in baccalaureate nursing programs, and discuss 
teaching strategies thought to help students 
build foundations that will better prepare them 
to use EBP research in their professional careers. 
The model is designed to compliment rather 
than replace existing EBP courses by suggesting 
learning activities that can easily be embedded 
into existing courses for each semester. 

The constructivist model for teaching EBP 
focuses on four main concepts to correlate 
with a four semester curriculum common in 
baccalaureate nursing programs. The concepts 
used to guide learning activities for each semester 
are; Value, Access, Critique and Implement. 
Learning activities in this model were designed 
using a constructivist theoretical approach to help 
students build foundations for constructing new 
knowledge as they progress through the program. 
Based on work by Piaget (1970), constructivism 
is seen as an act of accommodation, assimilation 
and equilibration. Learners build on existing 
knowledge, knowledge is open to change and 
greatly influenced by life experiences (Candela, 
2012).

While some learning activities may overlap with 
the content of EBP courses; the main concepts 
used for the model were identified in the literature 
as barriers to understanding and using EBP 
research in nursing practice. Expanding on these 
concepts throughout the program is thought to 
improve learning outcomes and empower future 
nurses to overcome barriers to implementation. 
The following is a discussion on the four concepts 
of the proposed constructivist model. 

Semester One: Value
If the value of research-informed nursing 

knowledge is not valued uniformly or applied 
throughout an educational program, there is a risk 
of developing a “hidden curriculum” through which 
students unintentionally learn that research is not 
relevant for practice (Coverdale & Weiss Roberts, 
2008). Baccalaureate nursing students need 
to be taught to value the relevance; authority 
and utility of EBP, and this can be accomplished 
through embedding research learning in both 
academic and practice-based settings (Christie 
et al., 2012). Teaching students to value EBP 
research should begin by role modeling the use 
of EBP research in nursing theory courses and 
clinical practice environments, and continue 
throughout the program. First semester students 
are often overwhelmed by tutorials on searching 

for and evaluating EBP, but introducing them to a 
few common databases such as CINHAL and the 
Cochran Library can help them build a foundation 
for acquiring advanced searching and critiquing 
skills the following semester. 

Students can then use these databases to 
locate articles to support plans of care for their 
clinical patients. How the literature supported the 
care of the assigned patient can be discussed in 
post conferences so all the students in the clinical 
rotation can begin to make connections between 
EBP and improving quality of care. Exploration 
of resources that speak to the importance and 
authority of EBP as it relates to safety and cost 
control can also help students formulate positive 
attitudes about using EBP as students, and 
professional nurses.

Semester Two: Access
Accessing, understanding, and managing the 

volume of relevant and authoritative research-
evidence are important career-long nurse 
competencies (Alien et al., 2008). However, 
undergraduate nurses who are exposed to 
complex research without the skills to interpret 
it often develop negative attitudes towards EBP. 
Therefore, it is critical for nurse educators to 
form collaborative relationships with nursing 
subject librarians. The first step is for students 
to learn what databases are most appropriate for 
the evidence being searched for, and to identify 
the search terms that match those databases 
(Sewell & Thede, 2013, p. 203). Second semester 
students who have previously been introduced to 
user friendly databases such as CINAHL and the 
Cochran Libraries provide a better audience for 
nursing subject guide librarians who present online 
tutorials or classroom presentations. Even the 
most experienced library patrons can benefit from 
guides and tutorials because library resources 
change rapidly (Sewell & Thede, 2013, p. 189). 
Once students have been given an overview 
of how to select key terms, search multiple 
databases, and identify the types of research 
found in each database, learning activities may 
include exploring and contrasting databases with 
key terms related to patient problems such as fall 
prevention or preventing urinary track infections. 
These learning activities can be easily integrated 
into medical-surgical courses where students 
begin to learn interventions for acute care nursing. 
Sewell and Thede (2013) state, “All nurses and 
healthcare providers must proactively develop 
and practice information search competencies to 
improve patient care and promote the scholarship 
of nursing.” Sewell and Thede also state, “Without 
effective information competencies, knowledge 
remains in the digital haystack” (p. 195).

Semester Three: Critique
Christie et al. (2012) states a “Hierarchy of 

Evidence” has been proposed for both quantitative 
and qualitative research and students need to 

Nursing Education continued on page 17



May, June, July 2014 Nevada RNformation •  Page 17

learn skills for critically appraising and selecting 
reliable evidence used for practice. Sewell and 
Thede (2013) state, “Knowledge deficits about 
how to access, search, and synthesize literature 
findings has slowed implementation” (p. 192). 
Many baccalaureate nursing programs place their 
EBP courses in the third semester where students 
begin to learn about the levels of hierarchy of 
evidence which include; original studies/animal 
research, case studies/case reports, case control 
studies, cohort studies, randomized controlled 
trials, systematic review and meta-analysis. 
Students who have and been taught to value 
the significance of EBP as it relates to improving 
patient care, and have a basic understanding of 
how to locate research have built a foundation 
that may prevent them from feeling overwhelmed 
by the complexity of critiquing and selecting 
research. Models such as the Ace Star Model of 
Transformation and the John Hopkins Nursing 
Evidence-Based Practice Models have been used 
successfully to help students identify pertinent 
research through critical appraisal of original 
studies using defined questions (Sewell & Thede, 
2013, p. 190). Using these models along with 
support from the nursing subjects guide librarian 
for critiquing research promotes self-directed 
learning and provides students with frameworks 
they can use in their professional careers. 

Semester Four: Implement
The current focus of EBP has shifted to the 

process of moving existing knowledge into the 
daily routines of practice (Schaffer et al, 2012). 
Many barriers have prevented the implementation 
of EBP in the clinical environment including 
nurses’ lack of time, authority, knowledge of 
research evidence, and support from healthcare 
organizations (Johansson et al. 2009). In the 
constructivist model, students are expected 
to be self-motivated learners who use existing 
knowledge to construct new knowledge needed 
to practice as professional nurses. As such, 
nurse educators have a responsibility to help 
students develop the leadership skills needed to 
overcome existing barriers to the implementation 
of EBP. Baccalaureate nurses should also possess 
knowledge related to models that can be used at 
the organizational level to implement EBP, after 
all, they are the future leaders in nursing. Hauck, 
Winsett and Kuri (2012) state, “Transformational 
nursing leadership drives organizational change 
and provides vision, human, and financial 
resources and time that empowers nurses to 
include evidence in practice.” 

Models such as the Iowa Model, the Promoting 
Action on Research Implementation in Health 
Services Framework Model (PARIHS) and the 
Advancing Research and Clinical Practice through 
Close Collaboration Model (ARCC) have all been 
used successfully to implement EBP in clinical 
environments (Shaffer et al., 2012). 

Collaboration with clinical agencies is key 
factor in developing environments where student 
nurses can learn to use leadership skills and 
organizational models they will need to move 
research-evidence into practice. Odell and Barta 
(2011) demonstrate the success of collaboration 
by providing an example of a school of nursing 
who worked collaboratively with a clinical agency 
to implement EBP research. The agency worked 
with student nurses to identify a safety problem, 
search for literature related to interventions, and 
implement a new safety policy at their institution. 
Not only were the students successful, the 
experience made them feel like professionals who 
could make a difference. The spiraling cost of 
healthcare in our nation and the implications of 
evidence-based research as a means of controlling 
costs and improving patient care, have created 
a window of opportunity to gain organizational 
support for the implementation of EBP research. 
Future nurses and nurse leaders need to be 
prepared to participate in this process. 

In conclusion, it is essential for nurse educators 
in baccalaureate nursing programs to examine 
the inconsistent methods for teaching EBP, and to 
implement new educational models that may help 
better prepare future nurses to use EBP research 
in their professional careers. A constructivist 
model for teaching concepts related to EBP 
may provide students with a foundation that 
will improve learning outcomes and ensure the 
valuable work of nurse scholars is used to improve 
the care given by the nursing profession. 
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by Eliza J. Fountain, RN, MSN, MBA, HC

diabetes in children

Until a few years ago, I did not know there 
were so many children with diabetes and I knew 
very little about juvenile diabetes. In April 2011 
my grandson was diagnosed with Type I diabetes. 
Even though I am a nurse, I was not prepared for 
this. My grandson has had problems with allergies 
since he was born and has been doing breathing 
treatments since a very young age, so back in 
2011 when he started breathing fast and labored, 
we assumed allergies. Nowhere in either of our 
family histories were there any known cases of 
diabetes. One day when I came home from work 
my grandson was breathing much faster than 
normal and seemed to have gotten worse since 
the day before, so the first thing we thought of 
was allergies and proceeded to give him breathing 
treatments. This did not seem to work and all he 
wanted to do was sleep and complained of being 
very weak. These symptoms seemed to increase 
and when he began to have problems standing 
and staying awake, I decided it was time to take 
him to the emergency room (ER). 

Things seemed to be happening so fast now, I 
called his mom and told her to drive straight home 
from work because we were going to take him to 
the ER. We got him to the ER and when the triage 
nurse checked his oxygen saturation, it was 98-
100%. This was puzzling as he was still breathing 
fast and labored, while leaning against me saying 
he could not stand. He was taken to the back 
and respiratory (RT) was called. His oxygen 
saturation was still at 100% and RT had to wait 
for the doctor to write an order for them to give a 
breathing treatment. Well the doctor did not order 
a breathing treatment but asked if anyone had 

checked his blood sugar. His blood sugar level did 
not register on the glucometer and a blood test 
revealed his blood sugar level was 726. 

We did not associate any of the other warning 
signs leading up to this and he was already 
displaying symptoms of diabetic ketoacidosis. He 
was diagnosed with Type 1 diabetes and admitted 
to the pediatric ICU for about two weeks, until his 
blood sugar was brought under control.

So, this was my first personal encounter with 
juvenile diabetes and it prompted me to learn 
more about diabetes in children and the support 
and services that are available. As I looked back 
over the year before he was diagnosed, I could 
see the signs and symptoms: thirst, frequent 
urination, easily tiring and irritability (as explained 
by the doctor). 

Through all of this, my grandson has a great 
support team including at home, his friends, at 
school and his healthcare team. He is positive, 
takes an active role in his treatment and enjoys 
and remains physically active. He asks a lot of 
questions and knows a lot about the condition, 
inquiring at least once a month if a cure has 
been found. His school is supportive and works 
with us to make sure he is cared for away from 
home. The school nurse and the teachers are 
aware and listen when he says he thinks his blood 
sugar levels are out of range. The school nurse 
or advocate verifies his blood sugar levels and 
accommodations are in place to make sure that he 
gets the proper education. 

He now has an insulin pump, which makes it 
easy to manage his levels and results are easily 
downloaded to his doctor for management. The 

pump is not complicated for my grandson since he 
does not have to give himself shots and his blood 
sugar reading is automatically transferred to his 
pump from his glucometer. My grandson takes 
his lunch to school most of the time, with his 
carbohydrate count taped inside his lunchbox. This 
is easy for him because many of his classmates 
also bring lunch from home.

I never knew there was so much support 
out there for children with diabetes. One thing 
I find especially neat is that there are diabetic 
camps and my grandson’s doctor just happens to 
sponsor one. Also, most major restaurants have 
carbohydrate counts for their meals and if it is not 
immediately listed on the menu, ask and they can, 
in many cases, supply it. 

I would like to share the 8 signs your child 
may have Type I Diabetes (Bendall, 8/2010): 
Unquenchable thirst, frequent urination, weight 
loss, lack of energy, intense hunger, changes in 
appetite, yeast infection, and diabetic ketoacidosis. 
After much reading and research (various 
sources), I have found out that diabetes is one of 
the most common, chronic diseases in children 
and since the onset is slow and the changes 
are subtle, diabetes is not detected until the 
child becomes very sick, as with my grandson. 
According to the Centers for Disease Control and 
Prevention, each year about 15,000 children in the 
U.S. are diagnosed with type 1 diabetes and about 
3,700 are diagnosed with type 2 diabetes.

Bendall, Lisa, 8 signs your child may have type 1 
diabetes, www.besthealthmag.ca/gethealthy/di
abetes/8signsyourchildmayhavetype1diabetes 3 
March 2014.

nursing practice

Influenza
Wallace J. Henkelman, EdD, MSN, RN

Nevada Career Institute

Now that we in in the midst of the flu season, it is important to realize 
that patients who are on a Warfarin regimen may face some unexpected 
risks. Studies reviewed by the American Heart Association are showing that 
Warfarin patients with upper respiratory infections may experience excessive 
anticoagulation and are more than twice as likely to have INR readings above 
5.0, as compared to patients without upper respiratory infections. This can 
occur with or without the influence of antibiotics. It is recommended that 
Warfarin patients who develop an upper respiratory infection have additional 
INR monitoring during their period of infection. It is not recommended, 
however, that their Warfarin dosages be decreased unless indicated by test 
results. 

Patients being treated for bacterial upper respiratory infections with 
antibiotics such as metronidazole (Flagyl) and trimethoprim-sulfamethoxazole 
(Septra) are at increased risk since these drugs are known to interfere with 
Warfarin metabolism.

Neale, T. (2014, January 21). URI’s, Antibiotics affect Warfarin. Retrieved from: 
medpagetoday.com/Cardiology/Arrhythmias/43893 

Treatment Options for 
Chronic Heart Failure

Kathy Ryan, MSN, RN

In November 2013, the Centers for Medicare and Medicaid Services 
(CMS) proposed the expansion of cardiac rehabilitation services to include 
selected patients with chronic heart failure. The CMS proposal was based 
on an extensive review of literature and research, and supported by the 
American College of Cardiology, the American Association of Cardiovascular 
and Pulmonary Rehabilitation, the American Heart Association, and the Heart 
Failure Society of America. The finding that exercise was beneficial when 
safely performed prompted the approval of the proposal in February 2014.

The CMS proposal included the current components of cardiac 
rehabilitation programs: exercise, risk reduction, education, and counseling. 
Chronic heart failure patients with left ventricular ejection fractions of 35% 
or less and New York Heart Association classifications of II to IV meet the 
preliminary criteria for entry into these programs. Please note that there are 
additional requirements for acceptance and CMS reimbursement.
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nevada nurses association

District One
District One believes in supporting its members’ professional endeavors, 

including the challenging return to the educational setting. We are offering 
two nursing scholarships this year. If you need additional information, please 
contact District One leadership.

Nursing SCHOLARSHIP APPLICATION

Two (2) $1,000.00 scholarships will be awarded (one for each category; 
RN to BSN and to Advanced Degree in nursing)

ELIGIBILITY

The applicant must meet the following criteria:
1. Current Nevada Nurses Association, District One Membership
2. Active Nevada RN License
3. Attending either a RN to BSN program or a Graduate nursing Program

INSTRUCTIONS

Complete and submit the application by the deadline

(Deadline: MUST BE RECEIVED BY July 15, 2014)
RETURN THE FOLLOWING ‘COMPLETED’ APPLICATION TO: 

President, Nevada Nurses Association, District One at 
julie.wagner9@gmail.com by July 15, 2014

INCOMPLETE OR LATE APPLICATIONS WILL NOT BE CONSIDERED 

APPLICATION MAY BE COPIED FOR DISTRIBUTION

Nevada Nurses Association, District One
Nursing SCHOLARSHIP APPLICATION

PLEASE PRINT OR TYPE ALL INFORMATION

SECTION 1

Name ________________________________________________________

Mailing Address ________________________________________________

City _____________________________ State ___________ Zip ________

Phone ( ____ ) ________________________________________________

Please provide your email account _________________________________

SECTION 2 

Institution Currently Enrolled _____________________________________

Address ______________________________________________________

City _____________________________ State ___________ Zip ________

Dean/Program Director __________________________________________

Identify the degree program in which you are enrolled _________________

Projected date of graduation ______________________________________

List Scholarly Activities  __________________________________________

_____________________________________________________________

_____________________________________________________________

List current memberships/offices held in professional healthcare-related 
organizations. Organization/Address Contact Person/ Office/Position Held
(List responsibilities and contributions)

_____________________________________________________________

_____________________________________________________________

List community or volunteer service activities (i.e., Church, PTA, Scouts, etc.)
Activity & Date Contact Person / Describe your role

_____________________________________________________________

_____________________________________________________________
 
SECTION 3
Submit a typed essay, no more than 100 words, indicating what led you to 
choose to further your education.

SECTION 4
Please provide two letters of recommendation from your supervisor and/or 
nursing faculty member along with your application. 

SECTION 5 Applicant’s Certification
I believe myself eligible for and hereby make application to receive a 
scholarship administered by the Nevada Nurses Association (NNA), District 
One. I certify that all statements made in this application are complete and 
accurate. I understand that:

• Falsification in my application or other attachments will disqualify my 
application.

• A Selection Committee appointed by NNA, District One will select the 
scholarship recipient and its decision will be final.

SIGNATURE __________________________ DATE _________
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Walk-In M-F 
8:00 am-6:00 pm
Saturdays 
11:00 am-3:00 pm
800 N. Rainbow Blvd., Suite 175
Las Vegas, NV 89107
702-485-5256
http://www.bdfingerprinting.com

Livescan 
Fingerprinting, 

Electronic Submission, 
FBI Cards, RN Board Nevada, 
Out of State, Health Care and 

many more. Free Employer 
Accounts and Child ID Kits

The Case Management Association of 
Las Vegas has CEU/CCM programs 

planned for May 21, July 16, September 17 
and October 8.

Visit our web site for detailed information
www.cmalv.com or Email cmalv@cmalv.com

Registered Nurses– Acute Care
MGGH is located in the small friendly, affordable 

community of Hawthorne and we are a well-
staffed rural Nevada Hospital and LTC Facility, 

emphasizing quality care!

Great Benefits, Sign-on & Relocation available.
Current NV license or ability to obtain one preferred.

Please visit www.mtgrantgenhospital.org to 
download an application and for more info.

Fax Resumes to 775-945-0725

Check out our 
new website 

design at: 

www.nvnurses.org


