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Homelessness is unfortunately a growing national
problem with anywhere from 700,000 to 2 million
people according to estimates of the National Law
Center on Homelessness and Poverty and Washoe
County is not immune from this national issue. For
more than a few decades, Washoe County has been
searching for ways to combat and resolve issues of
homelessness through the use of local resources. A
count on January 31, 2007 was conducted determining the number of
homeless individuals in Reno. Data collected revealed that there were 98
homeless individuals living outdoors, 923 individuals staying in emergency,
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In keeping with the theme of this issue
featuring Nevada’s Men in Nursing, please
meet a Nevada Family Nurse Practitioner,
Paul Kapsar, RN, MSN, APN. Paul is the
owner and manager of Silver Arc APN in Las
Vegas and functions as the primary clinician
for the clinic as well as the receptionist and
manager. To allow the public to understand
Paul Kapsar
Paul’s practice and philosophy and help the
reader to understand Nurse practitioners, Paul developed a web site
for his practice—silverarcapn.com—which presents a comprehensive
overview of the practice as well as Paul’s qualifications, previous
health care experience, and philosophy of care. Consistent with Paul’s
philosophy of involving the client, the website provides an immediate
opportunity for clients to start participation in their own health care
by downloading forms to include health history, request for previous
health records, privacy policy acknowledgement, and consent for
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President’s Address
By Janice Muhammad, RN, CNM, MS
It is with heartfelt gratitude and
honor that I write my first address
to the NNA. Thank you to the many
colleagues and friends for support and
encouragement in my new role. The
mission of NNA is to “...advocate for
the profession of nursing, representing
the collective voices of registered
nurses.” My aspiration is to continue to champion
the mission with inspiration, passion and integrity.
Fortunately, the forerunners in several of the leadership
posts have laid the path, by years of service, awesome
hard work, and great accomplishments.
I have tremendous respect for our former
President Tracy L. Singh. Her leadership in the
progression of the association was dauntless.
The challenge has presented itself, the realization
set-in, the baton taken up, and so this work must
continue in the same spirit of determination. This
administration will carry on to promote nursing
excellence, safety, quality, education, community
service, legislative action, and the cultivation of new
leadership.
Nursing has prepared, or is preparing each of
us for leadership whether we realize it or not. This
is even more apparent while reflecting on how
getting another job and new ‘hat’ so to speak, came
about. No, I didn’t wake up one day and say, “I’d
like to be the next President of the NNA!” I’m not
that ambitious, nor relish being in the spotlight. As
a kid growing up in the sixties, I still remember the
charge of the young President Kennedy quoting the
Lebanese poet Khalil Gibran “...ask not what your
country can do for you, but what you can do for
your country.” Still somewhat of an idealist, I see this
principle as relevant today, and more than ever for
professional nursing. We are in the service to others
business, no doubt. Do you remember the first time
you where made the Charge Nurse for the entire
shift? Was it really the thing you really were dying to
do? For most of us, we were glad it was someone
else’s responsibility. However, wise nursing leaders
were readily looking for qualities in someone to share
the weighty work of “Charge” and rotated nurses in
(Continued on page 6)
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Are you interested in submitting an article for
publication in RNFormation? Please send it in a
Word document to us at nvnursesassn@mvqn.net.
Articles should generally be 250 to 1500 words,
although exceptions are made depending on content
Our Editorial Board will review the article and notify
you whether it has been accepted for publication.
Articles for our next edition are due by March 1,
2011.
If you wish to contact the author of an article
published in RNFormation, please email us and we
will be happy to forward your comments.

Save the Date:
Nurses Day at the
Legislature
Monday, March 7, 2011

February, March, April 2011

MISSION

NNA Mission Statement

The Nevada Nurses Association promotes professional nursing practice through continuing education,
community service, nursing leadership, and legislative activities to advocate for improved health and high
quality health care for citizens of Nevada.
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Monday, March 7th is the 2011 Nurses Day at the
Legislature. Activities include a tour of the State
of Nevada Legislative Building, located at 401 S.
Carson Street, guest speakers who will provide
insight into the legislative process and lunch with
the legislators. These events are sure to provide
you with the tools and resources to get to
know your state elected officials and effectively
communicate your point of view on upcoming
legislative issues. Watch for the monthly NNA
‘News You Can Use’ for event updates and
registration information.
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Legislative Update
Teresa Serratt, RN, PhD
Many of us have
taken a big sigh of
relief following the
end of the November
election cycle. The
campaign posters
have disappeared and
the TV political ads
have vanished, leaving
room for all things
heralding the New
Year. For candidates
and voters alike,
the elections took center stage for a good part of
autumn, but now the real work begins—for all of us.
Our newly elected officials represent us. They are
charged with acting and speaking for us...but do they
know us? Do we know them? Do they know how
we feel and think about the issues facing our state,
district, city or town?
Elected officials want to hear from their
constituents. When it comes time for them to vote
on legislation, they need to know what we want them
to do. We have the opportunity to tell them. You can
email, write a letter (fax or send via the United States
Postal Service) or schedule a face-to-face meeting
with them. Whichever method, focus on just one
issue or topic and explain why it is important to you.
Provide some facts and/or personal experiences that
illustrate your point of view. If you are using a written
format, be sure to restrict it to one page. As you
conclude, don’t forget to tell them what action you
would like them to take and thank them for their time
and attention on this matter. Always be persuasive,
courteous and professional. These three qualities
alone will help you stand out from the crowd.
This legislative session is shaping up to be
particularly difficult. The state of the economy,
reapportionment and changes related to health
care reform will be legislative priorities. As nurses,
we act as advocates for our patients, present and
future. It is important to assess the impact these
priorities may have in upcoming proposed legislation
and communicate with the appropriate legislators.
A great source of information can be found at:
http://www.leg.state.nv.us/ This state site has
up-to-date information on the legislative session,
elected officials and bills that will be introduced in
the upcoming session. Before the next legislative
session begins in early February, take some time to
become familiar with this site. You can also find out
about upcoming legislative issues in the newspaper
and local TV news stories. Visit the Nevada Nurses
Association website (http://www.nvnurses.org/) and
follow the links under Legislative and Political Info.
for nursing specific legislative information and calls
to action during the upcoming legislative session.
We have a unique perspective that differs from other
health care providers and we need to share that with
those who have the power to make decisions that
may have a lasting impact on the citizens of the State
of Nevada. Nevada nurses really can make a positive
difference!

If you are interested in watching submitted
bill draft requests that may impact nursing or
patient care across the state, you can find the
information at http://www.leg.state.nv.us/.
As the legislative session begins and
progresses, you can keep up to date on bills
by reading alerts and updates sent out in the
NNA News You Can Use or on our website
www.nvnurses.org.
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Workforce Connections Awards
SNMIC $750,000 Grant
Cylke Named Program Director

HENDERSON, Nev.—
Workforce Connections awarded
the Southern Nevada Medical
Industry Coalition with its Career
Advancement and Retention
in Healthcare & Healthcare
Information Technology grant on
Kat Cylke, DNP, RN Sept. 28. The $750,000 grant,
Program Director which runs from Oct. 1, 2010
through June 30, 2011, will provide
inventive workforce development partnerships that
address the shortage of qualified workers in the key
sectors of healthcare and healthcare IT.
To accomplish the goals of the grant, SNMIC will
implement its Health Care 20/20 program, which
will develop a sustainable healthcare workforce for
Southern Nevada over the next decade. Health Care
20/20 is a comprehensive and system-wide solution
that delivers employers a well-trained workforce of
nurses and allied health professionals by increasing
workforce capacity through on-the-job and
incumbent training programs, providing a reliable
pipeline of workers to fill future entry-level jobs.
SNMIC, using the grant, will pay 50 percent of
the wages for 35 new nurses for their first 90 days
of work creating a “no lose” situation for facilities
hiring these new nurses. Through the grant, SNMIC
will also deploy incumbent training programs to
increase entry-level capacity; train replacement
entry-level workers; build a career center to target
disadvantaged and culturally diverse populations;
and provide job readiness to new graduates of
healthcare Information Technology programs.
“Healthcare facilities want to hire experienced
nurses,” Geinzer said. “Through Healthcare 20/20
we are going to give them what they need while also
helping new nurses get jobs. SNMIC also sees the
long-term benefits of collaborating
with educators, relevant agencies
and employers to match the right
health care professionals with the
right employers at the individual and
community level. Our partnership
with Workforce Connections is an
excellent fit.”
Sue Ullrich,
SNMIC has named Katherine
EdD, MSN, RN
Cylke, DNP, RN, program director; Assistant Program
Director/Case
Sue Ullrich, Ed.D, MSN, RN,
Manager
assistant program director/
case manager; and Gabrielle Floyd administrative
manager for the Health Care 20/20 Program.

Fingerprinting On
Renewal For A Criminal
Background Check
By Dean Estes, Director of Technology
Nevada State Board of Nursing
On October 1, 2010, the Nevada State Board
of Nursing began requiring renewal applicants
identified by the Board to submit fingerprints
for a criminal background check. Completing a
criminal background check is accomplished by
submitting fingerprints either by LiveScan or via
hard cards provided by the Board. The cost for
fingerprinting varies by fingerprint site, but all fees
are the responsibility of the licensee. Once the
fingerprinting is completed and the fee is paid,
the Board forwards the fingerprints to the Nevada
Department of Public Safety and the FBI, who send
the criminal background report back to the Board. It
is critical that you carefully follow all instructions for
submission of fingerprints to prevent unnecessary
delays.
The Board has begun to require fingerprinting on
renewal for those who were initially licensed/certified
by the Board prior to January 1, 2000. Your renewal
reminder postcard will indicate whether or not you
need to get fingerprinted for renewal. In addition, if
you renew online, you will also be notified that you
are required to fingerprint at that time. Please do
not submit your fingerprints for processing unless
you have been directed by Board staff to do so.
This will allow for efficient processing of the large
volume of fingerprint reports received by the Board.
Eventually all renewal applicants will be required to
fingerprint periodically as directed by the Board. For
more information regarding fingerprinting for criminal
background checks, please see the Nevada State
Board of Nursing’s website at www.nursingboard.
state.nv.us.
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NNA State Convention Held in Las Vegas
By Nicki Aaker, Convention Committee Co-Chair
Nevada Nurse’s Association’s 2010 State
Convention titled “Nurse Heroes: Many Ways—Every
Day” took place on October 22 & 23, 2010 in Las
Vegas. The 5th Street Historic School was the venue
for the Mix and Mingle on Friday evening where there
was great food and music enjoyed by all. In addition,
some legislators attended giving Nevada nurses an
opportunity to speak with them about political issues
they are facing.
The Convention
was held at the
College of Southern
Nevada – West
Charleston Campus.
The keynote speaker
was Major Maureen
Nolen, RN-BC, BSN,
USAR, Retired. In
2008 -2009, Maureen
Major Maureen Nolen with
UNLV students
was deployed
to Afghanistan.
She presented a picture show and discussed her
preparation and deployment, the major obstacles
nurses encounter in a war zone, the establishment of
health care clinics, and the successes and failures of
implementing nursing and healthcare standards in a
foreign country. The general session presentations were
provided by Lisa Summers, CNM, DrPH; Senior Policy
Fellow, Department of Nursing Practice and Policy
at the American Nurses Association and Tina Phyfer,
APN. Lisa Summers gave an
overview of nursing possibilities
resulting from the passage of
the Affordable Care Act, the
importance of NDNQI (National
Database of Nursing Quality
Indicators), and a description of
the Coalition for Patient’s Rights
NNA President, and its role in protecting the
Tracy Singh, and
scope of nursing practice. Tina’s
Tina Phyfer
presentation was titled: “A Nurse’s
Perspective of Humanitarian
Mission to Haiti.” Tina discussed her personal
experience with the preparation and deployment
to a disaster area, the obstacles encountered, the
healthcare available in the aftermath of the disaster,
and the collegial and interdisciplinary relationships
developed during her time in Haiti.

The breakout sessions included:
• Surviving a Doctoral Program—a panel
discussion,
• Surviving a MS or NP Program—a panel
discussion,
• Surviving a RN to BSN—a panel discussion,
• Nurses and Political Activity presented by
Teresa Serratt, RN, PhD, Nevada Nurse’s
Association Legislative Committee Northern
Nevada Co-Chair,
• Nevada’s Legislative Update and the Advance
Practice Nurse in Nevada presented by Debra
Scott, MSN, RN FRE, Executive Director,
Nevada State Board of Nursing,
• Disaster Preparedness and the Medical
Reserve Corp of Southern Nevada Health
District presented by Paula Martel, Nevada
Medical Reserve Corp State Coordinator, and
• Preventative Medicine for Your Nursing
License (License Protection Workshop, “What
Would You Do?”) presented by Tracy Singh,
RN, JD.
In addition to all of the excellent presentations,
there were poster presentations, exhibitors, and
raffle prizes.
In addition, I would like to express thanks to the
following:
• Convention Committee for an excellent job
in organizing this convention—my co-chair
– Amy Ragnone, Mary Bondmass, Margaret
Curley, Kat Cylke, Martha Drohobyczer,
Elizabeth Fildes, Robyn Nelson, Denise
Ogletree-McGuinn, Betty Razor, and Donna
Wollman,
• College of Southern Nevada – West
Charleston Campus for serving as the host for
the convention on Saturday, and
The following sponsors for their generous
contributions—
• Silver Sponsors—National University; Touro
University – Nevada; University of Nevada,
Las Vegas; University of Nevada, Reno,
• Bronze Sponsors—Arizona’s Children
Association and its Family of Agencies,
GlaxoSmithKline, and
• Pewter Sponsor—Truckee Meadows
Community College.
• Individuals and companies that donated raffle
prizes, and
• Student volunteers—Garielle Martinez, Jana
Diem McKee, and Tamika Moore.

UNR-Orvis School of Nursing
Student Graduate

Sandra Olguin

The UNR-Orvis School of
Nursing held its Convocation
Ceremony on Friday,
December 3. Forty-four
students graduated with
a Bachelor of Science in
Nursing degree, and one
student received her Master
of Science in Nursing
degree. The MSN student,
Sandy Olguin, was our first
graduate from our master’slevel Clinical Nurse Leader
(CNL) track, the only Clinical
Nurse Leader program in the
state of Nevada.

EHR Incentives—Get the
Facts from CMS
Justin Luna, State of Nevada
Department of Health & Human Services
There’s a lot of talk right now about electronic
health records, and how health care professionals
and hospitals are going to pay for them. Incentive
payments totaling as much as $27 billion may be
made under the Medicare and Medicaid Electronic
Health Record (EHR) Incentive Programs beginning
in 2011. So you probably have a lot of questions
about them as well: Am I eligible to receive incentive
payments? When do the programs begin? How
much are the incentive payments? What do I need
to participate? What are the key dates for these
programs?
It’s important that you have a reliable resource
to turn to for accurate information. The Centers for
Medicare & Medicaid Services (CMS) is the federal
agency establishing these incentive programs. The
CMS website is the official federal source for facts
about the Medicare and Medicaid EHR Incentive
Programs. The site contains up-to-date resources
that will give you the insight you need to make
educated decisions.
•

Use flow chart tip sheets to help determine
eligibility for the incentive programs.

•

Learn what opportunities are available to
Medicare Eligible Professionals to receive
incentive payments for participating in
important Medicare initiatives, such as the
Medicare EHR Incentive Program, PQRI, and
E-Prescribing.

•

Learn about Medicaid patient volume
requirements, payment amounts, and the
timeframes for the Medicaid EHR Incentive
Program.

•

Learn which hospitals are eligible for incentive
payments, along with user friendly information
about the factors which impact incentive
payment amounts and sample payment
calculations.

Avoid reading false or misleading information.
Get the facts from the federal source—the
CMS Medicare and Medicaid EHR Incentive
Programs website. Visit http://www.cms.gov/
EHRIncentivePrograms today.
The Division of Health Care Financing and Policy
(DHCFP) is working with CMS during planning
efforts for the development of the Nevada Medicaid
EHR Incentive Program. The program will provide
incentives to eligible Medicaid providers that
demonstrate meaningful use of certified EHR
technology. To join the HIT email distribution list or
to get more information about Nevada’s HIT planning
efforts, please email NevadaHIT@dhcfp.nv.gov or
visit https://dhcfp.nv.gov/EHRIncentives.htm.
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Meet Nevada’s Nurse: Paul Kapsar
(Continued from page 1)
treatment. In addition, the website presents
important news items related to the practice as they
develop.
Paul’s primary objective of providing holistic
patient care motivated him to become a Family
Nurse Practitioner. He presents a mission statement
on his website which explains his philosophy and
beliefs regarding health care and includes an
opportunity to hear segments from a Las Vegas
radio interview he gave to John Donovan of wsRadio
on May 13, 2010. During the interview, Paul clearly
explains the educational and clinical experience
required to become an Advanced Practitioner of
Nursing (APN) and the role of APNs in health care
today. Paul discusses the holistic approach to
health care and mentions the fact that the United
States may be the only country that separates
mind and body in planning and providing health
care. Paul emphasizes his belief that “it is time to
make a clinical difference by treating the Person
not the Problem.” Paul attributes his high level of
diagnostic skill to many years of experience, his
habit of listening closely as the patients tell him what
is wrong, then integrating this data to his education
and experience to develop working diagnoses.
Once he derives a diagnosis, Paul asks clients
about their specific concerns, needs, expectations,
and then, interacting with the client respectfully as
adults, works with them to formulate a plan of care
and treatment. Paul views most patients as people
lacking some of the necessary “tools,” in need of
information and skills, to cope with their current
health status. Paul provides clients with education
on their diagnoses, offers various approaches to
treatment, and possible outcomes. After receiving
information and options, Paul’s patient is empowered
to participate in choosing tools appropriate for
recovery.
Paul provides information to clients on his website
regarding what they can expect. “As an active
participant in your health path you can expect to be
treated with respect--we don’t yell at you, you are an
adult and as an active participant expected to make
adult decisions. I don’t have to like all your decisions
but it is my job to determine how your decisions will
impact your overall goals and discuss adjustments to
meet your planned goals.”
Paul Kapsar provides a brief summary of his
own background on his website. “Paul Kapsar RN
MSN APN has had a 38+ year healthcare career.
His introduction was as a hospital orderly, moving
on to his RN in 1977 from Saint Vincent Health
Center School of Nursing in Erie, Pennsylvania,

(Cont’d)

(1992) Bachelors Degree in Nursing from Slippery
Rock University of Pennsylvania [yes, it is a real
university www.sru.edu] and a Masters In Nursing
as a Family Nurse Practitioner in 1999 from the
combined Clarion/Slippery Rock Family Nurse
Practitioner program. His career included staff
nurse, nurse manager, emergency preparedness
and management, reserve military officer, hospital
information systems manager, university nursing
instructor, author, web designer, jail health
administration, full time Family Practice Nurse
Practitioner, and entrepreneur. Paul regularly acts
as a preceptor to students from various Nurse
Practitioner programs.”
During his long nursing career, Paul has avoided
burnout and maintained his interest in nursing by
holding a variety of professional nursing roles and
positions. He practiced in several clinical settings—
cardiac, trauma, emergency room, intensive care,
military. He participated in research and authored
articles. Paul worked with informatics and held a
position as an information manager. Paul shared his
expertise by teaching much of what he had practiced
in university, community and military settings. He
presented programs on ethics, bioterrorism, disaster
care and preparedness as well as emergency care.
Paul first came to Nevada in July 2005 for a
position with Prison Health Service as health
administrator for both Las Vegas and Henderson
Detention Centers. He had a short temporary
assignment in El Paso, TX, returning to Las Vegas in
the fall of 2006 to work at University Medical Center
in Urgent and Primary Care.
Paul opened his own clinic (Silver Arc APN) in the
spring of 2010. He financed the clinic with some of
his savings and contributions from a private investor.
Paul is a passionate advocate for Advanced Nurse
Practitioners (APNs) and has joined with Nevada’s
APNs as they petition the legislature for a change in
state law allowing APNs to practice autonomously.
Currently, the Nevada statute requires that an APN
can obtain a license only after finding a collaborating
physician. This legal requirement has several
negative impacts on APN practice. For example,
it is difficult for APNs to receive reimbursement
from HMOs and insurance plans unless the billing
information contains a physician identifier.
Among his many nursing career accomplishments
and achievements, Paul himself recognizes several
as especially meaningful to him and important for
the nursing profession. He hastens to mention,
many are “still to come.” Important to Paul are
“treating patients not problems;” insuring that
Nursing was “not left out of any program or plan”

when he participated on the planning and direction
committees. He changed the way critical care
courses were conceptualized and created for military
reservists. He was instrumental in changing policy
to allow visitors in intensive care units (ICU) 24 hours
a day and worked with physicians to understand
that patients were in the ICU to receive intensive
NURSING care not physician care. Paul developed a
system to allow paramedics to function in his county.
While teaching at the university level after 9/11 he
advocated for and then assisted in the creation of
a Trauma Emergency Preparedness track at the
University of Pittsburgh Nursing School’s acute care
nurse practitioner track.
Paul’s many contributions to nursing are
remarkable. His extensive experience and broad
knowledge serve him well as he functions on the
leading edge in his APN role and serves as the sole
health care provider with his Silver Arc APN practice
dedicated to providing quality holistic health care.
Nevada’s residents and nurses are fortunate to
have such an outstanding nurse available in the NV
community, both as a health care provider and as an
advocate.

Page 6 • nevada RNformation

February, March, April 2011

President’s Message
(Continued from page 1)
the job. One of the important roles of professionalism
is that of leadership for which nursing certainly
prepares us; it’s just that sometimes you don’t
perceive when or where the opportunity to take on
the role may present itself.
Old adages are indeed often true. Sometimes
when we least expect a thing it comes to us. How
many times have you heard “When you need
something done, ask someone who is already
busy doing something?” I, like most of us was
certainly “already busy” and have a lot more work
to do. However, when asked to step-up and serve
I reflected on the proverbial expression “Of whom
much is given, much is required” and certainly, I
have been given much. Frankly speaking when is
the best time to serve in an organization or join
an association? Just maybe, convenience is the
oxymoron of volunteering to serve a profession.
Nonetheless, being mindful of the expressions of
truths passed down, I have tremendous respect
for the unselfish nurses who came before me, and
now along with me who have served and continue
to serve in NNA leadership and the groundwork laid

(Continued)

thus far for the advancement of professional nursing
throughout the Silver State and the districts of the
NNA.
Therefore, as one prepared and shaped by the
experiences in nursing, I have accepted the charge of
leadership with great humility. In the spirit of genuine
commitment to be and give the best of my strengths
and talents, it is my earnest desire to carry on the
tremendous work and progress of my predecessor,
Tracy L. Singh, JD, RN along with the former Board
of Directors, Amy Ragnone, MSN, MA, RN, Mary
Bondmass, PhD, RN, and Martha Drohobyczer, MSN,
CNM. I am grateful for you all and the tireless efforts,
and sacrifice of energy, time, and resources for the
mission, aims and objectives of the NNA.
I am inspired by these wonderful individuals. I
also understand that the endeavor continues toward
these goals to promote and uphold excellence and
integrity for the profession of nursing, educate and
advocate for accessible, affordable, quality health
care for clients and/or consumers, and monitor
the evolving role of the professional nurse, like
autonomous practice for advance practice nurses
achieved by several states. To accomplish this, I
encourage a look at the leader within ourselves
and ask, “What can I do for my professional
organization?” Let’s pull together to galvanize our
full potential for nursing excellence in the state of
Nevada.
Here’s another saying: “the harvest is ripe but the
laborers are few.” There are approximately 26,000
registered nurses in our state, but only less than two
percent of those nurses belong to their professional
organization. The work of representing the collective
voice of nursing would be much lighter to bear
if there were more who realized Nevada Nurses
Association full promise and capacity. According to
the latest data, with more than 3 million members,
the nursing profession is the largest segment of the
nation’s health care workforce.

I encourage all of us to stay abreast of the Future
of Nursing Initiative and the collaborative work with
national nursing leadership, the Institute of Medicine
and the Robert Woods Johnson Foundation currently
underway. This initiative examines a number of
barriers that prevent nurses from being able to
respond effectively to rapidly changing health care
settings and an evolving health care system. The
NNA wants our members to be at the table and be
involved with developing ideas regarding how to
overcome these barriers, positioning nurses to help
lead change and advance health. We have begun
by holding Regional Awareness Meetings, the first
of such meetings was held November 30. Other
meetings are planned throughout the state in the
upcoming months. Check the website www.nvnurse.
org for upcoming events.
I’m excited about what the future holds for nurses
both nationally as well as in our home state Nevada.
The future of nursing is promising, but not without
sustained and bold efforts from each, and every one
of us at all levels and venues of professional practice.
“Thank you” to nurses for all that you do in the
classroom, boardroom, community, home, hospital
room and all the various clinical settings in the
concerned, educated, skilled attendance to the client
and/or consumer in all the complexities of the human
experience. Particularly with the current state of
affairs nationally and statewide, as we look after and
do for others, juggle schedules and budgets, let’s
not forget to care for ourselves in holistic and healthy
ways that encourage long-lasting spiritual, emotional
and physical wellness.
As this new year is well underway, I sincerely hope
that we can reflect on all the things that encourage
inspiration and build self-confidence in all areas
of our lives. Let us go forth to lead the profession,
asking divine blessings, and help in our characteristic
strengths, but knowing that here on earth, the work of
compassion and leadership must truly be our own.

February, March, April 2011
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Meet the New NNA Boards of Directors

President

Ms. Muhammad is an assistant professor for the
College of Nursing at the University of Southern Nevada
(USN). She serves as Block Coordinator for maternalnewborn nursing, research and nursing theories,
practices and issues courses.
Muhammad serves on key committees for local,
state and national professional organizations including
the USN Faculty Council, Nevada Nurses Association,
and the National Black Nurses Association. Passionate
about the uplift of humanity, she works to promote health
and wellness through disease prevention education,
consultancy and social networking within the community
Janice Muhammad, for the underserved and unrepresented. She serves
BSN, MS, RNC,CNM as chair of the Men’s Health Program committee,
Vice President of the Southern Nevada Black Nurses
Association, and President of the Nevada Nurses Association.
Muhammad received a Diploma from the Jewish Hospital School of Nursing,
a Bachelor of Science in Nursing from the University of Phoenix, a Master’s
of Science in Nurse-Midwifery Education, from Charles R. Drew University of
Medicine and Science, and board certification from the American Midwifery
Certification Board.
Reared in Chicago, Muhammad cherishes three sons, three grandsons, one
granddaughter and family. Relaxation includes epicurean domestic pursuits,
gourmet cooking, travel and dancing—Chicago Style Steppin’.

Secretary

Lara Carver is the Secretary for the Nevada Nurses
Association. Currently she is the Director of the Nursing
Program at National University Nevada and has been
an Assistant Professor since January 2006. She has a
PhD in Nursing, and a Post-Master’s Nursing Education
Certificate from the University of Nevada, Las Vegas
(UNLV), a Master of Science degree in nursing from the
University of Phoenix, and a Bachelor of Science degree
in Nursing from UNLV. Lara has been a Registered Nurse
for 18 years; her previous nursing experience includes
cardiac-surgical and medical ICU, IMC, and med/surg,
in addition to seven years as a school nurse for the
Lara Carver, PhD, RN Clark County School District. She is an active member
of the Nevada Nurses Association, American Nurses
Association, Nevada Organization of Nurse Leaders, and Sigma Theta Tau
International. Lara lives in Las Vegas, Nevada, with her son, (age 13), boyfriend,
and his two boys (ages 6 and 9).

Director
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Dr. Brann has been a professional nurse since 1976
and was first licensed in the state of Nevada. She began
her nursing practice in critical care at Southern Nevada
Memorial Hospital (currently University Medical Center
of Southern Nevada) upon graduation from UNLV’s
Associate Degree Nursing program. During her first year
of practice, she continued with her studies and graduated
with her BSN from UNLV in 1977. Her career has taken
her through various practice areas including: burn care,
hospital nursing education, case management, nursing
management and supervision, nursing administration,
and academia.
She left Nevada for California when she was married
Mary Brann DNP,
in 1985. She continued her practice by editing articles for
MSN, RN
Critical Care Nurse magazine, practicing in physician’s
offices, consulting for an IV infusion device company, and eventually entering
the world of nursing case management. When she returned to Nevada in
1999, she practiced for a hospitalist group, became a utilization manager, and
eventually returned to UMC to practice in case management. While practicing
as a critical care case manager, she was nominated and received the March
of Dimes Nurse of the Year Award in Case Management. A few years later,
she completed her Masters in Nursing from Touro University Nevada with
an emphasis in nursing administration. After receiving her MSN in 2006, she
became Nursing Supervisor at UMC and then the Coordinator for Nursing
Administration. She also became active with the Board of Nursing as a member
of the CNA Advisory Committee. In the same year, she was again fortunate to
win the March of Dimes Nurse of the Year Award in Nursing Administration.
In 2007, Dr. Brann entered Nevada’s first DNP program located at Touro
University Nevada and completed her doctoral degree in 2009. She continues
her practice as an Associate Professor of Nursing and a Graduate Coordinator
for Touro University Nevada. She is also a consultant for hospitals and medical
practices wishing to elevate the practice of their staff. Dr. Brann is committed to
empowering the nursing profession in order to improve patient outcomes and
nursing practice.

Vice-President

Ms. McGuinn holds a BSN degree from Walter
Reed Army Institute of Nursing/University of
Maryland at Baltimore, a MEd from the University of
Louisville, and her MS in Nursing for Pediatric Primary
Care from Syracuse University. She is currently employed
as a Pediatric Nurse Practitioner with St. Rose Pediatric
Clinic in Henderson.
She is a co-founder of Helping Kids Clinic, a non-profit
clinic for basic pediatric care for underserved children
in Las Vegas. Ms McGuinn has extensive experience
as a professional nurse, having served as an Army
Nurse officer with over twenty-one years experience in
numerous positions from staff nurse to Chief Nurse. She
Denise Ogletreeserved as a nursing professor for over ten plus years
McGuinn, RN, MS,
and continues to serve as a clinical preceptor for nurse
MEd, APN, PNP
practitioner students.
Ms. McGuinn is a member of the National Association
of Pediatric Nurse Practitioners and the American Nurses Association. She was
elected last year as a Director for the Nevada Nurses Association and looks
forward to continuing to work with the Board on behalf of the great nurses in
Nevada. Nursing is a calling and we are called to represent our patients in the
best way we can and ensure that the care rendered is absolutely the best.
Thanks in advance for all your support, nurses can make a difference!
I am originally from New Jersey, and I moved to
Nevada in 1987.
I am a graduate of Diploma Hospital School of nursing
in New Jersey. After I moved to Nevada, I returned to
school and graduated in 2003 with BSN from UNR Orvis
School of Nursing.
I am employed by the Nevada Department of
Corrections as the Staff Development Coordinator.
I live in Carson City and have two children and three
grandchildren. I enjoy traveling, reading and spending
time with my grandchildren.
I have recently been appointed to the Commission
on Mental Health and Developmental Services. I look
forward to learning more about the Mental Health needs
and how this commission will make efforts to improve the
care of individuals with mental health needs.

Treasurer

Hello—It’s my pleasure to continue to serve the nurses
and residents of Nevada as an active member of the
Nevada Nurses Association. As a new Director, I look
forward to promoting events that increase our awareness
of the Nevada Nurses Association and our power as
nurses to effect change in our health care system.
I recently earned my MSN, and hope one day to
become a Clinical Nurse Specialist in cardiac and
vascular care. I enjoy epidemiology and investigations,
research, teaching, and writing. In addition, I would like to
volunteer as a nurse in medically underserved areas, and
as a parish nurse and advocate.
I am thankful for God’s blessings in my life. I believe
that serving others serves Him, and I treasure the
opportunities He has provided me.

Director

Pam Johnson
BSN, RN

Kathy Ryan
RN, MSN

Director

I have been a Director-At-Large on NNA’s State Board
for one year. It has been an exciting and busy year with
the planning and organization of NNA’s State Convention,
which took place in October at the College of Southern
Nevada in Las Vegas. I look forward to representing
Nevada nurses on the State Board for many years to
come.
Currently, I am the Assistant Chief Nursing Officer/
Clinical Nurse Specialist at Sierra Surgery Hospital in
Carson City, which is an acute care surgical hospital. I
have been at Sierra Surgery Hospital since it opened in
March 2005. Some of my responsibilities include Magnet
Program Director, Infection Control, Employee Health,
Nicki Aaker, MSN,
Quality Assurance, Research, and Shared Governance
MPH, RN, CNOR,
PHCNS-BC
Council chair. I obtained my Master’s of Science in
Nursing/Master’s of Public Health in 2007 from the
University of Reno, Nevada. My certifications include: CNOR (Certified Nurse in
Operating Room), PHCNS, BC (Clinical Specialist in Public/Community Health
Nursing, Board Certified), and NE-BC (Nurse Executive, Board Certified). My
nursing career has included school nursing, public health, the operating room,
pre-op, education coordinator, employee health, quality control, and nursing
leadership. I enjoy spending time with my family, being outdoors, exercising,
and scrapbooking.
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Nevada Nurses Association State Board
APN Special Practice Group
Hi, my name is Matthew Khan, and I am the Northern
Co-Chair for the NNA Special Practice Group for
Advanced Practice Nurses. I have a Masters level degree
of education with a focus on family practice.
2010 has been an exciting and busy year for Advanced
Practice Nurses (APN) as we have been attempting to
move forward on the issue of Autonomous Practice
in Nevada. We are gaining support from multiple
professional groups and have interest from many
members of the legislature as well. Unfortunately a
decision was made in early December that sufficient
Matthew Khan
MSN, FNP-BC, APN progress had not occurred and to proceed with
autonomous practice for APNs would be potentially
detrimental to that effort. Although APNs across the state of Nevada are
discouraged by this decision we are hopeful that the additional planning time
will allow for a more fluid process in the next legislative practice. There are
current discussions underway about potentially changing the bill we have in the
legislature to require new APNs in Nevada to have national certification. The
details are still being worked out at this time.
If you are an APN, we can use your help as we need to start informing our
patients about why autonomous practice is important. We have developed
talking points that are available on the Nevada Nurses web site (nvnurses.org)
that will help ALL nurses to be informed of what APNs are seeking and practice
issues. If you are interested in helping, please email me at mattkhanfnp@
aol.com and let me know how much time you are able to dedicate as well as
any special functions that you may be able to contribute. I am confident that
autonomous practice will be a reality in Nevada but not without a significant
investment by many people working cohesively.

Northern Nevada Legislative CoChair, Non-Voting Board Member
Teresa Serratt RN, Ph.D., graduated from Amarillo
College’s associate degree in nursing program in 1991.
The majority of her career has been at the bedside
providing care to critically ill adult patients. She
completed her bachelors and masters degrees in nursing
at The University of Texas at Tyler and, subsequently,
held hospital education and administrative positions.
Frustrated by the lack of nursing input in key federal
and state government initiatives, she enrolled in and
later graduated from the University of California, San
Francisco doctoral program in nursing with a specialty
Teresa Serratt
in health policy. She holds a strong belief that all schools
PhD, RN
of nursing should offer courses in health policy for
nursing students at all educational levels as this is a necessary and empowering
knowledge base and skill set every nurse should acquire. Teresa moved
to Nevada in 2008 and is a professor at the Orvis School of Nursing at the
University of Nevada, Reno. Wanting to put her health policy knowledge and
skills to work, she has assumed the position of the Nevada Nurses Association
Legislative Committee co-chair and looks forward to working on key initiatives
that will improve the work environment for Nevada nurses and the access to
and quality of care for Nevadans.
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APN Special Practice Group
Southern Nevada Co-Chair
Tomas received his Bachelor of Science degree in
Nursing from the University of Nebraska in Lincoln,
Nebraska, and his Master of Science Degree with a
Family Nurse Practitioner specialty from the University of
Nevada, Reno. Tomas is currently a Nurse Practitioner,
specializing in Endocrinology at Desert Endocrinology in
Henderson, Nevada.
Tomas started his clinical career as a staff nurse in the
Surgical, Trauma, Medical Intensive Care, Emergency
and Trauma Flight Units. As he moved to the outpatient
medical arena as a Family Nurse Practitioner, Tomas
Tomas Walker, MSN,
focused on endocrinology and diabetes. His research
APN, BC-ADM,CDE
experience is extensive, with participation in more than
100 clinical trials focusing on type 1 diabetes, type 2 diabetes, hypertension,
dyslipidemia, and medical device testing.
Mr. Walker is a member of the American Academy of Nurse Practitioners,
Sigma Theta Tau Honor Society of Nursing, American Diabetes Association,
and AADE. He is current serving as the Co-Chair for the Nurse Practitioner
professional organization in Las Vegas, Nevada.
Tomas is an advocate for diabetes self-management and integrating
the current technologies of insulin pump therapy and continuous glucose
monitoring into his practice and the care of his patients. Tomas is currently
pursuing his DNP degree at the University of Nevada-Las Vegas where his
dissertation project is focused on expanding the use and understanding of
CGM in patient care.
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Meet New NNA Boards of Directors: District One (Northern)
President
Beatrice ‘Betty’ Razor RN BSN CWOCN

I moved to Carson City in 1999 from So. California
where I’d started CWOCN programs at community
hospitals, a research program at City of Hope, and my
own private practice in 1993. When retiring to Nevada I
restarted my private practice to provide services in the
community. I currently act as a mentor to other WOC
Nurses in the area and co-chair the support group. I’m also active in health
ministry at church, and other community volunteer services, such as helping the
community in a disaster as a CERT member. I have served in various positions
in NNA at both the district and state levels. Serving as President of District
One has been an honor and a privilege; there are many challenges, but what
an incredible journey working with the dedicated nurses who contribute their
time and talents to strengthen the status of NNA as a valued and viable force in
nursing.

Vice President, Susanne Byrne RN, MSN, LADC
Susanne is currently working at Northern Nevada Adult Mental Health doing
out-patient admissions. She has a Master’s Degree in Infant-Child-Adult Mental
Health Nursing from UCSF in the Clinical Nurse Specialist track and is now in the
APN track at UNR. Susanne affirms that her education has been enhanced by her
dogs: “Princess Yoyo teaches me about caring for arthritic hips, Sergeant Pepper
is diabetic and gets insulin BID, and Kenya, a pit bull-Rottweiler mix, has Addison’s
disease. In my 20’s, I rode a bicycle from Bishop, California, to Fairbanks, Alaska,”
and when weather permits, she now rides to work and to AA meetings.

Secretary, Jami Sue Coleman
Treasurer, Kathy Ryan (See State Board)
Director, Julie Wagner, PhD, MSN, RN
Dr. Wagner began her nursing career in 1974, working
on the post-anesthesia care unit at Methodist Hospital
in Omaha, Nebraska after graduation. She completed a
B.S. in Health Arts in 1983, an MA in Health Education
in 1988, a PhD in Community and Health Resources in
1998, and an MSN in 2009. Additionally, she is certified in
Epidemiology, Gerontology, and Informatics.
Dr. Wagner moved to Nevada in 2006 and lives with her husband in Sparks,
Nevada. She works at Saint Mary’s Regional Medical Center in Reno as the
Advanced Medical-Surgical Nurse Educator. In addition to her work with NNA/
ANA, Julie is active in AMSN, the Nevada Pain Initiative Committee, Sigma
Theta Tau, NNEPA, Saint Mary’s Regional Medical Center liaison to Washoe
County Education Alliance, and is an Honored Lifetime Member of Cambridge
Who’s Who of Executives and Professionals. She was awarded the Outstanding
Nurse Leader Award by Sigma Theta Tau in 2004 and nominated for Nurse of
Achievement Awards in Innovation Strategies (2009) and Education (2010).
Her passion for nursing goes beyond the acute care setting to include
community health promotion and wellness; promoting excellence in palliative
and end-of-life care; nursing education; and life-long learning.

Director, Linda Saunders BSN, MSN, MEd
My name is Linda Saunders, but you can call me
‘Linda S,’ or “the other Linda.” I am joining the NNA
District 1 Board as Director and Co-Secretary (with
Linda L.). As a nurse for 40+ years, I hold a BSN, MSN &
Masters in Education (Special Ed/Learning Disabilities).
In the past, I was also an ANCC certified Adult NP. Over
the years I’ve worn many caps, from camp nurse, school
nurse, to acute care staff nurse – Cardiac step-down, Ortho & float pool. For
the past 22 years, I’ve taught nursing at TMCC, with a focus on the Med-Surg
areas. Currently, I am phasing-in to retirement from TMCC and working per
diem in Extended Care. That’s nursing; never boring! I’m looking forward to
working with all Nevada nurses, and facing the new challenges ahead!”

Director, Marla Johnson, RN, BSHA
I’ve been a nurse for 35 years, beginning as an LPN
in Clinton, IA. Home has been Nevada for 31 years. I am
currently a long-term care nurse at Mountain View Care
Center, Carson City. I received my Associate Degree from
Western Nevada College Carson City in 1985 and my BS
in Health Arts degree from University St. Francis, Joliet,
Illinois, in 2002.
I want to serve NNA to give back to this great profession, as I have received a
life of opportunity.
Thank you.

President-Elect, Lisa Jonkey
I have been a nurse for eight years. I have worked in
various settings but focused a majority of my career in
emergency nursing. I began my nursing career as a Flight
Medic in the Nevada Army National Guard; I originally joined
the guard because I knew I wanted to become a nurse,
and I also had a deep passion to serve my country in some
capacity.
While working as a flight medic with the National Guard, I also worked as a
Certified Nurses Assistant in the Emergency Department for two years before
getting accepted to nursing school. Upon completion of nursing school, I remained
in the ER and also obtained nursing experience in pre-op and post-op departments.
I decided to leave emergency nursing and get experience in neurology nursing,
and this led me to my current position as the ALS/MDA coordinator. I developed
a Muscular Dystrophy Clinic to service patients in Northern Nevada who are
diagnosed with ALS or Muscular Dystrophy. This clinic is a multidisciplinary clinic
that meets once a month and provides for patients no matter what their ability to pay
is. I am very proud of this accomplishment.
I have two daughter’s ages 6 and 4 named Emma and Haley. They are very
active and independent little girls, just like their mother! I am also married to a very
supportive husband who is an Army Helicopter pilot; he is currently stationed at
Stead, Nevada.
I am proud and excited to say I will be graduating in May of 2011 with my MSNFNP from the University of Nevada Reno, Orvis.
I am very excited to be working with the board and taking on this position. I can
see a future for the NNA and for our district. I love nursing, and I think nursing has an
amazing future; I am excited to be a part of that future.

Director, Deb Ingraffia-Strong
Nursing is a wonderful profession, and after 28 years, I
still love it! I graduated from Orvis School of Nursing at UNR
in 1982, and have worked in Critical Care and Urgent Care
ever since. I attained my Masters in Nursing from University
of Phoenix and this is my fifth year as a nursing instructor at
Western Nevada College. I love nursing education as much
as I love nursing! I still practice on a regular basis in critical
care. I have lived in Tahoe for 30+ years, and love the outdoors. On my rare days
off you will find me outside, wherever that may be. In keeping with being a lifelong
learner I am also taking courses at UNLV towards a PhD in Nursing Education.
“When you’re a nurse, you know that every day you will touch a life or a life will
touch yours” ~ Author Unknown

Director, Linda Lesperance, MSN, APN
I am a native Nevadan, and love this state for the great wide open spaces. I
received my BSN in 1982 from UNR, and my MSN in 2003 from UNLV. I have
devoted most of my career to caring for the pediatric population. I was a school
nurse in Elko for 9 years and currently work at the Juvenile Detention facility in
Reno.

Director, Lone Webb
I have been a nurse for 30+ years. I was educated as a nurse in Denmark and,
upon arrival in the U.S.A., passed the State/National Board examination. I have
practiced ever since, mostly in med/surg, but have also worked in L + D and ECF.
I have been active in developing and instructing a childbirth program and am a
training center faculty for the American Heart Association. Where I (as nurses and as
an Association) feel we can make an impact is through staff and client education.

NNA District One Report
District One consists of Northern Nevada counties and bordering California cities,
Lake Tahoe and Truckee.
The district has completed its election via survey monkey electronic voting and
welcomes back to the Board: Susanne Byrne as Vice President, Julie Wagner and
Marla Johnson as Directors; a special welcome to Lone Webb new to the board as
director and Lisa Jonkey accepting the appointment as President-Elect.
Thank you to those who made excellent comments and suggestion on the
electronic voting and general suggestion; we do acknowledge the difficulty
members have in attending meeting and the board will continue to strive to plan
for meaningful and fun events. On-going events consist of “Nurses Care for Kids”,
Operation Health Care Bound, Legislative Meet and Greet, Komen Run for the Cure,
educational conferences, scholarship raffle and nursing schools presentations.
At this writing, we are looking forward to the annual holiday dinner with awards
and installation of officers at Thunder Canyon, a beautiful site nestled at the base of
mountains. The president’s award will be given to two outstanding nurses who have
a true love of nursing and NNA. They consistently give of their time and talents long
after retiring from nursing: Gloria Castillo and Deloris Middlebrook. True Icons for
nursing!
The district is currently looking for volunteers to fill out vacancies on the
membership, program, by-laws and finance committees. Most of the committee
works is accomplished via teleconference call in method. If you are interested,
please either email or call Betty Razor 775-560-3350 or etbetty@sbcglobal.net
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Meet New NNA Boards of Directors: District Three (Southern)
President

Dr. Elizabeth Eugenio-Fildes, EdD, RN, CNE, CARNAP is an Associate Professor at Touro University School
of Nursing and an Assistant Professor at the University Of
Nevada School Of Medicine, Department of Psychiatry.
She teaches in the undergraduate and graduate
programs at Touro University Nevada School of Nursing.
Dr. Elizabeth Fildes founded the Nevada Tobacco
Users’ Helpline, the state of Nevada’s Quitline in 1997,
where she continues to direct Helpline services. Dr.
Fildes’ research activities focus on the use of distance
counseling technology to increase treatment access for individuals with
nicotine addiction and co-occurring disorders in frontier, rural and underserved
communities. Since 1998, she has presented on the effectiveness of distance
counseling technology in local, regional, national and international conferences.
Dr. Elizabeth Fildes received The Public Health Hero Award in 1999 for her
outstanding dedication to reducing tobacco use in Southern Nevada. She was
appointed and commissioned by the Governor of the State of Nevada to serve
as a member of the Healthy Nevada Task Force for eight years.
Dr. Elizabeth Fildes is a grant reviewer for the Health Resources and Services
Administration under the U.S. Department of Health and Human Services. She
was recently appointed to the Addictions Nursing Certification Board of the
International Nurses Society on Addictions.
Dr. Fildes is currently looking for innovative ways to fund the treatment of
nicotine dependence through public-private partnerships. She continues to be
an advocate for all victims and survivors of nicotine addiction

Secretary

Rosemary Witt, now serving as Secretary of
District 3, has a long history of participation in nursing
organizations in Southern Nevada. She has held offices
at both the district and state level of Nevada Nurses
Association. Rosemary was one of the organizing
members of Zeta Kappa Chapter of Sigma Theta Tau,
and is currently serving as President of that organization.
Dr. Witt served on the Nevada State Board of Nursing
for several years. During her long affiliation with UNLV,
Rosemary served in various roles, but is now teaching
mental health/psychiatric nursing in the undergraduate program of nursing at
UNLV.

Treasurer

Sue Witt is the current Treasurer for District 3 and
has been involved with NNA over the last several
decades, as a District 3 officer (President, Treasurer, and
Board Member) and State Board Member at large and
Treasurer. Sue teaches at UNLV and is actively involved in
simulation, critical care, and gerontology.

Vice-President

Martha Drohobyczer MSN, CNM is a certified NurseMidwife and A Certified Clinical Nurse-Specialist in Adult
Psychiatry/Mental Health. She has lived in Las Vegas
since 1983, and in the same year became a member
of the Nevada Nurses Association. Martha has worked
in the areas of administrative nursing as the Director
of Nursing at Southern Nevada Adult Mental Health
from 1983-1988. She has worked in nursing education
at the University of Nevada–Las Vegas from 19861993. Currently, she precepts students in advanced
practice nursing in obstetrics/gynecology rotation from UNLV and Touro. She
has an appointment as an Adjunct Instructor in Obstetrics/Gynecology from
Touro University Nevada, College of Osteopathetic Medicine. She precepts
Physician Assistant students from Touro. My favorite area of nursing is clinical
direct patient care. “I enjoy all patient interaction especially health promotion.”
Martha has a Women’s health practice called Alternatives for Women. Martha is
married, with two adult daughters and one grandson Connor. Martha’s interests
in NNA are legislative issues and membership.
Regina McFerren relocated to Las Vegas to escape
the harsh winters of the Midwest, and to teach full-time
at an area College of Nursing. Her nursing background
includes being the Head Nurse at a center-based school
for the medically fragile and the Health Manager of the
Job Corps Center, both in Grand Rapids, Michigan.
Originally from Cleveland, Ohio, Regina began her
career at the Cleveland Clinic’s Cardiothoracic Unit,
which laid the foundation for exceptional nursing
education and practice. She enjoyed community health
nursing working for the Visiting Nurse Association, and at the Cleveland Job
Corps Center as the Health Administrator to more than four hundred teens in
the residential setting.
Teaching Pediatrics is almost second nature to Regina who is enthusiastic
about the health and well-being of children as noted by her dedication to
mentoring youth at the 100 Academy of Excellence, volunteering as a Big
Sister, and being a supporter of the Nevada Partnership for Homeless Youth.
Her mission statement concerning children is “Anything less than nurturing is
neglect.”
Regina notes Nevada has a huge need to include nurses in the decision
making process concerning children. Too many organizations involving children
lack a nursing presence on their Boards or Committees. The need to increase
good health and wellness of children is enormous, and developing partnerships
with the community is merely the first step toward achieving that goal. She is
passionate about promoting the successful growth and development of children
through education.
Regina earned her Master’s in Nursing from the University of Phoenix in
2002 and is active in the Society of Pediatric Nurses, the Association of Black
Nursing Faculty, and holds memberships in the National League of Nursing and
Sigma Theta Tau.
“I look forward to the opportunity to improve the visibility of nurses and to
promote life-long learning among all nurses,” Regina said about her election to
the Board of Directors District III of the Nevada Nurses Association.

Director

District 3 Report
By Elizabeth Fildes
The Nevada Nurses Association District 3 Board (2011-2013) met on
November 18, 2010 to start planning for the next two years.
The Initiative the Future of Nursing report was one of the most important
topics of discussion. This report assessed the critical role played by nurses
in the nations’ health care system and recommended action steps to address
the challenges facing the nursing profession in order to provide quality health
care that is seamless, affordable and accessible to all Americans (http//:www.
thefutureofnursing.org).
The major recommendations of the Initiative on the Future of Nursing are:
1. Remove scope of practice barriers
2. Expand opportunities for nurses to lead and diffuse collaborative efforts
3. Implement nurse residency programs
4. Increase the proportion of nurses with baccalaureate degree to 80% by
2020
5. Double the number of nurses with a doctorate by 2020
6. Ensure that nurses engage in lifelong learning
7. Prepare and enable nurses to lead change to advance health
8. Build an infrastructure for the collection and analysis of interprofessional
health care workforce data.
The District 3 Board agreed to host a Regional Awareness Meeting which
coincided with the summit in Washington D.C, on the Institute of Medicine (IOM)
report, the Future of Nursing: Leading Change, Advancing Health.
The meeting was held at Touro University Nevada on November 30, 2011,
graciously hosted by Dr. Robyn Nelson and the Southern Nevada Medical
Industry Coalition. The meeting was attended by 36 nurses from hospitals,
universities and colleges, the Nevada State Board of Nursing, student nurses

and Southern Nevada Medical Industry Coalition. The participants discussed
the opportunities and resources in Nevada. The results of this discussion will
be combined with the survey results to provide information the Board needs in
order to create its goals, objectives and actions for 2011-2013.
District 3 also initiated a survey of nurses via Constant Contact from
December 2 to 17, 2010 to gather information on the needs of nurses in District
3.
The membership numbers reported made it apparent to the Board that there
is a need to increase membership; therefore this will be an important goal for
the NNA District 3.
It was also decided that committees need to be formed in order to
move identified priorities forward. The committee members will include
representatives from different work settings, specialty and minority nursing
organizations.
Planned committees include:
Community Service chaired by Martha Drohobyczer
Nurse Hall of Fame Awards
Legislative Committee
Membership and Public Relations committee
Education Committee
It is clear that there will be a lot of work, this will be an ambitious two years
ahead for District 3; therefore, we are looking for many nurses to help us
accomplish these objectives. Our ultimate goal is to become instruments of
quality and comprehensive care that is accessible and affordable for all citizens
of Nevada.
The next NNA District 3 Board Meeting will be on January 20, 2011. We plan
to meet in hospitals where our members are, for them to join us.
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Disease Prevention and Health Promotion in Men
By John Malek, PhD, MSN, APN-C
Nursing has long advocated for disease
prevention and health promotion for all individuals.
Yet, there continues to be vast inequalities between
men and women, despite our best efforts. These
inequalities are due to a number of variables such
as social, economic, environmental and individual.
A review of the literature demonstrated that men
will die on average 6 years younger than women,
are three-and-a-half times more likely to die from
coronary heart disease under 65, have a suicide
rate at least double that of women, are more likely
to smoke, drink and be overweight, and are more
likely to contract HIV/AIDS. Men are less likely to
turn up for their health checks than women, and are
more likely to have become severely ill by the time
they get to their provider. In contemporary society
disease prevention strategies aimed towards men’s
health are perhaps hampered because of societal
views on what it means to be a “man.” Men are
still viewed as being providers and protectors, and
being strong in mind and body. Men’s behaviors are
central to their health. For example, the experience
of unemployment has been shown to destroy men’s
personal and social identities, often resulting in a

Nurses of Achievement
The annual Nurses of Achievement event will take
place May 6, 2011 at the Peppermill Resort in Reno.
Doors will open at 5:00 pm. This annual event is
wonderful opportunity to acknowledge excellence in
nursing. All monies raised fund nursing scholarships.
Nominations will be accepted January 1-January
31, 2011 at 9:00 pm. Please refer to our website at:
nursesofachievement.com

SAVE THE DATES
The Nevada
Association for
Healthcare Quality
(NvAHQ) invites all those
working in healthcare
to an exciting education
session. We will
have National and local Patient Centered Care
experts leading the discussion on how to remain
competitive in today’s market place, providing
grass roots strategies to reach and exceed patient
and family expectations in all healthcare settings.
April 1, 2011 (Friday): 9:00 a.m.-3:30 p.m.
“Patient Centered Care”
CPHQ topic area: Management & Leadership:
Operational
Presented via video conference sites in
Las Vegas and Reno
Contact: Ellen DePrat 702-933-7316
More details and registration information will be
available on our website in the near future www.
nvahq.org.
What: “Collaborating to Promote Women’s Health:
Tools and Strategies That Work,” a oneday training for nurses and other healthcare
professionals—CEUs will be provided
When: May 10, 2011, 8:30-4:30
Where: Primary site in Las Vegas with video
connections to Reno, Elko, Gardnerville,
Winnemucca, Yerington Hawthorne, and
Carson City
Who should attend: Nurses and other health
care professionals
Why: NNA District 3 is providing this free training
both to promote women’s health and to
provide quality training for Nevada nurses in
recognition of Nurses Week
How: Watch our website, www.nvnurses.org, for
details on registration

life crisis, with the inevitable increase in stress and
illness. The loss of income affects diet and other
basic needs. Long-standing illness is 40% higher
amongst unemployed men than men who are
working.
Statistics obtained from the Centers for Disease
Control demonstrate that the leading causes of
death in all males are related to heart disease,
various cancers such as prostate, colon and lung
cancer, stroke, diabetes, influenza and pneumonia.
Although hereditary factors cannot be controlled,
encouraging lifestyle changes and routine screening
for conditions that are unique to men will most
definitely impact disease progression and early
intervention strategies. The media is quick to
advertise medications to treat erectile dysfunction,
yet scant information is disseminated to encourage
men to seek regular health evaluations and
screenings. Research clearly demonstrates that early
detection of heart disease, prostate cancer, diabetes
and colon cancer greatly enhances survival rates.
Some of the strategies that we can utilize to promote
men’s health include encouraging men to attend

health fairs, increasing awareness of men’s health
issues through community lectures and publications,
developing primary care strategies aimed at men’s
health issues and taking every opportunity to speak
with men about their health behaviors. Health
promotion and disease prevention strategies should
be geared towards all individuals of all ages, but
increasing awareness of health issues specific to
men will encourage better utilization of healthcare
resources, identification and early interventions
of life threatening diseases, and result in healthier
communities. Having a clean bill of health is much
more beneficial than having health bills. I encourage
all nursing professionals to take a minute with a man.
The information you provide may just save another
life!
References
Davidson, N.,& Lloyd, T. (Eds). (2001). Promoting
men’s health. A guide for practitioners. Harcourt
Publishers: London.
Additional Resources
http://www.cdc.gov/men/lcod/index.htm
http://www.mayoclinic.com/health/mens-health/
MC00013/NSECTIONGROUP=2

Nursing Organizations in Nevada
American Association of		
Critical Care Nurses

(800) 899-2226

American Association of			
Neuroscience NursesNorthern Nevada Chapter
Association of
periOperative
Registered Nurses

Ren Scott
Las Vegas
or Sheila Hall-Reno

(702) 383-7326
or
(775) 445-8410

Hospice and Palliative
Nicolina Miller		
Nursing Association in 			
Northern Nevada

www.aacn.org & info@aacn.org
www.aann-nnc.org

renscottfeagle@gmail.com or
sheila.hall@ctrh.org
hpna@hpna.org or
Nmillerrn-HPNA@hotmail.com

National Association of
Hispanic Nurses

Maria Lipscomb

(702) 239-9684

mlipscombrn@aol.com

Nevada Association of
Occupational Health
Nurses

Nancy Menzel

(702) 895-5970

nancy.menzel@unlv.edu

Nevada Nurses
Margaret Curley
(775) 327-9421
Association 			

www.nvnurses.org &
nvnursesassn@mvqn.net

Nevada Organization of
Nurse Leaders

Susan Adamek

(702) 995-0239

Nevada State
Jeanine Clancy		
Association of School
or Debbie Pontius		
Nurses 			
Philippine Nurses		
Association of Nevada

(702) 258-1224

Preventive
Kim Newlin		
Cardiovascular Nurses 			
Association

president@nonl.org
www.nevadaschoolnurses.com
or
nasnnevadadirector@gmail.com
PNANV.org
knewlinpcna@surewest.net
pcna.net

Society for Vascular
Kathy Ware
Nursing
(Sierra Chapter)
			
			

916-734-7701
or
888-536-4SVN
(4786)

svn@administrare.com
www.svnnet.org

Southern Nevada Black
Marcia Evans
Nurses Association		
			

(702) 615-3575
or
(702) 338-0524

www.snbna.net

Wound, Ostomy,
Continence Nurses

Joyce Moss 		

www.pcr.org

If you are interested in listing your nursing organization in RNFormation, please submit a short article with
information about your mission and activities as well as local contact information for Nevada.
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Avoid Malpractice & Protect Your License:
“Everybody Does It” Won’t Cut It!
By Tracy L. Singh, RN, JD
Nurse-Attorney at Law Offices of Tracy L Singh, LLC
It has been over five years since I started this
column for nurses and although I represent nurses
in defense of their license after mistakes have
been made in most cases, my passion still remains
focused on preventing such mistakes in the first
place. As I have said many times before, nurses are
human, and all humans make mistakes. However,
some of the mistakes that we make have to do with
choices and the small to large decisions we make on
a daily basis in our nursing practice.
Nursing is not constant. It is ever changing as
the profession grows with increasing sophistication,
technology and skills required. Continuing education
is a must for nurses in order to keep up with the
relevant changes.
For many nurses, the continuing education we
receive is from each other. Every nurse brings to
the profession their own skills set, experiences and
knowledge base. It is my belief that we all have a
professional responsibility to continue teaching
each other and learning from one another so that
our patients can ultimately benefit from all of us in
practice. However, sometimes the habits nurses learn
from one another are shortcuts that can be dangerous
instead of legitimate new ways of doing things that
benefit our patients or the profession of nursing.
Over the years, I have heard the words,
“Everybody does it” many, many times in defense of
the allegations presented against them, and as I’ve
mentioned in prior articles, those words will often
fall on deaf ears when defending the allegations in
front of the board or even criminal court. Nurses
are responsible for their own professional licenses
and are charged with having the knowledge of their
own scope of practice, rules, and regulations as
prescribed in each state under Nurse Practice Act.
Part of nursing professional responsibility to be
aware of those rules and regulations in each state
where one practices as those rules will vary from
state to state.
What makes it difficult is that no matter where you
practice in nursing, no matter which facility, which
unit, or which agency, there tends to be a certain
culture which is created among each group. In fact,
there could be different subcultures for each shift
on a particular unit, and in order to survive in that
culture, nurses are often pressured into succumbing
to the culture which will sometimes mean lowering
their own standards in order to fit in or even survive
the patient load.
What is interesting is that within each subculture
it is never really discussed or explained how certain
ways and means that are particular for the group
came about; nor is it ever expressed that those ways
and means would be defended by the group if they
were ever challenged. It is as though somewhere
along the line they figured out a way to cheat the
system, but no one is going to admit it at the end of
the day if and when the particular unit is “raided” by
an audit or when a nurse is caught by an unfortunate
situation and accused of substandard care as a
result of the cultural norm. Once this happens, it
is usually every man or woman for him or herself
and without a written policy that nurse will be left
standing alone to defend against the allegations of
substandard care. The phrase, “Everybody does it,”
at that point will turn the nurse from someone who is
confident, believing in the cultural norm and way of
doing things, to someone who is isolated, afraid, and
feeling betrayed.
On the one hand, many of the ways and means
adopted by certain subsets or cultures in nursing,
on their face, appear to be logical and for anyone
who’s been in nursing for any length of time, its
understandable how certain changes and shortcuts
in nursing come about. It is this logical approach that
seems to attract those in the subculture to go along
with a new or different way of doing things when they
see the benefits such as saving time, extra steps,
or reducing stress in their practice. It is conceivable
that in every subculture, certain ways and means

are acceptable, advocated for, and even justified
by nearly everyone in that subculture. It is not until
those ways and means are challenged by someone
on the outside that a potential problem is identified.
For those who are inside the subculture, anyone
who challenges the group regarding a certain
shortcut or substandard practice is almost certain
to be ousted by the group and thought of as a
traitor or someone who can’t be trusted. Ultimately,
that person may be subjected to the worst form
of workplace hostility out of fear by those who
are threatened by someone who questions their
practice. Oftentimes, those who are the challengers
in the group end up being the ones who are reported
to the board for some other mistake which may
be insignificant in comparison to what has been
challenged by that person. To the person who stands
up to the group and tries to make or tries to defend
their standards of practice, it seems unfair when
such practices are allowed to continue while they are
isolated and ousted from the group and ultimately
have their license placed at risk by those who fear
them.
Ultimately, all nurses have their own way of doing
things once they’ve been in practice, and nurses
need to identify what works best for them in order
to get everything done by the end of the day. There
are hundreds, if not thousands, of small choices to
be made on a daily basis in order to achieve their
goals with each patient. When it comes to protecting
their licenses, the most important thing to be
aware of is the Nurse Practice Act which contains
the scope of practice and rules and regulations
in nursing. Secondly, nurses need to be aware of
what the written policies are for their particular
unit or subculture in nursing. The Nurse Practice
Act is merely a guideline for nurses to know their
boundaries and obligations in nursing; however,
particular policies and ways of doing things are left
to those in practice, and these policies are ever
changing on a daily basis. Hence, the unwritten
policies and procedures which somehow take on
a life of their own within each subculture in nursing
cause the most risk for nurses.
Over the years, I have given many lectures and
conducted multiple seminars for nurses on how to
protect their license, and what is most interesting
is for every situation where nurses use the defense
“Everybody Does It,” those nurses seem to feel
justified in their actions because of that fact.
However, when discussing those cultural norms
in the classroom setting with those outside of that
culture, most nurses appear to readily identify and
even criticize substandard practice as if to suggest
everyone should know better or nobody else does
that. Unfortunately, this will also be the general
attitude of the nursing board which is made up of a
panel of nurses and/or patient advocates who are
well aware of the Nurse Practice Act. Perhaps the
key is to know the difference between everybody
doing it just within your subculture or in nursing
in general. If both statements are not true, then
perhaps you need to ask yourself if the ways and
means established in your subculture are truly
acceptable in the practice of nursing.
You may have noticed that in this article I have
refrained from giving any specific examples which
is not typical for this column. Examples are often
helpful in demonstrating key points; however, the
point of this article is to get you to think about your
own subculture and the importance of learning for
yourself which ways and means are truly acceptable
and whether or not your license would be protected
if those ways and means were ever challenged.
Continuing education in nursing is crucial and
as a part of that education nurses should include
challenging their own cultural norms. One way in
which nurses can achieve this goal is to join their
professional organizations in nursing. This allows
nurses to network with those outside their subculture
in order to become exposed to other subcultures

in nursing and to compare and contrast with
other ways and means to determine whether the
statement, “Everybody does it” really holds true.
Most professional organizations in nursing such
as the Nevada Nurses Association and others
offer continuing education in different forms such
as publications with information that is relevant to
your practice, offering networking opportunities for
nurses to mix and mingle with each other and the
ability to discuss the challenges they face in their
practice. Another way to expose yourself to the risks
and benefits of your own cultural norms would be to
attend the meetings of your State Board of Nursing.
Observing the hearings for disciplinary actions can
be extremely enlightening to those who believe,
“Everybody Does It.”
In the spring of 2011, NNA will be hosting its
first workshop for nurses on how to handle the
challenges commonly faced in a hostile workplace
environment. One of the main causes for workplace
hostility is going against the cultural norms in
defense of better practices. In this seminar, we will
be reviewing specific examples of substandard
practices, cultural norms, and how to defend your
practice as a professional under such conditions.
Other forms of workplace hostility such as bullying
and dealing with overtly aggressive people will also
be addressed. As chair for the NNA continuing
education committee, I am seeking your input in
preparation for our workshop so that we can best
address your needs as nurses. If any of you have any
specific examples of workplace hostility or cultural
norms that you know to be substandard in nursing,
whether it is something you are experiencing
currently or have experienced in the past, please
forward your examples to us by email with the
subject line, “Hostile Workplace Examples.” We
appreciate any and all input you may have on this
subject.
If you are experiencing challenges in these areas
right now and you feel that your license maybe at
risk but are not yet facing allegations or disciplinary
action and would like to speak with someone,
you are welcome to contact our office for a brief
consultation at no charge to you. Whether you are
submitting your examples or seeking consultation,
feel free to contact Tracy Singh at the Law Offices
of Tracy L. Singh at 702‑444‑5520 or via email at
tsingh@tlsinghlaw.com.
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Implementation Strategies for Evidence-based Practice:
Part III of a IV-part Series on Evidence-based Practice
By Mary Bondmass, RN, PhD, CNE, Associate Professor of Nursing, School of Nursing, University of Nevada Las Vegas
In parts I and II of this series,
the origins and definitions
of evidence-based practice
(EBP), the state of Nursing
EBP readiness (RNFormation,
August, 2010) as well as
conceptual models of EBP
(RNFormation November, 2010)
were respectively explored.
Part III in this series will present
a brief overview of possible
strategies for the implementation of EPB at the point
of care.
While EBP is generally considered the expected
standard in healthcare, despite decades of highquality research and a growing evidence base, its
impact at the point of care remains inconsistent
(Adams & Titler, 2009). Multiple studies have
demonstrated that the availability of high-quality
research does not necessarily ensure that findings
will be used to improve care at the actual point where
that care is delivered, which in many situations, is the
bedside (Clancy, Slutsky, & Appon, 2004; McGlynn
et al., 2003; Institute of Medicine [IOM], 2001,2003,
2008).
To improve patient care, government agencies and
individual organizations have focused time, attention
and resources on compiling and evaluating research
findings, as manifest by the increased numbers of
systematic reviews and clinical practice guidelines
(IOM, 2008), yet despite these efforts, EBP at the
point of care remains less than desirable and some
estimate that it takes up to 17 years from the time
research is determined to be effective until its arrival
and full utilization at the point of care (IOM 2007, 2008;
Clancy & Cronin, 2005; Grimshaw et al., 2004; Wang
et al, 2000; Srinivasan & Fisher, 2000; Taylor, et al,
1999). Studies both in the United States and Europe
indicate 30% to 50% of patients do not receive
evidence-based care, and 20%-25% of patients
receive unneeded or potentially harmful care (Graham,
et al., 2006; Mc Glynn, et al. 2003).
Clearly strategies to effectively implement EBP
at the point of care are needed; however many
barriers to implementing EBP have been described
in the nursing literature, key among them are
lack of knowledge, time, available resources, and
administrative support (Estabrooks, 1998, Pravikoff,
et al. 2005, Bondmass, 2008). Many institutions,
due to a renewed emphasis on quality and safety,
have created strategic initiatives for EBP ‘on paper’;
however for a truly supportive environment and an
actual culture for EBP to exist at an institution, the
leadership of the organization needs to incorporate
EBP-related concepts into their mission. The mission
for patient care services, for example, should ideally
be operationalized to address: 1) the spirit of inquiry
of the staff and the lifelong learning necessary for
EBP as well as 2) the work environment that demands
and supports nurses’ accountability for practice and
decision making and lastly the mission needs to 3)
include a goal of improving patient care outcomes
through evidence-based clinical and administrative
decision making (Newhouse, et al. 2007).
Assuming a supportive environment addressing the
requisites and barriers to EBP has been developed
or is developing, what then are the process steps to
the implementation of EBP? Although it may sound
redundant, a reasonable first step for a practice based
on evidence is to examine the evidence for successful
EBP implementation. Nursing at Johns Hopkins
Hospital and the Johns Hopkins University School
of Nursing provides us with such evidence with
their development and testing of the Johns Hopkins
Nursing (JHN) Evidence-based Practice Model and
Guidelines. The actual JHN model was discussed in a
previous issue, the following discussion addresses the
‘how-to’ or the process of EBP.
The JHN EBP process can simply and
straightforwardly be described with the acronym PET,
which stands for Practice question, Evidence, and
Translation. The process begins with the critical step

of identifying a practice question. This initial step is
crucial because how the question is posed drives the
remaining steps in the process. After the question
is determined, a search, synthesis, and appraisal
of the evidence related to the question needs to be
conducted. Based on the appraisal, a determination
as to whether there is supporting evidence for a
change or improvement in practice must then be
made. If there is supporting evidence, the final step
of translation occurs. In the translation step, practice
change is planned for, implemented, evaluated, and
results disseminated. The reader is referred to the
actual Johns Hopkins EBP texts (Newhouse, et al,
2007, Poe & White, 2010) for more specific details,
however a summary of the PET steps in the JHN EBP
process are presented in Table I.
Table I: The Johns Hopkins Nursing Evidence-based
Practice Process
(Newhouse, et al., 2007, p 202)

evidence was rated for methodology and quality;
the entire evidence search and appraisal process
was overseen by a nurse researcher/mentor.
Subsequent recommendations were categorized
in three levels (low risk, moderate risk, and high
risk) for urinary retention based on patient history,
anesthesia, or surgery. Low-risk ambulatory
adult patient can be safely discharged prior to
voiding. Although moderate-risk patients may be
‘dischargable’ with instructions to return within 6– 8
hours if they have not voided, there was not enough
evidence to make a recommendation. High-risk
patients should void prior to discharge.
Translation: The PACU team supported the
policy change that low-risk patients can be
safely discharged, and moderate and high-risk
patients should void prior to discharge. The PACU
discharge criteria were modified to reflect the EBP
recommendations. PACU staff received education
on the evidence and implications. Along with clear
voiding instructions given to patients at discharge, a

PRACTICE QUESTION
Steps 1 – 5:
		
		
		
		
EVIDENCE
Steps 6-10:
		
		
		
		
		
TRANSLATION
Steps 11-18:
		
		
		
		
		
		
		
		
		
		
		

Identify an EBP question
Define the scope of the practice question
Assign responsibility for leadership
Recruit an interdisciplinary team
Schedule a team conference
Conduct an internal and external search for evidence
Appraise all types of evidence
Summarize the evidence
Rate the strength of the evidence
Develop recommendations for change in systems or
processes of care based on the strength of the evidence
Determine the appropriateness and feasibility of translating
recommendations into a specific practice setting
Create an action plan
Implement the change (pilot testing as a preliminary
evaluation is advised)
Evaluate outcomes
Report the results of the preliminary evaluation to decision
makers
Secure support from decision makers to implement the
recommended change internally
Identify the next steps
Communicate the findings

A brief exemplar adapted directly from Newhouse,
et al. 2007, pp 173-176) might be useful to illustrate the
PET steps.
Practice question: Prior to 2007, patients at the
Johns Hopkins Hospital’s post anesthesia care
unit (PACU), were routinely required to void prior to
discharge regardless of type of surgery, anesthetic
technique, or associated risk factors. This resulted
in holding patients unnecessarily in the PACU,
increasing their length of stay, increasing costs,
and possibly impeded the flow of patients from the
operating room to the PACU. Because the problem
related to a population of patients, a team was
assembled to conduct an EBP project. The team
consisted of 14 experienced PACU nurses (from 3
PACUs) of various clinical levels, an educator, and a
manager. The nurses were supported by School of
Nursing faculty, a nurse researcher, and two nurse
administrators experienced in standards of care and
performance improvement. The practice question
was posed as: For adult ambulatory surgery
patients, does discharge from PACU prior to voiding
versus discharge from PACU after voiding result in
increase urinary retention?
Evidence: The Standards for the American Society
of Peri Anesthesia Nurses (ASPAN) were reviewed,
but the standards did not directly address this
issue. An extensive literature search was conducted
finding 100 articles pertinent to voiding, but only
26 were applicable to this particular question.
Individual nurses were assigned specific articles
and a critique tool was used for each article. The
American Society of Anesthesia, as well as 17
national teaching hospitals were contacted to
determine their policy on this issue. All available

next-day patient phone follow-up was added to the
protocol. Since the guidelines were implemented
[and up until the publication of the Newhouse, et al.
text] no problems with urinary retention or return to
the emergency room related to bladder distention
were reported. In addition to the organizational
impact on care, this project was used as an
exemplar to illustrate the EBP process for ASPAN
as the Society developed its EBP model.
Presented in this issue was a brief introduction to
strategies for implementing EBP at the point of care.
Following implementation of EBP efforts, an evaluation
of our initiatives also needs to be accomplished and
reported. In part IV of this EBP series, (featured in the
next issue of RNFormation), evaluation of implemented
innovations and program evaluation will be discussed.
Due to the limited space, complete references
used in this article (20) are available only upon
request, but any reader interested in the JHN EBP
texts are referred to Sigma Theta Tau, International
at http://www.nursingsociety.org to purchase: Johns
Hopkins Nursing Evidence-based Practice: Model
and Guidelines by Robin Newhouse et al., 2007 and
Johns Hopkins Nursing Evidence-Based Practice:
Implementation and Translation by Stephanie Poe &
Kathleen M. White, 2010.
Interested readers are also directed the Health Care
Innovations Exchange, a free database sponsored
by the Agency for Health Care Research and Quality
(AHRQ) for practice question ideas, implementation
strategies, and detailed examples of many EBP
projects conducted both system-wide and at the unit
level http:///www.innovations.ahrq.gov/.
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A Faceless Community (Continued)
(Continued from page 1)

transitional, or permanent supportive housing and
2,916 staying in weekly motels (“Housing for All,”
2006). The Reno Area Alliance for the Homeless
(RAAH) has identified that nearly 7,000 persons are
at risk of homelessness every year (“Housing for All,”
2006).
The first local community task force came
together in 1986 to assess the local homeless
population with the hopes to create a needs
based plan. More community involvement joined
in the efforts in 2000 with the introduction of
the organization Reno Area Alliance for the
Homeless (RAAH). RAAH is a partnership of local
human service providers, local, state and federal
government agencies, faith-based organizations,
and common citizens coming together to try to
improve homeless services in the Reno area. In
addition, a partnership of 25 agencies and the three
local governments came together in 2005 to create
a plan to end chronic homelessness in Washoe
County. A 10-Year Plan Development Committee was
established and held its first meeting on September
15, 2005 and met at regularly until August 31, 2006
(“Housing for All,” 2006).
The 10-Year Plan Development Committee
consists of a coalition of 25 agencies and three
local governments assembled in 2005. Although
the organization initially faced many complications
presented by the community (low wage service
industry job that disagree with Washoe County’s
more expensive standard of living), they were able to
create an action plan that flowed from the following
directions and strategies. Their goals were to (1)
expand the range of prevention efforts, (2) expand
access to and availability of housing resources,
and (3) increase the supply and awareness of
supportive services. Before beginning their journey,
the committee needed to identify the cost of
homelessness currently, and examine how the city
has utilized those resources. They determined that
a substantial amount of money had been spent
on homelessness in the Washoe County area. By
creating a well-developed and efficient framework
regarding homelessness in Washoe County the city
will be able to have a greater monetary return from
their savings.
Nationally, steps have been taken to deal with
homelessness. Currently $8.3 million have been
subsidized through the Homelessness Prevention
Fund. Prevention activities include “short or mediumterm rental assistance, [and] first and last month’s
rent payment or utility payments,” (U.S. Senate,
2009). For Nevada specifically, $829,767 has been
donated towards emergency food and shelter
programs in 2009 (U.S. Senate, 2009). Due to the
current economic climate, many programs of this
variety have been funded for the state of Nevada.
The Congressional Research Service estimates that
$3.7 million will be provided by TANF (Temporary
Assistance for Needy Families) under the American
Recovery and Reinvestment Act of 2009.
Reno spends at least $15.5 million yearly to deal
with homelessness, according to a 2007 study by the
University of Nevada Small Business Development
Center. Washoe County, the City of Reno, and the
City of Sparks annually allocate significant funding
for homeless services and services to other indigent
individuals within the three jurisdictions. According
to the Washoe County Homeless Study conducted
by the Nevada Small Business Development

Center in 2007, homelessness in Washoe County
generates financial costs (more than $14.2 million
per year), capacity/load considerations, human
capital costs and societal
costs, including economic
impacts, educational
impacts and public health
impacts. Washoe County
alone committed over
$940,000 for homeless
services in fiscal year (FY)
2005-2006. The City of
Reno contributed $155,000
in FY2005-2006 just for
shelter operations; these
funds were pooled with
funds from Washoe County.
These figures do not include
staffing costs, court costs, jail expenses, or the
additional $10,443,640 spent for indigent health care
assistance. The average cost of emergency shelter
housing is $32/day. The average cost of a meal
at St. Vincent’s Dining Room is $3.70. According
to Housing for All, an individual needed to earn
$13.69/hour to afford a market rate, one-bedroom
apartment in Washoe County in 2006. A family
needed an hourly income of $16.92 to afford a twobedroom apartment. During the same period, the
median wage for a single wage earner in the area
was $10.72 (“Housing for All,” 2006).
Local Nevada governments depend heavily
on federal sources of funding, e.g. Community
Development Block Grants, Emergency Shelter
Grants, HOME, and the Continuum of Care, to
provide shelter and services. Catholic Community
Services of Northern Nevada, for example, which
owns and operates St. Vincent’s Dining Room,
has an annual budget of $1,400,000 in private
funding dedicated to homeless services. H.A.W.C.
medical clinic conducted a study in 2004 of the
number of emergency-room visits that were offset
by their services; this study identified $18 million
in cost offsets. In an informal 2004 study, officers
Patrick O’Bryan and Steve Johns of the Reno Police
Department showed that in a one-year period one
chronically homeless man in Reno, Murray Barr,
incurred approximately $1,000,000 in medical bills,
emergency-room visits, jail time, etc (“Housing for
All,” 2006). Reno police said chronic alcoholics
acquire the highest costs of the homeless population
and typically refuse the city’s homeless services.
According to Officer O’Bryan, one Reno resident,
L.S., has surpassed “Million Dollar Murray” and
continues to cycle in and out of hospitals and
jails. Officer O’Bryan said that it is likely that Mr.
S. has cost the community as much as $10 million
(O’Malley, 2009). Results from studies in other
jurisdictions overwhelmingly indicate that providing
affordable housing with supportive services is a
cost-effective method for breaking the cycle of
homelessness (“Housing for All,” 2006).
Acquiring housing is consistently number one
on the list of goals towards ending homelessness.
One housing strategy established through Housing
for All strives to keep people in their current homes
through the availability of rent and mortgage
payment assistance (“Housing for All,” 2006, p.
29). Another strategy, established in 2010, works
to create supportive housing to serve chronic
inebriates (“Housing for All,” 2006, p. 29). This new
approach utilizes the principle that before a person
with a substance abuse problem can become a selfsufficient and productive member of society, his or
her basic needs must first be met. These needs
include safety and housing.
A large barrier in the goal to end homelessness is
the fact that many homeless men and women lack
any form of identification or documentation, which
makes applying for assistance and employment
extremely difficult. Transportation and access to
telephones can also be problematic in the search for
employment and obtaining necessary documents.
Through Housing for All, many resources for the
homeless were established. These include the
Community Resource Center, which increased the

availability of telephones, the Reno Area Alliance
for the Homeless, United Way, and Washoe County
Human Services Consortium. These resources
help assist the homeless with securing essential
documents such as birth certificates and social
security cards (“Housing for All,” 2006, p. 30).
The mission of U.S. Department of Housing
and Urban Development (HUD) is “to create
strong, sustainable, inclusive communities and
quality affordable homes for all. HUD is working
to strengthen the housing market to bolster the
economy and protect consumers; meet the need
for quality affordable rental homes; utilize housing
as a platform for improving quality of life; build
inclusive and sustainable communities free from
discrimination; and transform the way HUD does
business” (HUD, 2010). The Nevada sector of HUD
offers homeless information and services, such as
HUD-approved housing counselors, as a primary
prevention for foreclosure and homelessness. In
addition, their website provides links to resources
such as food banks, food stamps, legal assistance,
and social security services.
This analysis has exemplified the progressive
measures the City of Reno has taken towards caring
for the vulnerable and growing homeless population
in our community. The homeless person of Reno
has become more than a simple statistic. Through
an identification of their needs and an allocation of
government funding, many difficulties faced by the
city’s homeless population have been addressed.
The homeless person of Reno now has an address
through the Community Resource Center, a place to
eat at St. Vincent’s Dining Room and opportunities
for work. These members of the community,
however, still have no place to reference as home
as many spend the winter months seeking different
forms of shelter. Although many significant strides
have been taken by the city, it only takes a glance at
the scattered tents of Safe Ground to realize that our
work is not finished.
Nursing faculty are invited to submit outstanding
student work for possible publication in the Student
Nurses Corner.
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Does HIPAA Have a Blind Side?
By Martha Drohobyczer, CNM, MSN, RN
The purpose of this article is to get health care
professionals to think about how HIPAA regulations
are preserved within their health care settings.
Currently, many areas of hospitals, clinics and
out patient services have what I call ‘dead zones.’
That is, an area where HIPAA regulations are not
observed. The Health Insurance Portability and
Accountability Act (HIPAA) (P.L.104-191) was enacted
by the United States Congress in 1996. HIPAA
has two titles. Title I was enacted to protect health
insurance coverage for employees and their families,
also known as Cobra or the Consolidated Omnibus
Budget Reconciliation Act of 1985. Title II of HIPAA
covers issues regarding the privacy of protected
patient information, the development of national
identifiers for providers and standards for electronic
medical records. The regulations also spell out
covered entities other than individual providers,
hospitals, clinics and offices. The HIPAA Title II
regulates how patient information may be transferred
to other entities, how patients may obtain copies of
their health records and when information may be
shared with other entities without the necessity of
having the patient sign a release. Examples would
be if a mandated professional reports child or elder
abuse, in particular emergency situations and if
reports are sent to a referral source.
Over the past few years I have noticed that there
are areas in health care settings where HIPAA
regulations are abandoned. I will call them HIPAA
‘dead zones.’ That is, areas where HIPAA regulations
are dropped, similar to areas in a building where
cell phone services are ‘dropped.’ In these areas
the principles of privacy and the minimal exchange
of protected information should be respected but
is not. I will give examples of these areas and the
protected patient information that may be overheard.
The first area is labor and delivery triage. In most
triage rooms multiple patients are in one room
and the beds are usually separated by a curtain
of some sort. Often in addition to the patient, a
partner or relative maybe near the patient’s bed.
Nurses question patients about their most private
information. It is common to hear questions such as
‘when was your last menstrual period’? Questions
regarding vaginal infection/discharge, bleeding, the
last time the patient was intimate and drug or alcohol
use/abuse are asked and responses may be heard
by other patients. Health care providers that do not
have a ‘need to know’ may also hear responses. The
results of cervical examinations such as cervical
dilation, fetal health status, urine dipstick results,
and whether the patient has ruptured membranes

are also heard. The phone call to a provider may
be overheard that includes a report on the patient’s
condition. Worse yet is when various people may
walk into the wrong room and are able to view the
most private parts of a woman’s body while she
is giving birth. Once, two women were standing
watching one of my patients give birth. I asked the
patient if it was her mom and sister. She shrugged
no and that she did not know them. They simply
wanted to observe a birth.
The next area is the family waiting room of
surgical departments. Often physicians come out
from surgery to give the family a status report. The
patient’s condition, disease state and prognosis are
discussed in front of others.
One month ago one of my patients (I received
her permission to write this), was in the ER of a local
hospital. She states that she was in severe pain
from a urinary tract infection, so she was grateful to
be seen and treated. She stated that she was on a
gurney in a hallway. She mentioned that the woman
on the gurney nearest to her was HIV and Hepatitis
C positive and was in the ER because her boyfriend
had tried to strangle her. I asked, “How do you know
that?” She replied, “Oh, I could hear the doctor ask
her questions.”
My husband called me last summer after being
admitted to a local hospital. He said that he had a
roommate and “Guess what, he has been homeless
for one year, off his medications for 8 months and
is a paranoid schizophrenic.” I could not imagine
how he knew this information. His answer was that
a nurse was in the room with a computer asking
numerous questions. When I said that that was
private information, he said, “He got to hear all
about me when she asked me questions!” The
one question that he did not like being asked was
his social security number and date of birth in the
presence of his roommate. It seems that Americans
no longer have the expectation of privacy. Prior to my
husband’s discharge his physician came in, pulled
up a chair and asked if he could lower the television.
He proceeded to give my husband his test results
and recommendations for treatment. No privacy
there.
The last place that I will describe is the outpatient
procedure area. Here patients often have endoscopy
procedures like colonoscopy and other outpatient
testing. I had a colonoscopy last year and after my
health assessment, the nurse asked me what my
nursing specialty was. I said that I was a midwife,
and the patient on the other side of the curtain, a
male, engaged in a whole conversation with me
about midwifery. He said that he was from West
Virginia and gave me the history of a particular
midwife. It just so happened that I had a book
about this midwife. We engaged in a 20 minute
conversation with only a curtain between us. I never
saw his face so I do not even know to whom I was
speaking. No privacy there.
Lastly my office manager (she gave permission
to write this) went to a large insurance company’s
outpatient procedure clinic. She states that
after being wheeled into the procedure room
for her colonoscopy she was introduced to the
anesthesiologist and physician that would do the
procedure. Then she was asked to roll over on her
side with her ‘bum’ in the air uncovered. She stated
that at the time she recalls thinking, ‘there are two
men in this room and a male housekeeper cleaning
sinks right outside the open doorway.’ No privacy
there.
Most of these ‘dead zones’ where HIPAA
regulations are not followed have more to do with
architectural design. That is, we have developed
hospital and clinic designs that make it difficult to
keep patient protected information confidential.
Emergency departments’ triage rooms and double
occupancy of patient rooms should be redesigned in
the future to accommodate increased confidentiality.
Then we can all be in compliance with HIPAA
regulations.

Check it Out!
Is winter weather keeping you close to home?
Why not use this time wisely? There are lots of
learning opportunities for professional and personal
growth and CEUs—please read on…
The Foundation for Critical Thinking believes
“the quality of everything we do is determined by the
quality of our thinking,” therefore “critical thinking is
essential if we are to get to the root of our problems
and develop reasonable solutions.” For nurses,
critical thinking is vital in clinical practice, in the
preparation and delivery of educational content for
patients and families, in formal educational settings,
and in designing future healthcare systems. The
Foundation offers conferences and workshops, and
a bookstore with DVDs, thinkers guides, and “where
to begin” bundles.
Please visit the Foundation for Critical Thinking
at www.criticalthinking.org
If you’re interested in writing, NurseScribe
provides links to information and publications
on academic and freelance writing, copyright
issues, and writing tips and tools. Nurse Author
& Editor is an international publication containing
articles on “writing quality manuscripts, avoiding
rejection, finding publishing opportunities, editing
and reviewing.” It also includes updates on nursing
journals.
Please visit NurseScribe at www.enursescribe.
com and Nurse Author & Editor at www.
NurseAuthorEditor.com—we look forward to reading
your first article in RNFormation!
CEUonline caters to the multi-disciplines in
healthcare. In addition to traditional classes for
nurses such as diabetes and HIV care, interesting
complementary care classes include nutrition in
the elderly, reflexology, and therapeutic touch.
Nurse massage therapists can study aromatherapy,
Chinese medicine, and eating disorders, and nurse
acupuncturists can study addictions, interventions,
and recovery. This site also offers classes for
Nursing Home Administrators, Psychologists, and
Respiratory Therapists.
Please visit CEUonline at www.ceuonline.org
Like adrenalin? Is trauma your thing? CE-web
presents classes organized under 15 specialties,
including case management, clinical trial research,
emergency management, and trauma. The 12
short courses under trauma address adults and
pediatrics, and include penetrating injuries, traumatic
brain injury, fluid management, burns, and organ
procurement. This site is approved as a provider
of continuing education by the American Nurses
Credentialing Center’s Commission on Accreditation.
Please visit CE-web at www.ce-web.com
RadiologyInfo is a great site developed by the
American College of Radiology and the Radiological
Society of North America. The glossary of terms,
procedures A-Z, and test/treatment sections are
educational tools for health care providers, patients,
and families. If you’re still wondering what you’re in
for, visit images/videos to view human anatomy, real
time procedures, and radiological equipment. Patient
safety addresses radiation exposure, conscious
sedation, and the use of contrast materials in
imaging.
Please visit RadiologyInfo at www.radiologyinfo.
org
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New Bacterial Threat?
Wallace J. Henkelman, MSN, RN,
Assistant Professor of Nursing,
Touro University Nevada
As if vancomycin resistant MRSA, VRE, and C. dif.
are not enough to worry about, there is a potential
new threat on the horizon. Carbapenum antibiotics
(including Meropenem, Ertapenem, Doripenem,
and several other antibiotics ending in the suffix
–penem) were originally developed to overcome drug
resistance in such common organisms as E. coli.
and Klebsiella, but new strains of those organisms
have been isolated that are resistant to carbapenems
(Kumarasamy et al., 2010).
The new resistance, which seems to have
originated in India, but has since been isolated in
Canada, the UK, and Austria, and more recently
in California, Massachusetts, and Illinois, involves
DNA which codes for an enzyme that inactivates
carbapenems. It has been found in both E. coli and
Klebsiella, making those organisms resistant to all
standard intravenous antibiotics. Susceptibility has
been noted only to tigecycline and colistin, neither of
which is commonly used (Kumarasamy et al., 2010).
This development is even more dangerous since
the DNA involved (called NDM-1) is not located in the
DNA of the bacteria, but in intracellular structures
called plasmids. Plasmids can be transferred
between bacteria, even across species, through a
process called conjugation, meaning that they could
be transferred to other organisms such as MRSA
increasing the drug resistance of those organisms.
Historical links between the UK and India may be
partially responsible for the spread outside of India.
A further concern is that the widespread practice
of medical tourism, in which citizens of western
countries travel to places like India to obtain lowercost medical care, could spread these organisms.
As with all antibiotic resistance, the origin is
thought to be the overuse and inappropriate use
of antibiotics. The result of such practices is an
evolutionary process called selective pressure which
allows naturally resistant bacteria to proliferate as
their resistant brothers are killed. Because of the
growing problem of drug resistance, the World
Health Organization has launched a global strategy
to combat drug resistance (WHO, 2002).
Nurses are a vital part of the process. Nurses who
prescribe antibiotics need to think carefully about
what they are prescribing and for which diseases. All
nurses need to carefully
educate clients on the
proper use of antibiotics
including taking the full
course of the therapy,
not saving antibiotics
for later uses, and not
sharing antibiotics
with others. All of
those practices support the development of drug
resistance.
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Living With a Latex Allergy—Part Three
Journey through Worker’s Compensation and Employer
Accommodation
By Margaret Konieczny, RN, MSN
I officially filed a
worker’s compensation
claim on February
18, 1998. I did not
receive any instruction
on how to proceed
with the Worker’s
Compensation
process. In the
Margaret Konieczny
meantime I had
been seeing the Reno allergist since January,
1998—the one who said he didn’t deal with
worker’s compensation claims. I saw this allergist
for 3 months. I had all the standard skin testing
done. There was a small to moderate reaction to
the common allergens such as weeds, dogs and
cat dander. I had a negative reaction to pieces of
latex gloves. I also had weak positive reactions
to common chemicals such as colophony, and
thimerosal. This was a very frustrating time as I
mentioned in my previous writing. This is the time
of my infamous bathing suit story. I wore a new
spandex bathing suit and went swimming. Two
hours later I began to itch and by morning I had a
facial rash redness and swelling. The allergist finally
agreed I had a latex allergy.
However I didn’t get any direction from him or my
employer regarding work place accommodations.
I decided on my own to apply for a Home
Health position when I returned to work April 23,
1998. I knew I needed to get out of the hospital
environment. I was denied the transfer. In the mean
time, I kept looking for a physician who was familiar
with latex allergies. I contacted the latex allergy
support group ALERT over the internet. They sent
me a list of names of allergists in the Sacramento
area. I saw Dr. Saylor on May 1st, 1998.
Once my diagnosis of latex allergy was confirmed
by Dr. Saylor, a work release was written with the
correct Worker’s Compensation language, I was
transferred to the Home Health department on May
24th, 1998. I had learned that the correct terminology
and forms needed to be filed before the employer
or the Worker’s Compensation insurance will take
the report seriously. Dr. Saylor was very familiar with
Worker’s Compensation requirements. He submitted
a “Dr’s Report of Occupational Injury.”
I thought that was the end of it. I was out of the
hospital and in a latex safe environment. I began to
heal. I was given a desk job and the Home Health
office was made latex safe. At first I didn’t feel really
welcomed in the Home Health Department, and I am
not sure why. As I stated above, in April I applied for
a position in Home Health and the position was given
to one of my colleagues. So when the forced transfer
happened in May, I felt some uneasiness from the
Home Health department manager and staff. The
manager had refused my application in April and
now was forced to take me as part of her staff in
May. (She did tell me later that she was glad I was
there. I proved to be a valuable employee).
Here is an important realization. If they had
accepted me into home health when I applied, I am
sure there wouldn’t have been any further action
taken. I would have signed off my claim because
I was ignorant of the process and the value of
Worker’s Compensation. I was just happy to be out

of the hospital. I was already pursuing a post grad
degree in nursing. In retrospect, I can see that events
and decisions happen for a reason. I soon learned of
the Worker’s Compensation process and its value.
On June 4, 1998 I was contacted by the insurance
claims adjuster. He started off being very direct. He
quoted some Worker’s Compensation codes which
I didn’t understand. He talked about settlements
and for me to sign off my claim. All I wanted was
for the insurance company to pay my medical
bills. I already understood that I may need medical
care for this allergy for the rest of my life. I insisted
on future medical care. From August 1998 until
March 2000 the communication with the insurance
adjuster was infrequent and confusing. I learned that
Worker’s Compensation settlements are based on
predetermined disability codes. For instance there
is a certain amount for loss of limb, loss of sight,
etc. Since latex allergy was so new, it did not have
its own disability code in California. When the rating
was determined, it was lower than first determined
by the insurance agency. The Department of
Industrial Relations made the disability determination
based on “dermatological condition” on April 17,
2000.
Other correct Worker’s Compensation language
included “Permanent and Stationary” and “Qualified
Injured Worker.” Permanent and Stationary means
I will require future medical treatment for latex
exposures, and Qualified Injured Worker means
I am entitled to work rehabilitation. I began to
receive payments for lost back wages and now
I was determined a Qualified Injured Worker and
was eligible for work rehabilitation. I went through
another medical evaluation and had an interview
with a job rehab counselor. I had already started my
new career path by pursuing a Master’s degree and
planned to eventually become a nursing instructor.
I was told by the claims adjuster that I could not get
reimbursed for my tuition because the employer
already accommodated me and I am pursuing the
degree on my own.
Eventually the claims adjuster became very
annoying and rude. On July 7, 2000 he wanted me
to sign a “Compromise and Release” which would
release all issues, future medical care, right to re
open, for a total settlement of $5,355. I knew then I
needed legal help! I could not come to an agreement
with this claims adjuster. I needed a lawyer who
understood Worker’s Compensation Law. I could not
find one in my home town who would take my case.
I again emailed ALERT and asked if they knew of a
lawyer in my vicinity who was knowledgeable about
latex allergy and occupational injury. They gave me
a list of names. The first law office couldn’t take
my case as they were already in a class action suit
with the manufactures of latex gloves. They did refer
me to another lawyer. He took my case and my life
changed again! This law firm is in Oakland CA.
All conversations were now between the insurance
claims adjuster and my lawyer. A settlement, greater
than what was originally offered, was finally reached
and my award for future medical care was upheld.
Now I knew the benefit of a lawyer. I continued my
education and entered the career path I thought
would eliminate my exposure to latex. I was wrong.
In the next newsletter, I will write about my life today.
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Nursing’s Engagement in Health Policy and Healthcare Through Social Media
By Pamela Katz Ressler BSN, RN, HN-BC and Greer Glazer, RN, CNP, PhD, FAAN
OJIN: The Online Journal of Issues in Nursing. 2010;16(1)
Reviewed by Denise S. Rowe MSN, APRN, BC, FNP
The use of Social Media is a phenomenon that
has exploded in use and popularity in recent years.
Social media consists of the internet or web-based
technologies that people use to connect, communicate
and interact in real time to share and exchange
information. In the evolving digital age, it appears that
social media will be an important communication tool
used to disseminate and exchange information for the
foreseeable future. This article reviews the authors’
perspective on social media and the opportunities and
challenges it presents for nurses to actively engage in
healthcare and health policy.
The authors Ressler and Greer define between
Social Media classified as Web 2.0 websites as those
which allow active dialog or conversation to take
place in real time (e.g. blogs, YouTube and Linkedin).
By contrast, information on a static webpage on an
internet website is considered passive information.
The important distinction is that Social Media is the live
conversation taking place between users.
Facebook and Twitter are two well known social
media tools. Facebook provides a forum that allows
users to connect with each other and share professional
or personal information and interests. Professional
sites can also be setup by groups, organizations or
businesses. Professional sites can be setup separately
from individual personal Facebook pages. The
distinction is that professional sites have “fans” or users
who “like” the page and individual personal pages have
“friends.” Twitter is akin to a blogging platform that limits
each “tweet” to 140 characters. The authors state that
Twitter is growing fast because it is versatile and allows
users to quickly hyperlink or reference external sources
of information. With Twitter, users can also setup
individual, professional or organizational accounts. Both
Facebook and Twitter are free, allowing the general
public access to these tools.
The authors state that social media and web 2.0 have
created a qualitative shift in global communication in
the 21st century as did the invention of the telegraph
in the 19th century. They believe this is a natural
progression in global real time information exchange
providing important adjuncts to the traditional ways of
communicating and collaborating.
Internet access has dramatically increased over the
last 10 years. The authors cite some Pew Internet and
American Life Project statistics that in 2000, just 5%
of the US adult population had access to broadband
internet services compared with 79% in 2009. It is also
expected that as mobile devices such as Smartphones
become more available, the number of internet
broadband users will increase exponentially.

The authors admit that health education provided
through traditional means is not always successful.
Because of the growth in internet use, many healthcare
organizations are looking to change that and include
new audiences in the healthcare dialog through
mobile and wireless devices. In July 2010 over 762 US
hospitals used social media such as Facebook, Twitter,
YouTube and blogs. By contrast, in September 2006,
only 10 hospitals used some type of social media.
In March 2010 the University of MassachusettsBoston College of Nursing and Health Sciences
launched a social media initiative consisting of a
Facebook page and a Twitter account. The focus
was to provide a forum where internal and external
participants could exchange relevant information of
importance to nursing, health sciences, health policy
and health promotion in a timely manner. The authors
observed that since the launch, the readership had
increased exponentially and online engagement
showed a significant increase in the number of views
and comments that were posted.
The authors cited Phil Baumann, a critical care
nurse who quickly adopted the use of social media
in healthcare as expressing frustration that the
healthcare community was lagging behind in its use of
social media to communicate and share information.
Baumann listed some important potential uses of
social media including: disaster preparedness and
response; drug safety alerts from the food and drug
administration; diabetes care and management;
rare disease resource connection and tracking;
broadcasting infant care tips, and shifting bidding for
nurse and other healthcare professionals. The authors
feel strongly that there will be increased interest in
using social media in nursing education. They envision
it will be an important component in educating a new
generation of nurse to practice competently and to
collaborate more effectively with patients, families and
team members.
There are also challenges and risks cited with
using social media. The authors state that potential
problems include issues related to privacy and security,
inappropriate sharing of information, defining levels
of individual disclosure and establishing professionalpersonal boundaries. Information posted on open sites
are in the public domain, and available in perpetuity.
They noted that a Microsoft survey found that 75% of
human resource managers and recruiters research
perspective employees online by checking Facebook,
Twitter and other personal websites or blogs.
The confidentiality of patients established in the

Health Insurance Portability and Accountability Act
(HIPAA) and patient-professional boundaries are
important issues nurse must consider when deciding
how and what to post through social media. Nurses
must carefully examine whether they are comfortable
posting certain information in a public forum that is
accessible by their employers, colleagues or patients.
The article cites an example of a nurse who took an
x-ray of a patient in an emergency room and posted it
on her Facebook, a possible violation of HIPAA which is
being investigated by the FBI.
Boards of nursing have also advised professionals to
be cautious on privacy issues when using social media
websites. However, the national Council of State Boards
of Nursing 2007 publication did not specifically mention
social media when addressing professional boundaries.
The Mayo Clinic launched the Center for Social
Media in 2010, declaring that Social Media provided
a new set of tools for global outreach by nurses. They
expressed great enthusiasm that as change agents
on the frontline of healthcare, social media would be
instrumental in changing how nurses communicate,
collaborate, connect and dialog with patients,
colleagues and policy makers to promote change.
Social Media could be a great tool for nurses looking
to assume leadership roles within healthcare. The
authors cited an online poll where 55% of respondents
answered that the hospital representative they would
most often like to see Tweets from were nurses or
caregivers.
In summary, Social Media will be an integral part
of how we communicate. It offers the potential for
health care providers to reach unlimited numbers of
people to provide health education. I agree with the
authors that Social Media will continue to grow rapidly
and can play a larger role in healthcare information
sharing. The key issue going forward will be how
we can use Social Media to educate our patients
and each other without violating privacy. To protect
privacy, patient rights and uphold our professionalism,
I support the authors’ contention that we must apply
the same caution and common sense as we do with
traditional communication tools used in healthcare. We
may need to develop national or universal guidelines
and standards that healthcare organizations and
professionals can utilize when participating on social
media sites. The bottom line is that while social media
consists of extraordinary tools to communicate,
collaborate, and advocate, nurses must always be
mindful that it must be used responsibly so we can
protect the privacy and integrity of those who trust us—
our patients, professional colleagues and employers.

