
to step up! We need to 
start by reflecting on the 
way that we treat each 
other. According to Fallette 
2017, “Lateral violence has 
been defined as ‘nurses 
covertly or overtly directing 
their dissatisfaction inward toward each other, 
towards themselves, and toward those less 
powerful than themselves,’ which can take 
many forms. There are several theories as to 
why lateral violence is so ubiquitous in nursing, 
including a power imbalance where nurses 
do not feel valued and power resides with 
physicians.” 

We have all heard the phrase that “nurses 
eat their young” and I do think there is some 
truth to this. We must be the ones to end it. 
We must be the ones to step up. Working 
in an environment where lateral violence is 
executed is not only disappointing and stressful 
for nurses, but it is in violation of provision six 
of the American Nurses Association (ANA) 
Code of Ethics. This provision requires that 
nurses establish and maintain an ethical work 
environment. Nurses need to embrace that 
the ANA Code of Ethics applies not only to 
their interactions with their patients, but to all 
interactions they have within their professional 
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Message from the President

Tessa Johnson

NORTH DAKOTA NURSES ASSOCIATION

The North Dakota Nurse

By Tessa Johnson, MSN, RN

Greetings nurses of North Dakota! It’s crazy 
to think that we will quickly be approaching 
the end of summer. Where did it go? As you 
all know we (NDNA) attended Hill day in 
Washington, DC in June. Be sure to read the 
article on Hill Day and Membership Assembly in 
this issue.

One of the things discussed while in 
Washington was workplace violence. Let’s 
talk about this! I believe that when we hear 
about workplace violence, we automatically 
think about patients and others that cause the 
violence. Ladies and gentlemen, I think we 
need to be honest with ourselves; do we as 
nurses always treat each other as we should?

Did you know that NIOSH classifies workplace 
violence into four basic types? Types II and 
III are the most common in the health care 
industry. Sadly enough, Type III involves a 
“worker-on-worker” relationship and includes 
“employees who attack or threaten another 
employee” (ANA, 2019). At this time, OSHA does 
not require employers to implement workplace 
violence prevention programs, but it provides 
voluntary guidelines and may cite employers 
for failing to provide a workplace free from 
recognized serious hazards. We as nurses need 

Workplace Violence, 
Let’s Talk About This!

Message from the President continued on page 2

NDNA 2019 Spring Conference

2019 ANA Hill Day

ATTENTION!
BECOME A MEMBER 
OF NDNA NOW AND 

YOU WILL SAVE $40 ON 
YOUR FALL CONFERENCE 

REGISTRATION!!
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Writing for Publication in 
The North Dakota Nurse

The North Dakota Nurse accepts manuscripts 
for publication on a variety of topics related to 
nursing. Manuscripts should be double spaced and 
submitted electronically in MS Word to director@
ndna.org. Please write North Dakota Nurse article 
in the address line. Articles are peer reviewed and 
edited by the RN volunteers at NDNA. Deadlines for 
submission of material for upcoming North Dakota 
Nurse are 9/4/19.

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

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

Raise your voice. 

The Vision and Mission of the 
North Dakota Nurses Association 

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

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

How to submit an article for 
The North Dakota Nurse!

Nurses are strongly encouraged to contribute to the profession 
by publishing evidence-based articles; however, anyone is 

welcome to submit content to the North Dakota Nurse. 
We review and may publish anything we think is 

interesting, relevant, scientifically sound, 
and of course, well-written. The editors 

look at all promising submissions.

Deadline for submission for the next issue is 9/4/2019. Send your 
submissions to director@ndna.org or info@ndna.org. 

Nurses are strongly encouraged 
to contribute to the profession 
by publishing evidence-based 

articles; however, anyone is 
welcome to submit content to the 

North Dakota Nurse. 

We review and may publish 
anything we think is interesting, 

relevant, scientifically sound, 
and, of course, well-written. The 
editors staff look at all promising 

submissions.

role. If rule one of the code was followed by all 
nurses – refining a culture of respect, dignity, 
and inherent worth of every person in the 
workplace, first and foremost our peers, nurses 
could operate as moral agents in their work 
and provide exceptional patient care (Fallette, 
2017). 

We as nurses, colleagues and leaders, 
need to make sure that we create a zero 
tolerance for this. We need to make sure that 
first, we are following the code of ethics and, 
more importantly, we are holding each other 
accountable. We need to make sure that we 
are an advocate for ourselves and the nurses 
that we work alongside of. I encourage all the 
North Dakota nurses that are reading this to 
think about your workplace. Is there lateral 
violence among nurses in your workplace? 
Have you done anything to help? Are you the 
cause? Are you the victim? Decide to change 
today. Make the decision to hold up your ANA 
code of ethics and let’s do better! Be well, we 
need all of you!

E. F. (2017). Lateral Violence in the Workplace. Johns 
Hopkins School of Nursing. Retrieved June 
14, 2019, from https://magazine.nursing.jhu.
edu/2017/09/lateral-violence-workplace/

Workplace Violence. (n.d.). American Nurses 
Association. Retrieved from https://www.
nursingworld.org/practice-policy/advocacy/
state/workplace-violence2/.

Message from the President continued from page 1

Director of Nursing

Application can be found at www.prco.mt.gov 
or mailed to PO Box 200, Broadus, MT 59317

For more info call 406-436-2657

41 bed long term care facility
Graduate from an accredited nursing school and 3 to 5 
years progressive experience in nursing. Must hold a 

valid Montana license as a Registered Nurse

EOE

Dakota College at Bottineau (DCB) is seeking an instructor to teach courses in its nursing program 
to undergraduate students in practical nursing and associate degree nursing programs.

Master of Science in Nursing, Nursing Education, or related area required, or currently enrolled 
in a master’s degree program with an education plan approved by the CNE which will allow 

completion of the master’s degree program within three years.

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

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

transcripts and the information for three professional references to:  HR Manager, Dakota College at 
Bottineau, 105 Simrall Blvd, Bottineau, ND 58318 or email to: dcbhuman.resources@dakotacollege.

edu  (Note: Incomplete files will NOT be considered.)
Dakota College at Bottineau is an Equal Opportunity/Affirmative Action employer. 

Full-time or Part-time Master 
Degree Nursing Faculty 

Dakota College at Bottineau distance:
Valley City State University Campus – Valley City, ND 

Trinity 5th Avenue Medical Building, Minot, ND

This is an 11-month, tenure, benefited position. 
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The Nurses on Boards Coalition (NOBC) represents national 
nursing and other organizations working to build healthier 
communities in America by increasing nurses’ presence on 
corporate, health-related, and other boards, panels, and 
commissions. The coalition’s goal is to help ensure that nurses are 
at the table filling at least 10,000 board seats by 2020, as well as 
raise awareness that all boards would benefit from the unique 
perspective of nurses to achieve the goals of improved health, 
and efficient and effective health care systems at the local, state, 
and national levels.

North Dakota is doing well and we want to keep the 
momentum going!  We are seeking nurses to join our state group.  
Be a part of all nurses being counted and making a difference in 
improving health for all.

https://www.nursesonboardscoalition.org/ 

*If you are interested in joining our state coalition, please email 
Sherri Miller at director@ndna.org   

*If you are nurse and want to serve on a board, click here: 
https://www.nursesonboardscoalition.org/i-want-to-serve/ 

Nurses on Boards - Open Spots Available!!

Kami Lehn

Editor’s note: 
The below article was inadvertently omitted from our April-

May-June publication which was celebrating Nurses Week. Our 
apologies to Kami Lehn. Please enjoy her article in this current issue. 
Thank you.

Kami Lehn

I want to wish you a Happy Nurse’s Week. National 
Nurse’s Week is a time to celebrate our dedication 
and positive impact each and everyone of you 
have made to the profession. According to the ANA 
there are 4 million registered nurses celebrating 
this year. Beginning May 6 and ending on May 12 
which is Florence Nightingale’s birthday. In 1993 the 
ANA Board of Directors dedicated May 6 - 12 as 
permanent dates to observe National Nurses Week 
in all subsequent years. 

As a bedside best friend, the person murmuring 
calm words during crisis, the hand holder, the 
advocate, the pillow fluffer, the decision maker, or 
whatever role in your nursing career has brought you 
through, I want to say thank you.

Thank you for your commitment to nursing. Thank you for your kindness, 
your caring, and your devotion. Thank you for your empathy, your 
dedication, and your excellence. Thank you for the long nights, time 
away from your family, and your patience. 

Thank you to our experienced nurses for sharing your wisdom. Thank 
you to our new nurses for sharing your fresh knowledge and embracing 
the mentee role. Thank you to our student nurses who will carry on our 
legacy and are the future of our profession. 

The value of each of you is immeasurable. We are a team, so I thank 
you for being my teammate. 

The Nightingale Pledge
I solemnly pledge myself before God and in the presence of this 
assembly, to pass my life in purity and to practice my profession 
faithfully. I will abstain from whatever is deleterious and mischievous 
and will not take or knowingly administer any harmful drug. I will do 
all in my power to maintain and elevate the standard of my profession 
and will hold in confidence all personal matters committed to my 
keeping, and all family affairs coming to my knowledge in the 
practice of my calling. With loyalty will I endeavor to aid the physician 
in his work, and as a 'missioner of health' I will dedicate myself to 
devoted service to human welfare.

Nurses Week Article

Heart Centered Healing – Spring Conference

Deb Quiring, Evelyn Quigley, Nancy Carda, and Val Abrahamson – 
wonderful longtime NDNA Members - attending the Spring Conference 
in Grand Forks! Deb wrote an article for Nurses Week published in the 

Devil’s Lake Journal!

NDNA 2019 Spring Conference

By Gail Pederson, SPRN, HN-BC

This was the title of my vignette that was recently published 
in Beginnings, the American Holistic Nurses Association national 
publication. A recent push by the ANA for nurses to register themselves 
as serving on board of directors prompted this professional organization 
to pose the question to its members, “How does your holistic nursing 
philosophy influence your work on a board?” The title, first of all, 
recognized a very important person in my life, my mother in law, a nurse 
and my mentor in so many ways. Secondly, my voice is being heard in a 
variety of venues, as an advocate for those who may be marginalized.

When my mother in law turned 80 years old, I received a call from her. 
She was retiring from everything she was involved with in our hometown, 
Valley City, ND. This included The Open Door Center board of directors. 
I commented, “Great, maybe (my husband) would like to be involved.” 
Her reply? “No, I want you. We need infection control and we need to 
keep the balance of male and female on the board.” A woman ahead 
of her time!

The Open Door Center is a non profit organization that provides 
services for individuals with physical and cognitive disabilities and is one 
of our community’s largest employers. I joined the board of directors 
in 2004, upon her request, without hesitation. My sister in law, who has 
a closed head injury prompted her mom’s involvement. She and my 
youngest son, who is cognitively disabled and would soon have future 
involvement with the ODC, prompted my joining the board of this fine 
organization.

The narrative I wrote focused on the holistic attitude and strengths of 
the organization, caring for our individuals - body, mind and spirit. We 
promote inclusion throughout our community and provide empathetic 
support. Our employees have very competitive wages and great 
benefits, which potentiate longevity and development of caring 
relationships. 

After submitting and getting my somewhat light hearted article 
approved, I began to think more about the board and our responsibilities 
of overseeing this large organization. Budgets, audits, approval of capital 
expenditures, reviewing incident reports, human rights issues, policies 
and education are just a few of many items involved in a meeting. The 
never ending inspections of the multiple residences, changes for billing, 
safety regulations and continual changes with government funding and 
requirements are reported on.

Nursing and infection control are certainly a major component in 
maintaining the health of our individuals and the organization. Medical 
and non-medical plans of care are also reviewed. The dedicated nursing 
staff, program directors and Direct Support Personnel knows them and 
care personally about them. I am pleased to say that while I “sit” on the 
infection control committee, I mostly do just that…sit, listen and learn.

How Board Service (and My 
Mother-in-Law) Encouraged 
My Voice for Social Justice

How Board Service...continued on page 17
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Appraised by:
Mel Banish, RN; Stacia Heisler, RN; Veronica 

Webb, RN; Mayville State University RN-to-BSN 
Students. 

Clinical question: 
What is the effect of treating patients in the 

palliative care setting with music therapy in 
conjunction with pharmaceuticals on pain and 
anxiety compared to pharmaceuticals alone? 

References: 
Gutgsell, K. J., Scluchter, M., Margevicius, S., Degolia, 

P. A., McLaughlin, B., Harris, M., ... Wiencek, C. 
(2013). Music therapy reduces pain in palliative 
care patients: A randomized controlled trial. 
Journal of Pain and Symptom Management, 45, 
822-831. Retrieved from https://www.ncbi.nlm.
nih.gov/pubmed/23017609 

Lee, J. (2016). The effects of music on pain: A meta-
analysis. Journal of Music Therapy, 53(4), 430-477. 
Retrieved from https://academic.oup.com/jmt/
article-abstract/53/4/430/2348275

Peng, C. S., Baxter, K., & Lally, K. M. (2019). Music 
intervention as a tool in improving patient 
experience in palliative care. American Journal 
of Hospice and Palliative Medicine, 36(1), 45–49. 
https://doi.org/10.1177/1049909118788643

Porter, S., McConnell, T., Clarke, M., Kirkwood, J., 
Hughes, N., Graham-Wisener, L., ... Reid, J. (2017, 
December 08). A critical realist evaluation of 
a music therapy intervention in palliative care. 
BMC Palliative Care, 1-12. Retrieved from https://
www.cochranelibrary.com/central/doi/10.1002/
central/CN-01627605/full?highlightAbstract=eval
uation%7Ca%7Cmusic%7Ccritic%7Ccritical%7Cre
alist%7Ctherapy%7Ctherapi%7Cof%7Cwithdrawn
%7Cevalu

Synthesis of evidence: 
As nurses, we are aware that pain is difficult 

for patients to express and in a patient's final 
journey the quality of time with family and 
friends is the most important. 

Our research found that Peng, Baxter, and 
Lally (2019) conducted a pilot study that utilized 
the Edmonton Symptom Assessment Scale 
(ESAS) for 46 individuals to capture pre- and 
post-assessment levels. Administration of opioid 
analgesics was used pre-intervention with their 
standard care. Substantial reduction of pain 
and anxiety was pertinent to the research, 
but in addition nausea, depression, shortness 
of breath, and well-being were also seen to 
have a significant reduction from pre- to post-
intervention.

Gutgsell et al. (2013) conducted a 
randomized control trial with the goal of 
determining the effectiveness of Music Therapy 
(MT) in a single session to reduce pain in the 
palliative care patient. Two hundred subjects 
were evaluated in a control group as well as 
trial group. Pain was evaluated using a 0-10 
scale primarily, then the Face, Legs, Activity, 
Cry, Consolability Scale (FLACC) and Functional 
Pain Scale used as secondary outcomes. Results 
showed a significant decrease in pain and a 
single MT was deemed effective. 

Changing the environment for our patients 
with music of their choice or choice with 
direction by family can provide comfort to some 
patients. This is Music medicine (MM) essentially. 
MM is the use of music in a therapeutic 
method such as prerecorded music to alter an 
environment by an individual not trained and 
certified with the Board of Music Therapy. We 
as healthcare providers attempt to promote an 
environment that the patient is comfortable in. 
Many people tend to believe that MT and MM 
are one in the same, but MT is conducted by a 
trained therapist to assess the patient's needs, 
evaluate the desired outcome, and implement 
the use of music in the form of therapy that 
leads to the overall desired outcome. Trained 
therapists certified by the Board of Music 
Therapy, utilize additional skills of assessment, 
planning, and implementation of therapy to 
process emotions and the needs of the patients; 
using both live music or prerecorded, vibration 
of a drum, or cadence to facilitate therapy.

Lee (2016) in her meta-analysis evaluated 
97 studies that used MT and MM. MT was 
found to have substantially higher benefits 
than MM. Lee’s evaluation determined that 
MT and MM both benefited the patients with 
decreasing pain as well as anxiety. MT allowed 

the therapist to assist the patient choose their 
preference of music, and in combination with 
analgesics, resulted in substantially higher 
levels of decreasing anxiety as well as pain. The 
presence of a therapist also helped the patient 
process emotions that may have surfaced 
during the intervention.

In a qualitative review, written by Porter 
et al. (2017), one of the main objectives 
was “to illuminate individual experiences of 
music therapy of patients, their families, and 
the professionals caring for them” (p. 3) This 
qualitative study was performed without the 
goal to prove the efficacy of MT, but rather 
to investigate the how and why MT can be 
effective. Throughout the study individual 
experiences are shared that help to define the 
methods in which MT reaches palliative care 
patients to reduce pain and anxiety, as well as 
the impact for health care providers.

Bottom line: 
Music therapy has been shown to decrease 

pain and anxiety in the palliative care patient 
when used in conjunction with pharmaceuticals 
and standard nursing care, thus improving 
quality of life. Additional research on this topic 
is essential to aid in understanding of how 
much music can help with reducing pain and 
anxiety during end-of-life care. Because pain 
and/or anxiety are subjective measurements, 
a decrease in pain and/or anxiety is also 
subjective. However, with participants rating 
their pain and anxiety on a numerical scale, 
reductions in both pain and anxiety have been 
shown to exist throughout many studies.

Implications for nursing practice: 
Almost every bedside nurse, if not all of 

them, will care for a patient in his or her final 
moments. Aiding in reduction of pain and 
anxiety and decreasing fear can make that 
transition not only more comfortable for the 
patient, but also the family in attendance. If 
possible, the patient should have a choice in 
the music played that would bring him/her 
the most enjoyment (classical, contemporary, 
Christian). This information can be obtained by 
the patient or the family if the patient is unable 
to speak. Because nurses are there to support 
the patient and families at the end of life, this 
part of nursing care impacts nurses across 
many specialties. Having the ability to reduce 
pain further as well as alleviate side effects 
from pharmaceutical medication would allow 
patients increased comfort and a better quality 
of life in their last moments. 

Music Therapy

Opportunities at HAMC
RN’s & LPN’s

Administrative Nurse Long Term Care
Certified Nursing Assistant

Heart of America Medical Center 800 South Main Ave., 
Rugby ND, 58368 701.776.5261 Apply online at 
www.hamc.com or email: Kailey Bonn at kbonn@hamc.com

Competitive salary and benefits.
Tuition reimbursement program.

NOW 
HIRING

HAMC is seeking dedicated, caring and 
compassionate individuals to join our 

team of healthcare professionals.
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Bedside Shift Report vs. Traditional Report
Appraised by: 

Mckenzie Bye, RN, Katelyn Kukuk, RN & 
Heather Vatnsdal, RN Mayville State University 
RN-BSN Students 

Clinical question: 
What are the effects of bedside shift report 

on patient care vs. traditional report? 

Articles: 
Evans, D., Grunawait, J., McClish, D., Wood, W., & 

Friese, C. R. (2012). Bedside Shift-to-Shift Nursing 
Report: Implementation and Outcomes. 
MEDSURG Nursing, 21(5), 281–292. Retrieved 
from http://odinproxy04.odin.nodak.edu/
login?url=https://search.ebscohost.com/login.
aspx?dir ect=true&db=a9h&AN=82106531&site=
ehost-live

Ferris, C. (2013). Implementing bedside shift report. 
American Nurse Today, 8(3), 47–49. Retrieved 
from http://odinproxy04.odin.nodak.edu/
login?url=https://search.ebscohost.com/login.
aspx?dir ect=true&db=ccm&AN=104290847&site
=ehost-live 

McAllen, E., Jr., Stephens, K., Swanson-Biearman, 
B., Kerr, K., & Whiteman, K. (2018). Moving 
Shift Report to the Bedside: An Evidence-
Based Quality Improvement Project. OJIN, 
23(2). Retrieved February 27, 2019, from http://

ojin.nursingworld.org/MainMenuCategories/
A N A M a r ketp l a ce/A N A Pe r i od i ca l s/OJ I N/
TableofContents/Vol-23-2018/No2-May-2018/
Articles-Previous-Topics/Moving- Shift-Report-to-
the-Bedside.html 

Smeulers, M. (2014). Effectiveness of different nursing 
handover styles for ensuring continuity of 
information in hospitalized patients. Cochrane 
Database of Systematic Reviews, (6). Retrieved 
from http://odinproxy04.odin.nodak.edu/
login?url=https://search.ebscohost.com/login.
aspx?dir ect=true&db=chh&AN=CD009979&site
=ehost-live

Synthesis of evidence:
The first study conducted by Evans, 

Grunawait, McClish, Wood, and Friese (2012) 
explained how bedside shift report decreased 
the amount of time report took and how 
shift report at the bedside improved nursing 
satisfaction overall. Nurses found that there 
was less distraction and they were able to 
incorporate the patients into their care more. 
Bedside shift report allows for more one-on-one 
time among the nurses and patients. 

The second study by Ferris (2013) was in 
regard to a nurse implementing bedside shift 
report at her hospital in Tacoma, Washington. 
There were nurses and other staff members 

who were not fans of implementing this new 
shift report, but the hospitals Press Ganey 
scores climbed in the right direction post 
implementation. Scores of “nurses’ attitudes 
towards requests, attention to special needs, 
nurses kept you informed, how well your pain 
was controlled and staff included you in 
decisions regarding your treatment” (p. 1) all 
climbed proving that bedside shift report was in 
fact a positive change in this hospital. 

The third study by McAllen, Stephens, 
Swanson-Biearman, Kerr and Whiteman (2018) 
addresses changing the location of shift report 
from the nurse’s states to the bedside. Doing 
so has been proven to increase patient safety 
and patient and nurse satisfaction. The research 
team completed a gap analysis in order to 
determine evidenced-based practice for shift 
report as compared to current practices. In 
the future of similar studies, they could look at 
mediation safety with bedside shift report (BSR) 
along with the visual assessment component of 
BSR. 

The fourth and final article we reviewed was 
a systematic review from the Cochrane library 
by Smeulers (2014). This study attempted to 
figure out what handover style(s) are associated 
with improved nursing process outcomes. This 
study looked at non-verbal handoff in an office 
setting versus verbal handoff in an office setting 
as well as verbal handoff at the bedside. This 
study was inconclusive due to the absence 
of studies with a randomized controlled study 
but did conclude evidence suggested that 
verbal report at the bedside was best, but more 
research is needed.

Bottom line: 
Evidence suggests that there is an increase 

in satisfaction when nurses do their shift report 
at the patient’s bedside. Research thus far has 
shown that shift report at the bedside has had 
a more positive outcome because patients are 
more involved, nurse’s attitudes changed for 
the better, the amount of time shift report takes, 
but most importantly it has increased patient 
safety. Studies are still being conducted but with 
the increase in satisfaction, bedside shift report 
will continue to be implemented and the results 
will continue to increase. Not all nurses are 
willing to implement change, but the more it is 
trialed, the better the outcomes will be.

Implications for nursing practice: 
Nurses are at the front line when it comes 

to patient safety; bedside shift report is an 
essential part of ensuring patient safety is 
adequate. Nurses are held accountable 
for the communication that occurs during 
bedside shift report. BSR in itself has proven to 
increase communications amongst nurses. 
It is important for each facility to develop 
protocols for BSR. Nurses need to be educated 
on the improvement of quality care, patient 
safety, and accountability that comes with BSR. 
Educating staff on BSR and how to perform it is 
the most essential part of the process. Patients 
and families should be informed on BSR during 
the previous shift and when their nurse is 
rounding. Nurses should all be educated on 
introductions and using SBAR with BSR. The 
consistency with bedside shift report helps 
patients and families build trust with staff. When 
performing BSR it is important for staff to include 
opportunities for the patient and family to ask 
questions, which also makes them a part of their 
plan of care. 

A general overview of the patient can be 
reviewed when BSR is being completed. This 
can include wound sites, IV sites, solutions, 
and other safety measures including bed and 
side rails positions and clutter within the room. 
Research provided by the OJIN showed patient 
falls decreasing by 24% in the four months 
after BSR was implemented compared to 
previous. HCAHPS showed improvement. Patient 
satisfaction was improved with BSR based 
on the Press Ganey survey. Overall, earlier 
identification and correction of potential errors 
during BSR improves quality of patient care. 

Annual Meeting and Fall Healthy Nurse Conference

Healthy Nurse, Healthy Nation: Stories and Strategies
Ramkota Hotel and Conference Center (Missouri Ballroom) Bismarck, ND

September 19-20, 2019
**TO REGISTER, GO TO: www.ndna.org**

AGENDA - Thursday, September 19

2:00 pm to 3:00 pm NDNA Monthly Board Meeting

3:30 pm to 7:00 pm NDNA Annual Business Meeting – ALL MEMBERS WELCOME!

7:00 pm to 8:00 pm Casual Social Reception - meet in Nickels Lounge, Ramkota - ALL 
WELCOME!

AGENDA - Friday, September 20

8:00 to 8:45 Registration and light breakfast; visit vendors

8:45 to 8:55 Welcome and opening remarks - Tessa Johnson, NDNA President

8:55 to 9:00 Introduction of Key Note Speaker

9:00 to 9:30 KEY NOTE:  First Lady Kathryn Burgum 
First Lady Kathryn Burgum has been a trailblazer in North Dakota and 
beyond by sharing her story of addiction and recovery. Her message is 
galvanizing a grassroots movement of people sharing their own stories 
of addiction and recovery to eliminate the shame and stigma that have 
kept people silent in their struggles. In long-term recovery from alcohol 
addiction for 17 years, the First Lady maintains that storytelling is a 
powerful tool to eliminate stigma, reshape perspectives, and encourage 
decision makers to craft policy that helps those impacted by addiction. 
Through her national leadership on combatting the opioid crisis, her 
advocacy efforts through Recovery Reinvented, and lived experience 
she will humanize these challenges and inspire innovation, hope, and 
collaboration to end stigma and promote a culture of recovery.

9:30 to 9:40 Break - visit vendors and network

9:40 to 9:45 Intro next speaker

9:45 to 10:45 Wendy Baumgarten: Self-Care for the Professional Caregiver

10:45 to 11:40 LUNCH – visit vendors and network

11:40 to 11:45 Reconvene and intro next speaker

11:45 to 12:45  Lyn Telford: Generational Differences in Nursing

12:45 to 12:50 Intro next speaker

12:50 to 1:50 Dr. Stacey Pfenning: Opioid Crisis in ND: A Regulatory Perspective 

1:50 to 1:55 Intro next speaker

1:55 to 2:55 Danielle Olauson: The Whole Health Model of Care

2:55 to 3:10 Break – visit vendors and network; intro next speaker

3:10 to 4:10 Chase Breitbach: ACE’s Informed Care: What Nurses Need to Know

4:10 to 4:15 Intro next speaker

4:15 to 5:00 Chris Nolden: Medical Cannabis: A Personal Story

5:00 to 5:15 Closing and evaluations –Thank you for coming and for supporting 
NDNA!!
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BSN Students) Wanda Rose PhD, RN Associate 
Professor of Practice (Faculty)

Clinical Question: 
In hospitalized pediatric patients in 

pain, does animal-assisted therapy reduce 
pain during procedures compared to no 
interventions being used?

Sources of Evidence: 
Braun, C., Stangler, T., Narveson, J., & Pettingell, 

S. (2009). Animal-assisted therapy as a pain 
relief intervention for children. Complementary 
Therapies in Clinical Practice: An International 
Journal, 15(2), 105-109. doi:10.1016/j.
ctcp.2009.02.008.

Calcaterra, V., Veggiotti, P., Palestrini, C., De Giorgis, 
V., Raschetti, R., Tumminelli, M., Pelizzo, G. (2015). 
Post-operative benefits of animal-assisted 
therapy in pediatric surgery: a randomized 
study. PLoS ONE, 10(6), 1-13. Retrieved from 
h t t p s : //d o i o r g . e z p r o x y. l i b . n d s u . n o d a k .
edu/10.1371/journal.pone.0125813

Silva, N. B., & Osório, F. L. (2018). Impact of an animal-
assisted therapy programme on physiological 
and psychosocial variables of paediatric 
oncology patients. PLos One, 13(4), 1-15. 
doi:10.1371/journal.pone.0194731. 

Vagnoli, L., Caprilli, S., Vernucci, C., Zagni, S., Mugnai, 
F., & Messeri, A. (2015). Can presence of a dog 
reduce pain and distress in children during 
venipuncture? Pain Management Nursing,16(2), 
89-95. doi:10.1016/j.pmn.2014.04.004 

Synthesis of Evidence: 
Four studies were reviewed as evidence for 

this clinical question. Two quasi-experimental 
studies, and two randomized control studies. 

Braun, Stangler, Narveson, and Pettingell 
(2009) conducted a quasi-experimental study to 
test the effectiveness of animal-assisted therapy 
to decrease pain during painful procedures in 
immunocompetent children ages 3-17. The study 
included 57 immunocompetent participants 
all between the ages of 3-17 years old in one 
facility. The intervention group consisted of 18 
participants whom all received animal-assisted 

therapy (AAT) during their painful procedures 
with a trained AAT dog and its owner at the 
facility. The control group consisted of 39 
participants who had no AAT, but instead sat 
quietly in a room for 15 minutes before their 
procedures. The results conclude that children 
who received the intervention reported pain 
reduction that was four times greater than that in 
participants of the control group.

The second study by Calcaterra, et al. 
(2015) conducted a randomized open-label, 
controlled, pilot study. The study included 40 
immunocompetent children, that involved 
children aged 3-17 from both genders who 
were undergoing a surgery. The interventions 
were during pre-surgery, the children were 
randomly assigned to either the experimental 
animal-assisted therapy group where the dog 
was present during post-operative awakening 
(two hours after surgery) or the standard group 
where children had standard post-operative 
medical care. During pre-surgery period the 
children in the animal-assisted therapy group 
had 20 minutes with the dog where the handler 
monitored the dog and answered questions. 
The results showed that the standard group 
showed a longer anesthesia time and lower 
cerebral oxygenation in comparison with the 
animal-assisted therapy group.

Silva & Osrio (2018) conducted a quasi-
experimental study. This study was conducted 
to evaluate the effects animal-assisted 
therapy had in children under oncological 
treatment. The sample consisted of 24 children, 
ages 6-12 years, who were diagnosed with 
leukemia or a solid tumor. The intervention 
included participation in an animal-assisted 
therapy (AAT) program, which consisted 
of three 30-minute sessions per week. Nine 
different instruments were used to evaluate the 
outcomes of the AAT program. The Brunel Mood 
Scale, Faces Pain Scale and Quality of Life 
Evaluation Scale were a few of the instruments 
used. The results conclude that there was 
significant improvement observed in the pain 
levels, irritation and stress of the children. The 
caregivers of the children also observed a 
significant improvement of anxiety, stress and 
mental confusion in the children. 

The final study by Vagnoli et al. (2015) 
conducted a randomized controlled trial that 
investigated the effectiveness of animal assisted 
therapy as a distraction tool for reducing 
children’s pain and distress before, during, and 
after blood collection procedures. This study 
was performed in Florence, Italy in a hospital. 
They had 50 randomly selected patient’s 
whom were native born, Italian speaking, and 
ages 4-11 years old. The independent variable 
was animal assisted therapy and the variable 
affected by animal assisted therapy is pain 
and stress reduction. Tools for data collection 
included observation scale of behavioral 
distress, Wong-baker scale, visual analog scale, 
state trait anxiety inventory, and three different 
phases of observation of the effects of AAT on 
patients during procedures. The result of this 
study was that AAT improves physical, social, 
emotional, and cognitive functioning during 
procedures such as venipuncture. Overall, the 
suggestion would be to recommend AAT for 
children as a distraction tool to help reduce 
pain and anxiety during, before, and after 
procedures.

Conclusions: 
All four studies indicated a decrease in either 

pain, anxiety or stress and an improvement in 
physical, social or cognitive functioning. The 
study by Calcaterra et al (2015) even shows 
that post-op children who were not exposed to 
AAT had a poorer outcome compared to those 
who were exposed. The research evidence 
addresses the effect animal-assisted therapy 
has on the pediatric population, with these 
effects having a positive impact.

Implications for Nursing Practice:
There is evidence to suggest implementing 

animal-assisted therapy for hospitalized 
children. Implementing this therapy could 
help reduce pain, anxiety and stress, as well as 
improve social and cognitive functioning during 
hospitalization. This would be beneficial for 
children who are in the hospital because they 
already have an increased fear with being in a 
strange place. 

Animal-Assisted Therapy for Pediatric Patients

By Lyn Telford, MSN, RN, CEN

Twenty years ago, the Institute of Medicine 
released its groundbreaking report, To Err is 
Human, which reported that 100,000 people 
die each year because of medical errors in 
hospitals. After this report, the healthcare 
industry was charged with making healthcare 
safer. More recently, a 2016 study found that 
up to 440,000 people die each year due to 
preventable medical errors. It doesn’t look like 
we have made much improvement. Some 
argue the validity of these studies, but I think we 
can all agree that preventable medical errors 
occur in our hospitals. If these errors happen 
in our hospitals, they happen everywhere else, 
too. 

One method that healthcare leaders use to 
reduce preventable medical errors is perform 
root cause analyses on serious events. A root 
cause analysis is a structured technique used 
to analyze how an event occurred (RCA, 2019). 
A serious or adverse event is an unattended 
event that results in serious harm, prolonged 
hospitalization or death. While it is incredibly 
important to thoroughly analyze these events, it 
is essential to learn from near misses as well. A 
near miss is defined as “an unsafe situation that 
is indistinguishable from a preventable adverse 
event except for the outcome. A patient is 
exposed to a hazardous situation, but does not 

experience harm either through luck or early 
detection” (Adverse Events, Near Misses, and 
Errors, 2019). For every 100 near misses, one 
reaches the patient. That means there are 99 
opportunities to learn from unsafe situations. 

Some examples of near misses are: the 
wrong medication is prepared but identified 
by the nurse and not given; the sterility of a 
medical device is compromised but caught 
by staff so it is not used; a patient is registered 
with the incorrect spelling but after the patient 
reviews the armband, the error is corrected; 
orders are entered under the wrong patient 
but after review of the orders by the nurse, they 
are canceled and ordered under the correct 
patient. Each of these examples occurs due 
to a combination of human error and flawed 
systems. Additionally, each of these errors could 
happen the next time if conditions are different. 
Maybe next time, the nurse is in a hurry 
and misses that the wrong medication was 
prepared; that the medical device’s wrapper 
was not intact; forgets to have the patient 
review his armband; or doesn’t recognize that 
the orders don’t seem appropriate for that 
patient. 

There are all kinds of double checks in 
healthcare, from barcode scanning to 
standard operating procedures. But all it takes 
is a distraction or a flawed process to result in 
serious harm to our patients. If near misses are 

disregarded, the opportunity to identify trends, 
improve processes, and, ultimately, prevent 
future errors is lost. Nurses and other healthcare 
professionals are encouraged to report these 
“good catches” to allow their organization to 
improve patient safety. Truthfully, it shouldn’t 
just be encouraged, it should be required. It is 
absolutely necessary to study near misses to 
reduce preventable errors.

Adverse events do not just impact the 
patient and their family but also the healthcare 
team. Being involved in an adverse event is 
tremendously stressful on staff, who experience 
feelings such as guilt, embarrassment, anger 
and grief. By reporting near misses, staff prevent 
harm to patients and also protect themselves 
and their colleagues from the consequences of 
such errors. Leaders must support these efforts 
through a culture of safety, in which all staff 
feel empowered to lift up near misses so that 
preventable errors can be avoided.

References
Adverse Events, Near Misses, and Errors (2019). 

Agency for Healthcare Research and Quality. 
Retrieved from https://psnet.ahrq.gov/primers/
pr imer/34/Adverse-Events-Near-Misses-and-
Errors

Root cause analysis (2019). Agency for Healthcare 
Research and Quality. Retrieved from https://
psnet.ahrq.gov/primers/primer/10/Root-Cause-
Analysis

Learning from Near Misses

Quality in Nursing
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Clinical Question:
In adult patients on the intensive care unit (ICU) with a central line, 

does the use of implementing a prevention bundle decrease the rates of 
central line associated blood stream infections (CLABSIs)? 

Sources of Evidence:
Gomes da Silva, A., & de Oliveira, A. C. (2018). Impact of the bundles 

implementation on the reduction of bloodstream infections: An integrative 
review. Texto & Contexto Enfermagem, 27(1), 1–13. doi: 10.1590/0104-
07072018003540016

Perin, D. C., Erdmann, A. L., Higashi, G. D., & Sasso, G. T. (2016). Evidence-based 
measures to prevent central line-associated bloodstream infections: A 
systematic review. Revista Latino-Americana de Enfermagem, 24, e2787. 
doi:10.1590/1518-8345.1233.2787

Wang, H., Tong, H., Liu, H., Wang, Y., Wang, R., Gao, H., Yu, P., Lv, Y., Chen, 
S., Wang, G., Liu, M., Li, Y., Yu, K., & Wang, C. (2018). Effectiveness of 
antimicrobial-coated central venous catheters for preventing catheter-
related blood-stream infections with the implementation of bundles: A 
systematic review and network meta-analysis. Annals of Intensive Care, 8(1), 
71. doi:10.1186/s13613-018-0416-4

Wichmann, D., Belmar Campos, C. E., Ehrhardt, S., Kock, T., Weber, C., Rohde, 
H., & Kluge, S. (2018). Efficacy of introducing a checklist to reduce central 
venous line associated bloodstream infections in the ICU caring for adult 
patients. BMC Infectious Diseases, 18(1), 267. doi: 10.1186/s12879-018-3178-6

Synthesis of Evidence:
Four studies were reviewed for the evidence presented. Two systematic 

reviews; one meta-analysis; and one observational, prospective, single-
center study.

The first study by Gomes da Silva and Cristina de Oliveira (2018) 
was an integrative review of articles that looked at the effectiveness 
of implementing a bundle for the prevention of CLABSI infections in 
the adult intensive care unit. In the studies, 19 measures that compose 
bundles to prevent CVC-related bloodstream infections were found in 
the studies. “Eleven measures were used for catheter insertion, six during 
maintenance and two in continuing education and feedback of the 
results as a global part of the process” (Gomes da Silva and Cristina de 
Oliveira, 2018, p.8). Overall, the review found that the implementation 
of bundles was shown to reduce bloodstream infections, regardless of 
intervention time and the measures used.  

Perin, Erdmann, Higashi, Sasso (2016) conducted a systematic review of 
thirty-four studies concerning a decrease in CLABSI after implementing 
care. Twenty-six of the 34 studies showed a decrease in CLABSI after 
implementation of care. Nine focused on the actual care bundles, 
including chlorhexidine, avoiding femoral site, and removing the 
catheter as soon as it is no longer necessary. Three additional articles 
included this care but also added educational programs addressing the 
use of bundles and addressing the safety. Three articles also addressed 

Bundling to Prevent CLABSIs In Adult Patients in the ICU

Find Your Perfect Nursing Opportunity!
Great Staff, Great Locations & Great Pay

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

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

APPLY TODAY 406.228.9541
Prairie Travelers Recruitment Department

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

www.prairietravelers.com

Prairie Traveler’s Commitment
to our Staff

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

these care practices and provided simulation experiences to practice 
safety measures of using bundles. All of these measures, including the use 
of bandages, have shown significant decreases in CLABSI rates in adult 
populations in the intensive care unit (ICU). 

Wang et al. (2018) worked together to create a systematic review 
from the works of 33 separate random controlled trials (RCTs). These RCTs 
involved 10,464 patients who were randomly chosen to receive one of four 
different types of central venous catheters (CVCs) for their treatment while 
in the hospital setting. Each treatment utilized bundles, which included 
five parts: hand hygiene, maximal barrier precautions, chlorhexidine skin 
antisepsis, optimal catheter site selection and a daily review of whether 
the central line was necessary for those patients (Wang et al., 2018). The 
different types of CVCs used in these studies included antibiotic coated 
catheters, chlorhexidine/silver sulfadiazine coated catheters and standard 
single, double or triple lumen catheters. Clinically significant findings to be 
derived from this systematic review showed that the use of antibiotic and 
silver sulfadiazine coated catheters should be implemented in the use of 
the current bundles. These catheters are associated with fewer incidences 
of central line associated bloodstream infections (CLABSIs) per 1000 
catheter days than standard catheters alone. 

The fourth study by Wichmann et al. (2018) was an observational, 
prospective, single-center study. The purpose of this study was to examine 
the effects of introducing a checklist during the placement of central 
venous lines (CVL) on the rates/frequencies of central line associated blood 
stream infections (CLABSIs) in adult patients in the intensive care setting. The 
population for this study was adult patients with a CVL or temporary dialysis 
catheter and the sample size included 4416 CVLs that were implanted. The 
intervention included using a checklist during the placement of a CVL. 
The results conclude that using a checklist during the placement of a CVL 
resulted in reduced frequencies of CLABSIs and catheter colonization.

Conclusion:
All four of the studies concluded the implementation of central line 

associated blood stream infection (CLABSI) bundles decreased the rate of 
CLABSIs in adult patients in the intensive care unit. Wang et al. (2018) also 
found through their research, that the use of antibiotic coated catheters 
and chlorhexidine/silver sulfadiazine coated catheters were more 
effective than traditional catheters at preventing CLABSIs over the course 
of 1000 day stays in the hospital setting. These articles and the research 
attributed to them is clinically significant in how it could affect the current 
best practice for patient care, concerning those patients with central lines. 

Implications for Nursing Practice:
The recommendation is that all health care facilities implement a 

CLABSI bundle when dealing with patients who have a central line. 
Implementation of CLABSI bundles can assist in decreasing the rates of 
central line infections, decrease hospital infection costs and increase 
patient satisfaction.

FOR SOME OF OUR MOST ELITE SOLDIERS,
THE PATIENT’S HEALTH IS THE PRIMARY MISSION.

Becoming a nurse anesthetist and officer on the U.S. Army health care team is an opportunity 
like no other. It’s a chance to provide specialized care to patients requiring general anesthesia, 
respiratory care, cardiopulmonary resuscitation and fluid therapy. Within this multidisciplinary 
team, you will be a leader - not just of Soldiers, but in health care.

See the benefits of being an Army medical professional at recruiting.army.mil/mrb or 
call 605-323-1980.

http://grandforkssubaru.com
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Clinical Question:
In college students with anxiety, does pet 

therapy decrease anxiety?

Sources of Evidence:
Delgado, C., Toukonen, M., & Wheeler, C. (2018). 

Effect of canine play interventions as a 
stress reduction strategy in college students. 
Nurse Educator, 43(3), 149-153. doi:10.1097/
NNE.0000000000000451

Graifoner, D., Harte, E., Potter, L.M., & McGuigan, N. 
(2017). The effect of dog-assisted intervention 
on student well-being, mood, and anxiety. 
International Journal of Environmental 
Research & Public Health, 14(5), 483.https://doi.
org/10.3390/ijerph14050483

Ward-Griffin E., Klaiber P., Collins H.K., Owens R.L., 
Coren S., & Chen F.S. (2018). Petting away pre-

exam stress: The effect of therapy dog sessions 
on student well-being. Stress and Health, 2018;34, 
468–473. https://doi.org/10.1002/smi.2804

Wood, E., Ohlsen, S., Thompson, J., Hulin, J., & 
Knowles, L. (2018). The feasibility of brief dog 
assisted therapy on university students stress 
levels: The PAwS study. Journal of Mental Health, 
27:3, 263-268. doi:10.1080/09638237.2017.1385737

Synthesis of Evidence:
Four articles were reviewed as evidence 

in this report. The two studies were quasi-
experimental and the other two were 
randomized controlled studies. 

The study by Delgato, Toukonen, & Wheeler 
(2018) was a quasi-experimental study. The 
purpose of this study was “to examine the 
effect of interaction with a friendly dog on 
the stress experienced by students using both 
psychological and physiologic measures” 
(Delgato, Toukonen, & Wheeler, 2018, p. 
149). The study was based in Cleveland 
State University School of Nursing, Ohio. The 
population was college students attending 
the university. There was a total of 48 students 

that volunteered. The intervention in this study 
was interacting with five therapy dogs (a 
Newfoundland, Labrador retriever mix, standard 
poodle, Yorkshire terrier, and a 10-month old 
Pomeranian puppy) for up to one hour. To 
measure the psychological aspect of stress, a 
modified version of the Perceived Stress Scale 
(PSS) and Visual Analog Scale (VAS) was used. 
The PSS is a 14-question survey asking for a 
rating of perceptions of stress on a five-point 
Likert scale. The VAS asked for a rating of the 
feelings of stress, anger, confusion, and sadness. 
Physiologic stress was measured by heart 
rate, blood pressure, and saliva cortisol levels. 
Overall, both the psychologic and physiologic 
aspects of the students proved to have positive 
results. 

The study by Graifoner, Harte, Potter, & 
McGuigan (2017) was a randomized control 
trial. The study was based at Heriot-Watt 
University. The population included college 
students attending this university. There was a 
total of 132 students ages 17-34 years old that 
took part in the study. 45 students took part in 
a therapy session with a dog and the handler. 
41 students were in a control condition where 
they interacted with the dog only. Lastly, 46 
participants were in a control condition where 
they interacted with the handler only, no dog 
was present. The students that interacted 
with the dogs were in 20-minute sessions with 
6-7 therapy dogs. This study showed that 
even a short 20-minute interaction with a 
therapy dog improved student well-being, 
mood and decreased anxiety levels. “Dog 
assisted intervention appears to be a suitable, 
cheap, and effective alternative method to 
sustain student mental health and well-being” 
(Graifoner et al., 2017, p. 6).

The study by Ward-Griffin, Klaiber, Collins, 
Owens, Coren & Chen (2018) was a randomized 
control trial. The purpose of this study was to 
“evaluate the efficiency of such a therapy 
dog program in improving the well-being 
of university students” (Ward-Griffin et al., 
2018, p. 1). The study is based at a university in 
Canada. The population was college students 
attending this university in Canada. There were 
246 participants. The pet therapy was at 90 min 
sessions and between seven and 12 therapy 
dogs and their handlers. The only difference 
between the interventions was the date it was 
done. The experimental group was part of the 
intervention a week prior to the control group. 
This article shows significant evidence that pet 
therapy is very beneficial to university students. 
This could impact nursing and the medical 
field by having pet therapy options available 
to those professions during their education and 
within the hospital. 

The study by Wood, Ohlsen, Thompson, Hulin, 
& Knowles (2018) was a quasi-experimental 
study. The purpose of this study was “to assess 
the feasibility of implementing and evaluating 
unstructured group interventions with a guide 
dog in training within the university student 
population” (Wood et al., 2018, p. 263). The 
study was based in the University of Sheffield’s 
Counseling Service in the UK. The population 
was college students attending the University of 
Sheffield’s Counseling Service Pet Therapy Event. 
The intervention was allowing college students 
to have a 15-minute therapy session with one 
or two guide dogs in training.  There were 131 
students that volunteered to participate, but only 
127 students filled the questionnaire before and 
after the intervention. The study used the State 
Trait Anxiety Inventory Questionnaire (STAI) and 
blood pressure measurements. Results showed 
there was a decrease in systolic BP by (p<0.05), 
diastolic BP (p<0.001), and state anxiety (p<0.001) 
following the pet therapy sessions. 

Conclusions:  
In the study by Delgato et al. (2018) they 

found a decrease in the psychological and 
physiological factors of stress. In the study by 
Graifoner et al. (2017) they found that even 
a short 20-minute interaction with a therapy 
dog improved student well-being, mood and 
decreased anxiety levels. In the study by Ward-

College Stress: Are Dogs the Answer?

Belcourt, ND
Multiple Nursing 

Opportunities in Clinic,
OB, Med/Surg, OR and ER

The Quentin N. Burdick Memorial Health Care 
Facility is an Indian Health Service unit located on 
the Turtle Mountain Reservation in Belcourt, ND. 
The Facility provides comprehensive primary care 
and preventive care and hosts a medical clinic, 
dental clinic, optometry clinic, pharmacy, 
radiology services, mental health 
services, outpatient surgical services, 
labor and delivery services, emergency 
room and inpatient/acute care unit.

The site qualifies as a student loan 
payback site and offers benefits including annual 
and sick leave, health/dental/vision benefits, life 
insurance, and retirement.

For more information, please visit www.usajobs.gov 
or call Lynelle Hunt, DON (701) 477-6111 ext. 8260.

All RNs encouraged to apply or call for more information.

College Stress...continued on page 17
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Clinical Question: 
For post-op spinal surgery patients, does the 

placement of Vancomycin powder inside the 
surgical wound prior to closure in conjunction 
with standard practices reduce the risk of post-
op SSI’s compared with the use of standard 
practices alone?

Source of Evidence:
Mirzashahi, B., Chehrassan, M., Mortazavi, S. M. J. 

(2018). Intrawound application of vancomycin 
changes the responsible germ in elective spine 
surgery without significant effect on the rate 
of infection: a randomized prospective study. 
Musculoskeletal Surgery, 102(1), 35-39.

Okafor, R., Molinari, W., Molinari R., & Mesfin, A. 
(2015). Intrawound vancomycin powder for spine 
tumor surgery. Global Spine Journal, 6(3), 207-11. 
http://dx.doi.org/10.1055/s-0035-1558655

Schroeder, J., Giradi, F., Sandhu, H., Weinstein, J., 
Cammisa, F., & Sama, A. (2016). The use of local 
vancomycin powder in degenerative spine 
surgery. European Spine Journal, 25(4), 1029-
1033.

Tubaki, R., Rajasekaran, P., & Shetty, P. (2013). Effects 
of using intravenous antibiotic only versus local 
intrawound vancomycin antibiotic powder 
application in addition to intravenous antibiotics 
on postoperative infection in spine surgery in 907 
patients. Spine, 38(25), 2149–2155. https://doi.
org/10.1097/BRS.0000000000000015 

Synthesis of Evidence:
Four articles were reviewed as evidence in 

this report. Two RCT’s, a retrospective evaluation 
of prospectively collected data, and a case-
controlled study.

Mirzashahi, Chehrassan, and Mortazavi (2018) 
conducted a randomized control trial study. The 
study was to see how intrawound application 
of vancomycin powder during spinal surgeries 
effects the rate of surgical site infections (SSI) 
postop. This study had a population of 380 adult 
patients, 80% (304) were degenerative spine 
pathologies and tumor, 11% (42) were trauma 
and 9% (34) were deformity. All the procedures 
done followed the same protocol and same 
type of equipment, half the patient got the 
intrawound Vancomycin before closure and 
the other half did not. The findings showed that 
intrawound application of Vancomycin after 
spinal surgery was not associated with reduced 
risk of SSI and return to OR associated with SSI. 
However, the use of intrawound Vancomycin 
application change the germ responsible for 
the infections

The study by Okafor, Molinar, Molinari, and 
Mesfin (2016) is a retrospective evaluation of 
prospectively collected data. The goal of this 
study was to evaluate infection rates following 
intrawound vancomycin powder application 
during spine tumor surgery. This study included 
thirty-five patients eighteen years of age or 

older consisting of eleven men and twenty-
four men with an average age of 61.4 years. 
The researchers looked at surgical site infection 
rates during the post-op period (thirty days 
post-surgery). They took into consideration the 
type of tumor, tumor location, complications 
during surgery, and surgical data. The results 
concluded that two culture proven deep 
wound infections out of forty-one procedures 
occurred which is a SSI rate of 4.9%.

Schroeder et al. (2016) conducted a case-
controlled study that looked at the effectiveness 
of local placement of Vancomycin powder 
into surgical wounds prior to closing of the 
fascia in reducing deep infection rates and 
complications. The study included patients that 
would be operated on by four senior, fellowship 
trained spine surgeons between June 2012 
and June 2013. The sample size included 1224 
spine surgical cases and the average age 
was 56.3 years of age. The included patients 
were divided into six operative subcategories. 
These subcategories included (1) non-fusion 
cases, (2) instrumented posterior cases, (3) 
anterior – posterior cases, (4) revision thoraco-
lumbar fusion cases, (5) other non-fusion cases, 
(6) irrigation and debridement cases. Anterior 
cervical cases were excluded as Vancomycin 
was not used in these cases. The results revealed 
that the use of Vancomycin reduces the rate 
of deep wound infections and irrigation and 
debridement procedures after spine surgery in 
a referral center among surgeons with a high 
surgical volume. Without the use of Vancomycin 
there was 30 cases of deep infections between 
2009 and 2010 where from 2012 to 2013 there was 
only five cases while using Vancomycin powder.

Tubaki, Rajasekaran, and Shetty (2013) 
conducted a randomized control trial for the 
Department of Orthopedics and Spine Surgery 
in Tamil Nadu, India. This study was conducted 
to assess the ability of local Vancomycin 
powder in controlling postoperative infection in 
spine surgery, when combined with standard 
intravenous antibiotics given prophylactically. 
The study included 907 patients with various 
spinal pathologies. The control group were 
given only IV antibiotics and the treatment 
group were given Vancomycin powder in 
addition to the IV antibiotics. After a follow up 
period, of a minimum of 12 weeks for each 
participant, the data on bacterial growth was 
collected. Results showed there were eight 
infections in the control group and seven in 
the treatment group. In conclusion, this study 
surmised that there was no significant statistical 

data to support a reduction of surgical site 
infections with the use of Vancomycin powder.

Conclusion:
Each of the selected studies for this review 

addressed the effect of Vancomycin powder 
on spinal surgery patients and surgical site 
infections. Two articles stated the use of 
Vancomycin powder lowered the rate of SSI’s 
significantly and recommended continued use 
in standard practices. These studies also stated 
evidence to support lowered hospital costs, 
shorter hospital stays, and overall better patient 
outcomes, when intrawound Vancomycin 
powder was used. One article stated the 
use of Vancomycin powder changed the 
type of active germs found to be the source 
of present SSI’s. The fourth study found that 
there was no significant difference between 
the two control groups in the study. Based on 
the research gathered, we concluded that 
there is not enough data to contraindicate the 
use of intrawound Vancomycin powder. We 
recommend further research be conducted 
to gather more information regarding the 
effectiveness of Vancomycin powder in 
postoperative spinal surgery patients.

Implications of Nursing Practice:
The data tells us that surgical site infections, 

specifically with Spinal patients, is a huge cause 
of morbidity and life-threatening complications. 
The goal is to prevent surgical site infections 
by treating the area prophylactically rather 
than providing treatment after the infection 
is already present. This could help minimize 
expenses, stress, length of hospital stays, and 
added health complications for surgical 
patients.

Effects of Intrawound Vancomycin Powder on SSI’s
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NDNA President Tessa Johnson, NDNA 
Membership Assembly Representative Tammy 
Buchholz, and NDNA Executive Director Sherri 
Miller attended the 2019 ANA Hill Day and 
Membership Assembly in Washington, DC June 
20-22.

We were excited as activities began early 
Thursday morning with a breakfast briefing that 
provided a federal legislative overview and key 
talking points for nurse representatives to share 
with their representatives of Congress during the 
day’s scheduled meetings. 

In addition to the briefing, various speakers 
addressed the group including ANA President 
Dr. Ernest Grant, Matthew Fitting, ANA 
Advocacy and Engagement Specialist, and 
Samuel Hewitt, ANA Senior Associate Director, 
Federal Government Affairs. The morning’s 
keynote speaker was Representative Lauren 
Underwood (D-IL-14), a millennial nurse in 
Congress! She uplifted the group with her 
inspiring words during her fireside chat with 
President Grant. When asked about what 
had compelled her to run for public office, 
Representative Underwood shared her impetus 
was the realization that healthcare in the U.S. 
was under attack. Her role as an advocate for 
her patients has now been transformed as an 
advocate for all U.S. citizens. 

After the meeting, we were all transported 
by bus from the hotel to Capitol Hill where 
over 400 nurses from 48 states and the District 
of Columbia, Guam, and the Virgin Islands 
attended over 325 scheduled meetings 
with members of Congress. In addition, ANA 
nurse members unable to attend Hill Day in 
person delivered over 20,000 signatures to 
#endworkplaceviolence and over 4 million 
impressions via Twitter to senators and 
representatives. We joined our nurse colleagues 

on the steps of Capitol Hill for the customary 
group photo to commemorate the day. 

Once on the Hill, our visits began with 
meeting Senator Kevin Cramer’s Legislative 
Assistant, Bree Vculek who is from Oakes, 
ND. The next meeting was with Senator John 
Hoeven and his Legislative Correspondent 
Ty Kennedy from Grand Forks, ND. Lastly, 
we met with Representative Kelly Armstrong 
and his Legislative Assistant Connor Crowley. 
While attending our meetings with senators, 
representatives and their staff, we had an 
opportunity to share our state and national 
priority issues related to nursing and the health 
and well being of all. 

Our first point of discussion centered on safe 
staffing for nurses and patients. Although not 
yet formal legislation, it was important to renew 
our request for support on this issue. Research 
has shown that adding registered nurses (RNs) 
to unit staffing decisions can reduce the length 
of stay for hospital patients as well as the risk of 
adverse events, such as falls, injuries, infections, 
and bleeding. Increasing the number of RNs 
can yield a cost savings of nearly $3 billion – the 
result of more than four million avoided extra 
hospital stays for adverse events – and lower 
costs from hospital readmissions. Legislation or 
regulations addressing nurse staffing levels must 
not only consider the complexity and stability of 
patients, but also nurse experience, available 
technology, resources and unit workflow such as 
numbers of admission, discharges, and transfers. 

Addressing nurse staffing is a top priority for 
ANA, and as representatives of NDNA we wanted 
to let our members of Congress know that NDNA 
continues to seek support on this issue. We would 
like nurses to be part of staffing decisions and 
acknowledged that mandated nurse/patient 
ratios were not the answer. A collaborative effort 

with balanced legislation that benefits patients, 
nurses, and hospitals – is ideal. 

Our next point of discussion was Title VIII 
Nursing Workforce Reauthorization Act (H.R. 
728/S. 1399). We urged our members of 
Congress to cosponsor H.R. 728 / S. 1399, the 
bipartisan and bicameral Title VIII Nursing 
Workforce Reauthorization Act. Both pieces of 
legislation would reauthorize nursing workforce 
development programs (Title VIII of the Public 
Health Service Act) through FY 2024. 

These programs are invaluable to institutions 
that educate registered nurses for practice in 
rural and medically underserved communities. 
Title VIII programs bolster nursing education 
from entry-level preparation through graduate 
study. According to the Health Resources and 
Services Administration, between FY 2006 and 
FY 2012 alone these programs provided loans, 
scholarships, and programmatic support to over 
450,000 nursing students and nurses. For five 
decades, these programs have helped build 
the supply and distribution of qualified nurses 
needed in all health care settings. 

The major grant programs within Title VIII 
include Advanced Education Nursing, Workforce 
Diversity Grants, Nurse Education, Practice, 
and retention Grants, National Nurse Service 
Corps, Nurse Faculty Loan Programs, and 
Comprehensive Geriatric Education Grants.

The next point we discussed was the 
Workplace Violence Prevention for Health 
Care and Social Services Worker Act (S. 851 
/ H.R. 1309). This bill requires the Department 
of Labor to address needed protections from 
workplace violence in the health care and 
social services sectors. The legislation directs the 
Occupational Safety and Health Administration 
(OSHA) to issue a standard requiring health 
care and social service employers to develop 

Signs of North Dakota in our legislators’ offices!

An excited group!  Tessa Johnson, NDNA 
President, Tammy Buchholz, NDNA Membership 

Assembly Representative, and Sherri Miller, 
NDNA Executive Director arriving at Capitol Hill!

Group photo on Capitol Hill NDNA with Representative Kelly Armstrong – great meeting with him!

2019 ANA Hill Day and Membership Assembly 
Washington, DC  |  June 20-22, 2019

2019 ANA Hill Day and Membership Assembly in Review: 
Experiences While Representing the NDNA



July, August, September 2019 The North Dakota Nurse Page 11

and implement a comprehensive violence 
prevention plan tailored to the facility and 
services with the intention to protect employees 
from violent incidents in the workplace. 

As part of the proposed legislation, 
employers must: 

• Identify potential risks and hazards to 
mitigate future incidents; 

• Provide training and education to 
employees to potential risks, workplace 
control measures, and reporting; 

• Investigate incidents as soon as 
practicable; 

• Meet recordkeeping requirements; and
• Prohibit acts of discrimination or retaliation 

against employees for reporting incidents 
of violence, threats, or safety concerns. 

We stressed that nursing is a profession 
dedicated to helping others. Health care 
settings can be highly emotional for patients 
and family members, resulting in intense 
situations that can become dangerous. Nurses 
and other health care workers should have 
protections in place to avoid assaults and other 
violent acts. According to OSHA, approximately 
75 percent of nearly 25,000 workplace assaults 
reported annually occurred in health care and 
social service settings (OSHA, 2015) and workers 
in health care settings are four times more likely 
to be victimized than workers in private industry 
(Security Industry Association and International 
Association of Healthcare Security and Safety 
Foundation, 2017). 

We also had the opportunity to urge 
lawmakers to co-sponsor the bipartisan Home 
Health Care Planning Improvement Act (S. 
296/H.R. 2150), which will allow APRNs to order 
home health care services. This act would 
protect patients and improve the efficiency of 
health care delivery by allowing APRNs to sign 
the final care plan to order home health care 
services for their most vulnerable patients. 

In discussing these bills and issues, we felt our 
meetings went very well and that we expressed 
our points clearly to the members of Congress 
who heard and received our message. 

Membership Assembly started on Friday. 
Our day started bright and early again with an 

opportunity to meet the candidates running for 
ANA offices. The positions open for re-election 
were Vice President, Treasurer, Director-at-
Large, Director-at-Large, recent Graduate, and 
the Nominations and Elections Committee.

The official opening session of the 
Membership Assembly commenced with ANA 
President Dr. Ernest Grant giving the President’s 
Address. Several other speakers including 
current ANA Vice President Faith Jones also 
spoke. Great points made were such as to “do 
what is right for nurses” and to increase diversity 
in nursing to represent diverse populations 
of patients. We were asked to “step up and 
become more fully involved to better our 
society.” President Grant encouraged “don’t 
stand alone, stand together, and stand tall.” 
ANA is striving to make a professional home 
for nurses from early career nurses, to up-
and-comers, to nursing leaders and providing 
webinars for all of these segments of nursing 
experience levels.

Membership Assembly attendees then 
participated in four important dialogue forums 
during the afternoon including the below 
topics: 

1) Removal Outdated ANA Language 
to Increasing Access to Vaccination 
Compliance;

2) Visibility of Nurses in the Media – included 
group sessions to talk through ideas;

3) Deferred Action for Childhood Arrivals 
(DACA) Recipients Eligibility to take the 
NCLEX; and

4) Human Trafficking

During the concluding day of the 2019 
Membership Assembly, Douglas Davis - 
President of the National Student Nursing 
Association shared a powerful message, 
imploring “we must do better!” and Dr. Loressa 
Cole - ANA Enterprise CEO revealed her vision 
for the future, “a healthy world through the 
power of nursing.” 

NDNA hosted the Midwest States Regional 
meeting which was held Friday evening. 
This provided an opportunity for state 
representatives to share updates regarding their 
state associations and accomplishments from 

the past year. Candidates running for election 
for several open ANA positions were invited to 
share information about themselves and answer 
questions from state representatives during the 
meeting. 

Saturday morning began with elections 
for open positions for board and committee 
members. Election results were shared in the 
afternoon. ANA Membership Assembly elected 
the following members to serve on the nine 
member board of directors: Susan Swart of 
ANA-Illinois was elected Vice President;. Jennifer 
Mensik of the Oregon Nurses Association was 
elected Treasurer; James Watson of the Texas 
Nurses Association was elected Director-at-
Large; Marcus Henderson of the Pennsylvania 
State Nurses Association was elected Director-
at-Large, Recent Graduate. 

Elected to serve on the Nominations and 
Elections Committee are: Larlene Dunsmuir, 
DNP, FNP, ANP-C, of the Oregon Nurses 
Association; Laure Marino, DNP, APRN, FNP-BC, 
GNP-BC, of the West Virginia Nurses Association; 
Sara McCumber, DNP, APRN, CNP, CNS, of the 
Minnesota Organization of Registered Nurses; 
and Gayle Peterson, RN-BC (chair-elect), of 
ANA Massachusetts. 

In conclusion, our experience in Washington, 
DC was an excellent opportunity to express 
our nursing voices and represent our state. It 
was an extreme honor and privilege! We were 
treated with respect by our legislators and their 
staff who were all hospitable and provided us 
the opportunity to engage in meaningful and 
collaborative discussions. 

The 2019 Membership Assembly was an 
experience that connects North Dakota 
nurses to the “broader picture“ and ANA’s 
mission “nurses advancing our profession to 
improve health for all.” We want to express our 
appreciation for the wonderful opportunity to 
represent NDNA. 

Very respectfully, 
Tammy Buchholz, MSN, RN, CNE
NDNA Membership Assembly Representative 
Tessa Johnson, MSN, RN
NDNA President
Sherri Miller, BSN, RN
NDNA Executive Director

Photo with Janet Haebler – ANA Senior Associate Director, State 
Government Affairs NDNA with Senator Kevin Cramer’s Legislative Assistant, Bree Vculek

NDNA with Senator John Hoeven For discussion with the members of Congress
ANA President Dr. Ernest Grant addressing the 

Membership Assembly Representatives
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by Sherri Miller, BSN, RN

What position(s) have you 
held with the North Dakota 
Nurses Association?

I joined the North Dakota 
Nurses Association in 1971 
when I moved from Iowa 
to teach at Mary College 
(I had originally joined the 
Iowa Nurses Association 
in 1963 and transferred 
my membership to North 
Dakota). My first position 
was a board appointment 
to the Nursing Practice Committee. Betty 
Maher encouraged me to put my name in 
as a candidate for the ANA Congress for 
Nursing Practice and I was elected at the 
ANA convention in Hawaii in 1978. NDNA 
also submitted my name for the Governor’s 
appointment to the North Dakota Board of 
Nursing and I was appointed to the board by 
Governor Art Link in 1978 and reappointed 
by Governor Allen Olson in 1981. I also served 
as ANA delegate from ND and a registered 
lobbyist. I was secretary/treasurer of the NDNA 
Board of Directors from 1996 through 2004.

I am most proud of the work we did from 
1978 on with the refresher course in ND. The 
Nurse Practices Act was revised in 1977 by the 
ND Legislature and a practice requirement 
for relicensure was added. NDNA developed 
a refresher course that could be taken at any 
time and in any location to assist licensed 
nurses reenter the workforce. Other refresher 
courses were based on a summer two-week to 
four-week course given at a nursing program, 
requiring a nurse to relocate and spend time 
away from family. The NDNA course could be 
completed utilizing resources available in the 
nurse’s local area and was very popular.

What is your background?
I graduated from a diploma program in 

Iowa in 1960. I then received a BSN from the 
University of Iowa, practiced in public health 
nursing in rural Iowa. I went to Boston University 
for my master’s degree. I was recruited by Sister 
Mary Mark Braun to come to Mary College 
and teach public health nursing and did so in 
1971. If you are a fan of Garrison Keillor, you will 
remember his comments about the Norwegian 
bachelor farmer, and I met one of those while 
teaching at Mary, although he was Scottish. I 
had intended to teach at Mary for a few years, 
and then travel on, but only traveled 20 miles 
southeast to the family ranch. After working as 
Executive Director of the North Dakota Board 
of Nursing during the tumultuous times of Entry 

into Practice, I decided to go back to school 
and become a Nurse Practitioner. Although 
Entry into Practice garnered most of the 
attention during my tenure with the Board of 
Nursing, advanced nursing in ND also gained 
prescriptive authority during that time which 
was a huge benefit to rural consumers of health 
care in ND.

What are your favorite nursing areas have 
you’ve worked in?

I have enjoyed every nursing area I’ve 
worked in. Public health nursing and primary 
care probably get my highest marks, mostly 
because those areas were the closest to 
“real nursing” in my view. I could work with 
individuals and families to accomplish mutual 
goals, see progress in their health status, and 
provide support for their concerns. I enjoyed 
the administrative work, but often likened it to 
“every day you need to pound a nail in your 
head, so do it early, get it over with, and then 
go on and enjoy the rest of your day.” 

What are you up to in nursing right now?
More or less I am semi-retired, or you might 

say just tired. I recently finished 30 years as a 
rater/examiner for nurse aide testing, and have 
been camp nurse at the International Music 
Camp. (Camp nurse at a camp in Iowa was a 
summer job when I was getting my bachelor’s 
degree.) I do enjoy writing the column for the 
North Dakota Nurse, and that dovetails nicely 
with my interest in nursing history. The “2020 Year 
of The Nurse” by the World Health Organization 
(WHO) celebrates the 200th anniversary of 
Florence Nightingale’s birth and we need to 
focus on where we’ve been so we can focus on 
where nursing is going in the future.

How long have you been a nurse?
I took a nurse aide course when I was a 

sophomore in high school. The instructor 
wanted me to consider going to Parson’s 
College for a bachelor’s degree when I 
graduated high school, but at the time it was a 
private college and out of our family’s financial 
reach. (This was probably just as well since a 
year after I graduated from high school, the 
college closed and became Mahareeshi 
University with levitation as a major offering!) 
Instead, I went to a diploma nursing school and 
graduated in 1960. I became licensed as an RN 
in the state of Iowa. It’s hard to realize that will 
be sixty years next year (maybe that’s why I like 
history so well).

What or who inspired you to be a nurse?
Her name was Anna White, she was the 

Wapello County Nurse when I was in school 

in Eldon, Iowa. She later was the director of 
Public Health Nursing in Iowa and one of my 
supervisors. She also was a consultant on the 
Cherry Ames book on “Cherry Ames, County 
Nurse” – a series of books I thoroughly enjoyed 
in high school and still do today.

Nursing is rewarding. Describe one of your most 
rewarding experience in nursing. 

I worked with a family that had moved to 
rural Iowa from the south, and that family 
included a little girl with an unrepaired cleft 
palate. It was my first lesson in taking clues from 
the family and working at the family’s pace. 
Their major concern was employment for the 
father and clothes and food for the family as 
the repair of the palate was not high on their 
agenda until these other things had been taken 
care of. It was a lesson I have often thought of 
as I have worked with individuals and families 
throughout my career. It is not my timeline that 
is important, but the families. We have to start 
with where the individual or family is, not what 
we think should be done right now.

What advice would you give new grads or 
students?

Find an area you enjoy, learn all you can, 
become certified in that area. Participate in 
your professional organization – that's what 
professionals do! Don’t complain – work hard to 
change what you think needs to be changed.

What do you feel are the most critical issues 
regarding nursing and/or healthcare right now?

More and more nursing needs are being met 
outside of hospitals, and that’s where nursing 
should be going. People are being expected to 
do complex tasks and must have appropriate 
training and guidance from nurses – and most 
importantly, follow-up. 

In what ways has membership to NDNA 
benefited you?

Because of my NDNA membership, I have 
met with nurses all over the world. I’ve benefited 
from new ideas and other ways of doing things. 
I’ve felt that I currently am and have been 
contributing to the profession. Each of us can 
be active when we can be, be on the sidelines 
if that fits our present status, and then be active 
again in furthering the profession. As a result of 
my membership in ANA/NDNA, I have traveled 
all over the United States, been to Spain and 
Denmark, but also have met some amazing 
nurses right here in North Dakota. It’s inspiring 
to know that nursing is practiced just about the 
same everywhere – to paraphrase a nursing 
leader – “it’s doing things for individuals that 
they are not able to do for themselves.”

Featuring Karen Macdonald, RN

by Kami Lehn BSN RN

The multi-generational workforce brings a 
wealth of knowledge as well as workplace 
challenges. Technology has advanced 
innovation and has also created new 
challenges. We are all an essential part of the 
care team. From nurses in administration to the 
bedside nurse, we all have a hand in providing 
quality healthcare.

Acknowledging our own strengths and 
the strengths of the members of our team 
is essential in our long-term success. I 
encourage you to do some self-reflection. 
What are your strengths? What is your preferred 
communication style? How do you want to 
receive feedback? (Deanes, 2018) Now think 
of the other members of your team. Do you 
know their strengths? Do you think that they are 
aware of their strengths? Does the person you 
work with prefer a face to face conversation, or 

do they prefer email? Finally, is there a middle 
ground? Do you feel valued? How do you 
show your gratitude? Is your communication 
effective? And how do you feel we can 
improve?

We also need to consider our bias. In my 
nursing career, I have heard variations of the 
detriments of each of the generations. To be 
frank, I think we all bring value to the table. We 
need to appreciate our individual strengths 
and share our knowledge. I fill my happiness 
cup when I can offer help with a problem that I 
know the answer to. In complete honesty, I have 
needed more wisdom than I have been able to 
give back.

I have been blessed to have experienced 
nurses who have shared their wisdom. To this 
day I am thankful because of the wonderful 
nurses I have shared this journey with. If we 
can find the middle ground where we can 
collaborate and move forward together, we 
bridge the gap. 

Generations of Nurses: Bridging the Gap
To the experienced nurses of North Dakota 

thank you, I appreciate your commitment 
to the profession. I appreciate the time you 
have dedicated to your patients. I appreciate 
the time you have dedicated to sharing your 
knowledge with those of us who are following in 
your footsteps. I would love to hear your words 
of wisdom, please feel free to reach out.

To the new nurses, be a sponge, soak up as 
much knowledge as you can. Even if you think 
you can handle it, always accept another set of 
hands. Offer your insights and innovative ideas. 
You have the most recent knowledge and 
have fresh eyes, if it makes our workflow safer or 
easier, we all benefit. I also want to hear from 
you, please share your ideas.

References
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Appraised by:
Kelsey Conneran, RN; Dayna Miranowski, RN 

& Vanessa Scott, RN Mayville State University 
RN-BSN students

Clinical Question: 
In adults, how effective is hands-only 

CPR versus conventional CPR at preventing 
mortality? 

Articles:
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Zhan, L., Yang, L., Huang, Y., He, Q., & Liu, G. (2017). 
Continuous chest compression versus interrupted 
chest compression for cardiopulmonary 
resuscitation of non-asphyxial out-of-hospital 
cardiac arrest. Cochrane Database of 
Systematic Reviews 2017, Issue 3. Art. No.: 
CD010134. DOI: 10.1002/14651858.CD010134.
pub2.

Synthesis of evidence: 
Hands-only CPR or compression-only 

(COCPR) has been recommended by many 
medical professionals, especially in out-of-
hospital cardiac arrest, over conventional 
CPR. Hands-only CPR excludes any rescue 
breathing throughout the process and requires 
continuous chest compressions to the individual. 
Conventional CPR in adults typically refers to 
the ratio of 30 chest compressions to two rescue 
breaths. 

A study conducted in the article, “Bystander-
initiated chest compression-only CPR is better 
than standard CPR in out-of-hospital cardiac 
arrest,” identified and focused on three 
randomized controlled trials regarding survival 
at hospital discharge between compression 
only CPR and conventional CPR on patients 
who suffered out-of-hospital cardiac arrests. 
This study recognized that interruptions of 
chest compressions during ventilation may 
have detrimental effects on survival rate. 
Furthermore, it acknowledged major barriers 
to bystanders performing CPR including lack 
of confidence in performing CPR correctly 
and reluctance to perform mouth-to-mouth. 
As hands-only CPR is easier to teach than 
traditional CPR and it removes mouth-to-mouth 
contact, bystanders may be more willing to 
preform hands-only CPR. 

Another study published in The Journal of 
the American Medical Association identified 
“an increase in the likelihood of bystanders 
performing COCPR vs conventional CPR (from 
19.6% to 75.9%) and a significant independent 
association between COCPR and survival when 
compared with conventional CPR” (Bobrow et 
al., 2010, p. 1452).

An observational study published in 
Circulation consisted of patient cases from 
January 2005 to December 2012, in Japan, 
who experienced out-of-hospital cardiac 
arrests (OHCAs) and who were resuscitated 
by bystanders prior to being transferred to a 
hospital. The study concluded that nationwide 
dissemination of chest compression-only CPR 
for lay-rescuers was associated with increased 
survival and favorable neurological outcome 
(Iwami, Kitamura, Kiyohara, & Kawamura, 2015).

Finally, a study conducted by Zhan, Yang, He, 
and Liu (2017) included randomized controlled 
trials and one cluster-RCT with a total of 26,742 
participants analyzed. The study found that 
when CPR was performed by bystanders, more 

Hands Only CPR
people survived until discharge from hospital 
after chest compression alone than they did 
following interrupted chest compression with 
pauses at a fixed ratio for rescue breathing.

Bottom line: 
Research suggests that there is an increase in 

survival rates of adults who experience cardiac 
arrest in out-of-hospital situations when hands-
only CPR is used in comparison to conventional 
CPR. Not only were survival rates increased, but 
hands-only CPR was also associated with more 
favorable neurological outcomes in out-of-
hospital cardiac arrest. Additional research is 
always necessary for more accurate results. For 
example, “the influence of automated external 
defibrillator (AED) availability and AED use on 
the effect of continuous chest compression CPR 
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needs to be examined” (Zhan, Yang, Huang, 
He, & Lui, 2017, p. 22).

Implications for nursing practice: 
Out-of-hospital cardiac arrest is a major 

public health issue, claiming hundreds of 
thousands of lives worldwide yearly. Nurses 
play many roles in healthcare, but one of the 
most pertinent roles is that of an educator. In 
order to provide the best care and education 
possible, nurses must strive to stay current on 
health care topics, including CPR. Nurses are 
in a unique position to educate the public and 
may have an impact on increasing bystander-
initiated CPR, thus saving lives. It is important to 
teach individuals to immediately call 911 and 
emergency personal will prompt instruction on 
how to perform CPR until EMS arrival.
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Clinical Question: 
What factors influence parent’s decisions 

regarding the refusal to immunize their children?

Sources of Evidence:
Garg, R., Meraya, A., Murray, P. J., & Kelly, K. (2017). 

Illness representations of pertussis and predictors 
of child vaccination among mothers in a strict 
vaccination exemption state. Maternal and 
Child Health Journal, 22(1), 137-146. doi:10.1007/
s10995-017-2363-3

Larson, H. J., Jarrett, C., Eckersberger, E., Smith, 
D. M., & Paterson, P. (2014). Understanding 
vaccine hesitancy around vaccines and 
vaccination from a global perspective: A 
systematic review of published literature, 2007–
2012. Vaccine, 32(19), 2150-2159. doi:10.1016/j.
vaccine.2014.01.081

Luthy, K. E., Beckstrand, R. L., Callister, L. C., & 
Cahoon, S. (2012). Reasons parents exempt 
children from receiving immunizations. The 
Journal of School Nursing, 28(2), 153-160. https://
doi.org/10.1177/10598405511426578

Weiwei, C., Elam-Evans, L., D., Hill, H. A., & Yankee, 
D. (2016). Employment and socioeconomic 
factors associated with children’s up-to-date 
vaccination status. Clinical Pediatrics, 56(4), 348-
358. doi:10.1177/0009922816660540

Synthesis of Evidence:
Four articles were reviewed as evidence in 

this report. A systematic review of meta-analysis, 
two correlation studies, and a cross-sectional, 
descriptive design.

Larson, Jarrett, Eckersberger, Smith, and 
Paterson (2014) conducted a systematic review 
on understanding vaccine hesitancy around 
vaccinations. The review consisted of 1164 
articles to be analyzed and the purpose was 
to identify research on vaccine hesitancy and 
gain appreciation of vaccine hesitancy and 
to inform others of the further development 
of SAGE model mapping determination. The 
review involved children seven yrs. old or under 
in category of childhood vaccinations and 
parents with hesitancy about vaccinations. 
The findings of the review was that low and 
high incomes were barriers to vaccinations, 
higher education was a barrier and a promoter 
to vaccinations, and social media was 
mostly a barrier due to the negative stories 
about vaccinations. Education to parents 

is very important to parents. A child needs 
many doctor visits and education at each 
appointment would be beneficial and a precise 
environment to educate in.

A cross-sectional, descriptive designed study 
by Luthy, Beckstrand, Callister, and Cahoon 
(2012) was conducted to explore parent’s 
reasoning for exempting their children from 
vaccinations due to personal reasons, rather 
than medical or religious. A convenience 
sample of 287 parents responded to an 
open-ended questionnaire which included 
demographic questions and open-ended 
questions regarding their reasoning for personal 
exemption of vaccinations. The demographic 
findings concluded that the average age 
of parents were 37-years-old, had a mean 
income range of $45,001-$60,000, were White, 
living in an urban area, and majority of the 
responders were college graduates. The study 
found five main categories regarding reasons 
for personal exemptions: issues regarding 
parental perceptions of vaccine harm, health 
care system issues, chronic disease concerns, 
immune system concerns, and adverse reaction 
concerns. Investigation into parents reasonings/
concerns and proper education is essential for 
these parents. School nurses can play a key role 
in this investigation and education because 
they are at the front line when interacting with 
these parents. 

A correlation design was conducted by 
Weiwei, Elam-Evans, Hill and Yankee (2016) 
to examine whether additional information 
on parents’ employment and household 
characteristics would help explain the 
differences in children’s up-to-date (UTD) 
vaccination status using the 2008 National 
Immunization Survey and its associated 
Socioeconomic Status Module. This took place 
in the United States from January to June 2008. 
The sample size were children ages 19 to 35 
months of parents who are 20 years old and 
older, who are employed. In total there was 
4,160 children analyzed in this study. Data was 
collected from the 2008 National Immunization 
Survey (NIS) and Socioeconomic Status (SES). 
Logistic regression was used to estimate the 
association of vaccination status and work 
related variables, after controlling for basic 
socio-demographic characteristics. Results 
showed that 2,981 children were UTD and 1,179 
were not. However, UTD children appeared 
to be older, higher percentage of being 
insured, more educated mothers, and higher 
percentage of child care participation than 
children who were not UTD. In the bivariable 
and multivariable models, uninsured children, 
children of mothers with less than high school 
education, children from families with four or 
more children in the household, or those who 
have moved within or out of state, and children 
whose parents have concerns about vaccine 
safety were less likely to be UTD on the vaccine 
series. It was found that children aged 30 to 
35 months were more likely to be UTD, but not 
24 to 29 months for mothers with some college 
education. For children of mothers with some 
college education, uninsured children or 
children whose parent has concerns about 
vaccine safety were still less likely to be UTD. For 

children whose mother aged 20 years and older 
with high school education or less, uninsured 
status or parents concern about vaccination 
safety were no longer associated with UTD 
status.

A correlation study done by Gar, Meraya, 
Murray, & Kelly (2017) wanted to look at the 
pertussis vaccination rates among children 
in West Virginia. It also examined mother’s 
worry and hassle to vaccination schedules. 
The main findings of this study were that 
vaccination interventions, like education, need 
to be addressing mother’s main concerns. 
Most of the moms who chose not to vaccinate 
their children were educated appropriately 
they just chose to not vaccinate because of 
some of their personal beliefs. The study also 
found that socioeconomic status really didn’t 
affect vaccinations rates. Most of the mom’s 
in the study were white, educated with at 
least a bachelor’s degree, with an annual 
household income of >$50,000, and have full 
access to healthcare, and the vaccination 
rates were still lower than normal. The belief 
that parents who aren’t educated and have 
lower socioeconomic status are the ones who 
aren’t vaccinating is not correct. The biggest 
reason for why mother’s aren’t vaccinating 
their children is they are worried about the 
side effect and that complementary medicine 
can heal the child when they get sick with 
a vaccine preventable illness. The clinical 
applications from this study show that things 
need to be made unique to each situation.

Conclusions: 
The studies and reviews shown here explain 

the importance of education for the parents 
regarding vaccines and the pros and cons to 
outside influences on their decisions. The studies 
indicate the need for further information due to 
the broadness of this issue. What they all found 
however was that many parents chose to not 
vaccinate their children due to social media 
putting a negative stigma on vaccinations, little 
education on the issue, which leads to parent’s 
skepticism about how it could affect their child, 
if at all, and religious beliefs. Properly educating 
these parents is the priority intervention 
regarding eliminating vaccination hesitancy. 

Implications for Nursing Practice: 
The evidence indicates the essential need 

for education to these parents. Many parents 
are worried about the side effects of the 
vaccination or what they believe will harm 
their child. Well-child doctor appointments, 
prenatal and postpartum visits, and elementary 
school orientations are excellent opportunities 
to provide vaccination education to parents. 
Support groups on the information or topic 
and in birthing classes could also be a way 
to help keep awareness of the importance 
of vaccinations. School nurses can play a 
major role in the education of parents towards 
vaccinations. School nurses should investigate 
parent’s reasoning’s for personal vaccination 
exemptions, this could help the school nurse 
provide specific education to these parents 
regarding their concerns.

Influences on Vaccination Hesitancy
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Clinical Question:
In a hospital setting, does standardized 

bedside reporting increase patient satisfaction 
and decrease patient errors?

Sources of Evidence:
Faloon, D. N., Hampe, H., & Cline, T. (2018). Effects 

of multimethod intervention on bedside report 
compliance and patient satisfaction. Critical 
Care Nursing Quarterly, 41(2), 129-141. Doi: 
10.1097/cnq.0000000000000191

Khuan, L., & Juni, M. H. (2017). Nurses opinions of 
patient involvement in relation to patient- 
centered care during bedside handovers. Asian 
Nursing Research, 11(3), 216-222. doi:10.1016/j.
anr.2017.08.001

Luthy, C., Francis-Gerstel, P., Pugliesi, A., Piguet, V., 
Allaz, A., Cedraschi, C. (2017) Bedside or not 
bedside: Evaluation of patient satisfaction in 
intensive medical rehabilitation wards. PLOS 
One, 12(2), 1-11. doi:10.1371/journal.pone.0170474.

Radtke, K. (2013). Improving patient satisfaction with 
nursing communication using bedside shift 
report. Clinical Nurse Specialist, 27(1), 19-25.doi: 
10.1097/nur.0b013e318277011 retrieved January 
28, 2019, from https://www.ncbinlm.nih.gov/
pubmed/23222024

Synthesis of Evidence: 
Four articles were reviewed and analyzed. 

These articles included randomized controlled 
trials, qualitative studies and quasi experimental 
studies. 

Faloon, Hampe, and Cline (2018) conducted 
a pre-post quasi experimental study to 
determine if a multimethod education 
intervention and the effects of bedside shift 
reporting improved patient satisfaction on a 
stroke telemetry unit. They followed the Joint 
Commission National Patient Safety Goal of 
2015, which was “improving the effectiveness of 
communication among caregivers. The overall 
goal of the study was to help increase the use 
of bedside shift report and to help improve the 

client experience but also ensure proper and 
safe handoff between nursing staff as well as 
including the patient and their families. This 
was a nonrandom purposive sampling that 
included three separate reports that had an 
overall sampling of 45 patients. Bedside shift 
report checklists, peer-to-peer demonstrations 
and verbal education was implemented to 
determine if bedside shift report did indeed 
increase patient satisfaction The evidence 
was obtained by I-round surveys and HCAHPS. 
The overall results showed a small increase in 
patient satisfaction and an increase in bedside 
shift report compliance to over 80%. The study 
concluded that bedside shift report should be 
implemented within other floors of the hospital 
studied, but should also be implemented 
throughout other hospitals to determine 
whether bedside shift report can increase 
patient satisfaction.

Khuan and Juni (2017) conducted a 
qualitative study to learn the opinion of 20 
Malaysian nurses regarding patient involvement 
in bedside hand overs, and whether bedside 
hand overs are reflective of patient-centered 
care (PCC). There were four main findings from 
the study. The nurses’ involvement in bedside 
reporting was superficial related to lack of 
knowledge and/or a task-oriented mindset. 
Bedside reporting is as interactive as nurses 
make it while respecting patient’s wishes. Nurses 
found that it can be impractical to do bedside 
reporting constantly due to time constraints, 
length of interaction, and other obstacles. 
The nurses found that implementing bedside 
reporting is not PCC due to violating patient 
autonomy.

The third study, by Luthy et al. (2017) 
conducted a quasi-experimental controlled 
study. This study was conducted to examine 
the effects of bedside presentation rounds in 
inpatients at a general medical rehabilitation 
ward. The study included 180 patients for the 
controlled study, that involved adult patients 
in one unit of the ward. The patients had an 
average age of 67 years, women and men 
were equally distributed, level of education 
mostly included professional diploma and high 
school diploma, and the average length of 

stay was 22 days. The intervention utilized was 
bedside shift report in the patient rooms during 
shift change. The major findings conclude that 
the patients who received the intervention 
showed an increase in satisfaction and a 
decrease in problematic values. Results also 
found that there was a significant increase in 
dimensions relating to treatment coordination, 
involvement of family and friends, and 
discharge planning.

Radtke (2013) conducted a pre-post pilot 
project to determine if bedside reporting 
would increase patient satisfaction with 
nursing communication. HCAP scores for 
nursing communication was 78%. This Quasi-
experimental study was conducted using 
bedside shift report with ISBAR format. The 
setting took place in a 16-bed medical surgical 
intermediate care unit at a 320-bed tertiary 
care unit. 44 patients were interviewed as well 
as 20 patients via internal survey. Monitoring of 
patient satisfaction continued for three months 
with data being gathered by PRC. The findings 
of this study showed there was a rise in patient 
satisfaction in nursing communication to 87.6%, 
an increase from 75% in the previous six months.

Conclusion:
Patient satisfaction was increased by 

incorporating bedside shift reporting. Bedside 
shift reporting has also shown a decrease in 
medical errors as well as an increase in patient 
satisfaction

Implications for Nursing Practice: 
Our recommendations include increasing 

education and training for nursing staff to 
ensure that bedside reporting is being done in 
a consistent manner. Other recommendations 
include asking the patient if they are interested 
in participating in bedside shift reporting to 
ensure that there is open communication 
between the nursing staff and patient. Perform 
bedside reporting in a timely manner (about 10 
minutes per patient) to ensure that adequate 
but efficient patient care is being performed. 
Finally, we feel that more research needs to be 
done to support our findings.

Standardized Bedside Reporting

Appraised by: 
Clerge, Vanisha RN., Davis, Jessi RN., Mayville 

State University RN-to-BSN students

Clinical question: 
Is there a difference in infection rate between 

an indwelling catheterization system and 
intermittent catheterization for an adult with a 
long-term catheterization need in the hospital 
setting?

Articles: 
Cooper FPM, Alexander CE, Sinha S, Omar MI. 

Policies for replacing long-term indwelling  
Urinary catheters in adults (2016). Cochrane 
Database of Systematic Reviews, Issue 7. Art. 
No.:CD011115. DOI: 10.1002/14651858.CD011115.
pub2.

Leelakrishan P., Karithik Rao B. (2018). A study of risk 
factors for catheter associated urinary tract 
infection International Journal of Advance in 
Medicine, Vol. 5, Issue 2. DOI: 10.18203/2349-
3933.ijam20180525.

National Clinical Guideline Centre (UK). Infection: 
Prevention and Control of Healthcare-
Associated Infections in Primary and Community 
Care: Partial Update of NICE Clinical Guideline 
2. London: Royal College of Physicians (UK); 2012 
Mar. (NICE Clinical Guidelines, No. 139.) 10, Long 
term urinary catheters. Available from: https://
www.ncbi.nlm.nih.gov/books/NBK115272/ 

Newman K. Diane, Wilson M. Margaret. (2011). Review 
of Intermittent Catheterization and Current 
Best Practices. Urologic Nursing, Vol. 31. DOI: 
10.7257/1053-816X.2012.31.1.12. PubMed.

Synthesis of evidence: 
This synthesis includes four studies that gives 

evidence supported to research question. The 
first study was done by Cooper, Alexander, 
Sinha, Omar (2016), this study showed that 

almost all those who have indwelling catheter 
in place will develop a bacterium within four 
weeks after insertion of the indwelling Foley. The 
second study was done by Leelakrishan and 
Karithik (2018) this study showed a particular 
kind of bacteria was most prevalent in those 
with indwelling catheters and that Escherichia 
coli was the most numerous organism found. 
The National Clinical Guideline Centre (2012) 
completed the next study which explained 
why handwashing plays an important part 
in the infection rates of those needing long 
term catheterization. The last study was 
conducted by Newman and Wilson (2011) 
and this article implied that nurses needed 
to still use their clinical judgment as to what 
method of emptying the bladder is for the 
patient. This study also states that intermittent 
catheterization is the best practice when a 
long-term need is anticipated for emptying the 
bladder. 

Bottom line: 
From the articles that have been listed, there 

is no actual guarantee that an infection can 
be completely avoided when using a catheter 
for emptying the bladder. The articles do show 
that there is strong evidence showing that 
intermittent catherization for long-term use does 
reduce the risk of infections. “Long-term use of 
intermittent catheterization is preferable to an 
indwelling urinary catheter because intermittent 
catheterization has a lower risk of infection 
and other complications” (Newman & Wilson, 
2011, p.). Another interesting fact is: “Studies 
have shown a 5% to 8% increase in the risk of 
developing bacteriuria for each day following 
catheterization, and that almost all users will 
have bacteriuria four weeks after long-term 

Infection Rates: Indwelling and Intermittent Catheterization
catheter insertion” (Cooper, Alexander, Sinha, & 
Omar, 2016, p.).

Implications for nursing practice:
Nurses should always be aware of the 

patient’s needs, and what the doctor has 
ordered. Nurses can advocate for the patient 
by ensuring best practice is being provided to 
the patient at all times. Nurses are generally the 
front line when it comes to teaching patients 
new procedures, nurses should be educated 
about the equipment.

Some things that nurses should be aware of 
when implementing any form of catherization 
system is:

• All catheterizations carried out by 
healthcare workers should be aseptic 
procedures (National Clinical Guideline 
Centre, 2012). 

• Nurses still use their clinical judgment to 
determine which technique and type of 
catheter to use (Newman & Wilson, 2011).

• In general, the catheter balloon should be 
inflated with 10 ml of sterile water in adults 
and 3–5 ml in children (National Clinical 
Guideline Centre, 2012). 

• Catheter replacement can be performed 
using either a clean or an aseptic 
approach. 

• The most clinically and cost effective 
technique (aseptic technique, non-touch, 
aseptic non touch technique or a clean 
technique) when handling long-term 
urinary catheters to reduce colony forming 
units, urinary tract infections, compliance, 
MRSA or C. diff reduction and mortality 
that should be carried out by healthcare 
workers should be aseptic procedures 
(National Clinical Guideline Centre, 2012).
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Clinical question: 
How does the use of incentive spirometry (IS) 

compared to deep breathing exercises (DBE) 
affect the incidence of developing pulmonary 
complications following abdominal surgery?

Articles: 
Al-Harbi, W. J., Nagshabandi, E. A., & ElGamil, A. E. 

(2018). The effect of using incentive spirometry 
on postoperative breathing pattern among 
abdominal surgical patients. IOSR Journal 
of Nursing and Health Science, 7(1), 20-34. 
doi:10.9790/1959-0701062034do 

Nascimento Junior, P., Módolo, N. S., Andrade, 
S., Guimarães, M. M., Braz, L. G., & Dib, R. E. 
(2014). Incentive spirometry for prevention of 
postoperative pulmonary complications in 
upper abdominal surgery. Cochrane Database 
of Systematic Reviews, (2). doi:10.1002/14651858.
cd006058.pub3

Gbiri, C. A. O., Oluwatobiloba, T., & Akinbo, S. R. A. 
(2016). Efficacy of chest-physiotherapy and 
incentive-spirometry in improving cardiovascular 
and pulmonary functional performances in 
individuals post-thoraco-abdominal surgery: 
A randomized controlled Study. International 
Journal of Therapies & Rehabilitation Research, 
5(2), 1–8. doi:10.5455/ijtrr.000000118

Pattanshetty, R. B., & Thapa, S. (2015). Effect of 
early mobilization program in addition to 
diaphragmatic breathing exercise versus 
incentive spirometry on diaphragmatic 
excursion and PEFR in patients with abdominal 
surgery-a RCT. Indian Journal of Physiotherapy 
& Occupational Therapy, 9(2), 28–63. 
doi:10.5958/0973-5674.2015.00054.4

Synthesis of the evidence:
The first article we reviewed was by Al-Harbi, 

Nagshabandi, and ElGamil (2018) and the 

IS vs Deep Breathing
purpose of the study was to assess the effect of 
using incentive spirometry (IS) on postoperative 
breathing patterns among abdominal surgical 
patients. The control group received the 
hospitals’ pre- and post- operative routine 
care. The study group received an educational 
session about the use of IS preoperatively. 
The study revealed there is no significance 
differences between the two groups at day 
three postoperatively and thereafter.

The second article we reviewed was a 
Cochrane Research Systematic Review of 
twelve studies with a total of 1834 participants. 
Four types of interventions were identified within 
the research: IS versus breathing exercises, IS 
versus intermittent positive pressure breathing, 
IS versus other chest physiotherapy, and IS 
versus no intervention. The conclusion drawn 
from this research was there is low quality 
evidence regarding the lack of effectiveness 
of IS for prevention of postoperative pulmonary 
complications in patients after abdominal 
surgery.

The third article we reviewed was a 
randomized control study and the purpose 
was to compare the efficacy of selected 
chest-physiotherapy and incentive-spirometry 
in improving cardiovascular and pulmonary 
functions and preventing complications in 
individuals who had thoracic and/or abdominal 
surgery. An important component of this 
study was the assessment and monitoring of 
the compliance on the use of incentive-
spirometer. Group 1: Early mobilization and 
chest-physiotherapy, Group 2: Early mobilization 
and Incentive Spirometry (IS), Group 3: Early 
mobilization and combination of IS and chest-
physiotherapy. There was no statistically 
significant difference in the presence of 
postoperative complications among the three 
groups. 

The final article we reviewed was by 
Pattanshetty and Thapa (2015) and this study 
compared the effect of early mobilization 
program with diaphragmatic breathing 
exercise (DBE) versus incentive spirometry (IS) on 
diaphragmatic excursion and Peak Expiratory 
Flow Rate (PEFR) in the patients with abdominal 
surgery. One group for DBE and the second 
group for IS. Measurements: 1) Diaphragmatic 
excursion, 2) Peak Expiratory Flow Rate (PEFR), 
3) Pain was measured, 4) Chest expansion was 
measured, 5) Mobility and mobility limitations 
were recorded. All five measurements were 
taken before intervention on the first day and 

after the intervention on the seventh day. 
This study witnessed compliance of DBE & IS 
use. The study found improvement in walking 
distance after the intervention in both groups. 
The final conclusions were DBE is more effective 
as compared to IS in diaphragmatic excursion 
and PEFR post-operative abdominal surgery 
patients.

Bottom line: 
While Incentive Spirometry remains a 

common intervention in all patients, the 
evidence presented in this review of research 
articles finds no statistically significant benefit 
when compared to deep breathing exercises in 
preventing the development of postoperative 
pulmonary complications (PPC) in abdominal 
surgery. There is a need to quantify this by 
reflecting each study was a small case study, 
there often was no monitoring of compliance 
use of the IS for several of the studies, and 
often the studies were coupled with early 
mobilization. Several studies indicated factors, 
of which directly related to the physiological 
changes which impacted the PPC; such as, 
type of anesthesia (general or regional), the 
type of incision, and the surgical technique 
utilized. Furthermore, co-morbidities, type 
of surgery and anesthesia, and if this was a 
trauma event or planned surgery of the patients 
participating in the research studies also made 
them a vulnerable candidate for PPC after their 
abdominal surgeries. Each research study’s 
conclusion suggests further research with 
improved study designs to be conducted.

Impaction for nursing practice: 
When a patient has abdominal surgery, 

there is an increased risk for the development 
of pulmonary complications postoperatively. 
Educating staff about the purpose, correct 
use of the incentive spirometer, and providing 
opportunities for nursing to do hands-on 
demonstrative teach back in the proper use of 
the incentive spirometry promotes competency 
and impacts patient compliance. Nursing 
can then have a direct impact on the patient 
outcomes by enhancing the correct use of 
incentive spirometer and recognizing the 
subsequent risk factors. Establishing a policy 
protocol for routine use of IS after abdominal 
surgery and appropriate IS documentation 
insures compliance from nursing staff to adhere 
to an established protocol. 

The North Dakota Department of Health has employment 
opportunities for REGISTERED NURSES and 
DIETITIANS as a Health Facilities Surveyor.

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

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

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

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

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

Immediate Openings Available
The position will remain open until filled.

Competitive Salary

Please contact:
Bruce Pritschet, Division of Health Facilities

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

Website: https://www.nd.gov/omb/public/state-jobs
Search for: Health Care Facility Surveyor

An Equal Opportunity Employer

ELBOWOODS MEMORIAL  
HEALTH CENTER
NURSING DEPARTMENT

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

MANDAN, HIDATSA, 
& ARIKARA NATION

RNs & LPNs
 • Excellent Benefits

° 401K
° Health, Dental & Vision Insurance

• Loan Repayment Program

http://trinityhealth.org/nursing
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Appraised by: 
Michaela Lund, RN, Brittany Thordal, RN and 

Heather Carl, RN- Mayville State University RN-
to-BSN students

Clinical question:
For patients 65 years and older, how does 

the use of an influenza vaccine compared to 
not receiving the vaccine influence the risk of 
developing pneumonia during flu season?

Articles:
Demicheli, V., Jefferson, T., Di Pietrantonj, C., Ferroni, 

E., Thorning, S., Thomas, R. E., & Rivetti, A. (2018). 
Vaccines for preventing influenza in the elderly. 
Cochrane Database of Systematic Reviews, (2), 
226. doi:10.1002/14651858.cd004876.pub4

Domínguez, À., Soldevila, N., Toledo, D., Godoy, P., 
Castilla, J., & Force, L. (2016). Factors Associated 
with Influenza Vaccination of Hospitalized Elderly 
Patients in Spain. PLOS ONE, 11(1), e0147931. 
doi:10.1371/journal.pone.0147931

Kondo, K., Suzuki, K., Washio, M., Ohfuji, S., Fukushima, 
W., Maeda, A., & Hirota, Y. (2015). Association 
between monovalent influenza a (h1n1) pdm09 
vaccine and pneumonia among the elderly in 
the 2009-2010 season in japan: a case-control 
study. Human Vaccines & immunotherapeutics, 
11, 1088-1093.

Trucchi, C., Paganino, C., Orsi, A., De Florentiis, D., & 
Ansaldi, F. (2015). Influenza vaccination in the 
elderly: Why are the overall benefits still hotly 
debated? Journal of Preventative Medicine and 
Hygiene, 56(1), E37-E43. Retrieved February 22, 
2019, from https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4718343/.

Synthesis of evidence:
The first study we reviewed by Demicheli, 

et. al looked at the effectiveness of vaccines 
against influenza in the elderly. The study 
determined older adults receiving the influenza 
vaccine may experience less influenza over a 
single season, from 6% to 2.4%, meaning that 
30 people would need to be vaccinated with 
inactivated influenza vaccines to avoid one 
case of influenza. Older adults also probably 
experience less influenza-like illness (ILI), from 6% 
to 3.5%, meaning that 42 people would need 
to be vaccinated to prevent one case of ILI. 
The amount of information on pneumonia and 
mortality was limited. Data were insufficient 
to be certain about the effect of vaccines on 
mortality. No cases of pneumonia occurred 

in one study that reported this outcome, and 
no data on hospitalizations were reported 
(Demicheli, et al., 2018).

The aim of the second study we reviewed 
was to investigate the factors associated 
with influenza vaccination coverage in 
hospitalized patients aged equal to or greater 
than 65 years, hospitalized due to causes 
unrelated to influenza in Spain. A bivariate 
analysis was made to compare vaccinated 
and unvaccinated patients considering the 
sociodemographic variables and risk medical 
conditions. Due to access to health care per 
region, the multilevel regression model was 
used to estimate crude and adjusted odds ratio. 
Covariates were introduced into the model 
using a backward stepwise procedure with 
a cut-off point of <0.2. The results of this study 
show that influenza vaccination coverage in 
elderly hospitalized patients in Spain (58.0%) is 
clearly lower than the 75% target proposed by 
the World Health Assembly for people aged ≥65 
years. No association was found between sex 
and influenza vaccination coverage. A US study 
found that 95% of persons vaccinated against 
influenza had received the pneumococcal 
vaccine. In this study, the figure was 54.5% 
(Domínguez, et al., 2016).

The study by Kondo, et. al was also reviewed 
by our team and the purpose of this hospital-
based, matched case control study was to 
determine the association between influenza 
and pneumonia in those 65 and older. Older 
adults who received the influenza vaccine 
showed a significantly decreased odds ratio for 
pneumonia compared to unvaccinated elderly 
(Kondo, et al., 2015).

The fourth and final study was conducted 
using a randomized placebo controlled clinical 
trial. Researchers examined the potential 
sources of bias in observational studies of 
influenza vaccine effectiveness in the elderly 
and we discuss available evidence regarding 
the efficacy and effectiveness of licensed 
influenza vaccines (Trucchi, Paganino, Orsi, De 
Florentiis, & Ansaldi, 2015).

Bottom line:
Evidences suggest that most influenza 

vaccines confer relevant protection against 
naturally acquired infection also in the elderly, 
who are at increased risk for influenza and 

complications due to influenza infection. The 
use of influenza vaccines is recommended 
worldwide from several years and cost-
effectiveness issues must be properly re-
assessed in times of economic recession 
(Trucchi et al., 2015).

Older adults receiving the influenza vaccine 
may have a lower risk of influenza (from 6% 
to 2.4%), and probably have a lower risk of 
influenza-like illness compared with those who 
do not receive a vaccination over the course 
of a single influenza season (from 6% to 3.5%) 
(Demicheli, et al., 2018).

Although, the data that we have collected 
shows that there is a decreased risk of 
pneumonia when an individual 65 and older 
receives the vaccine, additional research is 
needed.

Implications for nursing practice:
Influenza infection is associated with 

considerable yearly morbidity and subjects 
aged ≥ 65 years are among those at highest 
risk of serious outcomes. Annual influenza 
vaccination, that is considered the most 
effective strategy to prevent influenza by the 
World Health Organization, is recommended for 
elderly in many developed countries (Kondo, 
et al., 2015). Since this is the most effective 
strategy to prevent influenza, nurses should be 
advocates for the elderly.

Influenza is a potentially serious disease that 
can lead to hospitalization and sometimes 
even death. Every flu season is different, and 
influenza infection can affect people differently, 
but millions of people get the flu every 
year, hundreds of thousands of people are 
hospitalized and thousands or tens of thousands 
of people die from flu-related causes every 
year. An annual seasonal flu vaccine is the best 
way to help protect against flu. Vaccination 
has been shown to have many benefits 
including reducing the risk of flu illnesses, 
hospitalizations and even the risk of flu related 
death in children. With this information, nurses 
can be prepared for influenza season and offer 
the influenza vaccine to the people who are 
admitted to the hospital or in the clinic.

Studies show that a yearly flu vaccine can 
help prevent pneumonia in those 65 and older. 
It is our job as nurses to make sure information 
is available to the public on the benefits of the 
yearly flu shot.

Influenza Vaccine vs. No Vaccine for Over 65 Patients: 
Risk for Pneumonia Comparison

Please do not hesitate to volunteer for 
a board position. In fact, I encourage you 
to search one out. Our (nurses) opinions, 
knowledge and responsibility for those we care 
for make us valued members of any board, 
whether it be church, school, a non-profit or any 
organization that holds your passion. You can 
make a difference. 

My final statement in my published article 
was this:

“If anything, I have enriched my holistic 
philosophies with my board involvement. I have 
become more of a warrior for any people who 
are disadvantaged, and have found a voice for 
social justice. I’ve got 16 years until I turn 80. I’ll 
look for a replacement in a few years.”

Gail Pederson, SPRN, HN-BC has been a 
nationally recognized board certified holistic 
nurse since 2000. In 2014 she was recognized 
by the North Dakota Board of Nursing as a 
Specialty Practice RN in Holistic Nursing. Gail 
opened her private holistic nursing practice-
Be Well Healing Arts, pllc in November 2014, 
providing health education and complimentary 
therapies. She also coordinates care for aging 
religious sisters in their home, Maryvale convent, 
north of Valley City.

How Board Service...continued from page 3 College Stress...continued from page 8

Hiring RNs & LPNs
We offer flexible scheduling 

$8,000 SIGN ON BONUS POSSIBLE
We hire new graduates and offer tuition reimbursement

For more information, call 701-845-8222 or 
visit our website at www.sheyennecarecenter.com. 

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

Griffin et al., (2018) they showed significant 
evidence that pet therapy is very beneficial 
to university students. In the study by Wood et 
al., (2018) they showed there was a significant 
decrease in systolic and diastolic BP (p<0.001), 
and state anxiety (p<0.001) following the pet 
therapy sessions. Overall, the studies showed 
that pet therapy is successful in treating stress 
within college students. 

Implications for Nursing Practice: 
(Recommendations for Practice)

After reviewing each article, the 
recommendation is to implement pet therapy, 
but also, continue with further research to gain 
more evidence that pet therapy is a successful 
intervention. On a college campus, it would 
be helpful to implement pet therapy within the 
university clinic or counseling center to have this 
stress reduction measure available for students 
year-round. Reducing stress has been shown 
to decrease multiple physiologic problems in 
humans, so this will help college students in the 
long run with the prevention of stress-related 
medical complications.

http://www.fdhu.org
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Appraisal by:
Kaitlyn Burch, RN, Vanessa Loughead, RN & 

Eveline Suh, RN, Mayville State University RN-BSN 
students

Clinical question: 
In post-operative patients, is handwashing 

more effective than alcohol-based hand rub 
in decreasing the rate of hospital acquired 
infections?

Articles:
Harverstick, S., Goodrich, C., Freeman, R., James, 

S., Kullar, R., & Ahrens, M., (2017). Patients’ hand 
washing and reducing hospital-acquired 
infection. Critical Care Nurse, 37(3), e1–e8. 
https://doi.org/10.4037/ccn2017694

National Center for Biotechnology Information 
(NCBI). 2009. Hand hygiene with soap and 
water is superior to alcohol rub and antiseptic 
wipes for removal of Clostridium difficule. 
Retrieved from https://www.ncbi.nlm.nih.gov/
pubmed/28422796

National Center for Biotechnology Information 
(NCBI). (2017). Waterless Hand Rub Versus 
Traditional Hand Scrub Methods for Preventing 
the Surgical Site Infections in Orthopedic 
Surgery. Retrieved from: https://www.ncbi.nlm.
nih.gov/pubmed/28422796

Tanner, J. (2016). Surgical hand antisepsis to reduce 
surgical site infection. Cochrane Database of 
Systematic Reviews, (1). Retrieved from http://
odinproxy04.odin.nodak.edu/login?url=https://
search.ebscohost.com/login.aspx?direct=true&
db=chh&AN=CD004288&site=ehost-live

Synthesis of Evidence:
This synthesis comprises four studies relating 

to evidence that support the above research 
question.

The first study was conducted by Harverstick, 
S., Goodrich, C., Freeman, R., James, S., 
Kullar, R., & Ahrens, M. (2017), and its focus 
was to determine if increased access to hand 
hygiene products and patient education could 
improve patients’ hand hygiene and reduce 
the transmission of hospital acquired infections. 
Emphasis was to see if there was a decline 
in rates of infection with methicillin-resistant 
Staphylococcus aureus (MRSA), vancomycin-
resistant enterococci (VRE), and Clostridium 
difficile. According to this project, VRE infections 
decreased by 70% in a 19-month period after 
the intervention. MRSA infections decreased by 
63% in a 19-month period after the intervention 
with no significant difference in the rate of C-diff 
before and after the project. On the contrary, C 
difficile infections increased 31% in a 19-month 
period after the intervention.

The second study was conducted by the 
National Center for Biotechnology Information 
(NCBI). (209), which included 10 participants 
who hands were infected with Clostridium 
Difficule (C. Difficule). The study experimented 
with many variations of hand washing including 
soap and water using warm water versus cold 
water, alcohol-based hand rub, hand wipes, 
and also using no method to attempt to remove 
the C. Difficule from their hands. Both the entire 
surface of the hand, as well as only the palms 

were contaminated to see if that also made a 
difference in the results. The method that had 
the best results in removing C. Difficule was 
using warm water and hand soap.

The third study was also conducted by 
the National Center for Biotechnology 
Information (NCBI).(2017), and focused on 
comparing waterless hand rub (alcohol based 
chlorhexidine gluconate solution) versus a 
traditional hand scrub with soap and water in 
means of preventing surgical site infection. With 
a sample size of 14 patients who underwent 
orthopedic surgery, a post-operative 
comparison was done and screenings were 
performed postoperatively for surgical site 
infection. In conclusion, the waterless hand rub 
is a cost-effective, time efficient and effective 
alternative to the traditional hand scrub in a 
surgical setting to prevent surgical site infections.

The fourth study conducted by Tanner, 
(2017), focuses on surgical hand antisepsis on 
preventing surgical site infections in any setting, 
and to determine the effects of surgical hand 
antisepsis on the numbers of colony-forming 
units of bacteria on the hands of the surgical 
team. The authors compared different types 
of hand antisepsis before surgery. The two 
most common forms of hand antisepsis involve 
aqueous scrubs and alcohol rubs. This study 
concluded that though both methods were 
not 100% effective in decreasing surgical 
site infections, washing hands with soap and 
water when hands are visibly soiled is the 
most effective way of preventing surgical site 
infections.

Bottom line:
Hand hygiene is vital in preventing infection 

in patients. Both hand washing with soap 
and water and alcohol-based sanitizer will kill 
pathogens that can harm patients. However, 
hand washing with soap and water is more 
effective in preventing hospital acquired 
infections for hospitalized patients (Tanner, 
2016). Alcohol-based hand rubs are not as 
affective in removing Clostridium difficult spores 
from the surface of the skin, placing patients at 
an increased risk of infection (NCBI, 2009). From 
all the studies we reviewed, no one method; 
neither hand washing with soap and water nor 
using alcohol based hand sanitizer was 100% 
effective in decreasing the transmission of 
all types of infections in hospitalized patients. 
Thus, further research is needed in this area 
to explore more answers to the above PICO 
question.

Implications for nursing practice: 
Safety and infection control is one of the 

most important aspects in nursing care. In 
delivering quality care, healthcare professionals 
must minimize the chances of transmitting 
infections to the patients by ensuring proper 
hand hygiene. From the study conducted by 
(Tanner, 2016), there was uncertainty about 
the optimal method of hand antisepsis for 
minimizing surgical site infection but one thing 
that remains clear is that adherence to proper 
hand washing is the most effective way to 
reduce the transmission of infections to our 
patients. This study sought to find out the best 
way we can prevent infections. This is very 
important in nursing because one of our top 
priority as healthcare professionals who come 
in contact with patients on a daily basis is to 
make sure that we break the chain of infection 
and keep our patients safe. As nurses our 
knowledge from this study will help us reinforce 
hand hygiene and compliance in our various 
places of work to decrease infections rates and 
reduce hospitalization. Nurses are real models 
and stand the chance of making a difference 
by providing safe care through hand hygiene 
practices. They should be an example for others 
to follow. Together we can break the chain of 
infection.

Post Op Patients: 
Handwashing vs. Alcohol Hand Rubs

Key program features:
• Allows RNs to receive their four-year degree at a distance
• Fully accredited by the ACEN
• Earn college credit for current Registered Nurse State 

Licensure

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

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

Earn Your Bachelor of 
Science in Nursing
(BSN) Degree Online!
Admit Fall, Spring and 
Summer Semesters

REGISTERED
NURSES...
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Check in with the nurses and patients to get 
their feedback. Ask how the assignment went. Did 
everyone get his or her work done? Were all the 
patients’ needs met? What could have been done 
better? Get specifics. Transparency is key here. 
Explain your rationale for each assignment (including 
your focus on patient safety) and keep in mind that 
you have more information than the nurses. You’re 
directing activity across the entire unit, so you see 
the big picture. Your colleagues will be much more 
understanding when you share your perspective. 
When you speak with patients, ask about their 
experiences and if all their needs were met.

Keep practicing
Nurse-patient assignments never lose 
their complexity, but you’ll get better at 
recognizing potential pitfalls and maximizing 
patient and nurse outcomes. Keep 

practicing and remember that good assignments 
contribute to nurses’ overall job satisfaction.

Stephanie B. Allen is an assistant professor at Pace 
University in Pleasantville, New York. 

Selected references 
Allen SB. The nurse-patient assignment process: What 

clinical nurses and patients think. MEDSURG Nurs. 
2018;27(2):77-82. 

Allen SB. The nurse-patient assignment: Purposes and 
decision factors. J Nurs Adm. 2015;45(12):628-35. 

Allen SB. Assignments matter: Results of a nurse-patient 
assignment survey. MEDSURG Nurs [in press]. 

American Nurses Association (ANA). ANA‘s Principles for 
Nurse Staffing. 2nd ed. Silver Spring, MD: ANA; 2012.

Choose your process
Your nurse-patient assignment process may be 

dictated by unit layout, patient census, or nurse-to-
patient ratio. Most nurses use one of three assignment 
processes. 

Area assignment 
This process involves assigning nurses and patients 

to areas. If you work in the emergency department 
(ED) or postanesthesia care unit (PACU), you likely 
make nurse-patient assignments this way. A nurse is 
assigned to an area, such as triage in the ED or Beds 
1 and 2 in the PACU, and then patients are assigned to 
each area throughout the shift. 

Direct assignment 
The second option is to assign each nurse directly 

to a patient. This process works best on units with a 
lower patient census and nurse-to-patient ratio. For 
example, on a higher-acuity unit, such as an intensive 
care unit, the nurse is matched with one or two 
patients, so a direct assignment is made. 

Group assignment 
With the third option, you assign patients to groups 

and then assign the nurse to a group. Bigger units have 
higher censuses and nurse-to-patient ratios (1:5 or 1:6). 
They also can have unique physical features or layouts 
that direct how assign ments are made. A unit might be 
separated by hallways, divided into pods, or just too 
large for one nurse to safely provide care to patients 
in rooms at opposite ends of the unit. So, grouping 
patients together based on unit geography and other 
acuity/workload factors may be the safest and most 
effective way to make assignments. 

You also can combine processes. For example, in 
a labor and delivery unit, you can assign one nurse to 
the triage area (area process) while another nurse is as-
signed to one or two specific patients (direct process). 
Unit characteristics direct your process for making 
assignments. Your process will remain the same unless 
your unit’s geography or patient characteristics (length 
of stay, nurse-patient ra tio) change.

Career Sphere
8 steps for making effective nurse-patient assignments 

By Stephanie B. Allen, PhD, RN, NE-BC

Reprinted from American Nurse Today

Successful assignments require attention to the needs 
of both nurses and patients. 

YOUR MANAGER wants you to learn how to 
make nurse  patient assignments. What? Already? 
When did you be came a senior nurse on your 
floor? But you’re up to the challenge and ready to 
learn the process. 

Nurse-patient assignments help coordinate 
daily unit activities, matching nurses with patients 
to meet unit and patient needs for a specific 
length of time. If you are new to this challenge, 
try these eight tips as a guide for making nurse-
patient assignments.

Find a mentor 
Most nurses learn to make nurse-patient 
assignments from a colleague. Consider 
asking if you can observe your charge 
nurse make assignments. Ask questions to 

learn what factors are taken into consideration for 
each assignment. Nurses who make assignments 
are aware of their importance and are serious in 
their efforts to consider every piece of information 
when making them. By asking questions, you’ll 
better understand how priorities are set and the 
thought that’s given to each assignment. Making 
nurse-patient assignments is challenging, but with 
your mentor’s help, you’ll move from novice to 
competent in no time.

Gather your supplies (knowledge) 
Before completing any nursing task, 
you need to gather your supplies. In this 
case, that means knowledge. You’ll need 
information about the unit, the nurses, and 

the patients. (See What you need to know.) Some of 
this information you already know, and some you’ll 
need to gather. But make sure you have everything 
you need before you begin making assignments. 
Missing and unknown information is dangerous and 
may jeopardize patient and staff safety. 

The unit and its environment will set the 
foundation for your assignments. The environment 
(unit physical layout, average patient length of 
stay [LOS]) defines your process and assignment 
configuration (nurse-to-patient ratios). You’re 
probably familiar with your unit’s layout and patient 
flow, but do you know the average LOS or nurse-
to-patient ratios? Do you know what time of day 
most admissions and discharges occur or the timing 
of certain daily activities? And do other nursing 
duties need to be covered (rapid response, on 
call to another unit)? Review your unit’s policy and 
procedures manual for unit staffing and assignment 
guidelines. The American Nurses Association’s ANA‘s 
Principles for Nurse Staffing 2nd edition also is an 
excellent resource. 

Review the assignment sheet or whiteboard used 
on your unit. It has clues to the information you need. 
It provides the framework for the assignment-making 
process, including staff constraints, additional duties 
that must be covered, and patient factors most 
important on your unit. Use the electronic health 
record (EHR) to generate various useful pieces of 
patient information. You also can use the census 
sheet, patient acuity list, or other documents of 
nursing activity, such as a generic hospital patient 
summary or a unit-specific patient report that 
includes important patient factors. 

Depending on your unit, the shift, and the patient 
population, you’ll need to consider different factors 
when making assignments. Ask yourself these ques-
tions: What patient information is important for my 
unit? Does my unit generate a patient acuity or 
work load factor? What are the time-consuming 
tasks on my unit (medications, dressing changes, 
psychosocial support, total care, isolation)? Which 
patients require higher surveillance or monitoring? 

Finally, always talk to the clinical nurses caring for 
the patients. Patient conditions change faster than 
they can be documented in the EHR, so rely on the 
clinical nurses to confirm each patient’s acuity and 
individual nurses’ workloads. Nurses want to be 
asked for input about their patients’ condition, and 
they’re your best resource. 

Now ask yourself: How well do I know the other 
nurses on my unit? This knowledge is the last piece 
of information you need before you can make 
assignments. The names of the nurses assigned 
to the shift can be found on the unit schedule or a 
staffing list from a centralized staffing office. If you 
know the nurses and have worked with them, you’ll 
be able to determine who has the most and least 
experience, who’s been on the floor the longest, 
and who has specialty certifications. You’ll also want 

to keep in mind who the newest nurses are and 
who’s still on orientation.

Decide on the process 
Now that you’ve gathered the information 
you need, you’re ready to develop your 
plan for assigning nurses. This step usually 
combines the unit layout with your patient 

flow. Nurses typically use one of three processes–
area, direct, or group–to make assignments. (See 
Choose your process.)

Set priorities for the shift 
The purpose of nurse-patient assignments 
is to provide the best and safest care to 
patients, but other goals will compete for 
consideration and priority. This is where 

making assignments gets difficult. You’ll need to 
consider continuity of care, new nurse orientation, 
patient requests and satisfaction, staff well-being, 
fairness, equal distribution of the workload, nurse 
development, and workload completion.

Make the assignments 
Grab your writing instrument and pencil in 
that first nurse’s name. This first match should 
satisfy your highest priority. For example, if 
nurse and any other returning nurses are 

reassigned to the patients they had on their previous 
shift. If, however, you have a complex patient with a 
higher-than-average acuity, you just assigned your 
best nurse to this patient. After you’ve satisfied your 
highest priority, move to your next highest priority and 
match nurses with unassigned patients and areas. 

Sounds easy, right? Frequently, though, you’ll be 
faced with competing priorities that aren’t easy to 
rate, and completing the assignments may take a 
few tries. You want to satisfy as many of your priorities 
as you can while also delivering safe, quality nursing 
care to patients. You’ll shuffle, move, and change 
assignments many times before you’re satisfied that 
you’ve maximized your priorities and the potential for 
positive outcomes. Congratulate yourself–the nurse-
patient assignments are finally made.

Adjust the assignments 
You just made the assignments, so why 
do you need to adjust them? The nurse-
patient assignment list is a living, breathing 
document. It involves people who are 

constantly changing–their conditions improve and 
deteriorate, they’re admitted and discharged, and 
their nursing needs can change in an instant. The 
assignment process requires constant evaluation 
and reevaluation of information and priorities. And 
that’s why the assignments are usually written in 
pencil on paper or in marker on a dry-erase board. 

As the charge nurse, you must communicate 
with patients and staff throughout the shift and 
react to changing needs by updating assignments. 
Your goal is to ensure patients receive the best care 
possible; how that’s ac complished can change 
from minute to minute.

Evaluate success
What’s the best way to eval uate 
the success of your nurse-patient 
assignments? Think back to your priorities 
and goals. Did all the patients receive 

safe, quality care? Did you maintain continuity of 
care? Did the new nurse get the best orientation 
experience? Were the assignments fair? Measure 
success based on patient and nurse outcomes. 

Before you make decisions about 
nurse-patient assignments, you need 
as much information as possible about 
your unit, nurses, and patients.

Common patient decision factors 
Demographics
• Age
• Cultural background 
• Gender
• Language

Acuity
• Chief complaint 
• Code status 
• Cognitive status 
• Comorbidities
• Condition
• Diagnosis 
• History
• Lab work 
• Procedures 
• Type of surgery
• Vital signs 
• Weight

Workload
• Nursing interventions

What you need to know 
• Admissions, discharges, 

transfers
• Blood products
• Chemotherapy
• Drains 
• Dressing changes
• End-of-life care 
• I.V. therapy 
• Lines 
• Medications
• Phototherapy
• Treatments

• Activities of daily living
• Bowel incontinence
• Feedings 
• Total care

Safety measures
• Airway 
• Contact precautions 
• Dermatologic precautions 
• Fall precautions
• Restraints
• Surveillance

Psychosocial support
• Emotional needs 
• Familial support 
• Intellectual needs

Care coordination
• Consultations 
• Diagnostic tests 
• Orders 
• Physician visit

Common nurse decision factors 
Demographics
• Culture/race
• Gender
• Generation/age 
• Personality

Preference
• Request to be assigned/not 

assigned to a patient

Competence
• Certification
• Education 
• Efficiency 
• Experience
• Knowledge/knowledge deficit
• Licensure
• Orienting
• Skills
• Speed 
• Status (float, travel)



Diabetes Self-Management Education & Support 
(DSMES) Delivers Results

➢ Improves A1C levels

➢ Reduces hospitalizations,  
 complications and health care costs

Refer to an accredited/recognized 
DSMES program today!

➢ Qualified educators
➢ Goal oriented discussion tailored to patient needs
➢ Team based care for optimal results
➢ Covered by most health insurance plans

4 Times to Refer
• At diagnosis
• Annual assessment
• When complicating factors occur
• When transitions in care occur

Find a complete list of North Dakota’s 
DSMES programs at
www.diabetesnd.org

Questions? Email
jlpastir@nd.gov

http://www.samhsa.gov/medication-assisted-treatment/training-materials-resources/buprenorphine-waiver
http://behavioralhealth.nd.gov/stopoverdose
mailto:jlpastir%40nd.gov?subject=
http://ndsu.edu/nursing

