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The North Dakota Nurse

N O R T H  D A K O T A  N U R S E S  A S S O C I A T I O N

Hey You, Nurses. 
You are Awesome!

President’s Message

Tessa Johnson

Tessa Johnson, MSN, BSN, RN

Ah… May; Welcome to May!  There are many 
wonderful things about May. We have nice 
weather, fresh flowers and the start of summer. 
Personally one of my favorite things about May is 
the chance to celebrate nurses! Happy Nurse’s Day 
and Nurse’s Week to all my fellow nurse colleagues 
of North Dakota. National Nurses Week, which 
begins May 6, recognizes the millions of nurses 
who make up the backbone of our American 
healthcare system. Did you ever wonder how 
many nurses there are in the world? Well, there 
are 19.3 million nurses and midwives according 
to the World Health Organization’s World 
Health Statistics Report.  Hearing that, there 
is no question as to why we ARE the backbone of 
healthcare.  

As nurses we have so much to be proud of; our 
profession has grown into a highly respected, 
autonomous and highly trusted profession. When 
LIFE featured the profession on its cover in 
1938, the career was in a moment of transition. 
“Once almost any girl could be a nurse,” LIFE 
explained, “But now, with many state laws to 
protect the patient, nursing has become an 
exacting profession.” A candidate needed not only 
a background in science, but also a combination of 
“patience, devotion, tact and the reassuring charm 
that comes only from a fine balance of physical 
health and adjusted personality.” (p.1).  It is so 
exciting that we as a profession have transitioned 
from “almost any girl can become a nurse” to any 
qualified girl or boy can become a nurse and make 
a difference in the workforce. We must make sure 
we don’t lose sight of how far we have come and 
what an impact we make to our patients. 

As the healthcare needs in 
our country grow, thankfully 
so do the number of working 
nurses! Working in this 
field often requires being 
on your game (and on your 
feet) for 10-12 hour shifts. It’s hard work. I want 
to encourage all of you to take this time of the 
year to reflect. Reflect on why you are a nurse 
and why you love to be a nurse. Make sure you 
do something within your team of nurses that 
you work with every day to celebrate the work 
we do and how far our profession has come. In 
addition to reflecting and celebrating nursing 
during this time of the year, it is important to 
take the next step to have recognition throughout 
the year. Often times the use of nursing awards 
and committees is a very effective tool to assist 
facilities in the promotion of job satisfaction and 
nurse retention. These can do many things. They 
can help promote camaraderie amongst nurses 
and can show others in the facility that the nurses 
are appreciated. In many states, including North 
Dakota, we are continuously looking for ways to 
recruit and retain nurses in our practice. I believe 
if we work together to celebrate and appreciate 
each other during not only this time of the year, 
but all year long, we will help each other meet this 
mission. In summary, I am thankful for all of you, 
thankful for the nursing profession and proud to 
be a nurse! Be well, we need all of you!

References
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Welcome New 
Members

Jessica Aasen

Caitlin Pascua

Joyce Schmaltz

Destiny Chapman

Anthony Minke

Kelly Lehrke

Morgan Croves

Holly Mayer-Taft

Abigail Vetter

Heather Perez

Steven Condon

Michelle Brouwer

Melanie Fylling

Catherine Schaffer

Kimberly Schlak

Karen Schaaf

Angela Akers

Rachel Snider
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Writing for Publication in 
The North Dakota Nurse

The North Dakota Nurse accepts manuscripts for 
publication on a variety of topics related to nursing. 
Manuscripts should be double spaced and submitted 
electronically in MS Word to director@ndna.org. Please 
write North Dakota Nurse article in the address 
line. Articles are peer reviewed and edited by the RN 
volunteers at NDNA. Deadlines for submission of 
material for 2018 North Dakota Nurse are 3/2/18, 
6/11/18, 9/10/18, and 12/10/18.

Nurses are strongly encouraged to contribute to the 
profession by publishing evidence based articles. If you 
have an idea, but don’t know how or where to start, 
contact one of the NDNA Board Members.

The North Dakota Nurse is one communication 
vehicle for nurses in North Dakota. 

Raise your voice. 

The Vision and Mission of the 
North Dakota Nurses Association 

Vision: North Dakota Nurses Association, a 
professional organization for Nurses, is the voice of 
Nursing in North Dakota.

Mission: The Mission of the North Dakota Nurses 
Association is to promote the professional development of 
nurses and enhance health care for all through practice, 
education, research and development of public policy.

Happy Nurses Week from 
the North Dakota Nurses 

Association Board of 
Directors!

The American Nurses Association has declared this year the “Year of 
Advocacy!” We are encouraging all nurses across the state to join the North 
Dakota Nurses Association as an official member and be an advocate for the 
nursing profession with us. We need your voice and your support as a member 
to allow us to continue advocating for the nurses of our state and our profession. 
For membership information visit our website at www.ndna.org or download 
our app by searching for “North Dakota Nurses Association” on the App store or 
Google Play. We look forward to having you join us as a nursing advocate!

Multiple RN & LPN Opportunities 
in Clinic, Med/Surg and ER

Red Lake, MN

The Red Lake Health Care facility is an 
Indian Health Service unit located on 

the Red Lake reservation in Red Lake, MN. The facility 
provides comprehensive primary care and preventive 
care and hosts a medical clinic, dental clinic, optometry 
clinic, pharmacy, radiology services, mental health 
services, emergency room and inpatient/acute care unit. 

The site qualifies as a student loan payback site and offers 
benefits including annual and sick leave, health/dental/
vision benefits, life insurance, and retirement. Sign-on and 
retention bonus available. Commission Officers eligible. 

For more information, please visit 
www.usajobs.gov or call Mary Ann Cook, DON 
(218) 679-0175. All RNs & LPNs encouraged to 

apply or call for more information. 

$3,000 Sign on Bonus
Rural setting

We can help with student loan repayment program!

We believe that, “In Christ’s Love, Everyone Is Someone.”
For more information, please call
Helen Wichman, Administrator
701-824-3222 or send resume to
hwichman@good-sam.com Mott

LPNs & RNs PART TIME 
FULL TIME
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Sherri Miller BSN, RN

Happy Nurses Week to my fellow nurses!!

How very timely! I honestly hadn’t yet written 
an article for the North Dakota Nurse and 
now I am writing my very first article in my 
new role as VP of Membership for the North 
Dakota Nurses Association - and it is Nurses 
Week. I took some time to think about how to 
express myself eloquently to my fellow nursing 
colleagues for this first article. What do I write 
about that will be educational, meaningful 
and just generally interesting to people? 

I opted to write from the heart for this issue 
rather than a more evidenced based piece as to 
me nursing is “from the heart.” I first took to 
the Internet to seek inspiration for my article 
on inspiration for nurses. As expected, I found 
a multitude of excellent quotes - by nurses and 
by other great individuals in history - that really 
spoke to me. 

I will share:
“They may forget your name, but they will 

never forget how you made them feel.” ~Maya 
Angelou

“The best way to find yourself is to lose yourself 
in the service of others.” ~Mahatma Gandhi

“Do small things with great love.” ~Mother 
Theresa

“Nurses are angels in comfortable shoes.” 
~Author Unknown

“Caring is the essence of nursing.” ~Jean 
Watson

Around Nurses Day/Week, we often reflect on 
the nursing leaders from the past, those in the 
present, and the impact that they’ve all had to 
inspire us. History’s most famous nurse is perhaps 
Florence Nightingale. This is due to her sanitation 
improvements during the Crimean War that led to 
increased nurse and doctor training. Her efforts 
also resulted in the creation of the Army Medical 
College and Nightingale School and Home for 

Nurses. 
Clara Barton was another nurse from our 

history. She was known as the “Angel of the 
Battlefield” during the Civil War and assigned 
special duties by President Lincoln. But one of her 
greatest triumphs was helping the International 
Red Cross during the Franco-Prussian War, which 
led to her organizing what we know today as the 
American Red Cross. David Henry Burton in his 
book, Clara Barton: in the service of humanity 
said, “‘in the service of humanity’ is therefore 
the central theme of this summing up of her life, 
her years of fruitful endeavor. To serve others, 
whatever the cost to herself, comes through time 
after time.” 

Many may recall Dorothea Dix who had a 
difficult beginning, being victimized early in life 
by her alcoholic family and abusive father. After 
fleeing the home at the age of 12, she taught poor 
and neglected children, dedicated her time to 
social welfare in England, established the first 
public mental hospital in America and became the 
Superintendent of Union Army Nurses. 

Going further back in history and seventy years 
before the Pilgrims landed on Plymouth Rock, 
Friar Juan de Mena was shipwrecked off the south 
Texas coast. He is the first identified nurse in 
what was to become the U.S. 

All great leaders and interesting to read and 
reflect on again, but I went back to really thinking 
about why anyone chooses to become a nurse. 
There are reasons such as: nurses are able to work 
in a variety of work settings, experienced nurses 
rarely have trouble finding a job, nurses are the 
most trusted profession, and of course - nurses 
are very much in demand so the pay is sometimes 
pretty good. 

There is the other side of the coin also! “Code 
Browns,” stress, feelings of not being appreciated, 
hard work, working nights and weekends, and 
HARD WORK. 

So, I thought about what inspires me and why 
did I choose to become a nurse? I feel that I chose 
this profession to become a nurse for a simple 
reason and that is the basic fact that I want to help 

others. There are many ways to help others. Most 
often in nursing, this is displayed when we see the 
bedside nurse giving care to his or her patients. 
But, this does not always mean directly caring for 
patients. There are managers, directors, quality 
nurses, nurse educators, etc. All of whom indirectly 
help the patient. 

Over the past 8 months, I’ve had the 
opportunity to make some changes and work in an 
entirely different area of nursing than I had in the 
past. I have gone back to working in the hospital 
setting, although not directly with patients, and 
I am truly inspired by the connections among the 
nurses and really the staff in general. We benefit 
from interacting and learning about others in 
our daily work with amazing individuals around 
us. We learn from each other and to rely on one 
another, share our lives, share our worries, and 
confide in one another. The avenues to working as 
a nurse are so abundant and therefore, inspiration 
comes from so many sources. We get inspired 
and revived from our leaders, our co-workers, our 
families, our friends, our neighbors, the elderly, 
children, our hobbies, our holidays and time off 
and yes, even our pets! 

I will share that I also have been able to become 
more active in our nurses association. I am proud 
to be a nurse and to be from North Dakota. 
Through NDNA, I’ve met other nurses in diverse 
areas from different towns in our state that I 
otherwise wouldn’t have had the chance to meet. I 
have gained a renewed inspiration from them and I 
truly do feel that becoming more active has moved 
me to have a stronger voice and appreciation for 
my profession. I’ve had a chance to ponder on what 
motivates and encourages me - and maybe many of 
us as nurses - and write about it. This has inspired 
me. What will inspire you to do the same? 

References
Beatrice J. Kalisch, American Nursing: A History, 4th 

ed. (2004)
Perle Slavik Cowen and Sue Moorhead, Current Issues in 

Nursing, 7th ed. (2006)
David Henry Burton, Clara Barton: in the service of 

humanity (Greenwood, 1995); online

Nursing - Finding Inspiration

Taking Care of the Caretaker
Michelle Massie, RN

I was taking my prerequisite classes for nursing 
in 2007, when my mother-in-law came to me and 
told me she had been having heartburn “spells” 
x1 month. I was the know it all pre-nursing 
student and I remember asking her if she still 
had a gallbladder. You see, in my early 20’s I 
was sick all the time. Gallstones, Kidney stones, 
pyelonephritis, anxiety, depression, ovarian cysts, 
you name it I had it. So, my mother-in-law and her 
heartburn? Gallbladder attacks. Period. Not seeing 
the big picture. She was obese, lifetime smoker, 
and above all — a highly stressed I take care of 
everyone, caretaker.

Days after self-diagnosing her with gallstones, I 
remember getting the phone call that my husband 
and I needed to go to our childhood church. My 
mother-in-law had, had “a spell” at a friend’s 
wedding. When I opened the door to the church, 
that’s when I saw her. Laying on the floor, a crisp 
white sheet covering her. Her “gallstones” ended 
up being a massive heart attack. She was 55.

In nursing school, I had an eccentric instructor 
who told stories about working 18 hour shifts in 
the cardiac care unit, running codes and saving 
lives. Then turning around and working another 
18-hour shift 6 hours later. It seemed like she was 
molding us to be “proud” of never ending hours.

When I graduated nursing school, my first job 
as a registered nurse was on a medical surgical 
floor in a rural hospital. With each admit that a 
nurse would get, was another notch in her belt. “I 
had 6 patients and now I have 9, after 3 admits” 
Almost in like a proud, I can do it all. I am a 
competent nurse. 

When I moved over to mother/baby postpartum 
care, my supervisor shared stories with us in 

orientation on her chronic urinary tract infections 
due to nurturing babies in the nursery and not 
being able to leave to urinate for 10 hours. 

So, when I was a first-time nurse, I nursed. I 
worked. I wrecked garage doors from reversing 
into them after not sleeping after a 12-hour 
medical surgical floor night. I was the first one to 
raise my hand when I was asked by the supervisor 
who wanted an admit, and the last one to go home 
after a mandatory 16-hour shift. I took call, joined 
the nursing process and nursing peer review 
committees. Then, I took the sexual assault nurse 
examiner training. So, I took call for that too. 

And, after three years of working with UTI’s, 
after three years of saying yes to overtime, after 
three years of “proving” my competency, my value 
as a RN, 

I quit.
Just like that, I let go of seeing my value in how 

long my bladder could hold my urine for. I let go 
of seeing my worth in stating, “I’ll take another 
admit” (even though at the time I felt like I wasn’t 
providing quality care to the ones I had). I let go of 
seeing my worth from how many codes I charted 
on in the ER, how many lives I had help save. I 
let go of seeing myself, my worth, from my career 
as a registered nurse, and more of my worth from 
being, well just being me.

And now, ironically, I work in hospice. Yep, 
I went from spending all my time and energy on 
“saving lives,” to assisting people in having a 
peaceful death. 

Nurses, I believe we are all created perfectly, 
for the best job for us. I have a big huge heart of 
gratitude for the ER nurses who are our front line. 
Also, a big grateful heart for the nurse who makes 
sure that Mr. Jones has his heart pill at the skilled 
nursing facility. 

I’m just saying, from medical surgical, to clinic, 
to mother-baby postpartum care, to assisted 
living, and lastly to hospice, the biggest skill I 
have learned, for me, is how to take care of myself 
— the caretaker.

So, tonight  — go home after 12 hours. And when 
you get home, walk your dog and stop on that walk 
through the park and notice the beauty in the 
sunset. Then, run a hot bath. The next morning 
open the garage door after your well rested 8 
hours. Next month, take that beautiful vacation 
with your family. 

Take care of yourself, the caretaker. And, 
by God, please visit your local ER if you have 
suspected gallstones. 

Visit our website to apply.
www.stlukeshome.com

St. Luke’s Home
242 Tenth Street West
Dickinson, ND 58601

Join our team!
Now Hiring

Nurses and CNAs
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Preparing Future Practitioners for Interdisciplinary Teams
Bailey DeJong, J., Ph.D., FNP-BC, IBCLC, CNE; 

Dahley, L., Ph.D., MSW/LISW;
Larson, B., Ed.D., RD, FADA Concordia College, 

Moorhead, MN.

Acknowledgement is extended to the following 
students in the Concordia College Offutt School 
of Business: Hannah Hansen, Austin Rund, Levi 
Wold, and Taylor Vonderharr, for their efforts on 
data analysis.

INTRODUCTION
The Institutes of Medicine (IOM) Committee 

on Health Professions education (IOM, 
2003) emphasized the need for team-based 
interdisciplinary education strategies to create 
professionals that could collaborate effectively to 
provide quality care. The Committee endorsed 
a vision for education of health professionals 
that required professionals to be educated 
to deliver patient-centered care as members 
of an interdisciplinary team emphasizing 
evidence-based practice. It also recommended 
a set of shared competencies across all health 
professions. Educators were encouraged to 
provide opportunities for students to work in 
interdisciplinary teams. As a result of the IOM 
recommendations, colleges and universities across 
the country are exploring and integrating Inter-
Professional Education (IPE) in their curriculum 
(IPEC, 2011). IPE has been found to improve 
multi-disciplinary team functioning by educating 
students about the values, ethics, and principles 
of the various disciplines as well as developing the 
skills needed to foster professional relationships 
(Thistlethwaite, 2013). In recognition that most 
health professionals work within the context of a 
multi-disciplinary team, institutions are being 
challenged to prepare students to be effective in 
team settings.

Likewise, the American Association of 
Colleges in Nursing (AACN, 2014), the Academy 
of Nutrition and Dietetics and the Partnership 
for Health in Aging (PHA, 2018) have each 
published position statements on the importance 
of Interdisciplinary Education and Practice. The 
AACN encouraged interdisciplinary education 
opportunities rather than multidisciplinary 
pedagogies. Interdisciplinary education is defined 
as an educational approach in which two or more 
disciplines collaborate in the learning process with 
the goal of fostering interprofessional interactions 
that enhance the practice of each discipline. Such 
interdisciplinary education is based on mutual 
understanding and respect for the potential 
contributions of each discipline. Interdisciplinary 
education includes a variety of disciplines that 
collaborate through joint planning, decision 
making, and goal setting.

The goal of faculty members at Concordia 
College in the disciplines of social work, nursing, 
exercise science, healthcare administration, and 
dietetics is to serve patients and their families 
and to assist them toward optimum health and 
wellness. However, innate in this holistic care, are 
health care professionals who identify different 
specialty-related priorities with discipline-
specific objectives and outcome criteria. These 
varying perspectives, the increasing complexity of 
treatment, the changes in the health care delivery 
system and the evolving patient/client relationship 
make collaboration essential in providing quality 

care for patients. Thus, it goes without saying that 
professionals must understand and appreciate the 
contribution of each specialty to total patient care.

For the past five years, faculty at Concordia 
College in Moorhead, MN have worked to create 
a learning environment that allows students 
to effectively collaborate through six unique 
experiences for students.

Faculty also effectively demonstrated 
collaboration and team-building through their 
involvement in all of these experiences. Students 
were given the opportunity to utilize skills 
necessary for collaboration, negotiation, team 
building, joint decision making, and problem 
solving. The experiences forced students to 
communicate in a group setting, explain 
rationale for decisions, prioritize patient care, 
and resolve conflict. In addition, the experiences 
forced students to find their discipline’s voice, 
educate others on research recommendations and 
guidelines, and decipher acronyms and discipline-
engrained jargon that had become second-nature.

METHOD
Six case studies were developed by faculty 

representing dietetics, nursing, social work, 
healthcare administration, exercise science, and 
education. The cases included: an older adult in 
a rural ND town struggling with the diagnosis 
of Parkinson’s Disease, a five-year-old entering 
the school system with multiple disabilities, a 
middle aged gentleman with coronary heart 
disease, a middle-aged woman with diabetes, an 
adolescent with an eating disorder, and a policy 
case study where students explored the impact 

of a specific policy on professional practice and 
the clients of that practice. In addition to the 
diagnosis identified, each case has been written 
to also include aspects of religious, ethnic, race, 
and family structure diversity. Beginning with 
a basic premise, each discipline wrote their 
particular discipline’s scenario so, as in “real life” 
experiences, each discipline would be bringing 
additional information and details on the client’s 
case to the table for discussion. Through this, 
they were able to reinforce the reality that all 
perspectives are needed in order to understand 
and meet the needs of the client. As noted by the 
descriptions, not all disciplines were included in 
every case but rather were included as appropriate 
to the case to create a realistic experience of likely 
disciplines to be involved.

The Interdisciplinary Case Study was 
integrated into the curriculum of various classes 
across these disciplines. After reading the case 
study, faculty members required different tasks 
in preparation for the Interdisciplinary Meeting. 
These may have included independent research, 
class discussions, or development of priorities/
care plans. Students were then scheduled to 
attend a special event during a common meeting 
time for the college campus-wide. Students were 
divided into groups with representation from 
each discipline. Each group was asked to have 
a collaborative discussion of the needs of the 
client and to combine their ideas to create a 
comprehensive treatment plan.

Some of the issues involved in the case studies 
included the following dynamics. For the older 
gentleman living with Parkinson’s in his small 

Seeking an instructor to teach courses in its nursing program to 
undergraduate students in practical nursing and associate degree nursing programs. This is 
a 9-month benefited position with an opportunity for additional work during the summer.

Bachelor Degree or Master of Science in Nursing, Nursing Education, or related area, or 
currently enrolled in a master’s degree program with an education plan approved by the 

CNE which will allow completion of the master’s degree program within three years.

Competitive salary based on education and experience.  Comprehensive fringe benefit 
package including TIAA-CREF retirement plan and full coverage for family health insurance 

for full-time nursing faculty.

APPLICATION INSTRUCTIONS:  Send a letter of application,
http://www.dakotacollege.edu/faculty-and-staff/employment/, resume, college 

transcripts and the information for three professional references by May 1, 2018 to:
HR Manager, Dakota College at Bottineau, 105 Simrall Blvd, Bottineau, ND 58318 or 

email to: dcbhuman.resources@dakotacollege.edu 
Dakota College at Bottineau is an Equal Opportunity/Affirmative Action employer. 

Full-time or Part-time Bachelor and 
Master Degree Nursing Faculty

Dakota College at Bottineau distance sites in 
Valley City and Minot, ND
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• State association e-newsletter 
• Representation in the political & public arenas on critical issues  
• Local networking opportunities 
• Leadership opportunities & professional growth 
• NDNA Career Center  
• Annual Meeting & Conference Discounts (CE offered) 
• Orlando Travel Discounts – up to 35% 
 
• Like us on Facebook for the most current updates! 
 

 
 

Advance Your Career 
 

ATTEND FREE WEBINARS 
• Attend monthly Navigate Nursing webinars for FREE! 
• Option to earn contact hours with most webinars 
• Archives of past webinars available on NursingWorld.org 

 
GET CE 
• Browse hundreds of discounted online independent study 

modules for every career need. 
• Earn contact hours at significant savings. 
• Independent Study Modules formats include articles, audio, 

multimedia, slides and video. 
 

ANCC CERTIFICATION DISCOUNTS 
• Save $125 on ANCC initial certification and up to $150 on 

ANCC certification renewal 
 

ANA’S C A R E E R  CENTER 
• Find that dream job with the help of ANA 

 
BECOME A LEADER 
• Build, develop, enhance and grow your leadership impact. 
• Programs are designed for nurses of all levels of experience 
• All programs are discounted for ANA members. 
 

 

    Stay Current 
American Nurse Today—Monthly journal (10 print/2 electronic) 
featuring peer-reviewed clinical, practical, practice-oriented, 
career and personal editorial. 

 
OJIN—The Online Journal of Issues in Nursing— Peer- 
reviewed, posted online three times a year 

 
ACCESS VALUABLE PROFESSIONAL TOOLS  
• CINAHL® 
• Drug Name Error Finder Tool 
• Global Disease Alert Map 
• PubMed Citations 

 
Get the Essential Documents: ANA Code of Ethics for Nurses 
and Interpretative Standards; Nursing: Scope and Standards of 
Practice; and Nursing’s Social Policy Statement 

 

Save Money 
 
ENJOY SAVINGS ON ANA BOOKS 
• through Nursesbooks.org. 

 
PROTECT YOURSELF WITH ANA PERSONAL BENEFITS 
Member-only discounts are offered for: 
• Professional Liability Insurance - Mercer 
• Auto Insurance - Nationwide 
• Long Term Care insurance -  Anchor Health Administrators 
• Term Life Insurance - Hartford Life and Accident Insurance 

Company 
• Financial Planning Offered - Edelman Financial Services 
• Student Loan Solutions- student loan refinancing 

 
 

Network & Connect with RNs 
 
GET TO KNOW YOUR PEERS 
• Meet other members at local and national meetings, 

committees and on social media. 
• As an ANA & NDNA member, you are a full voting member 

in the American Nurses Association and in the North 
Dakota Nurses Association. 

• Talk to other members across the country in the ANA Online 
Community 

 
ANA MEETINGS & CONFERENCES 
• National and State-Level Lobby Day 
• ANA Annual Nursing Quality Conference™ 

 
 
 

Make Your Voice Heard 
 
ANA WORKS FOR YOU ON THE NATIONAL LEVEL 
• Federal lobbying on issues important to nursing and 

health care 
• Representing nursing in federal agencies and even at the 

White House 
• Speaking for nursing through the national media 
• Speaking for U.S nurses internationally 

 
YOUR STATE NURSES ASSOCIATION WORKS FOR YOU 
ON THE STATE LEVEL 
• Protecting your Nursing Practice Act 
• Advocating at the state level 

 
STRENGTHEN THE NURSING PROFESSION 
• Join a committee and boards at the national, state and local 

level and help shape nursing. 
• Take member surveys and influence ANA’s agenda. 
• Join grass roots advocacy efforts. 
• Donate to the ANA-PAC and help support p r o -nursing 

Members of Congress from all parties. 
• ANA’s Nurses Strategic Action Team (N-STAT) makes it easy 

for you to unite with your colleagues across the nation and 
let lawmakers know how you feel. It keeps you up to speed 
on key bills as they move through Congress and lets you 
know when your e-mails, phone calls and letters will make 
the most impact.

JOINANA.ORG       Connect with us 

rural ND town, the issues of dietary challenges, 
home safety, client’s proximity to medical care, 
caregiver stress, family dynamics, and client’s 
desire to remain in his home were addressed. 
With the young child with multiple disabilities, 
the school’s ability to accommodate her medical 
needs while creating a learning environment, 
risk of infection, integration into a public setting, 
trust of the family with new caregivers, and family 
dynamics challenge students to think holistically 
to address her many needs. The gentleman with 
coronary heart disease brings along the challenges 
of being a new American and thus not meeting 
the requirements for some federal programs 
that would have supported a naturalized citizen. 
His Muslim faith also proves a valuable lesson 
for students to integrate religiously-appropriate 
interventions and an understanding of this 
client and his family. The woman with diabetes 
is Native American and living on a reservation 
where services are available but not all resources 
are easily accessible to foster a healthy lifestyle. 
The case involving an adolescent struggling with 
an eating disorder involves several mental health 
issues in addition to the nursing and dietary 
challenges to accommodate her physical needs. 
Even the school personnel are involved in making 
a decision on whether her condition will require 
in-patient treatment. The policy discussion 
identifies a current legislative issue that has far 
reaching impact on clients and professionals. 
Each discipline studies the policy and brings 
their analysis to the discussion with the goal of 
determining what action a discipline would take 
to advocate for change or to support said policy. 
Students are required to compose letters and send 
them to congressional representatives expressing 
their position on the issue.

Faculty convene the event and provide a 
structure through which the students engage 
in discussion. Small table discussion is held for 
20 minutes where each discipline shares their 
information and recommendations/directions for 
interventions for the case. After this discussion, 
the students are asked to identify at least three 
priorities for their discipline’s work with the client. 
Once these have been identified, tables are asked 
to highlight each discipline’s top priority. Then, the 
tables’ similarities and differences are compared 
by the faculty mentors who have reviewed each 
table’s priorities. Differences between plans are 
noted and discussed as a large group. Faculty 
move about the room challenging critical thinking 
of the teams and at times, stimulating discussion 
about their individualized approach. Finally, 
volunteers from various tables are asked to share 
their “plans” with the entire group. Consistently, 
the events are participated in by over 70 students 
so the discussion is lively and diverse. If a table is 
lacking a specific discipline for whatever reason, 
this is highlighted during the final review of 
priorities to address what is “missing” by not 
having that discipline’s voice in the case.

FINDINGS
Following the event, students participate in 

a Qualtrics electronic survey to explore their 
knowledge and growth through the process. 
Students were asked to respond to five Likert-
scaled statements: a) Rate your understanding 
of the role of the other professionals prior to this 
event; b) Rate your understanding of the role of 
the other professionals following this experience; 
c) Rate whether your ability to work with diverse 
professionals was enhanced by this experience; 
d) Rate whether this experience enhanced your 

understanding of some of the differences between 
disciplines; and e) Rate whether your role and 
voice was valued through this process.

The following three open-ended questions were 
asked of the participants: a) What did you learn 
about yourself through this process? b) In what way 
did you feel the response to this case was enhanced 
through the conference? And, c) What did you learn 
from participating in this case study process?

The data revealed positive growth in their 
understanding of others’ roles from prior to after 
the experience. Over 95% of the students felt 
their experience has improved their ability to 
work with a diverse workforce. They reported 
enhanced understanding of the other disciplines’ 
values and roles. Prior to the start of the group 
experience, students rated their understanding 
of other disciplines with only 26% reporting 
they had exceptional knowledge. Following the 
experience, 40-70% felt their knowledge was now 
“exceptional” regarding the other disciplines with 
whom they had interacted. Students also reported 
a sense of being better prepared to work on an 
interdisciplinary team. Some quotes from the 
qualitative portion of the survey include:

• “I realized that things that were obvious to 
me need to be very concretely and specifically 
stated to other disciplines.”

• “We were able to put together our knowledge 
to plan a way to promote the best outcome.”

• “Everybody has an important job. We can 
work together to succeed and ultimately help 
children feel safe.”

• “It’s so important to communicate amongst 
the different disciplines because you truly 
need all the information about a patient to 
care for them properly and as a whole.”

• “The little details that were confusing before 
the IDT conference were easily figured out 
with all the disciplines present.”

• “Having an open mind toward others input 
makes the process of interdisciplinary care go 
much more smoothly.”

• “That in order to best care for any patient/
resident multiple disciplines are required.”

• “I think that each profession learned 
something new about approaching the case 
holistically. I think when we all get together 
and take in everyone’s concerns we aren’t 
only focusing on ours like we were when we 
first received the case.”

• “I learned that I find it easy to build off of 
other professions suggestions and concerns so 
that both or even all professions can address 
their concerns through a single action. I can be 
creative when everyone is sharing their ideas.”

• “I think the response to the case was more 
complete/well-rounded following the IDT 
conference. I also think we did a good job 
focusing on the Muslim-culture and we all 
brought useful information regarding his 
culture to the table.”

• “The case was enhanced by seeing more 
angles to the client’s life which would allow 
us to care for him in a truly holistic manner.”

Preparing Future Practitioners continued on pg 6

REGISTERED NURSES...
EARN YOUR BACHELOR OF SCIENCE IN NURSING
(BSN) DEGREE ONLINE!

ADMIT BOTH FALL AND SPRING SEMESTERS

Key program features:

• Allows RNs to receive their 
 four-year degree at a distance

• Fully accredited by the ACEN

• Earn college credit for current 
 Registered Nurse State Licensure

Applications to the program are accepted any time. This is an
ongoing process. Admission to the program occurs Fall, Spring 
and/or Summer semester.

For info: 858.3101 or 1.800.777.0750
www.minotstateu.edu/nursing
or email nursing@minotstateu.edu.

Be seen. Be heard.
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Utah Nurse Supreme Court Case
Kristin Roers MS, RN, CPPS

July 26, 2017 police arrested Registered Nurse 
Alex Wubbels for following both her hospital 
policy and the law. This incident sparked an 
outrage across the country about the abuses that 
nurses suffer when simply doing their job. 

In the wake of that incident, many asked what 
does the law say and what does their facility 
policy say – I know I did! In researching the law, 
I found that this story has a North Dakota tie 
(because we usually do not need all six degrees of 
separation in the Midwest). 

The law that Wubbels was following was 
related to three separate drunk driving cases 
involving consent for alcohol level testing. These 
three cases that were combined into one and 
brought before the Supreme Court. The Court 
delivered their ruling in June of 2016.

A little history on drunk driving and consent 
– it is believed that the first drunk driving laws 
began in New Jersey in 1906. Implied consent 
(meaning it is assumed you give permission to 
the test because you were driving) laws began 
in the mid-1950’s – often with a penalty of 
suspension of the driver’s license if the driver 
refuses the test. As the penalties for drunk 
driving increased, the penalty to refuse the 
test became relatively less severe, so more were 
refusing. Some states made it a crime to refuse – 
which North Dakota did in 2013. This set up the 
scenarios that played out in Glen Ulin, Bowman, 
and South St. Paul, MN that went all the way to 
the Supreme Court.

Case A: Birchfield (Glen Ulin, ND) drove 
into the ditch, appeared intoxicated, and 
failed sobriety checks. He consented to a 
roadside breath test, which was 0.254%. He 
was then arrested and told would be tested 
further. The new ND law could now impose 
criminal penalties for refusal of blood, 
breath, and urine tests – which may be 
addiction treatment, fines, and/or possible 
imprisonment. Birchfield refused the blood 
draw.

Case B: Bernard Jr’s (South St. Paul, MN) 
truck got stuck when trying to pull boat 
out of the water. The police found him with 
the keys on him, but not driving. He denied 
driving, but appeared impaired. He was 
arrested for driving impaired. At the police 
station, he refused a breath test and was 
charged with test refusal in the 1st degree 
(due to previous convictions). 

Case C: Beyland (Bowman, ND) was observed 
driving erratically, had an empty wine glass 
in the console, and appeared impaired. The 
officer arrested him and took him to the 
hospital. Beyland agreed to blood draw – 
which came back at 0.250%. His license was 
suspended for 2 years.

Both a breath test and a blood test are 
considered a search under the Fourth 
Amendment (right “to be secure in their persons, 
houses, papers, and effects, against unreasonable 
searches and seizures.”) The Supreme Court 
ruled that a breath test is not a violation of 
your privacy, as it is minimally invasive, air is 
naturally expelled, can only reveal evidence of 
one type (alcohol content), and performing the 
test does not enhance the embarrassment of the 
arrest. They found that a blood test is a violation 
of your privacy, as they require significant bodily 
intrusion, blood is not shed as a normal function, 
and can reveal other evidence (including DNA). 
A warrant must be obtained for a blood test 
and states cannot impose criminal penalties 
for refusing to submit (although they can still 
suspend driving privileges). 

So…what does this mean for you, as a nurse? 
Based on this Supreme Court case, there are only 
two ways for police to get a blood alcohol draw: 1) 
the patient says yes, or 2) law enforcement has a 

warrant. What should you know and do if you are 
ever asked to get a blood sample from a patient? 

1. You need to make sure you understand your 
facility policy – check it, make sure it has 
been updated with this new law!

2. Know your ANA Code of Ethics
• Provision 1.4 The Right to Self 

Determination: “respect for human dignity 
requires the recognition of specific patient 
rights…Patients have the moral and legal 
right to determine what will be done with 
and to their own person. Nurses have 
an obligation to be familiar with and to 
understand the moral and legal rights of 
patients. When the patient lacks capacity to 
make a decision, decision should be made in 
the best interests of the patient.

• Provision 2.1 Primacy of the Patient’s 
Interests: “the nurse’s primary commitment 
is to the recipient of nursing and healthcare 
services – patient or client…When patient’s 
wishes are in conflict with those of others, 
nurses help to resolve the conflict. Where 
conflict persists, the nurse’s commitment 
remains to the identified patient”

• Provision 3.1 Protection of the Rights of 
Privacy and Confidentiality: “The need 
for health care does not justify unwanted, 
unnecessary, or unwarranted intrusion 
into a person’s life. Privacy is the right 
to control access to, and disclosure or 
nondisclosure of, information pertaining to 
oneself and to control the circumstances, 
timing and extent to which information may 
be disclosed. Nurses safeguard the right to 
privacy for individuals… 

You may ask, is there any legal protection for 
nurses against arrest? No, as the situation in UT 
shows us, the police could arrest you (wrongfully, 
but could arrest nonetheless), but there is protection 
against prosecution! Knowing the law and your 
policies – and following them – will be your 
protection against prosecution.

References:
About Code of Ethics. (n.d.). Retrieved March 11, 2018, 

from http://www.nursingworld.org/codeofethics 
Birchfield v North Dakota. (2016, June 23). Retrieved 

March 11, 2018, from https://www.supremecourt.gov/
opinions/15pdf/14-1468_8n59.pdf 

• “I have improved my ability to assert my 
opinions and get my voice heard since the last 
collaborative event.”

These qualitative responses reflect the growth 
faculty see in their students following the 
collaborative event. Their understanding and 
desire to hear what others will bring to the table 
grows with each IDT event they encounter. The 
realization of our reliance on others to achieve 
the best possible outcome is evident in their 
interactions.

CHALLENGES
There are innate challenges to providing 

interdisciplinary education on a college campus. 
A significant barrier to providing events is the 
current organization and structure of higher 
education that make scheduling students from a 
variety of disciplines possible. Given the community 
engagement encouraged on our campus and student 
involvement in leadership role in campus activities, 
student schedules are often a challenge. Inclusion 
of these events as part of the coursework for a 
particular class and notification at the beginning of 
each semester has minimized some of the conflict. 
We are fortunate to have designated “community 
time” each Friday morning when no classes are 
scheduled and it was the collective decision of the 
faculty group to use that designated time for these 
events. Even with this, athletic and work schedules, 
along with other extra-curricular obligations 
can create challenges. Locating appropriate 
physical facilities can also be a barrier. It is also 
a challenge to arrange an effective student mix at 
the appropriate academic level. In one case study, 
there may be second-year students sitting beside 
fourth-year students and the development process 
may pose a challenge. Finally, there is a need for 

adequate faculty development, institutional support 
for collaborative learning events, and the time to 
develop appropriate case studies.

RECOMMENDATIONS FOR FUTURE 
PROGRAMMING AND RESEARCH

All students in the health professions need to 
be educated to deliver patient-centered care as 
members of an interdisciplinary team. Our students 
and faculty members benefited from developing 
interdisciplinary case studies that emphasized 
listening, valuing other professionals’ roles, and 
working as a team to deliver evidence-based and 
patient-(and family) focused care. While feedback 
has been positive, faculty have continued to 
revise and modify each case study to enhance the 
student’s learning. These revisions include creating 
complexity for students to navigate pushing the 
critical thinking process. One recommendation 
for the future has been to ensure each student 
completes a series of case studies to further enhance 
their growth rather than experience a singular 
event. This affords the student the opportunity to 
grow in their skills and gain confidence in their 
ability to work within a multi-disciplinary team.

Students need significant time to examine the 
case study, investigate options and resources and 
to prepare the interdisciplinary discussion. Faculty 
are exploring how to maximize this component of 
the IPE in order for students to benefit fully from 
the experience. This could be through class sessions 
or independent work outside of the classroom. In 
addition, an orientation for the students on the 
basic values, principles and perspectives of the 
various disciplines has been suggested and is being 
considered at this time.

The interdisciplinary projects at Concordia 
College have enhanced the learning environment 
for students in the health professions. Through 
these experiences, it is evident that it would be 
useful to develop additional case studies or to 

enhance current studies to reflect current issues 
being addressed in practice. Faculty are exploring 
the potential of adding Advance Care Planning 
and Advanced Directives/Living Will components 
into the care plan of one of the clients in order to 
further discuss end-of-life issues. In addition, 
initial discussions are taking place for a potential 
case involving adult and/or child protection to 
afford potential interaction and learning about 
the systems in place to protect our vulnerable (to 
include their authority and, at times, their lack of 
authority to create change).

Finally, future research should investigate the 
most appropriate level of students to participate in 
these collaborative events fostering a scaffolding of 
their skill development. In addition, assessment of 
students’ learning should be continued to identify 
which type of projects are the most effective for 
building long-term skills in collaboration, problem 
solving, respect for disciplines, and improved 
patient care.
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Preparing Future Practitioners continued from pg 5

Newborn Screening Conference
Tuesday, July 24, 2018

8:00 a.m. to 5:00 p.m. – Radisson – Bismarck, ND 

Presentations will include an overview on disorders
identified through newborn screening.

To register, visit https://nbs.health.nd.gov/events/newborn-screening-conference/ or 
contact the ND Newborn Screening Program at (701) 328-4532 for more information.

Continuing education is pending approval for 
physicians, nurses, social workers, and genetic counselors.
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behaviors. In addition, clients are spiritually 
nurtured as evidenced by healing through 
forgiveness in order to move forward, as well 
as acceptance of self and others. Data from the 
Henry Ford Documentation System identifies the 
FCNs affiliated with the Sanford Health Fargo 
program improved the Quality of Life for 5,043 
individuals and enhanced independent living 
for another 1,514. Pastors, council leaders and 
congregants appreciate hearing these results at 
council and annual meetings as they are affirmed 
that engaging FCNs in a ministry of their church 
is returning great dividends. 

As faith community nurses provide care, they 
ask their clients what they would have done for 
the identified health issue if the nurse were not 
available. Some of the most common responses 
include go to the emergency room, urgent care 
or to the clinic. The nurses also identify when 
medication errors were avoided and when they 
believe identifying exacerbations of health 
conditions early has reduced the potential for 
readmission to the hospital. In addition, there are 
outcomes to which we cannot readily identify a 
cost savings which includes the client’s improved 
understanding of their medications, improved 
independent living and enhanced quality of 
life. The goal of calculating these savings is to 
demonstrate the value these faith-based ministries 
deliver with the hope that the financial and other 
support provided will be maintained and perhaps 
enhanced. 

The outcomes tracked within the Henry Ford 
Documentation System include medication error 
prevention and avoidance of emergency room visits 
or inpatient stays. In addition, these nurses track 
the number of medical orders clarified and the 
number of clients who have achieved enhanced 
independent living and quality of life. The FCNs 
affiliated with Sanford Health Fargo prevented 
777 ER visits and 503 hospital readmissions in a 
recent annual reporting period. During that same 
year, these FCNs prevented 290 medication errors 
and clarified medical orders 107 times. By simply 
associating the cost attributed to an ER visit, 
a hospital day or a medication error, the health 
system is quickly affirmed in knowing that any 
community benefit dollars attributed to making 
resources, education and support available to the 
nurses employed by the churches returns more 
than tenfold. The avoidable costs associated with 
these outcomes was approximately $4.7 million. 

Promoting Growth of This Ministry
The Sanford affiliated faith community nurses 

work with nursing students from at least four 
different local universities in Fargo Moorhead. 
Locations where FCNs perform their ministry 
are considered ideal sites for community health 
nursing clinical experiences. Each student or 
group of public health nursing students is tasked 

Faith Community Nursing: Using the Art of
the Nursing Profession to Promote Healing

Improving Health and Impacting the 
Community Through Faith Community Nurses

As health care costs increase, the elderly 
population grows, and evidence demonstrates there 
is a direct relationship between lifestyle factors and 
health status, health systems are acutely aware 
that community-based approaches to health care 
are needed. The church has been clearly identified 
as a natural place to reach people as it is a location 
where large numbers of the population congregate. 
According to Pew Research (2014), 35 percent of 
adults in the Midwest attend worship services 
weekly and 63% percent claim church membership. 
Faith community nurses (FCNs) serve as an anchor 
in numerous communities across Minnesota and 
North Dakota. Affiliation with a Faith Community 
Nurse Network, such as the Sanford Health Faith 
Community Nursing Program, is a key to continued 
nursing excellence because as the network provides 
opportunities for continuing education, engagement 
in evidence-based initiatives, and strong 
professional partnerships. Faith community nurses 
extend the health system’s focus on quality, safety, 
and service into the community and individual 
homes. These nurses make those they minister to 
feel comforted and cared for and extend this care to 
families as well.

Walking in faith, the Faith community nurses 
listen to those in need, offer to share of themselves, 
and create an appreciation of our blessings as well 
as awareness of the gifts we have. The needs in 
our communities are great and the opportunities 
to respond are numerous. The Sanford affiliated 
Faith community nurses (FCNs) who work with 
congregations across MN and ND had 9006 
contacts in a recent annual reporting period; 73% of 
those served were women living at home alone. 

This is such an important role with the ability 
to reach the thousands of frail elderly living alone 
across this rural state, so these nurses deserve 
to be in paid positions. Since these nurses are 
engaged by their congregations, whether they are 
in paid or unpaid positions is contingent upon the 
resources available to the church. Eighty-five per 
cent of the registered nurses affiliated with the 
Sanford Faith Community Nursing Program in 
Fargo are in paid positions; nationally, only about 
fifty percent of faith community nurses are paid 
for their work. The job outlook for faith community 
nurses indicates a possible increase in growth 
by 19% between now and 2022 according to the 
United States Bureau of Labor Statistics. This is 
a larger than average level of growth, and may 
provide many job opportunities for new nurses 
entering the field (Nurse Journal, 2018).

Although some of these nurses are paid, all 
donate time, energy, gas, money, and other 
resources to promote health and improve the 
health status of their congregants and faith 
communities. When we look at the outcomes 
obtained by these nurses, it is evident that the 
guidance, education, resources and administrative 
support provided because of an affiliate agreement 
is good stewardship of a health system’s 
community benefit dollars expended for a program 
that supports FCNs. 

We are at an exciting juncture in this 
specialty practice working under revised Scope 
and Standards for Faith Community Nurses, 
implementing a professional documentation 
system designed specifically for FCNs, and 
being recognized across the nation as important 
community partners in the work of improving 
quality of care while reducing costs. The focus 
of the ministry of these nurses is to improve 
and promote the health of body, mind, spirit 
and community across the regions where they 
work. Faith community nurses have the distinct 
opportunity to share Christ as they reach out with 
mercy to the hurting souls in their congregations, 
communities and even globally when they do 
mission work (Wordsworth & Woodhouse, 2016). 
While Faith community nurses establish healing 
relationships with others, they share the love 
of God—the focus of their work is grounded in 
providing wholistic care for the children of God. 

Interventions
The most common interventions used by 

the Faith community nurses are listening, 

teaching, touching, spiritual care, self-esteem 
enhancement, counseling, physical assessment, 
care coordination, assessment, referral, and 
reminiscence. Data abstracted from the Henry 
Ford Documentation System reveal that 83% 
of the individuals seen by the congregation 
and community-based Sanford affiliated faith 
community nurses were over 80 years of age. 

The Centers for Disease Control and 
Prevention (2017) identifies that four out of 
five adults ages 50 and older suffer from at 
least one chronic condition. Documentation of 
the Sanford affiliated FCNs identifies the top 
medical conditions they are working with include 
cardiovascular disease, hypertension, diabetes, 
orthopedic repair, anxiety, stress, depression, and 
chronic pain. As individuals age these chronic 
conditions take their toll and seniors with these 
conditions begin to have difficulty with activities 
of daily living such as bathing, dressing, and 
eating. Studies show these individuals have 
higher rates of clinic visits, ER visits and 
hospitalizations which make their health care 
spending greater than for people without chronic 
disease (Sambamoorthi, Tan & Deb, 2015; 
Mihailoff, 2017).

The faith community nurses visit congregants 
while they are in the hospital and make the case 
managers aware that they are involved with 
these individuals. The FCN strives to connect 
with members within three days of discharge 
from the hospital whenever possible to confirm 
they have picked up their medications, are taking 
them correctly and have transportation to post-
discharge appointments. About forty percent of 
these contacts are made by telephone while sixty 
percent of the post-discharge contacts involve a 
home visit. 

Support groups are a wonderful way to let the 
love of God reach out to the community. Faith 
community nurses offer a variety of support 
groups including caregiver, cancer, and grief. 
The common theme for each of these situations 
is that they are overwhelming and touch not 
only the affected person but family members 
as well. Home life, finances, and friendships of 
participants struggling with these issues may 
change for a period of time. Many community 
members find that one of the best ways to cope 
with stress, uncertainty, and loneliness is to talk 
with others who share similar experiences. During 
support group sessions, the FCN provides not 
only emotional sustenance but also educational 
programs related to the issue for which support 
is being sought. Time spent recharging the mind 
and body in support groups reduces the risk for 
depression or burnout. 

Outcomes
The most common measureable outcomes from 

the faith community nursing ministry relate to 
self-care management. Clients have an increase 
in knowledge and incorporation of positive health Faith Community Nursing continued on pg 13
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 National POLST Paradigm Endorses
North Dakota’s POLST Program 

Honoring Choices North Dakota® is pleased 
to announce that the National POLST Paradigm 
Task Force now recognizes North Dakota’s 
POLST Program as an endorsed state POLST 
Program. The National POLST Paradigm Task 
Force endorses programs when they have proven 
they’ve developed and implemented a program 
and form that meet the national standards. 
North Dakota’s POLST Program is directed by 
Nancy Joyner, RN, MS, APRN-CNS, ACHPN, 
president elect of Honoring Choices North 
Dakota. HCND® is dedicated to building a 
sustainable organizational home for the state’s 
POLST program, establishing stakeholder 
support and creating effective educational 
resources for healthcare professionals, patients 
and families. Programs like the one in North 
Dakota have addressed the legal and regulatory 
issues associated with POLST, and developed 
strategies for ongoing implementation, education 
and quality assurance. HCND® is the centralized 
organizational home for the ND POLST Program. 

“POLST is designed to improve patient care 
and reduce medical errors,” said Lois Ustanko, 
board chair for Honoring Choices North Dakota®. 
“We are grateful that in North Dakota, patients 
with serious illness or frailty in what may be 
their last year of life can work with medical 
professionals to make their treatment wishes 
known.” 

About the National POLST Paradigm 
The National POLST Paradigm is an approach 

to end-of-life planning based on conversations 
between health care professionals and patients; 
the patient discusses his or her values, 
beliefs, and goals for care, and the health care 
professional presents the patient’s diagnosis, 
prognosis, and treatment alternatives (2018). 
Together they reach a shared decision about the 
patient’s treatment plan that is informed and 
based on the patient’s values, beliefs and goals 
for care. The National POLST Paradigm began in 
Oregon in 1991 by health care professionals who 
recognized that patient preferences for end-of-life 
treatment were not being consistently honored 
during emergencies. 

 
What is POLST?

POLST is a standardized form containing 
actionable medical orders which detail the 
scope of life-sustaining medical treatment a 
patient does or does not want to receive when 
death is anticipated to occur within the next 
twelve months. These orders are commonly 
referred to as POLST – Physician-Orders-For-

Life-Sustaining Treatment. In North Dakota, 
authorized providers including physicians, nurse 
practitioners, and physician assistants can write 
these orders. 

A growing number of consumers have 
expressed a desire to avoid unnecessary, 
uncomfortable and ultimately useless tests and 
tubes and procedures when they become aware 
that death is imminent. Aging nursing home 
residents and their family members want to forgo 
extraordinary treatment and ask how they can 
reduce the risk of being rushed to the emergency 
room while increasing the possibility that they 
can transition to comfort care and die at the 
facility surrounded by staff who know them well 
and care about them like family. 

The POLST is a tool that allows healthcare 
professionals to more effectively implement 
patient decisions regarding end-of-life care. It 
improves continuity of treatment orders from 
one setting to another (such as when a patient is 
transferred from a nursing facility to a hospital or 
vice versa). 

POLST Orders Improve Quality of Life
North Dakotans who’ve been offered the 

opportunity to have POLST orders written since 
the documents became available in June 2017 
report relief. They are not giving up, they’ve 
just accepted the reality that they know they 
are dying and appreciated the opportunity to 
make decisions about the type of care they want 
to receive in the final phase of their lives. When 
chemotherapy isn’t working and the cancer 
continues to spread, some patients opt to seek 
peace, comfort, and dignity by transitioning to 
hospice care. 

POLST orders are concise, specific medical 
instructions that can be acted on immediately 
by nurses, doctors, or emergency personnel; they 
may include “do not resuscitate” and “comfort 
measures only” orders, and may indicate 
whether to administer CPR (cardio-pulmonary 
resuscitation), antibiotics, intravenous fluids, 
feeding tubes, artificial respiration, and other 
medical interventions. Because the POLST 
is in a standardized format and is signed by 
an authorized provider, it is capable of being 
implemented at once by any clinician who 
encounters it, including emergency medical 
responders. As a result, the POLST form of 
instruction has shown high rates of compliance 
(Kane, 2017) and has been so effective that every 
state is at some phase of implementing this 
paradigm (National POLST Paradigm, 2018).

Dr. Angelo Volandes (2016), assistant professor 
at Harvard Medical School, says, “In the health-
care debate, we’ve heard a lot about useless care, 
wasteful care, futile care. What I struggle with is 
unwanted care. I think that the most urgent issue 
facing America today, is people getting medical 
interventions that, if they were more informed, 
they would not want. It happens all the time.”

But the culture is changing. There is 
momentum toward taking time to sit down 
with patients to explain medical conditions 
and treatment options in order to learn about 
their personal goals and preferences. Through a 

facilitated conversation, the healthcare team can 
learn how much and what kind of treatment the 
patient desires. Trained facilitators make time 
to ask important questions and really listen for 
the way the patient wants to live their life for 
whatever amount of time they have then assists 
providers in translating these preferences into 
actionable medical orders. 

Details on North Dakota’s POLST program 
and the patient form can be found at http://www.
polst.org/programs-in-your-state/ - click on North 
Dakota. North Dakota’s POLST form can be found 
at https://www.honoringchoicesnd.org/wp-content/
uploads/2018/01/2017/-nd-polst-form.pdf

About the Honoring Choices North Dakota® 
Honoring Choices North Dakota® was officially 

incorporated as a non-profit corporation in April 
2015 and is currently in the process of obtaining 
its charitable non-profit status. At the time 
of incorporation, HCND® had approximately 
70 partners who wanted to improve Advance 
Care Planning in North Dakota. Currently 
HCND® has over 190 partners from 38 North 
Dakota communities and representing over 
80 organizations. HCND®'s vision is to create 
a culture across ND in which Advance Care 
Planning (ACP) is discussed throughout an 
individual's life so the health care choices a 
person makes become the health care they 
receive. HCND® has developed ACP tools and 
resources reflecting its vision for both laypeople 
and professionals which are available (free of 
charge) on the HCND® website (2018). 

The goal of HCND® is to assist the statewide 
ACP community in providing services to 
individuals and families, coordinating 
collaborative activities and promoting the 
development and implementation of comprehensive 
ACP. The ultimate goal is that evidenced-based 
best practices of the RC® model become the 
standard of care for medical providers, spiritual 
leaders, and other professionals, including 
individuals and their families. HCND® is one 
of several North Dakota organizations offering 
courses to prepare individuals as certified Advance 
Care Planning facilitators. There are more than 
100 First Steps facilitators in eleven different 
communities in North Dakota (Honoring Choices 
North Dakota, 2018).

For more information about Honoring Choices 
North Dakota® efforts regarding advance care 
planning and healthcare decisions, visit the 
website at www.honoringchoicesnd.org or Lois 
Ustanko, HCND Board President (701) 234-5818 
or lois.ustanko@sanfordhealth.org 
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Introduction
The aim of this systematic review was to 

investigate and synthesize the current evidence 
on the effects of fecal transplantation on patients 
diagnosed with inflammatory bowel disease 
(IBD).

 
Method

A literature search was completed using 
Academic Search Premier, CINAHL, and PubMed. 
The database search strategy yielded 968 citations 
in academic search premier, 344 citations in 
CINAHL, and 1766 in PubMed. After narrowing 
the search criteria to scholarly articles written 
between 2012 and February 2018, there were 
756 results on Academic Search Premier, 202 on 
CINAHL, and 1180 on PubMed. The articles were 
further reduced by limiting the search to “full text 
articles only” and adding the term “therapeutic 
uses” in the academic search premier which 
yielded ten results. The countries producing the 
majority of the literature included: the United 
States, Canada, and Europe. Following the 
literature search, the authors equally divided the 

scholarly articles to identify patterns and themes. 
The authors identified that the vast majority of 
articles focused on Clostridium Difficile infections 
and inflammatory bowel disease/syndromes. 
Other topics of research included the ethics of 
fecal transplantation and fecal transplantation in 
conjunction with other therapies. 

Results
The majority of the studies focused on the 

use of fecal transplantation in the treatment of 
gastrointestinal diseases including Clostridium 
Difficile infections and inflammatory bowel 
disease. They used sample sizes of individual 
people up to groups of 34. The primary research 
design included case studies and cohort studies. 

Outcomes
Study outcomes were generally positive, 

with 90% or higher of the individuals reporting 
diminished symptoms. Symptoms of disease, 
presence of infection, and the absence of 
standard healthy gut microbiota, were decreased 
or eliminated in a number of studies. Negative 
outcomes were fairly nonexistent, with many 
authors stating they found no adverse effects 
of fecal microbiota transplant. In addition, the 
authors noted that any negative effects reported 
by research participants could have easily been 
attributed to patients’ pre-existing disease state.

Effects of Fecal Transplantation on Patients Diagnosed with Inflammatory 
Bowel Disease: A Systematic Review of the Current Research

Discussion
Although many research studies have been 

conducted on the efficacy of fecal transplants, 
it is still considered experimental, preventing 
it from being more widely used. Without 
standardized protocols, this technique has not 
had the support to be utilized. In order to be 
selected for a fecal transplant, many clients need 
approval from an institutional review board. 

While results were typically positive, sample 
sizes were small. Therefore, they may not be 
indicative of results on a larger scale. This 
indicates the need for further studies on a 
larger sample population before cause-effect 
conclusions can be drawn.

Conclusions
The aim of this systematic review was to 

investigate and synthesize research completed 
in the last 5 years to report the current state 
of fecal transplantation research. Findings 
suggest that the majority of patient outcomes 
have been positive in regards to fecal 
transplantation. Symptoms of disease, presence 
of infection, and the absence of standard 
healthy gut microbiota, have been decreased or 
eliminated in a number of patients in a variety 
of studies after receiving fecal transplantation. 
Research indicates that fecal transplantation is 
a worthwhile treatment that is non-invasive to 
only mildly-invasive with few to no negative side 
effects. 

There is potential for this treatment option 
to be utilized for patients with C. Diff infections 
and inflammatory bowel syndrome/disease in 
the future as more research studies take place. 
Current research is in the beginning phases 
with small patient populations and studies 
that are more “case study”-like in nature. With 
further research that incorporates using larger 
samples of patients, fecal transplantation has 
the potential to become standard treatment for 
gastrointestinal disease. 
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Background and Problem
According to the United States Department of 

Health and Human Services (2014), heart disease 
is the leading cause of death and can “result 
in a serious illness and disability, a decreased 
quality of life, and hundreds of billions of dollars 
in economic loss every year” (para. 6). One of 
the most common heart diseases is congestive 
heart failure. “Heart failure is a complex clinical 
syndrome that can result from any structural 
or functional cardiac disorders that impairs the 
ability of the ventricle to fill with or eject blood” 
(Patel & Deoghare, 2015, p. 101).

Management of heart failure can be very 
complex and different for every patient; however, 
there are general guidelines that these patients 
need to follow. Nurses and members of the health 
care team are responsible to engage patients and 
their families to manage this chronic disease. 
Patient education is a means in which patients 
and their families can understand and address 
this chronic disease more effectively to prevent 
acute exacerbations, increase patient safety, and 
promote overall wellbeing. Teaching guidelines to 
reinforce lifestyle modifications for persons who 
have heart failure include the use of medications 
and medication compliance; smoking cessation; 
dietary modifications; exercise; and monitoring of 
daily weights.

Patient readmissions to acute facilities have 
been identified as a quality measure by the 
Centers of Medicare and Medicaid Services (CMS). 
According to the CMS, “historically about one in 
five Medicare patients discharged from a hospital 
are readmitted within 30 days” (as cited in Health 
Affairs, 2013, para 3). In 2012, the CMS started 
to penalize hospitals that had high readmission 
rates with a one percent decreased payment for 
all Medicare payments (Shinkman, 2012). When 
a patient who has congestive heart failure is 
readmitted to an acute care facility, the cost and 
burden to the patient as well as to the acute care 
facility increase. 

Many educational programs for patients who 
have congestive heart failure are abundantly 
described in the literature as well as suggested 
interventions to decrease readmission rates for 
this patient population; however, there is little 
literature that describes reasons for acute care 
readmission of congestive heart failure from these 
patients’ perspectives. 

Purpose and Research Questions
The purpose of this study was to explore 

perceptions of patients who had acute congestive 
heart failure regarding factors that influenced 
their readmissions to the acute care setting, as 
well as to identify areas of teaching that need to 
be further emphasized or added to decrease acute 
care readmissions. 

The questions for this research study were: 
1. What are the perceptions of patients who 

have acute congestive heart failure regarding 
factors that influenced their readmissions to 
the acute care setting? 

2. What are the perceptions of patients who 
have acute congestive heart failure regarding 
additional areas or areas that need increased 
emphasis in their health care teaching?

Foundation and Literature Review
This study’s foundation rested around the core 

concept of health promotion of patients who have 
acute congestive heart failure through increasing 
self-care. This core concept relates to Dorothea 
Orem’s Self-Care Deficit Nursing Theory. “The 
theory states that every person has a natural 
desire and ability to care for themselves, as well 
as a responsibility to do so, unless they encounter 
a self-care deficit” (as cited by Murdick & Turk, 
2013, p. 189). Once these self-care deficits are 
identified, nurses could focus on educating patients 
to overcome them.

The key concepts that were identified for the 
literature review for this study included heart 
failure, readmissions to acute care settings, 
patient education, and self-care promotion. 

Methodology, Design, and Sample
This study used the qualitative research 

methodology that utilized semi-structured patient 
interviews to identify new insights and patient 
perceptions. The phenomenological design was 
used to understand the life experiences of people 
who were diagnosed with heart failure. 

The sample for this qualitative research was a 
nonrandom, purposeful convenience sample. The 
criteria for eligibility for the study’s participants 
was readmission to an acute care setting with the 
medical diagnosis of acute congestive heart failure. 
The readmission needed to be within 30 days of an 
initial admission to the same acute care facility 
with a diagnosis that may or may not have been 
congestive heart failure. Patients were selected 
for the study from a readmissions list of patients 
who had a diagnosis of acute congestive heart 
failure within the last six months to an acute care 
facility. The researcher reviewed each patient’s 
documented cognitive status to ensure that he/she 
was capable to complete an in depth interview.

Institutional Review Board approval to conduct 
the study was obtained from both the University 
of Mary and from the acute care facility where the 
study was conducted. 

A total of seven patients were interviewed. Six 
of the interviewees were female and one was male. 
The patients ranged in age from 62 to 87 years 
old. Four of the seven patients had a significant 
other or a family member present during their 
interviews. The interviews were scheduled at the 
convenience for the patients; some were conducted 
in homes and some were correlated with clinic 
appointments. All interviews were recorded and 
transcribed. Analysis to determine categories and 
themes with associated codes was completed and a 
final assertion was identified.

 
Findings

Analysis and interpretation of the transcribed 
data resulted in three major categories that were 
identified as: A Deficit in Continuity of Care; 
Resilience in the Face of a Chronic Debilitating 
Illness; and Heart Failure Knowledge and the Role 
of Education in Self-Care. The data are presented 
in Figure 1 (right)

Category: A Deficit in Continuity of Care
All of the patients’ interviews indicated that 

their healthcare management was fragmented. 
The patients expressed their frustrations with 
communication within the healthcare team, as 
well as the lack of continuity of care in regard 
to equipment and medication management. A 
number of patients expressed that they often 
sought care only in emergency situations. One 
patient stated, “When he discharged me, he 
had taken me off a lot of my pills. He took away 
my blood pressure pills and everything. I felt my 

primary doctor should have been in charge of my 
medication before I came in and also when I go 
home” (personal communication, February 26, 
2016). 

Category: Resilience in the Face of a Chronic 
Debilitating Illness

The majority of patients interviewed voiced 
their courage and tenacity as they cope with the 
challenges accompanied with living with a chronic 
illness. Many of the patients interviewed expressed 
their fierce drive to live despite the struggles they 
face living with a chronic debilitating illness. A 
patient expressed, “I’m not homebound. I mean I 
should be…but I can’t do that. I’m not that old…I 
like to go out. I like to see there’s a world out there 
besides my little jail” (personal communication, 
February 26, 2016).

Category: Heart Failure Knowledge and the 
Role of Education in Self-Care

All the patients interviewed expressed their 
knowledge of their education of heart failure 
care management that included heart failure 
explanation, medication management, diet, 
exercise, and other life style modifications. The 
patients expressed their occasional lapses in follow 
through of their regimens and/or poor results that 
were experienced even with diligent adherence to 
their healthcare treatment plans.

Implications for Nursing
Readmissions to acute care facilities are costly 

for patients and affect reimbursement returns 
for acute care facilities. This study revealed that 
even with extensive heart failure education, some 
patients did not recognize this instruction as 
formal education. When asked what type of heart 
failure education that this patient received, the 
response was “nothing that I know of, I wasn’t 
taught to do anything” (personal communication, 
February 26, 2016). However, upon further 
discussion, this patient was able to verbalize many 
of the topics that were reviewed during heart 
failure education. Nurses and the entire healthcare 
team need to ensure constant reinforcement of 
patient education throughout the entire patients’ 
hospitalizations. Home health service interventions 
were often implemented at some point for the 
patients who were interviewed. Home health 
referrals would be recommended post discharge 
of an acute heart failure admission for medication 
management and education reinforcement. The 
patients often did not qualify for home health 
services as they refused to maintain a homebound 
status, even though it was very difficult for them 
to leave their homes. This difficulty to leave their 
homes should be recommended as a future qualifier 
to receive home health services. 

As a result of this research study, a palliative 
care consult for all patients who are diagnosed with 
congestive heart failure is recommended. Heart 
failure is a chronic progressive disease that needs 
continuous adjustments to treatment ensuring 
that patients’ wishes are kept in the forefront of 
all treatment modifications. This consult would 
allow all patients to initiate the process for 
advanced care planning. This planning would 
allow the patient to make tentative plans for their 
future treatment and care. Patients want to know 
information about what to expect so that they 
can prepare themselves and loved ones for future 
changes. This study identified that hospice services 
were not described or explained appropriately 
to the patients or their families by healthcare 
providers. Hospice services need to be portrayed 
in a manner that does not depict imminent death. 
A patient expressed, “Hospice. When I heard that 
I thought, you’re bringing hospice into my room, 
into my house…forget it… I can walk and I can 
function and be damned if I’m going to lay here and 
wait to die” (personal communication, February 26, 
2016). There are heart failure risk scores available 
as well as mortality prediction scores that should 
be implemented to aid in appropriate hospice care 
referrals. 

Continuity and transition of care from one 
provider to another was identified as a major 
barrier and a cause of many readmissions 
within this study. Hand-off from one provider 
to the next, from specialist to primary care is 
often lost in the shuffle. Many patients voiced 
concerns about having too many providers, no 

Heart Disease Readmission
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communication between the providers, or poor 
communication between the providers to the 
patients. This is a major barrier and can cause 
many gaps within transition of such complex 
patients. A key recommendation would be to 
implement improvement measures to increase 
the communication between providers and other 
healthcare professionals especially during the 
transition of care.

This study found that these patients who have 
heart failure primarily sought care in emergency 
situations. One recommendation from this study 
is that all heart failure patients have an action 
plan. This plan would include their daily lifestyle 
modifications that they were instructed to make, 
as well as actions that should be taken if certain 
symptoms develop.

Summary
Heart failure is a progressive, chronic disease 

and the needs of this population can’t be ignored. 
Assessing these perceptions of patients who have 
acute congestive heart failure may assist healthcare 
providers to decrease future readmissions of 
this patient population. Although there were no 
absence of areas of education identified by the 
patients interviewed, the importance of providing 
comprehensive, patient focused, and meaningful 
education needs to be emphasized. Communication 
among healthcare providers should be improved 
as this may lead to better continuity of care and 
ultimately decreased acute care readmissions of 
this patient population. Complications that lead 
to readmissions to acute care facilities cause 
complications, poor health outcomes, decreased 
patient well-being, and increased costs for these 
patients. This patient population needs to receive 
appropriate education, resources to enhance 
their self-empowerment for home care that can 
ultimately lead to an increased quality of life. 
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Heart Disease Readmission

Codes: 
-“When he discharged me, he had 
taken me off a lot of my pills. He 
took away my blood pressure pills 
and everything. I felt my primary 
doctor should have been in charge of 
my medication before I came in and 
also when I go home”

-“But when I was young your doctor 
did your surgery, your doctor took 
care of every ache and pain you had. 
You didn’t have to go here and there 
and back and forth like…you know, 
it’s just too much for me to be moved 
all the time.”

-“The problem with this one doctor, 
they kept giving him to me. Each 
time I would come in they would 
assign him to me. And it was 
really hard to get him to listen or 
understand my issues I was having 
at home.”

-“We couldn’t get this doctor to 
understand that I wasn’t breathing 
well…he said I don’t think you need 
oxygen”

-“I guess in the visits prior they 
adjusted her medication…maybe 
taking her off the Plavix sooner” 

-“The hospitalist changed all of my 
medications”

-“She said, “I can’t do anything for 
you. I don’t know a thing about you”

-“My doctor…he wants to know if I 
quit smoking. I told him five years 
ago I quit smoking. You know, I 
mean, don’t you know who I am?”

-“Do not tell them-“Oh relax, take 
a deep breath,” because you are 
telling that person to do something 
they absolutely can’t do at that 
point”

-“I have to get really bad before I’ll 
come in for anything”

-“I was filled with fluids…I had 
about 40 pounds”

-“I wasn’t getting any air no matter 
what I tried”

-“It’s all of a sudden I just can’t 
breathe and I just can’t breathe”

Codes: 
-“My health is a little bit scary 

to me and I want it taken 
care of the best we can do, 
you know? To keep me going”

-“I’m not homebound. I mean 
I should be…but I can’t do 
that. I’m not that old…I like 
to go out. I like to see there’s 
a world out there besides my 
little jail”

-“I don’t know of anything else 
I can be doing. But if there 
was a way to do it, I would do 
it.”

-“They talked about getting 
home care for death… 
hospice…they had me crying 
and upset so bad that I 
thought I was going to pass 
away any minute, you know”

-“Hospice. When I heard that 
I thought, you’re bringing 
hospice into my room, into 
my house…forget it… I can 
walk and I can function and 
be damned if I’m going to lay 
here and wait to die”

-“I have a nurse coming in and 
helping fill the pills but I 
know my pills”

-“So I’ve got it (medication 
schedule) synchronized 
pretty well now…and I’ve 
been out ever since, so I’m 
hoping to stay out. You know, 
because I don’t want to go 
back in.”

 -“So…maybe I’ll die in a year 
or two, I don’t know. But I’ve 
been on it (medication) five 
years now so…”

Codes: 
-“I don’t use salt…and, you 

know, eat healthy…a lot of 
fresh vegetables, not canned”

-“My home nurse…she calls 
me almost every day”

-“I’ve got walkers. I’ve got 
shower seats. I’ve got a 
walk-in shower so I don’t 
fall over the tub. I’ve got a 
commode. I’ve got all these 
little machines around me for 
breathing”

-“She has been having me 
weigh in all the time”

-“I haven’t used salt for years. 
I’ve never salted anything”

-“I had shortness of breath, 
very shortness of breath. And 
I was very miserable.”

-“After I was in the hospital … 
that’s when they suggested 
home health”

-“Physical Therapy came out 
for a while and I had some 
good educational exercises”

-“That congestive heart failure 
diastolic dysfunction means 
that the heart doesn’t open 
enough to let enough blood 
in”

-“I try to exercise…I try to use 
an incentive spirometer…
wear my TED hose”

-“I never read it (discharged 
paperwork)…I was so sick 
and so full of fluids. I wasn’t 
going to even read that junk. 
I probably got it in my bag 
some place but you get sick of 
it after a while.”

Category:
A Deficit in Continuity of Care

Category: 
Resilience in the Face of a 
Chronic Debilitating Illness

Category: 
Heart Failure Knowledge 
and the Role of Education in 
Self-Care.

Theme: 
All of the patients interviewed 
stated that they usually saw 
healthcare providers on a 
fragmented basis, often in 
emergency situations.

Theme: 
The majority of patients 
interviewed exhibited a 
spirit of survivorship and 
determination.

Theme: 
All the patients interviewed 
expressed their knowledge 
of specific educational 
components for accurate 
heart failure home 
management; however, 
they voiced that there was 
often a poor response to 
their management efforts 
and/or follow through of 
some of these educational 
components

Assertion: 
All patients who were interviewed displayed strength in character and perseverance for life despite 
facing multiple challenges of living with heart failure. Most patients verbalized proper self-care 
management measures they received as part of their heart failure education. Readmissions were 
experienced by all patients as a result of lack of adherence to their heart failure self-care regimen, 
poor responsiveness of their bodies to heart failure management measures, and/or poor healthcare 
provider continuity.

Figure 1 • Codes, Categories, Themes, and Final Assertion

Sioux Falls VA Health Care System

Working with and for America’s Veterans is a privilege and 
we pride ourselves on the quality of care we provide.  In 
return for your commitment to quality health care for our 
nation’s Veterans, the VA offers an incomparable benefits 
package.  

The Sioux Falls VAHCS is currently recruiting for night RN 
and LPN healthcare positions in the following clinical 
areas. 8 hour, 12 hour and intermittent shifts available, 
depending on location.

• Inpatient (med/surg, mental health)
•  Long-term Care
•  Emergency Department
•  Outpatient Clinics

Applicants can apply online at www.USAJOBS.gov 
or email a resume to: VHASUXCareers@va.gov

They all come together at the 
Sioux Falls VA Health Care System.
To be a part of our proud tradition, contact:

Human Resources Mgmt. Service
2501 W. 22nd Street

Sioux Falls, SD 57105
(605) 333-6852

www.siouxfalls.va.gov

ELBOWOODS MEMORIAL  
HEALTH CENTER
NURSING DEPARTMENT

Contact EMHC Recruiter
701-627-4750 or visit www.elbowoodshealth.com

MANDAN, HIDATSA, 
& ARIKARA NATION

RNs & LPNs
 • Excellent Benefits

° 401K
° Health, Dental & Vision Insurance

• Loan Repayment Program

http://www.minotstateu.edu/hr
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Clinically Indicated Replacement vs. Routine
Replacement of Peripheral Venous Catheters

Sophie Black, Danielle Engelhardt, Madison Kirsch, 
Jessica Nehl, Kaycie Stewart, Rachel Ward

University of Mary BSN Students
 

Clinical Question: 
In patients with peripherally inserted venous 

catheters, what is the effect of clinically indicated 
intravenous removal when compared with routine 
intravenous removal on cost effectiveness, patient 
satisfaction, and infection rates?

 
Articles:
Brown, D., & Rowland, K. (2013). Optimal timing for 

peripheral IV placement? Family Physician Inquiry 
Network, 62(4), 200-202. Retrieved from https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC3630081/pdf/JFP-
62-200.pdf

Rickard, C.M., Webster, J., & Wallis, M.C. (2012). Clinically 
indicated and routine replacement of peripheral IV 
catheters did not differ for phlebitis. American College 
of Physicians Journal Club, 158(2). Retrieved from 
https://www.medicine.wisc.edu/sites/default/files/
replacement_of_peripheral_IV_catheters_Maki.pdf

Rickard, C.M., Webster, J., Wallis, M.C., Marsh, 
N., McGrail, M.R.,…French, V. (2012). Routine 
versus clinically indicated replacement of 
peripheral intravenous catheters: A randomized 
controlled equivalence trial. The Lancet, 
380, 1066-1074. Retrieved from http://www.
emergencyultrasoundteaching.com/assets/articles/
vascaccess_2012_Rickard_Lancet.pdf

Webster, J., Osborne, S., Rickard, C. M., & New, K. (2015). 
Clinically-indicated replacement versus routine 
replacement of peripheral venous catheters. Cochrane 
Library, 1-43. http://dx.doi.org/10.1002/14651858.
CD007798.pub4.

Webster, J., Osborne, S., Hall, J., & Rickard, C. (2009). 
Clinically indicated replacement versus routine 
replacement of peripheral venous catheters (Protocol). 
The Cochrane Collaboration, 1-4. Retrieved from 
http://www98.griffith.edu.au/dspace/bitstream/
handle/10072/32191/62829_1.pdf;sequence=1

 
Synthesis of Evidence:

The use of intravenous (IV) therapy is the most 
common invasive therapy for hospital patients. 
Regulations currently exist to establish routine 
replacement of the peripheral venous catheters every 
72-96 hours. Recent evidence based practice has 
proposed that routine IV replacement is no longer 
best practice and should be reevaluated. The US 
Centers of Disease Control has set a recommendation 
for intravenous catheter reinsertion at no more 
frequently than 72-96 hours routinely (Brown & 
Rowland, 2013). This current protocol was introduced 
in order to reduce the occurrence of phlebitis and 
infection in patients with peripheral intravenous 
catheters. The routine replacement increases the 
cost of health care, requires patients to experience 
repeated invasive procedures which reduces comfort, 
increases staff work responsibilities, and possibly 
may not even reduce infection rates.

In a systematic review, a total of five trials were 
performed to research the incidence rates of catheter 
related bloodstream infections and phlebitis between 

routine and clinically indicated replacement. A 
total 4,806 patients were involved in the study 
(Webster, Osborne, Rickard, & New, 2015). The 
outcome of this study indicated that patients are not 
adversely affected if IV catheters are replaced based 
on clinical indication. The study’s participants 
showed evidence that there was no difference in the 
occurrence of phlebitis regardless of whether the IV 
was changed routinely or when clinically indicated 
(Webster, et al., 2015). One of the trials assessed the 
all-cause bloodstream infection rate; it was found 
there was no difference in the all-cause bloodstream 
infections between the two groups. The clinically 
indicated group had 4/1593 (0.02%) show signs of 
infection and the routinely changed IVs had 9/1690 
(0.05%) (Webster, et al., 2015). The occurrence of 
infiltration was also assessed.

Four trials with 4,606 participants were 
included in this assessment. The infiltration rate 
of 19.3% was lower in the group that had routine 
catheter changes opposed to the clinically indicated 
group that had 22.9% infiltration. There was no 
significant difference between the two groups in 
regards to catheter occlusion/blockage; the clinically 
indicated group showed 16.6% and the routine 
replacement had an incidence of 15.40% (Webster, 
et al., 2015). Lastly, within the four trials that 
were measuring for local infection, there was no 
difference between the groups noted. The clinically 
indicated group had an incidence of 0.09% and the 
routine replacement had 0.0%. 

 

Bottom Line:
High quality outcomes include reduced cost for 

the facility and patients by minimizing the use of 
resources, increased patient satisfaction by reducing 
the occurrence of invasive procedures and increased 
quality of care by healthcare professionals regaining 
the time spent during the replacement procedure. 
When properly instituted, replacing IVs when 
clinically indicated will prove cost effective for many 
medical facilities. Preventing phlebitis by decreasing 
the possibility for infection by only changing a 
peripheral venous catheter when clinically indicated 
shows only slight indication that it will reduce costs 
of treating infection, increasing patient satisfaction 
by increasing their comfort levels, and improving the 
quality of care.

 
Nursing Implications:

As current research has introduced, routinely 
changing IVs may not be considered today’s best 
practice. Implementing clinically indicated IV 
replacements can assist in decreasing hospital costs, 
and increasing patient satisfaction. During a patient’s 
stay, the health care team works with patients to 
increase their comfort level, and ultimately increase 
patient satisfaction. When properly instituted, 
replacing IVs when clinically indicated will prove 
cost effective for many medical facilities. If hospitals 
can limit the number of invasive procedures during a 
patient’s stay, it may increase patient satisfaction and 
cut costs for the hospital as well.

YOUR   SOURCE 
FOR   JOBS   IN 

NORTH DAKOTA
(OR  ANYWHERE)

http://nursingald.com
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The Intervention of Bed Alarms with Fall Risk Patients
Maycie Morgan, Victoria Degenstein,  

Kaylee Moser, Kilee Radzwill, Paige Weisenberger
University of Mary BSN Students

Introduction
The Joint Commission’s Implementation Guide 

for the National Quality Forum Endorsed Nursing-
Sensitive Care Performance Measures states: 
“falls are an unplanned descent to the floor (or 
extension of the floor, e.g., trash can or other 
equipment) with or without injury to the patient” 
(Pearson & Coburn, 2011, p.1). Falls are a serious 
problem in healthcare; nurses want to treat their 
patients to get better, but falls often cause extra 
illnesses and prolonged hospital stays. Bed alarms 
are used in a variety of institutions as a fall 
prevention technique for fall-risk patients. 

PICOT Question
In fall risk patients what is the effect of bed 

alarms when compared with patients not using 
bed alarms on fall incidents?

Review of Sources
Preventing falls along with quality 

improvement is a necessary step in all healthcare 
fields. The use of bed alarms is a conflicting 
situation in every nurse’s career. The literature 
supports effectiveness of the bed-exit alarm 
while others shed light on inconsistency of 
them within institutions such as hospitals and 
nursing homes. All sources reviewed, revealed 
that the trick to fall-prevention is using multiple 
components in the healthcare process. Some 
examples of multidisciplinary fall prevention are 
patient and family education, alert signs placed 
on doors, risk assessments, bed-exit alarms, 
hourly rounds, bed side rails, call buttons within 
reach, use of sitters, low beds, nonskid footwear, 
post-fall evaluations, etc. (Hempel et al., 2013). 
Most of the studies achieved positive results, but 
those with a high adherence level showed the 
greatest efficacy. Some measures seemed effective 
and others ineffective due to the provided data; 
however, forming a fall prevention program 
only improved the health care for patients. “Fall 

prevention interventions are only as good as 
their implementation and adherence strategies, 
and sufficient data to communicate the nature 
of the comparator and its intensity are crucial to 
understanding study effects” (Hempel et al., 2013, 
p. 493). Also, the nurses needed to make hourly 
rounds regardless of the presence of alarms, 
so some nurses did not recognize the purpose 
(Hubbartt et al., 2011). It was recognized that 
all feedback needed to be confirmed with formal 
research. While implementing interventions, 
nurses’ experiences and opinions need to be 
taken into consideration in order to ensure 
effective use. Adhering to facility implementation 
is key to a successful fall-prevention by using 
multicomponent measures that are fitting to the 
specific environment.

Implications
Fall occurrences need to be immediately 

addressed and analyzed. With the evidence 
provided, there is no sign of a significant 
improvement or worsening in the number of falls 
with interventions such as bed alarms, bed rails, 
and lowering the bed. There was, however, evidence 
that proved programs with multiple interventions 
work very well. Although there is not an increase or 
decrease in the incidence of falls, there still should 
be a fall prevention policy. It is our recommendation 
that each facility have in place a policy and 
interventions to prevent falls. The policy should be 
decided within the facility and the unit as to what 
interventions should be used. Depending on the 
patient, the nurse should determine whether or not 
they think a bed alarm or any other intervention 
would be appropriate. Nurses should be educated 
on potential fall prevention interventions, and 
policies should be created to determine when it 
is best to implement the interventions. In the 
future, when more thorough studies are done, this 
recommendation may change.

Bottom Line
In conclusion, the evidence based articles found 

that bed alarms did not decrease or increase 
falls in the healthcare setting. The information 

gathered did infer that fall prevention is an 
important aspect of health care. Although these 
studies could not point to a conclusion on bed 
alarms, it was very clear on how these studies 
were collected and examined. Overall bed alarms 
can be used according to the preference of the 
health care facility. As these studies further 
examine the effectiveness of fall prevention 
programs, the health care professionals should 
be reminded of the basics in patient safety 
and encouraged to take part in their local fall 
prevention program.
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Faith Community Nursing continued from pg 7

with completing a project during the semester 
which can include activities such as developing 
policies, preparing newsletter articles, drafting 
patient education materials, assisting with health 
fairs, teaching a group education session or more. 
Spending time with a faith community nurse is 
important because this is one of the few settings 
where these students can witness the delivery of 
genuine spiritual care and gain an appreciation 
for the value of spiritual care for all patients in all 
settings regardless of the faith tradition. 

In school, nurses learn about both the 
art and science of the nursing profession. 
However, in traditional care settings, 
nurses predominantly focus on the technical 
competency associated with the science of the 
profession. As nurses mature, many hunger 
to find positions that will allow them to care 
deeply for their patients in a position that 
allows them to offer service as an expression 
of their faith. The role of faith community 
nurse is one that allows them to immerse 
themselves in nursing as a vocation or 
calling. Granger Westberg’s vision for Faith 
Community Nursing perceived the church and 
the profession of nursing as belonging together. 
Within the curriculum of the Foundations of 
Faith Community Nursing course (2014), we see 
repeatedly where healthcare and the church 
joined hands in ministry, acknowledging 
that true shalom can only exist when body, 
mind, and spirit are in harmony. A personal 
transformation takes place within a registered 
nurse who becomes a FCN—their philosophy 
shifts from a focus on cure to one focused on 
healing and restoration. Curing is an act that 
targets illness while healing is a process that 
embraces the whole person to foster wellness—
healing may occur even without a cure. It’s 
no wonder that so many who become Faith 
community nurses, whether paid or unpaid, say, 
“It’s the best nursing role I ever had!”

Registered nurses who aspire to become 
a faith community nurse must have a 
minimum of 2 years’ experience, must have 
a current license in the state where the faith 
community is located, and have completed a 
faith community nurse foundations course for 
the specialty practice as recognized by the 
American Nurses Association. The Foundations 
of Faith Community Nursing classes provide 
training specifically designed to help interested 
nurses understand the focus and tasks of the 
health ministry.

The Foundations of Faith Community 
Nursing classes are offered by Sanford 
Health in Fargo ND and Concordia College 
in Moorhead MN. Distance is not a barrier for 
nurses from rural settings who want to train 
to become a faith community nurse as Sanford 
uses a combination of a weekend retreat with 
online delivery that spans ten weeks each 
fall. To learn more about the Sanford course, 
contact Lois.Ustanko@sanfordhealth.org. For 
information about the Concordia course, contact 
Jean Bokinskie at bokinski@cord.edu
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RN/LPNs
Find out why we’ve been voted the 
Best Retirement Community in the 

Red River Valley 7 years in a row!

Bethany Retirement Living is now hiring for a 
variety of part-time and full-time nurse positions. 
Health, dental, and flexible benefits, paid time off, 

employer-paid life insurance, and 401k participation 
are available. All positions have a rotating weekend 

and holiday requirement. Must be ND LPN  
or RN licensed to qualify.

For consideration,  
apply to:

Lauren Sandeen
lsandeen@bethanynd.org

(701) 239-3238

Facing Disciplinary Action?
Don’t make the mistake of representing yourself

in front of the Board of Nursing.

Experience successfully defending licensed healthcare 
professionals before state licensing boards.

No fee for initial consultation.

Patrick R. Burns
(612) 877-6400

www.burns-law.mn
Licensed in MN, ND and SD
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2018 National Sample Survey of
Registered Nurses

HELP!
Nurses play a critical role in the lives of patients across the country. That 

is why the U.S. Department of Health and Human Services is dedicated to 
providing you, policy makers, and researchers with the most comprehensive 
data on U.S. registered nurses and nurse practitioners. To accomplish this, 
we need your help.

Please support and encourage participation in the 2018 National 
Sample Survey of Registered Nurses (NSSRN). This vital national 
survey is the primary source of data on the nursing workforce, the largest 
group of healthcare providers.

The Purpose of the Study
The NSSRN will gather up-to-date information about the status of 

registered nurses in the U.S. These data will be used to describe the 
registered nurse population at both the national and state level, so 
policymakers can ensure an adequate supply of registered nurses locally 
and nationally.

Data Collection
The NSSRN will be sent to over 100,000 registered nurses in March of 

2018. Nurses will be able to fill out the survey electronically or through a 
paper questionnaire. It is imperative that nurses participate and send back 
as soon as possible.

The Survey Contractor
HRSA has contracted with the U.S. Census Bureau, the leading 

statistical federal agency in the United States. Census has assembled a 
team of expert survey methodologists responsible for gathering the lists 
of licensed RNs, constructing the national sample, and administering the 
survey by mail, and on the internet.

Did you Know?
Did you know…employment settings change as nurses age? The vast 

majority of registered nurses under 30 years old work in hospitals, but 
over 50 percent of registered nurses 55 years or older work in non-hospital 
employment settings. Information like this from the NSSRN survey helps 
policymakers and healthcare leaders plan for future staffing needs.

The Survey Results
We plan to release the public use file from the 2018 study by January 

2019. A report from the 2008 study is available at http://bhw.hrsa.gov/
healthworkforce.

Endorsements
The following nursing organizations have endorsed this survey. The 

National Council of State Board of Nursing and individual state boards of 
nursing have generously provided mailing lists for the survey.

American Academy of Ambulatory Care Nursing
American Association of Colleges of Nursing
American Association of Nurse Anesthetists
American Nurses Association
American Organization of Nurse Executives
National Association of Hispanic Nurses
National Black Nurses Association, Inc.
National Council of State Boards of Nursing
National League for Nursing
National Organization of Nurse Practitioner
Faculties

Hiring RNs & LPNs
$8,000 SIGN ON  

BONUS POSSIBLE
We hire new graduates and  
offer tuition reimbursement

For more information, 

call 701-845-8222 or visit our website at 

www.sheyennecarecenter.com. 

Applications can also be picked up at 

979 Central Ave N, Valley City ND 58072 

and faxed back to 701-845-8249.

Visit our new Facebook page @ www.facebook.com/sheyennecarecenter

Sign on bonus available for RNs
Come join our professional, caring team!

Unity Medical Center, located in Grafton is now recruiting for

RNs and LPNs
Please contact Jenny, CNO, or Rachel, HR, at 701-352-1620 for 

additional information.

You may apply online at www.unitymedcenter.com
Equal Opportunity Employer
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ANA’s Case for Evidence-Based Nursing Staffing
Essential for cost-effective, high-quality hospital-based care and patient safety

Registered nurse (RN) staffing makes a critical 
difference for patients and the quality of their 
care. ANA champions the role of direct-care 
nurses and nurse managers in working with their 
hospital leadership to define the best skill mix for 
each hospital unit, recognizing the role of nurses 
in managing each patient’s treatment plan and 
continuously assessing each patient’s health status. 
Our work demonstrates that patients, nurses, and 
health care systems thrive with appropriate and 
flexible nurse staffing. For hospitals to succeed, 
tools and processes must support evidence-based 
staffing decisions driven by nurses who understand 
the dynamic nature of patient care. 

ANA bases its advocacy on research. ANA 
commissioned a comprehensive evaluation of 
nurse staffing practices as they influence patient 
outcomes and health care costs. A white paper, 
authored by consulting firm Avalere, evaluated a 
review of published literature, government reports, 
and other publicly available sources, along with 
information gathered from a series of panels of 
nurse researchers, health care thought leaders, and 
hospital managers.

To read ANA’s first staffing white paper Optimal 
Nurse Staffing to Improve Quality of Care and 
Patient Outcomes, visit info.nursingworld.org/
staffingwp.

Key Findings
Best practices consider many variables when 

determining the appropriate care team on each 
hospital unit: 

• Patients: Ongoing assessment of patients’ 
conditions, their ability to communicate, their 
emotional or mental states, family dynamics, 
and the amount of patient turnover (admission 
and discharges) on the unit 

• Care teams: Each nurse’s experience, 
education, and training; technological support 
and requirements; and the skill mix of 
other care team members, including nurse 
aides, social workers, and transport and 
environmental specialists 

 
Nurse staffing models affect patient care, which 

also drives health care costs. Safe staffing affects a 
range of hospital-based care issues, including: 

• Medical and medication errors
• Length of stay

• Patient mortality
• Readmissions
• Preventable adverse events, including falls, 

pressure ulcers, health care-associated 
infections, and other complications

• Nurse injury, fatigue, and low retention 

Findings point to the importance and cost-
effectiveness of nurse staffing decisions that are 
based on evidence rather than traditional formulas 
and grids. To foster innovation and transparency 
in staffing models, it is essential to capture and 
disseminate outcomes-based best practices. 

Staffing and Cost Containment
Nurse salaries and benefits are among the 

largest components of a hospital’s expenses and 
thus are an easy target when balancing budgets. 
However, decisions to cut labor costs are sometimes 
shortsighted when the long-term impacts on cost 
and patient care quality are not considered. 

Other variables to consider in addressing 
hospital-based care costs include:

• High-tech devices and procedures
• Prescribed drugs and other medicine 
• Clinician and system practice insurance
• Facility construction, renovation, and 

maintenance
• Information technology investments and 

upgrades

Well-managed hospitals/health systems 
continuously balance competing needs to keep 
organizations fiscally sound. 

Legislated nurse-patient ratios versus flexible, 
nurse-driven staffing 

Some organizations advocate for legislated 
nurse-patient ratios, believing that strict ratios will 
ensure patient safety. Based on our experience with 
unintended consequences, ANA does not support 
numeric, fixed ratios. In many cases, to meet these 
ratios, hospital administrators have eliminated 
other care team positions and then shifted noncore 
patient care work to nurses. This leaves nurses 
overextended and distracted from their core 
responsibilities of continuously monitoring patient 
status and implementing clinical treatment plans.

 
Conclusion

ANA supports direct-care nurses and nurse 
managers in working with hospital clinical and 
management teams to address pressures to control 
costs while providing high-quality care in a safe 
environment. Outcomes-based staffing models 
require partnerships between nurses and hospital/
health system leadership, including those in finance, 
operations, and clinical areas. Together, we can find 
pragmatic solutions to complex and pressing issues. 

info.nursingworld.org/staffingwp

Flexible 12 hour shifts, days and nights, includes weekends and holidays. 
Competitive wage and benefit package. New graduates welcome! This is 
a great opportunity for experience in all areas of nursing.

For an application and more information contact Carly Sanders at
701-452-2326, or email carlyj@wishekhospital.com or visit 
www.wishekhospital.com.  Submit application to 
Wishek Hospital, PO Box 647, Wishek ND 58495.

This institution is an equal opportunity provider
and employer.

Full-time Registered Nurse at Wishek HospitalHelp Wanted:

The North Dakota Department of Health has employment 
opportunities for REGISTERED NURSES, DIETITIANS 

AND QUALIFIED INTELLECTUAL DISABILITIES 
PROFESSIONALS (QIDP) as a Health Facilities Surveyor.

How would you like every weekend to be a three-day 
weekend plus have ten paid holidays each year?

Join our team of dedicated nurses and dieticians and you 
will travel across our great state to assure compliance with 
state and federal standards.

Overnight travel required and you will be reimbursed for 
your food & lodging expenses.

Here’s a chance to make a difference in a unique way using 
your education and experience.

As a state employee, you will enjoy our excellent benefits 
package and a four-day work week.

Immediate Openings Available
The position will remain open until filled.

Competitive Salary

Please contact:
Bruce Pritschet, Division of Health Facilities

600 E. Boulevard Ave Dept 301
Bismarck, ND 58505-0200 | 701.328.2352

Website: https://www.cnd.nd.gov/psc/recruit/EMPLOYEE/
HRMS/c/HRS_HRAM.HRS_APP_SCHJOB.GBL?

An Equal Opportunity Employer

That research paper isn’t going to write itself.

Visit www.nursingALD.com
to gain access to 1200+ issues of official state nurses 

publications, all to make your research easier!

http://mnstate.edu/snhl
mailto:swansoal%40mnstate.edu?subject=
mailto:wrighttr%40mnstate.edu?subject=
mailto:brandi.sillerud%40mnstate.edu?subject=


Become a member today!
Visit NDNA.org to join.

Everyone Deserves A Job They Love!!
Let Us Help Today, Call 406.228.9541

 Prairie Travelers is recruiting Traveling 
 Healthcare Staff in Montana 
 North & South Dakota

• Registered Nurses (Hospital, ER, ICU, OB and LTC)
• Licensed Practical Nurses
• Certified Medication Aides
• Certified Nurse Aides
• Full-Time and Part-Time

APPLY TODAY 406.228.9541
Prairie Travelers Recruitment Department

130 3rd Street South, Suite 2 • Glasgow, MT 59230
For an application or more information, visit

www.prairietravelers.com

Prairie Traveler’s Commitment
to our Staff

• Excellent Wages • Health Care Benefits
• Travel Reimbursement • Annual Bonus
• Paid Lodging • Zero Assignment
• Flexible Work Schedules  Cancellations
• 24/7 Staff Support • Varied Work Settings

Sitting Bull College – NOW HIRINGSitting Bull College – NOW HIRING

Please submit: Cover letter, resume, official transcripts, 3 current reference letters 
signed and dated (1 from immediate supervisor), certificate of Indian blood (if 

applicable), copy of Social Security Card & Valid driver’s license & SBC Background 
check to: Personnel Office Sitting Bull College 9299 HWY 24 Fort Yates, ND 58538

(701) 854-8004 w http://online.sittingbull.edu/ICS/Jobs/
New hires are subject to Federal, State, Tribal background checks and pre-employment drug/alcohol testing. 
AA • EEO • M • F • B Employer Any applicant not having the above documents enclosed will not be considered.

w Director, Division of Nursing
w Clinical Nursing Instructor (Part-time)
w Clinical Nursing Laboratory Technician (Part-time)

http://ndsu.edu/nursing
http://www.ndhealth.gov/ndquits
http://chistalexiushealth.org
http://trinityhealth.org/nursing

