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MESSAGE from the PRESIDENT

Jennifer L. Embree, DNP, RN, NE-BC, CCNS

As I reflect back on 
my last two years as your 
ISNA President; I think 
about unity in nursing and 
how I have recognized 
that concept. Unity is 
defined as oneness, 
harmony, agreement, or 
balance. In recognizing that 
concept, I cannot help but 
recognize how blessed I 
have been personally and 
professionally. Despite the 
blessings, I did not feel completely in harmony. 

From a personal perspective, with tragedy came 
blessings. As a family – unity provides us with the 
strength from others, allows us to lean in, and 
helps us move through tragedy. With professional 
disappointment comes the opportunity for growth 
and stories to share with others. As I worked on 
research with students and staff around practice 
concerns and continued to raise awareness of 
lateral violence and incivility in nursing, I allowed 
myself to be bullied by two other nurses. 

As I spoke professionally of the lateral violence 
at work, I heard stories from others of how they 
had coped and moved forward in their lives. I 
heard of the second victim story from a nurse 
leader. That story was about the first victim 
receiving recognition for outstanding work and then 
being displaced from their role in the organization. 
While first being angry, the victim had more time 
for family and friends and to work on their passion 
at a higher level. By being freed from a position of 
work, the first victim began to feel blessed by the 
opportunity for time with family and friends and 
moved their work to the next level, becoming even 
more successful and satisfied by the work that was 
accomplished, and never looking back. 

As I listened to this second story victim, I 
thought of myself. Neither of the nurses that were 
bullying me had control over my work, research, or 

practice. As I thought of the first victim’s story – I 
thought about how I could see the behavior of the 
bullies as a blessing. I immediately begin viewing 
the bullies as a blessing. I first forgave them. 
I felt pity for both of them – that was a start. I 
recognized that bullies have typically been abused 
or bullied. I was not alone in being mistreated 
and they may have responded due to a learned 
response to protect themselves. 

As I spoke to my research partner about what I 
perceived was being done and then heard him re-
cant my situation of how I moved forward during 
one of our presentations, I was taken aback – but 
recognized that he was also helping me heal. I 
had allowed this behavior to hold me back versus 
pushing me forward. And even though I spoke 
out against uncivil behavior, I was still vulnerable 
to bullies. It would take constant attention to my 
shield against bullying to make sure that no one 
was trying to drag me through their personal mud. 

When I recently received an email from a 
colleague about being part of her research 
study where I could talk about being bullied, I 
immediately agreed to participate. Talking about 
the experiences was cleansing, and I continued to 
email her a couple of days with additional things 
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THE BULLETINCERTIFICATION CORNER
Sue Johnson

This Certification Corner 
story is a special one because 
it is the story of a trusted 
colleague that many of you 
will recognize. Her name 
is Jennifer Embree and, in 
addition to many professional 
activities, she currently serves 
as our ISNA President. Jen is 
someone who gives her best 
professionally and personally 
to put the patient and family at 
the center of care where they 
belong. This October, Jen will join me in our induction 
to the American Academy of Nursing and I couldn’t 
have a better partner on that journey. Now, let’s hear 
Jennifer’s story.

Journey to National Nursing Certifications
Reflecting back on my first national nursing 

certification takes me back to my first role as a critical 
care nurse. As a new associate degree nurse in critical 
care, I knew that I was not the skilled critical clinician 
that I wanted to become. I love learning and our nurse 
practice act requires us to engage in life-long learning. 

I wanted to return to school to get my bachelor’s 
degree in nursing – but first I wanted to enhance my 
critical care talent and to demonstrate my expertise 
to the public, nursing, and my interprofessional peers. 
Knowing that knowledge is power, two other critical 
care nurses and I decided to become nationally 
certified in critical care. There were no certification 
preparation courses for us; we lived and worked in 
rural Indiana. 

We needed a study plan. We reviewed the Critical 
Care Certification (CCRN) requirements and identified 

resources that we could purchase to help in our 
journey. Our plan was to study for two years prior to 
our first attempt for certification. We studied, we 
practiced in critical care, and we took our written 
certification exam. Months later, we received 
notification that we all were CCRNs. We were the first 
nationally certified nurses in our hospital. 

I returned to school and obtained my bachelor’s 
degree in nursing. As I moved into a leadership 
position – I reflected back on how to increase my 
leadership talent. Again, I went to the nursing 
leadership certification requirements and invested 
in resources to enhance my leadership knowledge. 
I studied for and passed the Nurse Executive Board-
Certification (NE-BC) examination.

As I returned to school for my master’s (MSN) 
degree, I selected the clinical nurse specialist (CNS) 
route, as I work best at the system level of care and 
always hold the patient and the nurse at the center of 
care. I knew there was more to leadership talent than 
completing my master’s as a CNS, I had gained much 
knowledge and knew that being prepared academically 
was not enough. Within a month of ending my MSN 
studies, I demonstrated my critical care clinical 
specialist expertise through becoming a certified 
Critical Care Clinical Nurse Specialist (CCNS).

As I finish out my ISNA presidency term, with a foot 
in practice and academia – I know that once again I 
need to demonstrate my Nurse Executive Advanced 
certification and my nurse educator expertise. So 
as I roll into the ISNA past-president role, I will 
be planning for the next two nursing certifications 
to demonstrate to the public, nurses, and my 
interprofessional colleagues.

Do you want to share your certification story with 
your colleagues? It may encourage them to join you! 
Please contact me at SueJohn126@comcast.net to 
share your experiences!

Gingy Harshey-Meade

As we look to the future 
what do you see for ISNA? 
I can tell you what I see. I 
see a much larger home for 
nursing with many more 
Indiana nurses involved. 
Nurses of Indiana united for 
the benefit of nursing. Think 
of what could be achieved 
with a great powerful voice. 
Nurses everywhere; nurses 
in the legislature, nurses on 
corporate boards, nurses on 
public boards, and nurses running health-based 
organizations. 

Just a thought: If you don’t belong it may be 
time for you to join. Go to www.indiananurses.org 
and press the join button. Become a nursing leader 
in ISNA.

CEO NOTE
Leader in ISNA Secretary’s Report

The Board of Directors met eight (8) 
times in person or via conference call since 
September 2017 when the last Indiana 
Nurse in the Bulletin was published. The 
minutes for the ISNA’s Board of Directors 
meetings can be found in the Members 
Only section of www.Indiananurses.org once 
the minutes are approved by the Board of 
Directors.

Treasurer’s Report
The annual budget is approved by the 

Board of Directors and monitored by the 
Board routinely. Sikich LLP conducted an 
audit for fiscal year 2017 and a review for 
fiscal year 2018. Federal Tax form 990 was 
filed after being approved by the Board of 
Directors each of these years. Details of 
the audit and ISNA’s federal filings can be 
found in the member’s only section of www.
indiananurses.org.

Reports

Now Hiring 
Nurse Practitioners  
for positions in 5 cities 
across the State! 
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Apply Online at  
www.firstcareclinics.com/careers
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that I wanted to tell her. I am sure that she is glad 
that I stopped emailing her my story after a couple 
of days! 

As I think about being an ISNA member, I 
recognize how closely all of the work that we 
do is aligned. From involvement in member 
organizations, performing research studies, and 
serving on task forces, we are all about trying to 
improve the work environment for the safety of our 
nurses and the improvement of our communities. 
This is hard work. I tried to shift my focus to 
leadership development to decrease uncivil 
behavior, but I keep being pulled back into work 
around enhancing our work environment, escalating 
communication skills and improving how nurses 
and others treat each other. 

As our Indiana contingent of ISNA members and 
delegates attended the ANA Membership Assembly 
and Capitol Hill Day, I want to give a shout out 
to our nurse attendees – Dr. Sandy Fights – Ivy 
Tech Lafayette, Diana Sullivan – IUSON, our 
CEO – Gingy Harshey-Meade, Dr. Katie Swafford, 
Dr. Rachel Culpepper, and Christina Dunn all of 
Eskenazi Health. For the first time since I have 
been attending the ANA Membership Assembly 
or House of Delegates, the Indiana contingent 
filled a table! Our nurse attendees have already 
established a goal for the ANA Membership 
Assembly and Capitol Hill Day (2020) for Indiana 
Nurses – to fill two eight person tables (or more).

Through Unity – as ANA members we were able 
to speak to our legislators and legislative aides 
about the following issues from ANA and ISNA’s 
perspective: 

1. The Workplace Violence Prevention for 
Health Care and Social Services Workers Act 
(one out of every four nurses are assaulted, 
advocating for Zero Tolerance Policies 
against nurses and health care workers, 
reporting abuse against nurses safely, and 
pledging to www.EndNurseAbuse.org (Senate 
Bill 851/House Bill 1309), 

Message from the President continued from page 1
2. Home Health Care Planning Improvement Act 

of 2019 – to allow advanced practice nurses 
to order home care services to increase 
access to care for our communities (Senate 
Bill 296/House Bill 2150) 

3. Title VIII Nursing Workforce Reauthorization 
Act – for faculty and nurses practicing at 
advanced levels, workforce diversity, nurse 
education, practice and retention grants, 
National Nurse Service Corps, Nurse Faculty 
Loan Programs, and Comprehensive Geriatric 
Education Grants (House Bill 728/Senate 
Bill 1399), and Safe Staffing Levels for 
Nurses and Patients (staff nurses involved in 
staffing councils, and increasing the number 
of Registered Nurses to decrease risk of 
harm such as falls, injuries, infections, and 
bleeding. 

From the ANA Membership Assembly and unity 
– high focus will be on safe staffing, scope and 
standards of practice emerging roles, and health 
system transformation. Focus on resolutions 
included ANA moving from a presidential 
endorsement to a presidential engagement with 
candidates for the United States president, 
removal of outdated language to increase vaccine 
compliance, visibility of nurses in the media, 
deferred action for childhood arrivals (DACA 
Recipients eligibility to take the NCLEX), and the 
Human Trafficking Nurse Perspective on Solving 
this Public Health Crisis. 

I want to thank Gingy Harshey-Meade (our CEO) 
for her many years of service as a nurse and as a 
nurse leader in multiple states. As she moves to 
her next adventure or preferment later this year – 
we wish her the best and thank her for her service 
with Indiana nurses. Leading our team of Blayne 
Miley (Director of Policy and Advocacy) and Marla 
Holbrook (Office Manager), they are a force to 
accomplish great ISNA outcomes. 

As my final message to Indiana Nurses as 
ISNA President – I want to again thank you for 
performing your work as Indiana nurses and thank 
you for letting me lead the charge for 2017-2019. 
As we have new board members stepping up to 
the plate (or ballot), think about when it is your 
turn to run for an ISNA board seat? Several of my 
past students have stepped up and colleagues are 
also stepping up to move the organization forward 
through board election and service. 

This is my final call to action for Indiana nurses 
as your president. You are passionate about 
something or you are dissatisfied about something. 
It may be one of the above considerations from 
ANA or ISNA, or something different than the 
above topics. You have a duty as a nurse to 
advocate for the health and well-being of yourself, 
our nurses, and our community. Join us as an ISNA 
and ANA member. https://www.indiananurses.org/

INDIANA NURSES 
FOUNDATION

DONATION FORM
The Foundation serves to accept and dispense 

monies benefitting the profession of nursing in 
Indiana. Since its creation in 1976, the Foundation 
has provided funds for nurses to gain or continue 
their nursing education. The Foundation has 
also sponsored workshops and nationally known 
speakers in Indiana.

• Name ___________________________________

• Address _________________________________

_________________________________________

• Email ___________________________________

• In Honor ❑ or Memory ❑ of
  ________________________________________

• Member Status: ❑ Member ❑ Non-Member

• Make check to Indiana Nurses Foundation: 
 $ ___________

To Make Donation by Check, Mail to: 
Indiana Nurses Foundation
2915 N. High School Road
Indianapolis, IN 46224

Or Online: IndianaNurses.org/2019-INF-donation

Indiana State Nurses Association 
(ISNA) chooses Dr. Katherine Feley 
as the new CEO of ISNA. She will join 
ISNA in August and take over the reins 
January 1, 2020 with the retirement of 
Gingy Harshey-Meade.

Dr. Katherine Feley has over 12 
years of experience as a staff nurse 
and nursing leader within healthcare. 
Prior to joining the ISNA, she served 
as the System Director of Patient 
Safety at Indiana University Health. 
Dr. Feley also brings experience 
in Pediatrics, Supply Chain, Risk 
Management, and leadership within 
complex settings. Dr. Feley obtained 
her master’s and doctorate in Health 
Systems Administration from Indiana 
University. She is also a board-certified 
Nursing Executive and Patient Safety 
Professional. Dr. Feley currently serves 
on the Board of the Indiana Society 
of Healthcare Risk Management and 
serves on the Program Committee of 
the Indiana Organization of Nursing 
Executives.

Announcing 
New CEO

Hiring Nurses in NWI
Approved NHSC Sites • FQHC Designations

Student Loan Repayment • Full Benefits 
Work/Life Balance

To Apply, visit:
www.regionalmentalhealth.org 

http://sullivan.edu/nursing
http://sullivan.edu/programsuccess


The Bulletin August, September, October 20194

Blayne Miley, JD 
ISNA Director of Policy & Advocacy

bmiley@indiananurses.org

Now is a great time to 
connect with your state 
legislators. Between legislative 
sessions, they have more time 
to meet with constituents and 
they are forming their plans for 
what bills to introduce in the 
next year. Some of the issues 
that were introduced in the 
2019 session and did not pass 
will be re-introduced in 2020. 
This category likely includes 
retiring the collaborative 
practice agreement requirement for Indiana APRNs, as 
well as the proposal to rename veterinary technicians 
to veterinary nurses. If you have an opinion on either 
issue, I encourage you to share it with your state 
legislators! You can lookup your state legislators 
and their contact information here: http://iga.in.gov/
legislative/find-legislators/.

Interim Study Committees
As a reminder, between every session of the 

Indiana General Assembly, interim study committees 
are assigned topics of interest for the upcoming 
legislative session. The committees hold public 
hearings on their assigned topics with an eye toward 
learning more about the issues in anticipation of bills 
being introduced on the topic. For 2019, the Interim 
Committee on Public Health, Behavioral Health, and 
Human Services has been assigned the following 
topics: (summarized) 

• Authorization of APRNs to operate without a 
collaborative practice agreement.

• Factors increasing health care costs - assigned 
to Interim Study Committee on Insurance as 
well, and the two committees are scheduled 
to hold a joint meeting on the subject on 
September 4th.

• Prescription drug pricing and access
• The advantages, disadvantages, and feasibility 

of requiring health care providers to issue 
electronic prescriptions, and any necessary 
exceptions.

• Hospital classification and subclassification 
through hospital licensure.

ANA Hill Day & Membership Assembly
In late June, the American Nurses Association 

convened their annual Hill Day and Membership 

POLICY PRIMER
Interim Study Committees

Assembly. Hill Day featured nearly 400 nurses from 
all over the country visiting their congressional offices 
to advocate in support of your profession. Teams met 
with members of Congress and/or their staff to discuss 
the following:

• Allow APRNs to order home health services
• Require health care employers to implement a 

comprehensive workplace violence prevention 
plan

• Reauthorize grant programs that support areas 
of need in the nursing workforce

• Safe staffing

 Thank you to the delegation of Indiana nurses that 
participated!

The organizational business at ANA Membership 
Assembly included the following policy changes as 
determined by the delegates in attendance:

1. The Assembly voted to strengthen ANA’s 
position statement on vaccination compliance, 
removing the religious exemption and requiring 
annual recertification for medical exemptions. 

2. They approved the revised ANA position 
statement, The Nurse’s Role When a Patient 
Requests Aid In Dying. ANA supports 
recommendations that nurses remain objective 
when discussing end-of-life options with 
patients who are exploring medical aid in dying; 
have an ethical duty to be knowledgeable 
about this evolving issue; and have the right to 
conscientiously object to being involved in the 
aid-in-dying process, among others. 

3. They approved a recommendation aimed at 
allowing nursing students who are Deferred 
Action for Childhood Arrivals (DACA) recipients 
– often called DREAMers – to take the NCLEX 
in all states without facing barriers. 

4. To help solve the public health crisis of human 
trafficking, they called for ANA and its member 
organizations to educate nurses on the use of 
effective screening tools when an individual 
comes into a health care facility.

5. As a way to increase the visibility of nurses in 
the media, including as sources, Assembly 
representatives approved recommendations 
focused on improving nurses’ and the media’s 
understanding of each other, as well as 
positioning nurses as influencers. 

6. They also agreed to no longer endorse a 
presidential candidate. Rather, ANA will reach 
out to each declared candidate with information 
on ANA; educating ANA members and the 
public on presidential candidates’ positions 
on ANA’s policy agenda and priorities; and 
aggressive promotion of voter registration and 
voting among RNs, as well as other engagement 
efforts.

ISNA Convention
As you can see from the other content in this 

issue, the 2019 ISNA Convention is going to be a 
fantastic event! Members in attendance will have the 
opportunity to discuss and vote on the two resolutions 
that have been submitted and are printed in this issue. 
If you have a personal story related to either of these 
resolutions that you would like to share, feel free to 
contact the authors of the resolution: (1) community 
safety by Jean Ross, jean@kaybee.us, and (2) OR 
smoke evacuation by Diana Sullivan, diana21053@
yahoo.com. 
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It’s That Time of Year: R.N. License Renewal
Lorie A. Brown, RN, MN, JD

It’s that time of year when all registered nurses in 
Indiana must renew their licenses. On those license 
applications there are six questions. If you have to 
answer “Yes” to any one of these questions, you will 
be required to write a positive response and send it to 
the Indiana Professional Licensing Agency. This part of 
the process cannot be completed online but you can 
mail, email or fax it in. The directions will be online 
when you fill out the application.

Where nurses run into problems is when they are 
not sure whether they have to answer “Yes.” The 
Indiana State Board of Nursing is very interested in 
making sure that the nurses that we have in Indiana 
are honest, forthright and above board. “I didn’t know” 
is not a defense. The questions relate to since you last 
renewed your license. So, anything that happened prior 
to the last two years or since you last renewed, you will 
not have to answer “Yes.” The best rule of thumb is 
that when in doubt, answer “Yes.” If you do not answer 
these questions truthfully, it is considered fraud and 
material misrepresentation in obtaining a license. The 
Board does not accept, “Oh, it happened so long ago, 
I forgot.”

Charges or Discipline Against a License
The first question asks: “Since you last renewed, 

has any professional license, certificate, registration 
or permit you hold or have held, been disciplined or 
are formal charges pending in any state?” If you’ve had 
charges filed in Indiana or any other state, you must 
answer “Yes.”

You may be thinking, “Well, yeah, charges were 
filed on this date but the Board already knows about 
it.” Still, you must answer “Yes.”

However, if you have an investigation pending, that 
is confidential.

License Denial
Question No. 2 asks, “Since you last renewed, have 

you been denied a license, certificate, registration or 
permit in any state? The answer for this question is 
self-explanatory.

Criminal Matters
In Question No. 3, it is asks, “Since you last 

renewed, and except for minor violations of traffic laws 
resulting in fines and arrests or convictions that have 
been expunged by a court, have you been arrested, 
entered into a diversion agreement, been convicted of, 
pled guilty to or pled nolo contendere to any offense, 
misdemeanor or felony in any state?”

That question can be confusing because if a matter 
has been dismissed, you would think you didn’t need 
to answer. But it specifically says, “have you been 
arrested?” So, if you’ve had any arrests, you must 
expose it. In addition, if the matter will be dismissed if 
you don’t have any other problems, this is considered 
a diversion agreement and you must answer “Yes.” 
Be very careful because you might think because 
the matter is getting dismissed, you will not need to 
answer “Yes.” But, because you have been arrested 
and charged, you still need to answer “Yes.”

If you have any questions whether to disclose, 
honest is the best policy. Make sure you disclose this 
information as it is public record and the Board can 
easily find out.

Malpractice Judgement
Question No. 4 asks, “Since you last renewed, have 

you had a malpractice judgment against you or settled 
any malpractice action?” If a case is filed and is still 
pending, you do not have to answer “Yes” simply 
because a case was filed.

Sometimes nurses don’t know if there’s been a 
settlement or judgment against them because it was 
filed against the hospital. However, if you’ve been 
reported to the National Practitioner Data Bank, it is 
important to answer this question, “Yes.”

Employment Issues
Question No. 5 states, “Since you last renewed 

have you ever terminated, reprimanded, disciplined or 
demoted in the scope of your practice as a nurse or as 
any other health care professional?”

This refers to any discipline, reprimand, verbal 
warning or even educational teachings. If you were 

talked to regarding attendance, honesty is the best 
policy and it is important to disclose this to the Board.

Some managers tell you this is not discipline and 
you don’t need to report it. But they are not the Board 
and they are not attorneys. Again, honesty is the best 
policy and if you’re not sure that you need to answer 
“Yes,” answer “Yes” anyway and in your response, 
you can put something like “I am not sure I need to 
respond ‘Yes’ to this question. But, in the interest of 
full disclosure, here is my response.”

OIG List
Lastly, Question No. 6 asks, “Since you last 

renewed, have you been excluded from being a 
Medicare or Medicaid provider?” This question refers 
to the Exclusion List of the Office of the Inspector 
General. You can check the list yourself at http://
exclusions.oig.hhs.gov to see if you are on the list.

If you don’t understand a question, please get 
clarification and make sure that you know whether 
to answer yes or no. When in doubt, answer “Yes.” 
Most likely the Board will call you in for a personal 
appearance and want to know that you are safe to 
practice.

Now, if you don’t answer honestly, you would be 
in violation of Indiana Code §25-1.9-4(a)(1)(A). By 
knowingly cooperating in fraud or material deception in 
order to obtain a license to practice.

Sometimes nurses will want to call the Professional 
Licensing Agency and ask if they should answer a 
question or not. The advice you receive from the 
Professional Licensing Agency may or may not be 
accurate. They are clerks working at the Agency. It is 
always best to seek competent legal advice.

Good luck with your renewal and be honest 
because, after all, nursing is the number 1 most 
trusted profession.

About the Author: Lorie A. Brown, RN, MN, JD is 
a registered nurse as well as an attorney. She devotes 
her practice to representing nurses and other health 
care professionals before the licensing boards. She 
is the owner of Brown Law Office, PC located in 
Indianapolis, Indiana. www.yournurseattorney.com
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1919-1921 Mary A Meyers, Indianapolis*
1921-1922 June Gray, Indianapolis*
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1928-1929 Eugenia Spalding, Indianapolis*
1929-1931 Gertrude Upjohn, Indianapolis*
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1938-1940 Edith Hunt Layer, Terre Haute*
1940-1942 Anne Dugab, Indianapolis*
1942-1946 Mary York, Bloomington*
1946-1947 Nancy Scramlin, Muncie*
1947-1950 Leonia Adams, Indianapolis*
1950-1952 Helen R Johnson, Mooresville*
1952-1954 Helen J Weber, Bloomington*
1954-1956 E Lucille Wall, Indianapolis*
1956-1958 Genevieve Beghtel, Indianapolis*
1958-1960 Florence G Young, South Bend*
1960-1962 Dorothy Damewood, Gary*
1962-1966 Marie D’Andrea Loftus, Indianapolis*
1966-1969  Richard O Hakes, New Castle
1969-1973 Emily Holmquist, Indianapolis*
1973-1975 Jean Grimsley, Madison*

ISNA PRESIDENTS
1975-1977 Kathryn Lawson George, Terre Haute*
1977-1981 Brenda L Lyons, Indianapolis
1981-1983 Sharon Isaac, Indianapolis
1983-1985 Nadine A Coudret, Evansville
1985-1987 Janet S Blossom, Lafayette
1987-1989 Doris R Blaney, Hobart*
1989-1991 Ann Marriner Tomey, Indianapolis
1991-1994  A Louise Hart, Indianapolis
1994-1997 Esther Acree, Brazil
1997-2001 Beverly S Richards, Fishers
2001-2003 Sandra D Fights, Lafayette
2003-2005 Joyce D Darnell, Rushville
2005-2007 Dorene Albright, Griffith
2007-2009 Ella Sue Harmeyer, South Bend
2009-2011 Barbara Kelly, Martinsville
2011-2015 Jennifer Embree, Campbellsburg
2015-2017 Diana Sullivan, Greenwood
2017-2019 Jennifer Embree, Campbellsburg

Executive Directors/Chief Executive Officers
1924-1929 Alma Scott*
1929-1930 Eugebia Kennedy Spalding*
1930-1931 Mary T Walsh*
1931-1947 Helen Teal*
1947-1959 E Nancy Scramlin*
1959-1960 Helen C Randall*
1960-1970 Lucille Wall*
1970-1980 Lucretia Ann Saunders*
1980-1983 Linda J Shinn
1983-2000 Naomi R Patchin
2000-2012 Ernest Klein
2013- Gingy Harshey-Meade
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Professionalism: Stick to the Facts 
Leah Scalf, DNP, RN, LNC, NE-BC

In today’s ultra-connected and sometimes ultra-
sensitive society, it can be tempting to play the “blame 
game.” We see it every day: an event happens, and the 
race is on to point the finger first. Part of maintaining 
professionalism as a nurse is learning how to accurately 
report an event without placing or shifting blame. More 
than ever, it is important that we learn how to stick to 
the facts – especially when reporting adverse events in 
our areas of practice. An adverse event can be defined 
as “...a negative consequence of care that results 
in unintended injury or illness that may or may not 
have been preventable” (Boinot, 2009, table 1). The 
Institutes for Hospital Improvement (IHI) (n.d.) reported 
that approximately 40,000 incidents of harm occur in U.S. hospitals every 
single day (para.1). These events can range from minor incidents requiring 
little to moderate additional monitoring of the patient, to serious adverse 
events resulting in extensive monitoring, extended stays, permanent injury or 
death. In each case, timely, and accurate reporting of the details can help 
the teams investigating to determine the root cause of the event – known as 
a Root Cause Analysis (RCA), as well as construct a plan to deter like events 
from happening in the future. 

There are several challenges facing nurses when reporting an adverse 
event. Often, the event creates an additional stress in a setting where 
everyday stress may already be high. The patient may need additional 
interventions, increased monitoring, or moved to a higher level of care. The 
demands of caring for other patients is not placed on hold when an event 
happens, and the workload may need to be divided among other staff for the 
interim. Often, if the event is serious, investigative teams from the hospital’s 
Risk Management or Quality departments may come onsite to conduct 
interviews and gather information as close to the occurrence as possible. 
Each of these breaks in the flow of the unit can create its own stress. The 
nurse involved in the event may feel shocked by the circumstances or have a 
sense of guilt that they could not protect or may have even directly harmed 
their patient. Due to the nature of these investigations, the nurse may have 
to give statements to a risk manager or quality manager all while trying to 
begin to process the event and their emotions connected to it. This can 
lead to a reporting of events that is speculative or critical of other providers, 
departments, or even the hospital leadership and processes. While this may 
be unintentional, sometimes if nurses have had concerns regarding a process 
or procedure, they may feel a sense of anger that perceived unmet concerns 
have led to the event. They may use the interview or online report as a time 
to vent this anger or frustration. Even in the midst of stress or anger, it is 
imperative that the nurse step back from the situation, take a deep breath and 
make the determination to report just the facts of the event to the interviewer 
or when entering it online in an event reporting database.

There can be unfortunate ramifications from blaming or speculation when 
reporting an event. The first is that it can actually stall the RCA process and 
delay the education or changes needed to ensure that the likelihood of a 
repeat event is decreased or eliminated. Many risk and quality managers are 
adept at pulling out “artifact” such as accusations, blaming statements, or 
speculation that is not based on fact. This is part of the RCA process and part 
of their specialized training. Many hospital systems operate on the premise 
that when an event happens, it is usually not the sole responsibility of the 
provider who is most directly involved, but often a process, or an entire series 
of processes that have broken prior to the event, resulting in failure to protect 
the provider and the patient. Accurate reporting of the facts leading to an 
event can help not only in the investigation of that particular event, but could 
possibly lead to changes in a process or processes to optimize the safety of 
future providers and patients.

Second, recording an online event description in an event reporting 
database that is accusatory of others or needlessly speculative can lead to the 
possibility of being pulled into a court to testify. Event reporting mechanisms 
such as online event reporting systems could possibly be requested in 
litigation. Accusatory statements or speculations not based on facts could 
result in requiring that you later testify in court to what you said. This may be 
long after the event when you might even regret making those statements in 
the first place. Appearing in court is a stressful process in and of itself, let 
alone when you are appearing to talk about statements that you made in an 
angry or stressful moment after an adverse event. 

So, what should you do if an adverse event occurs and you must provide 
the details in an interview or enter them into an online reporting system? First, 
take time. Request a brief time to collect yourself before giving an interview or 
logging into a reporting system to enter an event. Acknowledge that you may 
be in shock. Feel the stress and anger and then allow them to pass before 
you make statements either in person or online. Remember that the goal of 
recording the details of an event are to ensure that it does not happen again. 
Only relay or record the facts of what happened. Do not accuse or speculate 
unless you are providing speculation based on the facts of the occurrence 
and with the goal of supporting the investigation. Providing these timely, 
accurate details can help the RCA process and improve care. Part of nursing 
professionalism is sticking to the facts in event reporting. 

References
Boinot, P. (2009). Preventable adverse events in healthcare: Issues and solutions. 

Retrieved from http://www.hinnovic.org/preventable-adverse-events-in-healthcare-
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statistics.html

Jean Ross 
Amanda Leffler
Teresa Holland

Meredith Addison
Audrey Hopper

Resolution consideration for ISNA Policy Platform 3. The nurse promotes, 
advocates for, and strives to protect the health, safety, and rights of the patient.

Executive Summary: Nurses have long pushed for action to enhance the safety 
and health of our communities. From vaccinations to hand washing, nurses are 
at the forefront of advocating for community campaigns aimed at reducing injury, 
reducing disease, and preventing death. With nurses present at the frontlines of 
care and witnessing the impact firearm injuries have on patients and families 
in the community, this resolution seeks to find a common ground to promote 
safety and health when it comes to the presence of firearms in communities. 
Recognizing the diverse and often divisive views surrounding firearms, this 
resolution addresses the need for and importance of research and data collection 
to understand the relationship of firearms and public health. As a professional 
organization, members will strive to identify a common thread among each other 
on how best to promote, advocate, and strive for protecting the health, safety, 
and rights of our communities when it comes to firearm-related injury and death. 
As members, we will advocate for federal and state funding to allow for bias-
free collection of evidence-based sound data on gun related events to help guide 
policy decisions to improve public health in Indiana. Lastly, members recognize 
the importance of mental well-being of individuals to reduce risk of harm to selves 
and others.

Recommendations:
Whereas…ISNA members recognize the need to frame firearm injury and death 

as a public health issue to fully understand incidence and prevalence to arrive at 
evidence-based preventative measures and; 

Whereas…nurses play a major role in utilizing evidence-based policies to 
educate and promote the health, safety and rights of our communities and 
patients and; 

Whereas…ISNA members support legislation funding community and school 
programs that promote the mental health wellness of our communities and; 

therefore, it be RESOLVED that the Indiana State Nurses Association 
Advocate and encourage state and federal representatives to fund the collection 

and dissemination of evidence-based data surrounding firearm injury and death. In 
addition, ISNA promotes using this data to focus on the establishment of community 
programs aimed at injury prevention and mental health wellness. 

Implementation Activities: 
• The ISNA will send letters encouraging state and federal government 

agencies, representatives, and community stakeholders addressing the 
need for evidence-based data.

• The ISNA will encourage policymakers and stakeholders to broaden the 
definition of firearm related injury to include those who are impacted 
physically and emotionally.

• The ISNA will notify ANA of this resolution to further encourage the push 
for the collection and dissemination of evidence-based data.

• The ISNA will support educational resources promoting gun safety.
• The ISNA will promote support groups and networks focused on children, 

families, and other individuals impacted in the community by firearm 
related injuries. 

• The ISNA will promote a statewide or national database for stolen weapons 
for firearm dealers to prevent firearm related injury.

References
Centers for Disease Control and Prevention. (2019, January 10). Firearm Mortality by State. 

Retrieved from https://www.cdc.gov/nchs/pressroom/sosmap/firearm_mortality/firearm.htm
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Proposed Standing Rules for the 
ISNA Meeting of the Members

Rule 1.
To be admitted to the meeting room, the individual must be wearing the 

registration badge.

Rule 2.
To obtain the floor, a member shall rise, approach the microphone, 

address the chairperson, give his/her name and region and, upon 
recognition by the chairperson, may speak.

Rule 3.
A member may speak no more than two times to the same question 

and may not speak the second time until all others have been given an 
opportunity to speak. Each speech may be no longer than three minutes. 
Non-members may speak when ISNA members have had the opportunity 
to speak.

Rule 4.
All main motions and amendments, except those of a routine nature, 

shall be in writing, signed by the maker, and shall be sent at once to the 
chair. Members may propose or vote on motions.

Rule 5.
Any substantive resolution, not of an emergency nature, must receive 

an affirmative 3/4 vote for consideration and a 2/3 vote for adoption by the 
members attending the meeting.

Rule 6.
Debate on each proposed resolution, motion, or position statement shall 

be limited to 20 minutes.

Rule 7.
Members shall act only on the resolve portion of a resolution and the 

recommendation portion of reports. Clarification regarding intent and 
meaning of the resolution and recommendation shall be handled according 
to parliamentary procedure.

Rule 8.
Business interrupted by a recess of the meeting shall be resumed at the 

next business meeting at the point where it was interrupted.

Action Items from Meeting of the Members
September 27, 2012

Excerpts from the ISNA Bylaws
ARTICLE IX ASSOCIATION MEETINGS
SECTION 1. The ISNA shall hold an annual Meeting of the Members in good 
standing, at such time and place as shall be designated by the Board of Directors 
and announced in the official publication of the ISNA.

SECTION 2. ANNUAL MEETING
a. The annual meeting shall be composed of members present.
b. Members shall:

1. Establish the order of business at the beginning of the annual meeting.
2. Adopt and maintain the Bylaws of the ISNA.
3. Take positions, determine policy, and set direction on substantive 

issues of a broad nature 
Necessitating the authority and backing of the official voting body of 
the ISNA except as otherwise provided for in these Bylaws.

4. Take action on Association business as required by law or these 
Bylaws.

5. Transact all other lawful business as may be in order.

SECTION 3. Special meetings of the ISNA may be called by the Board of Directors, 
and they shall be called by the President upon the written request of a majority of 
the chapters at least one month prior to the special meeting.

ARTICLE X HONORARY RECOGNITION
SECTION 1. Honorary recognition may be conferred by a unanimous vote of the ISNA 
Board of Directors on a nurse or a person who is not a nurse who has rendered 
distinguished service or valuable assistance to the nursing profession.

SECTION 2. Any ISNA member or structural unit may recommend to the ISNA Board 
of Directors the name(s) of any individual(s) deserving recognition. The recognition 
shall be conferred at an annual Meeting of the Members at a time and place 
selected by the Board of Directors.

SECTION 3. Honorary Recognition confers social privileges only. One may be a 
member and also hold Honorary Recognition.

ARTICLE XI QUORUMS
SECTION 1. A majority of the Board of Directors, one of whom shall be the President 
or the Vice-President, shall constitute a quorum at any meeting of the Board. 

SECTION 2. A majority of the members shall constitute a quorum for all committees. 

SECTION 3. Five (5) members of the Board of Directors, one of whom shall be the 
President or the Vice-President, and three (3) percent of the current membership 
shall constitute a quorum for the transaction of business at any annual or special 
meeting.

SECTION 2. These Bylaws except for Purposes, Functions, and Dues may be 
amended by the ISNA Board of Directors by a two-thirds vote, provided notice shall 
has been sent to all members at least sixty (60) days prior to the board meeting.

SECTION 3. These Bylaws may be amended without previous notice at an annual or 
special meeting by a ninety-nine percent (99%) vote of those present

Whereas as of November 2017, 110,651 registered nurses 
renewed their licenses to practice in Indiana; and 

Whereas many of these nurses work in operating rooms where 
their health is not protected from the dangers of surgical smoke; and 

Whereas surgical smoke is a byproduct of nearly 90% of all 
surgical procedures; and

Whereas surgical smoke is full of carcinogenic and mutagenic 
cells, and can include over 150 hazardous chemicals; and

Whereas the average daily impact of surgical smoke to the OR 
team is equivalent to smoking 27-30 unfiltered cigarettes; and 

Whereas perioperative nurses report twice as many respiratory 
issues as compared to the general population; and 

Whereas Indiana State Nurses Association is the professional 
organization for Indiana’s registered nurses. For over 100 years we 
have been promoting and protecting nurses, the nursing profession, 
and those who receive nursing care; and 

Whereas Rhode Island and Colorado are the first two states to 
address surgical smoke evacuation by law; and 

Whereas, Indiana hospitals and ambulatory surgery centers should 
provide a surgical smoke-free environment to their patients and staff; 
therefore, be it

Resolved, that Indiana State Nurses Association support and 
advocate for policy change requiring hospitals and ambulatory 
surgery centers statewide to implement a policy to evacuate surgical 
smoke; and be it further

Resolved, Indiana State Nurses Association commit resources to 
advocate for the adoption of surgical smoke evacuation legislation.

Indiana State Nurses 
Association

Surgical Smoke Evacuation 
Legislation Resolution
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2019 ISNA CONVENTION PODIUM PRESENTATIONS
In addition to our two wonderful keynote speakers, ISNA issued a statewide 

call for abstracts and a panel of ISNA members selected the following podium 
presentations for this year’s convention:

(1) Presentation title: Beginning Again, Again, and Again
Summary: Changing positions as a nurse is highly likely in today’s 

occupational environment. This presentation will offer best practices for 
navigating career changes in the nursing profession. It will discuss research 
based methods to thrive in a new position while providing constructive 
anecdotes. The topic of gracefully leaving a position will also be covered. 

How will this presentation help attendees? This presentation will equip 
attendees with an evidence based approach for starting a new career within 
nursing. 

Presenter: Elizabeth L. Law, MSN, RN, Nursing Education Specialist with 
Community Health Network

(2) Presentation title: The Emerging Role of Nurse Navigation: One 
Community Hospitals Journey

Summary: The role of nurse navigation continues to evolve and grow in 
acceptance within our health system. The nurse navigator serves as a pivotal 
point of contact for patients and caregivers throughout their illness. Although 
there are nationally recognized standards and core competencies for nurse 
navigators, their functions can be quite diverse. Common responsibilities may 
include addressing barriers to care, providing individualized education and 
resources for patients. The nurse navigator collaborates with interdisciplinary 
providers.

Historically, our program began with one nurse who navigated breast cancer 
patients. Based on improved patient outcomes, the program expanded to 
include additional cancer sites, an emergency department nurse navigator, 
and a palliative nurse to navigate patients with other chronic or life-limiting 
illnesses. Our vision for the future of the navigation program is to expand 
into other areas where patient-centered navigation is offered throughout our 
health system. Data will be reviewed that demonstrates the growth and use of 
navigation within our health system.

The healthcare system can be very daunting for lay people. The addition of 
a nurse navigator provides an extra layer of support during what can often be 
a very challenging time in their lives. Data presented will support increased 
satisfaction and improved outcomes with the implementation of nurse 
navigation. 

How will this presentation help attendees? The attendees will view the 
specialty field of navigation in a new perspective. They may be inspired to 
consider the implementation or ongoing evolution of their navigation programs.

Presenters: Alicia Smith, BSN, RN, CHPN, Palliative Care Nurse Navigator 
with Hendricks Regional Health 

Eva Burgan, BSN, RN, OCN: Oncology Nurse Navigator with Hendricks 
Regional Health

(3) Presentation title: Beyond the Bedside: A Nurses Journey
Summary: Beyond the Bedside: A Nurses Journey will review the impact 

burnout has on bedside nurses and will explore alternative career paths. 
Careers that will be explored include volunteerism, case management, 
utilization review, stop loss, quality and accreditation, Healthcare 
Effectiveness Data and Information Set (HEDIS) and client consulting.

How will this presentation help attendees? Beyond the Bedside: A Nurses 
Journey will expand participants knowledge of alternative career paths 
available in corporate settings.

Presenters: Stephanie M. Baranko DNP, RN, NEA-BC, CLSSGB, Client 
Consultant with Health Care Services Corporation

(4) Presentation Title: Insurance Authorization Nurse
Summary: The present trend in authorization is to hire a high school 

graduate. I teach that a nurse should be hired. This presentation depicts what 
is involved in the authorization process, from the insurance verification to 
the authorization and the documentation of the approval. I want to inspire 
nurses who can no longer work bedside to look at this option. Authorization is 
fulfilling and takes a keen mind.

How will this presentation help attendees? Patient care presently 
languishes because of untrained and nonclinical authorization personal. 
My presentation will give nurses and their managers an understanding the 
complex role of the authorizer, how they can assist the nonclinical authorizer 
and how they can be an authorizer.

Presenter: Molly Daugherty RN BS. Owner of Radiation Oncology 
Authorization Service. Presenter with Churchill Consulting, Bogardus Medical, 
ASRT, SROA. 

(5) Presentation title: Faith Community Nursing Aligns with New Trends in 
Healthcare

Summary: Faith Community Nursing (FCN) as a specialty practice with ANA 
recently revised FCN Scope and Standards of Practice to align with health care 
trends through work with Health Ministries Association (HMA). FCN bridges 
a gap providing community resources for acute care settings through whole 
person care, intentional care of the spirit, and collaboration and partnerships 
within the community. FCN distribute evidence of best practices among 
nursing. Improve health outcomes with integration of faith and health.

How will this presentation help attendees? To increase awareness of faith 
community nursing and health ministries across the state of Indiana and the 
nation for partners in healthcare.

Presenter: Jan Erlenbaugh Gaddis, BSN, RN-BC, Faith Community Nurse, 
Franciscan Health – Palliative Care Services – Outpatient

 (6) Presentation title: One Profession; Many Careers: My Unexpected 
Journey Down the Health Information Exchange Path

Summary: Presentation will include a brief description of my nursing 
career with a focus on the last eleven years as an employee of the Indiana 
Health Information Exchange. The presentation will include my transition 
from direct patient care/nursing management to health information exchange, 
how my role has evolved through the years, my contributions clinically and 
how I am still in the patient care business in a technology/software company. 

How will this presentation help attendees? This presentation will inspire 
and explain the different opportunities for growth in the field of health 
information technology in nursing and other healthcare professions. It will 
help attendees to understand the value of external data in meeting objectives 
for initiatives such as Promoting Interoperability or in the participation 
of Population Health programs. Most importantly, the presentation will 
demonstrate the direct impact that external data has on patient care by 
improving quality, efficiency and saving healthcare dollars. 

Presenter: Jackie Eitel, RN, MSN, Business Development Manager with 
Indiana Health Information Exchange
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2019 CONVENTION
FRIDAY, SEPT. 20TH

Knights of Columbus
2100 E. 71st Street
Indianapolis, 46220

Keynote Speakers

Ernest J. Grant, PhD, RN, FAAN President, 
American Nurses Association

Dr. Ernest J. Grant is the 36th president 
of the American Nurses Association (ANA), 
the nation’s largest nurses organization 
representing the interests of the nation’s 
four million registered nurses.

A distinguished leader, Dr. Grant has 
more than 30 years of nursing experience 
and is an internationally recognized burn-
care and fire-safety expert. He previous- 

ly served as the burn outreach coordinator for the North Carolina 
Jaycee Burn Center at University of North Carolina (UNC) Hospitals 
in Chapel Hill. In this role, Grant oversaw burn education for 
physicians, nurses, and other allied health care personnel and ran 
the center’s nationally acclaimed burn prevention program, which 
promotes safety and works to reduce burn-related injuries through 
public education and the legislative process. Grant also serves as 
adjunct faculty for the UNC-Chapel Hill School of Nursing, where 
he works with undergraduate and graduate nursing students in the 
classroom and clinical settings.

Grant is frequently sought out for his expertise as a clinician and 
educator. In addition to being a prolific speaker, he has conducted 
numerous burn-education courses with various branches of the 
U.S. military in preparation for troops’ deployment to Iraq and 
Afghanistan. In 2002, President George W. Bush presented Grant 
with a Nurse of the Year Award for his work treating burn victims 
from the World Trade Center site. In 2013, Grant received the 
B.T. Fowler Lifetime Achievement Award from the North Carolina 
Fire and Life Safety Education Council for making a difference in 
preventing the devastating effects of fire and burn injuries and 
deaths within the state.

An active participant in professional organizations, Grant is 
a past chair of the National Fire Protection Association board 
of directors and served as second vice president of the American 
Burn Association board of trustees. He also holds membership in 
Sigma Theta Tau and Chi Eta Phi. Grant served as president of 
the North Carolina Nurses Association from 2009-11. In 2002, 
ANA honored Grant with the Honorary Nursing Practice Award for 
his contributions to the advancement of nursing practice through 
strength of character, commitment, and competence.

Grant holds a BSN degree from North Carolina Central University 
and MSN and PhD degrees from the University of North Carolina 
at Greensboro. He was inducted as a fellow into the American 
Academy of Nursing in 2014. He is the first man to be elected to 
the office of president of the American Nurses Association.

David Griffiths, MBA, BS 
Senior Vice President,

Healthcare Division of Aon Affinity

David has overall responsibility for 
the malpractice insurance program for 
Nurses Service Organization. David is a 
licensed property and casualty insurance 
agent and has worked on the NSO medmal 
programs for the past 13 years. David works 
extensively on risk education often speaking 
at conferences on the topic of professional 

liability. David received his B.S. from the University of Maryland 
and his MBA from Moravian College.

Agenda

8:00 a.m. Registration/Networking

8:30 a.m. Welcome/Opening of the Meeting of the Members

8:45 a.m. Ernest J. Grant, PhD, RN, FAAN, Keynote Speaker
  President, American Nurses Association 

9:45 a.m. Beginning Again, Again, and Again
  Elizabeth L. Law, MSN, RN

10:15 a.m. Break/Exhibitors

10:30 a.m. The Emerging Role of Nurse Navigation: One   
  Community Hospitals Journey
  Alicia Smith, BSN, RN, CHPN & 
  Eva Burgan, BSN, RN, OCN 

11:00 a.m. Beyond the Bedside: A Nurses Journey
  Stephanie M. Baranko DNP, RN, NEA-BC, CLSSGB 

11:30 a.m. Indiana Nurses Foundation Fundraiser

11:45 a.m. Awards

12:00 p.m. Lunch/Exhibitors

12:30 p.m. Meeting of Members: Resolutions

1:15 p.m. David Griffiths, MBA, BS, Keynote Speaker
  Senior Vice President, Healthcare Division of Aon   
  Affinity 

2:15 pm Insurance Authorization Nurse
  Molly Daugherty, RN, BS

2:45 p.m. Break/Exhibitors

3:00 p.m. Faith Community Nursing Aligns with New Trends in  
  Healthcare
  Jan Erlenbaugh Gaddis, BSN, RN-BC

3:30 p.m. One Profession; Many Careers: My Unexpected Journey  
  Down the Health Information Exchange Path
  Jackie Eitel, RN, MSN

4:00 p.m. Election Results & Induction of New Officers

4:30 p.m. Closing of the Meeting of the Members
  Gingy Harshey-Meade

(Note: All times EDT and are subject to change without notice)

The “2019 ISNA Convention” has been submitted to the Ohio Nurses 
Association (OBN-001-91), an accredited approver by the American 
Nurses Credentialing Center’s Commission on Accreditation for approval.

Criteria for successful completion equals attendance for at least 80% 
of the continuing education activity and completion of an evaluation 
form.
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The following is the candidate information 
furnished by the candidates on their 2019 ballot for 
consent to serve.

 
PLEASE HELP US GO GREEN!

Voting will take place electronically, again this 
year. Please request a ballot if you don’t have an 
email address. A link will be sent to all active ISNA 
members on August 1st, 2019. You can add/update 
an email address at www.nursingworld.org. 

Board of Directors and Officers

President – Elect One

Emily B. Sego DNP, RN, NEA-BC 

Current Title: Vice President of 
Clinical Management, CV Service 
Line

Statement of Professional 
Views: Twenty years ago, I took 
care of my first patient as a 
Licensed Practical Nurse. Never 

did I dream that one day I would earn a Doctorate 
in Nursing and become a nursing leader. Over 
the years, I have developed a strong passion for 
nursing education, workforce development, nursing 
leadership, and health policy. While my values have 
evolved greatly, the ones that have stuck with me are 
integrity, dedication, and reverence. Integrity is about 
cultivating trusting relationships through honesty and 
transparency. This value truly sets the foundation for 
our profession and is why nurses have been ranked 
#1 as the most trusted profession for 17 consecutive 
years. Dedication is the commitment we make to 
our patients and our profession to uphold the core 
values of nursing. Lastly, reverence is the respect and 
compassion for human dignity and diversity of life. As 
nurses, we encounter people of all walks of life. It is 
our job to advocate, protect, and provide care without 
judgment. If we place these values at the heart of 
what we do every single day, we will soon celebrate 
our 20th, 50th, and even our 75th year as the most 
trusted profession. 

Vice President – Elect One

Leah S. Scalf, 
DNP, RN, LNC, NE-BC

Current Titles:
Assistant Professor of Nursing
Risk Management RN, 

Franciscan 

Statement of Professional 
Views: My goal if elected Vice 

President is to continue to serve Indiana's nurses 
as a member of the ISNA board. I take seriously 
my commitment to this position and I will continue 
to work hard to earn the trust placed on me by our 
nurses as a board member. I feel that it is important 
to accurately reflect nursing's voice on issues brought 
before ISNA and I will always remain mindful of the 
great responsibility that comes with this position. 

Beth Townsend, DNP, MSN, RN

Current Title: Assistant 
Professor

Statement of Professional 
Views: Professional practice 
advancement is a product of both 
intrinsic and extrinsic growth. 
The emphasis on knowledge 

acquisition through nursing professional development 
often minimizes the role of personal development 
in generating practice improvement. I believe the 
personal growth of nurses is undervalued as a 
dimension of professional practice. Perceptions of 

self-efficacy and levels of self-awareness are two of 
several intrinsic factors requisite to the advancement 
of professional practice and redesign of healthcare. 

The presence or lack of insight into diverse 
motives, conflicting values, and personal bias strongly 
influence the ability to collaborate and communicate 
with interprofessional team members. As cultural 
diversity continues to grow, the need for unbiased, 
non-judgmentalism in nursing and health care 
increases. Intentional development of self-awareness 
can mitigate the presence of intolerance. 

Self-efficacy beliefs strongly affect approaches to 
tasks including the motivation to engage in the task, 
and the level of effort exerted. A nurse may have the 
technical knowledge and skills to provide treatment 
but lack the self-efficacy to attempt the task. 
Cultivation of self-efficacy in nurses will catalyze the 
initiation of innovative care and professional practice 
advancement.

I believe that the personal and professional 
development of nurses are inextricably intertwined. 
Promoting and acknowledging the development 
of personal self-knowledge is essential to the 
identification and implementation of innovations that 
elevate the nursing profession. 

Treasurer – Elect One

Barbara B. Kelly, 
FNP-BC, MSN, RN

Current Title: Assistant 
Professor, Clinical Coordinator, 
Graduate Nursing 

Statement of Professional 
Views: I have been a member 
of ISNA once I graduated 

from nursing school in 1978. I have considered 
membership an honor and my duty as a registered 
nurse to help represent and advocate for all RN’s in 
Indiana. I am passionate about nursing issues and 
promoting these issues in every avenue especially in 
the health policy arena. 

Secretary – Elect One

Angela Mamat, MSN, RN

Current Titles:
Registered Nurse
Adjunct Nursing Faculty

Statement of Professional 
Views: I am a strong advocate for 
nurses and focusing improvement 
efforts toward challenges that 

limit the potential for nurses to provide care for 
patients in a professional, rewarding, and safe 
environment. I embrace technology and technological 
advancements that allow nurses to expand both their 
scope of practice and their reach to underserved 
patient populations, allowing others to achieve their 
optimal potential. My goal as a nurse is to support 
my patients, families and peers and to use evidence-
based practice to provide compassionate, holistic 
care. 

Directors – Elect Four

Shalini Alim, MSN/MBA, BSN, RN

Current Title:
Director of MIPS

Statement of Professional 
Views: To be a nurse leader 
that serves all no matter their 
background. I value caring for 
all patients while advocating for 

all staff. Providing care involves taking care of the 
staff that serves the patients. Being involved and 
encouraging nursing engagement can propel the best 
of both worlds. 

Brian Arwood, MSN, RN

Current Titles:
Clinical Nurse Educator
Inpatient RN 
Registered Nurse

Statement of Professional 
Views: I am a personally and 
professionally organized self-

starter who takes initiative and strives for proficient 
time management both individually and as a member 
of a team. I am highly motivated for success and 
constantly endeavor to learn new skills from my 
diverse initiatives. Throughout my undergraduate 
career I championed and promoted student 
involvement, teamwork, effective working relationships, 
and enrichment by embodying and leading an active, 
fulfilling experience inside and outside of the classroom. 
As a nurse I have developed an affinity with the patients, 
my peers, and my supervisors utilizing my strong 
background in communication and customer service 
skills. As an educator I have collaborated broadly across 
disciplines and worked to break down silos through a 
relentless quality improvement process with the intent 
to expand my professional abilities and effectiveness. 
I bring all of that to bear on the role of being a nurse 
and would utilize that focus as a member of the Board of 
Directors. 

L. Kathleen (Kate) Cerbin, 
MSN, RN

Current Title:
Clinical Assistant Professor

Statement of Professional Views: 
Nursing is a diverse profession 
where any and all facets of health 
and healthcare can be influenced. 

As the largest group of professionals in health care, 
the knowledge and support of all that nurses do needs 
to be recognized and supported in employment, 
government and social agencies. The health and wellness 
of people depend on nurses. Nurses need to be more 
knowledgeable and involved in the decisions that impact 
the profession. As an OB/women’s health nurse, I see 
and understand the myriad ways health care in Indiana 
needs support and improvement. Without support from 
nurses, our call to action has little effect on the agencies 
and policy makers who determine where, when and how 
much money and time is spent on crucial areas; the 
startling, critical, astounding low rankings of maternal 
mortality, infant mortality, and the addiction crisis must 
be improved. My professional and personal goal is to 
widen the communication and concern for these issues 
that will impact policies, programs and funding to turn 
health around in Indiana. Becoming active in the ISNA 
professional organization will provide both access to and 
formation of improvements in communication, advocacy, 
and education and hopefully membership in THE nursing 
organization that supports nurses.

Erin Johnson, BSN, RN

Current Title:
Owner/Operator

Statement of Professional Views: 
Attitude determines altitude. 

Jolynn Kuehr, DNP, MSN, RN

Current Title:
Senior Education Specialist

Statement of Professional Views: 
Florence Nightingale once referred to 
nursing as a progressive art, in that 
standing still is like going backward. 
This quote reflects the reason why I 

opted to specialize in nursing professional development. 
I want to be a change agent that helps to continually 
enrich the nursing profession through the assistance I 
can provide to my nursing colleagues as they continue to 

ISNA 2019 BOARD OF DIRECTORS ELECTION
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develop as nursing professionals. I view nursing as both 
a science and an art. The science is reflected through 
the evidence-based best practices nursing professionals 
use to guide patients on their journeys toward their 
defined states of health. The art is reflected in the 
attention nurses give to their patients’ through nursing 
interventions that address body, mind, and spirit. I desire 
to promote nursing as a profession where individuals can 
impact the overall health of our fellow humans through 
a combination of independent best nursing practices and 
interdependent practices formulated collaboratively with 
other health care professionals.

Susan Waltz, 
 DNP, MSN, BSN, RN CNE

Current Title:
Assistant Professor

Statement of Professional Views: 
Nursing is a science and an art that 
relies on the delivery of quality EBP 
nursing and continuous nursing 

education. Nurses must be well-educated, culturally 
diverse, fiscially responsible, and able to welcome all 
nurses into our profession. Each of us has special talents 
that make our service to others unique as we participate 
as a team. The ISNA and other nursing organizations help 
us have a voice at the table in regards to healthcare and 
nursing. Community involvement and philthantropy are 
more ways we can bring our strengths to the front lines 
for our profession and our world.

 
 Recent Graduate Director – Elect One

Elizabeth Egan, BSN

Current Title:
Clinical Nurse

Statement of Professional Views: 
Although I am a brand new nurse, 
it is my goal to get involved as much 
as possible with this profession 
whether that be at my workplace, 

being on a state board, or being a professional mentor 
to those in my previous organization. It is clear that 
nurses need more advocates at the governing level and 
I am very eager to share some of my experiences with 
other nurses to help make lasting changes. I also think 
it is very valuable to be in contact with other nurses 
from different schools and hospitals so we can exchange 
ideas, get different viewpoints, and better understand the 
challenges our profession faces.

Andrea Jacobs, BSN

Current Title:
Registered Nurse

Statement of Professional Views: 
Over the years of working and 
volunteering in healthcare, I have 
been influenced by many nurses. I 
like to see myself as a seed that was 

planted, nutured, and grown from the ground up by those 
around me. What I have seen and processed over time 
has allowed me to become what I can only hope is the 
best nurse I can be. I know that the experience I will gain 
from serving on this committee will provide me with the 
knowledge that I can transfer to help plant the seeds for 
our future nurses.

ANA Assembly Delegate – Elect Two

Jennifer L. Embree, 
DNP, RN NE-BC, CCNS

Current Titles: 
Clinical Assistant Professor
Magnet Coordinator

Statement of Professional Views: 
As ISNA represents the legislative 
arm for nursing in Indiana, it is 

imperative that we speak with one voice to best advocate 
for nursing and for the citizens of our state. Our role 
as a nurse is to support the ISNA mission. I learn and 
grow each day with ISNA's wonderful education, policy, 
and advocacy work. There is strength in the number of 
nurses in Indiana to make change for our communities 
and for nursing with ISNA. I continue to work with ISNA 

and ANA to improve the nursing work environment and 
patient outcomes by raising awareness and preventing 
nurse lateral violence. 

Sandy Fights, PhD, MSN, RN 

Current Title: 
Dean

Statement of Professional Views: 
The deepening nursing shortage 
continues to have implications in the 
nursing workforce and the working 
environment of the nurse. We must 

continue to advocate for nurses to promote safe and 
positive work environments. We must carefully monitor 
influences that may impact the value of the title of nurse 
as well as advocating for all levels of nursing to practice 
to the fullest extent of their scope of practice. 

Diana Sullivan, MSN, BSN

Current Title: 
Retired Nurse

Statement of Professional Views: 
The essence of a registered nurse 
is being an advocate for his/her 
patient & potential patients to the 
'nth degree. As a perioperative 

nurse, I saw this daily as the patient & his/her family 
his/her trust in the surgical team. The RN's role is to 
ensure a safe environment so as the patient can obtain 
optimal outcomes. I believe this advocacy carries over 
to all citizens in the state. Who better than the RN to 
advocate for others. Educationally she/he is prepared to 
care for the 'whole' patient. He/she is ethically bound to 
provide optimal care. The RN who is professionally active 
is able to maximize his/her efforts in advacating. While 
specialty nursing organizations do an outstanding job of 
focused education, ISNA is the voice for all nurses in the 
state, regardless of specialty practice. Just as the RN 
is the coordinator of patient care, ISNA is the collective 
coordinator of efforts, voice & image of nursing in 
Indiana.

Denise Monahan, BSN

Current Title: 
Oncology Nurse

Statement of Professional Views: 
Nursing, in my opinion, is a career 
where you never really finish training. 
It is a highly demanding career that 
brings new challenges every day, 

but with it comes individual responsibility to support the 
nursing fabric matrix. I would like to actively participate 
in shaping the health and welfare of our communities. 
Recently, I attended several ISNA legislative conferences 
which captured and reaffirmed my passion to have more 
influence in shaping healthcare. As nurses, we have an 
opportunity to actively improve healthcare by the use 
of data and evidence-based protocols to predict and 
prevent disease in the state of Indiana. I am proud to be 
a member of American Nurses Association and ISNA. I 
support and trust the professional standard guidelines 
and principles. Through extensive resources ANA can 
provide direction to nurses globally and accurately 
evaluate nursing excellence. It is through being a member 
I can be the best nurse I can be . . . support, education 
and professional development. I would consider it an 
honor and privilege to be a member on the ISNA board.

Nominating Committee – Elect Five

Jennifer L. Embree, 
DNP, RN NE-BC, CCNS

Current Titles: 
Clinical Assistant Professor
Magnet Coordinator

Statement of Professional Views: 
As ISNA represents the legislative 
arm for nursing in Indiana, it is 

imperative that we speak with one voice to best advocate 
for nursing and for the citizens of our state. Our role 
as a nurse is to support the ISNA mission. I learn and 
grow each day with ISNA’s wonderful education, policy, 
and advocacy work. There is strength in the number of 
nurses in Indiana to make change for our communities 

and for nursing with ISNA. I continue to work with ISNA 
and ANA to improve the nursing work environment and 
patient outcomes by raising awareness and preventing 
nurse lateral violence. 

Sandy Fights, PhD, MSN, RN 

Current Title: 
Dean

Statement of Professional Views: 
The deepening nursing shortage 
continues to have implications in the 
nursing workforce and the working 
environment of the nurse. We must 

continue to advocate for nurses to promote safe and 
positive work environments. We must carefully monitor 
influences that may impact the value of the title of nurse 
as well as advocating for all levels of nursing to practice 
to the fullest extent of their scope of practice. 

Audrey Hopper, BSN, RN, CPN
 
Current Title: 
Stem Cell Transplant/CAR-T 

Clinical Coordinator

Statement of Professional Views: 
I have a long history of active 
involvement in professional nursing 
organizations because they help me 

connect with my purpose and develop my professional 
role and active voice. I love supporting the deep and 
meaningful work of clinical nursing, but I also believe 
it is of utmost importance that our role extent beyond 
the bedside and into public policy. Nurses have critical 
insight and skills that can address complex issues, offer 
pragmatic solutions, and implement those solutions 
through excellent interpersonal relationships.

 

Amanda Leffler, DNP, RN
 
Current Titles: 
Education Consultant
Adjunct Professor

Statement of Professional Views: 
Nonpartisan in decision making. 
View the facts & research supporting 
the issue/concern, listen to all sides, 

then proceed with a decision that put patient, student, 
and nurse first.

Diana Sullivan, MSN, BSN

Current Title: 
Retired Nurse

Statement of Professional Views: 
The essence of a registered nurse 
is being an advocate for his/her 
patient & potential patients to the 
‘nth degree. As a perioperative 

nurse, I saw this daily as the patient & his/her family 
his/her trust in the surgical team. The RN’s role is to 
ensure a safe environment so as the patient can obtain 
optimal outcomes. I believe this advocacy carries over 
to all citizens in the state. Who better than the RN to 
advocate for others. Educationally she/he is prepared to 
care for the ‘whole’ patient. He/she is ethically bound to 
provide optimal care. The RN who is professionally active 
is able to maximize his/her efforts in advacating. While 
specialty nursing organizations do an outstanding job of 
focused education, ISNA is the voice for all nurses in the 
state, regardless of specialty practice. Just as the RN 
is the coordinator of patient care, ISNA is the collective 
coordinator of efforts, voice & image of nursing in 
Indiana.

http://www.aperioncare.com/careers
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GET YOUR PROFESSIONAL TOOLKIT
ü LICENSE – BOARD OF NURSING

ü MEMBERSHIP – INDIANA STATE NURSES ASSOCIATION (ISNA)

ISNA IS CARING
FOR YOU WHILE YOU PRACTICE
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ISNA WELCOMES our NEW and REINSTATED MEMBERS
Yulia Abair Osceola, IN
Katie Abney Kokomo, IN
Susan Adams Hayes Albany, IN
Anu Ade Owofadeju Indianapolis, IN
Gabriela Ales Camby, IN
Laura Alter Brownsburg, IN
Trisha Alunday Greensburg, IN
Krista Anderson Aurora, IN
Katherine Back Zionsville, IN
Megan Ballard Flat Rock, IN
Susan Batey Hobart, IN
Natalie Belkairous Munster, IN
Laurie Berghoff Fort Wayne, IN
Patricia Biel Portage, IN
Lindy Bilimek Fort Wayne, IN
Freda Black LA Porte, IN
Linda Boone Greenwood, IN
Gabriel Borisuk Madison, IN
Ann Boss Georgetown, IN
Brenda Boyd Indianapolis, IN
Kara Branock Huntington, IN
Alisa Briones Columbia City, IN
Pamela Browning Anderson, IN
Jennifer Byrd Bloomington, IN
Caitlin Camp Indianapolis, IN
Magda Chapman Columbus, IN
Christie Clare Corydon, IN
Theresa Clark Walkerton, IN
Camilla Cody Crawfordsville, IN
Joann Comer Terre Haute, IN
Lisa Corliss New Whiteland, IN
Tara Covey Carmel, IN
Christy Craig Fort Wayne, IN
Joan Culver Hammond, IN
Andrea Davenport Kingman, IN
Janet Davis Chicago, IL
Rhonda Day Westfield, IN
Heather Delagrange Carmel, IN
Ashley Dickerson Antioch, TN
Jennifer Dickinson New Palestine, IN
Tori Driver Goshen, IN
Sandra Dunfee Rochester, IN
Christina Dunn Avon, IN
Samantha Eads Bloomington, IN
Cassandra Effing Indianapolis, IN
Belinda Eldridge Aurora, IN
Brooke Ell Terre Haute, IN
Deanna Elleman Richmond, IN
Philip Elsasser Fort Wayne, IN
Kirsten Emmons Montgomery, IN
Lora Ervin Pershing, IN
Joan Erwin Attica, IN
Valerie Fase Demotte, IN
Lindsey Felger Churubusco, IN
Mica Fensler Fort Wayne, IN
Sheilah Ferguson DuPont, IN
Ann Fields Munster, IN
Caryn Fink Roachdale, IN
Tera Gagne Highland, IN
Carolyn Gallagher Evansville, IN
Leanne George Bremen, IN
Diane Gianfagna-Meils Fishers, IN
Diana Giordano Saint John, IN
Kimberly Gipson Nashville, IN
Dorothy Goen Martinsville, IN
Jill Goodloe Indianapolis, IN
Nancy Goswami Bloomington, IN
Lynetta Graber Montgomery, IN
Cathy Gray Mooresville, IN
Gloria Greentree Jonesboro, IN
Glenda Grovenberry Indianapolis, IN
Julia Guard Lawrenceburg, IN
Brittany Gulley Avon, IN
Melissa Harding Upland, IN
Jennifer Hardwick North Vernon, IN
Monica Hardy Saint John, IN
Elana Harris Merrillville, IN
Michelle Hawes Jasper, IN
Julie Hennings Indianapolis, IN
Suzanne Hepler Carmel, IN
Daniel Heredia Munster, IN
Veronica Herndon Nashville, IN
Jessica Hinkle Lafayette, IN
Neil Holbrook Goshen, IN

Suzanne Holmes Granger, IN
Vanessa Hook Indianapolis, IN
Beverly Hoops Coatesville, IN
Evelyn Humpfer Schererville, IN
Amanda Hutchinson South Bend, IN
Penny Isle Indianapolis, IN
Ann Jenkins Rossville, IN
Virginia Jones New Albany, IN
Melina Jones Bedford, IN
Mara Joseph Mccordsville, IN
Leeha Kaiser Pittsboro, IN
Diane Kamp Saint John, IN
Hannah Keene Anderson, IN
Yolanda Kelbel South Bend, IN
Jayme Kelly Aurora, IN
Sarah Knisely-King Indianapolis, IN
Kathryn Knowlton Valparaiso, IN
Jayme Lantz Goshen, IN
Landon Lauber Plymouth, IN
Kara Leavenworth South Bend, IN
Joy Lepant-Worman Ashley, IN
Yvonne Lindeire Mishawaka, IN
Jennifer Longshore Indianapolis, IN
Anne Lutostanski Zionsville, IN
Eric Lyakhovetsky Bloomington, IN
Jill Maddox South Bend, IN
Dawn Mahaffey Valparaiso, IN
Brianne Mahone South Bend, IN
Margaret Marchand Olympia, WA
Randee Marinaro Valparaiso, IN
Holly Marshall Brownsburg, IN
Marcelina Martinez Griffith, IN
Rebecca McFarling Plainfield, IN
Helen McWhirter Mount Vernon, IN
Kellee Merkel Hartford City, IN
Cheryl Meyer Munster, IN
Denise Middaugh Fishers, IN
Bryn Miller Memphis, IN
Violetta Miller Crown Point, IN
Holly Mitchell Ossian, IN
Mary Mitscher Indianapolis, IN
Joanna Moore Somerset, IN
Rebecca Moore Greenfield, IN
Lindsey Morgan Kokomo, IN
Kathy Morgan Oaktown, IN
Erica Morris Indianapolis, IN
Jennifer Morrissey Brownsburg, IN
Juliana Mwose South Bend, IN
Tiffanie Nabinger Indianapolis, IN
Sarah Needham New Ross, IN
Crystal Neely Jeffersonville, IN
Krista Nestlehut West Lafayette, IN
Heather Nicholson Loogootee, IN
Shela Nicklin Fort Wayne, IN
Michele Oconnor Whitestown, IN
Priscah Odongo South Bend, IN
Brittany Owens Plymouth, IN
Donna Peck Merrillville, IN
Rose Marie Pennell Fort Wayne, IN
Marcy Penrod Fishers, IN
Kate Pointis Hagerstown, IN
Ashley Ponsler Fishers, IN
Kristin Predajna Fishers, IN
Caitlin Pribble Osceola, IN
Joanie Reneer Haubstadt, IN
Ashley Rice Fishers, IN
Sharnita Rice Gary, IN
Amy Richmond Richmond, IN
Laura Rigsby Carmel, IN
Patricia Roe Bloomington, IN
Krista Roehrs Woodburn, IN
Kate Roesner Columbus, IN
Tracee Rosch Terre Haute, IN
Katie Rowland Connersville, IN
Nikki Ruder Lowell, IN
Heather Ruhe Odon, IN
Lindsey Sample Union Mills, IN
April Sanders Richmond, IN
Jennifer Sanders Valparaiso, IN
Shaina Savage Greenwood, IN
Matthew Schafer Darlington, IN
Jan Schoonveld Indianapolis, IN
Crystal Shannon Gary, IN
Amy Sims-Hedges Brownsburg, IN

Stephany Sipe Wheatfield, IN
Madeline Snyder Indianapolis, IN
Erik Southard West Terre Haute, IN
Michele Spargur Indianapolis, IN
Durell Speed Noblesville, IN
Lisa Spencer Corydon, IN
Suzan Steele Evansville, IN
Amber Stephanoff Indianapolis, IN
Laura Stewart Evansville, IN
Carolyn Stilwell Evansville, IN
Loreena Storer Elkhart, IN
Julie Streeter Merrillville, IN
Lucille Sullivan Greendale, IN
Angela Sutton Noblesville, IN
Leigh Swartzendruber Greentown, IN
Denise Swegles Brownstown, IN
Pamela Tanner-Lauderbaugh Bloomington, IN
Joellyn Tar Crown Point, IN
Alda Taube Fort Wayne, IN
Mary Taylor Evansville, IN
James Taylor Jasper, IN
Laura Terrell Oxford, IN
Gladys Tharpe Indianapolis, IN
Tara Tierney Logansport, IN
Angela Townsell Indianapolis, IN
Beth Townsend Carmel, IN
Shelia Travis Zionsville, IN
Amanda Tucker Alexandria, IN
Tiffany Turner Richmond, IN
Daniel Ullmer Greenfield, IN
Debbie Vahary Fishers, IN
Cecily Valdez Elkhart, IN
Jamie Vargo-Warran Goodland, IN
Haley Virden Greenwood, IN
Elisabeth Volpert Floyds Knobs, IN
Deanna Warren Warsaw, IN
Riley Wayco Dyer, IN
Renee Weathington Lafayette, IN
Briana Weidler-Edholm South Bend, IN
Kevin Wellman Decatur, IN
Catherine Wichman Columbus, IN
Annette Wieg Munster, IN
Nicole Wilbanks Crown Point, IN
Arlene Word-White Howe, IN
Jessica Zehr French Lick, IN

NursingALD.com
can point you right to that perfect

NURSING JOB!
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DESCRIPTION: While legal entities such as 
power of attorney, conservators, guardians and 
the like are not generally in the repertoire of 
nurses, we do encounter these entities every 
day in practice. And we may have use for these 
entities in our own personal lives. The purpose 
of this independent study is to acquaint the 
nurse with a variety of legal entities. It is 
further hoped this module will instruct as to 
how these entities are used. We will discuss 
the implications for the nurse in responding 
to each of these legal entities. By no means is 
this module designed to replace legal counsel. 
The reader should also consult his or her own 
legal department at one’s place of employment 
or an independent attorney. These entities 
are being discussed in general terms, and the 
reader should be aware there might be some 
differences or nuances that pertain to state 
law. Many different life circumstances exist; 
therefore, there exists a variety of legal entities 
to suit each situation. We will begin with a 
discussion of the entities generally used for 
and by adults. In the second portion of the 
module we will focus on custody issues that 
affect children.

OUTCOME: The nurse will apply their 
knowledge regarding various legal issues and 
documents when dealing with patients and 
family members.

INDEPENDENT STUDY
2.0 contact hours will be awarded for 

successful completion of this independent 
study.

The Ohio Nurses Association is accredited 
as a provider of continuing nursing education 
by the American Nurses Credentialing Center’s 
Commission on Accreditation (OBN-001-91).

This independent study was developed by: 
Barbara G. Walton, MS, RN, NurseNotes, Inc. 
The author and planning committee members 
have declared no conflict of interest.

Disclaimer: Information in this study is 
intended for educational purposes only. It is 
not intended to provide legal and/or medical 
advice or to be a comprehensive compendium 
of evidence-based practice. For specific 
implementation information, please contact 
an appropriate professional, organization, legal 
source, or facility policy.

Expires 1/20/2021. Copyright © 2010, 
2012, 2014, 2017, 2019 Ohio Nurses 
Association

DIRECTIONS
1. Please read carefully the enclosed 

article “The Powers That Be: 
Understanding Powers of Attorney, 
Conservators, Guardianships and More.”

2. Complete the post-test, evaluation form 
and the registration form.

3. The fee of $20.00.
4. When you have completed all of the 

information, return the following to the 
Indiana State Nurses Association, 2915 
N. High School Road, Indianapolis, IN 
46224.

 
The post-test will be reviewed. If a score of 

70 percent or better is achieved, a certificate 
will be sent to you. If a score of 70 percent 
is not achieved, a letter of notification of the 
final score and a second post-test will be sent 
to you. We recommend that this independent 
study be reviewed prior to taking the second 
post-test. If a score of 70 percent is achieved 
on the second post-test, a certificate will be 
issued.

If you have any questions, please feel free 
to call Marla at marla@indiananurses.org. 

The Powers That Be: Understainding Powers of Attorney,
Conservators, Guardianships and More: A Primer

STUDY
Legal Entities Commonly Used for Adults While 

legal entities such as power of attorney, conservators, 
guardians and the like are not generally in the 
repertoire of nurses, we do encounter these entities 
every day in practice. And we may have use for these 
entities in our own personal lives. The purpose of this 
independent study is to acquaint the nurse with a 
variety of legal entities. It is further hoped this module 
will instruct as to how these entities are used. We will 
discuss the implications for the nurse in responding 
to each of these legal entities. By no means is this 
module designed to replace legal counsel. The reader 
should also consult his or her own legal department at 
one’s place of employment or an independent attorney. 
These entities are being discussed in general terms, 
and the reader should be aware there might be some 
differences or nuances that pertain to state law. Many 
different life circumstances exist; therefore, there 
exists a variety of legal entities to suit each situation. 
We will begin with a discussion of the entities generally 
used for and by adults. In the second portion of the 
module we will focus on custody issues that affect 
children. 

Financial Power of Attorney: Sometimes this is also 
referred to as being a General Power of Attorney. There 
are three different power of attorney entities. One is a 
financial power of attorney, another is a medical power 
of attorney and the third is a limited power of attorney. 
We will discuss the medical power of attorney in more 
detail in the next section. However, it is important 
to note: these are different legal entities, which grant 
very different powers to the advocate. A Limited Power 
of Attorney is sometimes called a “special” power 
of attorney. Limited Power of Attorney authorizes 
an advocate to act on the individual’s behalf only 
for specific purposes and for possibly a limited time 
period. For example, an individual may need a Limited 
Power of Attorney to sell a home and automobile. Or 
perhaps the individual is going to be out of the country 
for a period of time and will need a Limited Power 
of Attorney to handle financial issues while abroad. 
Once those tasks are completed, the Limited Power of 
Attorney is done. 

The advocate may also be referred to as the 
Attorney-in-fact. In other words, this is the individual 
or individuals that will be able to act on behalf of the 
person. It is common for individuals to name two or 
more Attorneys-in-fact. This is done in the event 
that if one Attorney-in-fact is not available; another 
Attorney-in-fact can step in and do what needs to 
be done. In some instances, one Attorney-in-fact is 
assigned to handle all financial and legal matters while 
another is assigned to handle household matters. It 
is important to review the financial power of attorney 
document to identify who is/are the Attorney(s)-in-fact 
and whether these individuals may function separately 
(or independently), jointly or jointly and separately 
(independently) and identify what roles they have 
been assigned. If the identified Attorneys-in-fact may 
function separately (independently), you may deal 
with just that one person. However, if the document 
stipulates the Attorneys-in-fact are to function jointly, 
you must deal with all Attorneys-in-fact. If the 
document stipulates the Attorneys-in-fact may function 
jointly and/or separately (independently), then you can 
deal with either/or individual. 

A key element of power of attorney is that the 
person granting the powers to the Attorney-in-fact is 
mentally competent, or has an understanding of the 
powers being granted. A person who is not mentally 
competent may not use a Power of Attorney and we 
will discuss other options for those individuals later 
in this module. A person who has a brain injury, but 
still has an understanding of what powers he or she 
is granting to the Attorney-in-fact, may still utilize a 
financial Power of Attorney document. 

Sometimes a power of attorney is referred to as 
being a durable power of attorney. Durable power of 
attorney may apply to a financial and/or medical power 
of attorney. A durable power of attorney allows the 
Attorney-in-fact to act as soon as the individual signs 
the document, not necessarily when the individual 
becomes incapacitated. In this way, the Attorney-in-
fact could act independently behind the individual’s 
back. In some instances, it may be advantageous 

to have an Attorney-in-fact be able to function 
independently. If for example someone makes poor 
decisions regarding finances, the Attorney-in-fact may 
be able to intercede on the individual’s behalf. If the 
durable power of attorney contains language stating 
the Attorney-in-fact is to act if/when the individual 
becomes incapacitated, the individual may function on 
their own behalf until such time without the Attorney-
in-fact acting independently. This is often called 
a Springing Power of Attorney. In other words, the 
powers spring into action when the individual becomes 
incapacitated. So, if the individual is in a coma, the 
Attorney-in-fact may assume the designated powers 
as long as it is a durable power of attorney granting 
powers due to incapacitation. 

If the power of attorney is not designated as 
durable, the Attorney-in-fact can only exercise a power 
the individual is also capable of exercising. Thus 
if the individual is in a coma and is not able to act, 
the Attorney-in-fact (again in a non-durable power of 
attorney) also cannot act on the individual’s behalf. 
For this reason, a non-durable Power of Attorney 
is not used very often. It’s when the individual is 
incapacitated he or she needs to rely on the Attorney-
in-fact. 

Power of Attorney documents are effective until 
revoked or changed in the future. All Powers of 
Attorney end upon the death of the individual. Upon 
the death of the individual, powers are transferred to 
the person’s executor of a trust or will. The executor 
of a trust or will might not necessarily be the same 
person who was the Power of Attorney. In some cases, 
the individual may choose to make his or her Attorney-
in-fact the same person as his or her executor. 

The Financial Power of Attorney grants the Attorney-
in-fact power to handle financial matters for the 
individual. Common financial matters include the 
following:

• Managing assets: This means managing the 
individual’s money, collecting rent, managing 
real estate, managing business affairs for 
the individual, acting as a proxy or managing 
stocks, bonds or other investments, for the 
individual. The Attorney-in-fact may file suit, if 
necessary to recover money or goods on behalf 
of the individual. The Attorney-in-fact may also 
defend all actions taken against the individual.

• Real property powers: This deals with managing 
any tangible assets the individual may have, 
such as real estate. The Attorney-in-fact may 
purchase, sell, rent property, renew leases, 
and may enter the property all on behalf of the 
individual.

• Contract powers: The Attorney -in-fact has the 
power to enter into and execute contracts such 
as loans, mortgages, and/or leases on behalf 
of the individual. There may be other items 
besides those mentioned here.

• Banking powers: The Attorney-in-fact may 
undertake all banking matters such as opening, 
managing and closing accounts. The Attorney-
in-fact may write checks to pay bills as 
necessary.

• Tax Returns: The Attorney-in-fact is responsible 
to prepare and file tax reports on behalf of the 
individual. The Attorney-in-fact may contract 
with a commercial tax preparation firm for this 
purpose.

• Insurance, Annuities, Pension and Benefit 
Plans: The Attorney-in-fact can redeem, 
cancel, and manage insurance policies, annuity 
contracts, retirement and pension plans and 
programs, such as IRA’s, 401K, SEP plans, and 
employee and/or retiree benefit programs.

• Government Benefits: The Attorney-in-fact may 
apply for and execute any government benefits 
such as Social Security, Veteran Affairs, and/or 
Railroad Retirement.

• Extraordinary Powers: These are additional 
powers granted to the Attorney-in-fact and 
include such items as making gifts, forgive 
debts, create, amend, revoke trusts, and/
or transfer assets to trust. Arrangements for 
children and/or pets are generally outlined in 
this section. 
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Restrictions on the Attorney-in-fact’s powers: The 
individual may list items he or she does not want the 
Attorney-in-fact to perform. Some common restrictions 
might include the Attorney-in-fact may not execute 
(sign) a will, a codicil (an amendment to a pre-existing 
will), substitute any will, or change a beneficiary on any 
life insurance policies that the individual holds. 

Liability and Accountability of Attorney-in-fact: When 
one asks someone to become an Attorney-in-fact, 
one is asking a lot of that person. It is a tremendous 
amount of work, depending on the complexity of the 
individual’s financial affairs. Because the Attorney-
in-fact may not necessarily be a family member 
and because the Attorney-in-fact is handling all the 
finances, it is imperative the Attorney-in-fact keep 
accurate records and an accounting of finances. In 
some instances, the Attorney-in-fact may be required 
to provide a quarterly accounting of all finances to 
the individual, while in other instances the accounting 
may occur only upon the request of the individual. 
The Attorney-in-fact is expected not to undertake 
any criminal actions during the course of managing 
the individual’s affairs. The Attorney-in-fact is also 
not generally held liable for any decision regarding 
investments, provided these decisions were made in 
good faith. 

A Medical or Healthcare Power of Attorney allows 
the individual to appoint an Attorney-in-fact to make 
health care decisions for the person in the event he 
or she is no longer able to do so. In other words, 
when the person no longer has the capability to give, 
withdraw or withhold informed consent regarding his 
or her own healthcare, the Healthcare Attorney-in-
fact may assume that role. The Medical or Healthcare 
Power of Attorney is not a living will or advanced 
directive document, but may contain some of the 
same information regarding the individual’s wishes for 
treatment. We will discuss those documents in the 
next section of this module. Sometimes the Healthcare 
Power of Attorney is referred as being a “healthcare 
proxy” or a Durable Power of Attorney for Healthcare. 
Just as we discussed with the Financial Power of 
Attorney, there may be more than one Attorney-in-
fact named in the Healthcare Power of Attorney. The 
Medical Attorney-in-fact may also be referred to as 
the healthcare surrogate or patient advocate. Attorneys 
are kind of similar to pharmaceutical companies; 
they have many names for the same entity, which 
can create confusion! Again it is imperative for the 
nurse to identify the Attorney(s)-in-fact and whether 
these individuals are to function jointly and/or 
separately. While living wills and advanced directives 
generally apply to someone who is terminally ill, the 
Medical Power of Attorney may be used whenever 
the individual is not able to make medical decisions. 
For example, a younger healthy individual becomes 
involved in a serious auto accident and has a very poor 
prognosis for survival; a Medical Attorney-in-fact can 
step in and take action. 

Let’s say the individual stated in his Medical Power 
of Attorney that he does not want to be sustained 
on a ventilator or receive tube feedings. This gives 
guidance to the Medical Attorney-in-fact. Perhaps the 
individual is temporarily incapacitated with an illness, 
but is expected to recover, the Medical Attorney-in-fact 
can step in and make decisions until the individual 
recovers and is able to resume making his or her own 
decisions. Some individuals have strong feelings about 
medical treatment and wishes for their healthcare. 
It is often suggested the individual, not only have 
those discussions with his or her family, but with the 
Medical Attorney-in-fact, and list those wishes in the 
Medical Power of Attorney document. For example, if 
the individual is close to dying, he or she may want 
to utilize a hospice service. If the individual objects 
to a certain form of medical care due to religious or 
philosophical beliefs, adding that to the Medical 
Power of Attorney document serves to clarify and 
assist the Medical Attorney-in-fact. In some states, 
should the individual enter into a persistent vegetative 
state, the Medical Power of Attorney applies. A 
persistent vegetative state is defined as “eyes open 
unawareness”, which means the person is not able to 
communicate or understand what is going on around 
him or her. 

Typical powers in a Medical Power of Attorney for the 
Medical Attorney-in-fact include:

• A HIPAA release and Access to Medical and 
Personal Records: The Health Insurance 
Portability and Accountability Act of 1996, 

Public Law 104-191 restricts the disclosure 
of healthcare information. It is essential 
the Medical Power of Attorney contain a 
HIPAA release where the individual waives 
his or her right to privacy. This release allows 
healthcare professionals to speak with and 
share information with the Medical Attorney-in-
fact. Without the HIPAA release, the Medical 
Attorney-in-fact would not have access to 
the individual’s healthcare information and 
essentially would not be able to function as the 
healthcare proxy for the individual.

• The Power to Establish Residency: This allows 
the Medical Attorney-in-fact to move the 
individual from his or her home, identify the 
proper placement for the individual such as a 
nursing home or assisted living facility, and 
allows the Medical Attorney-in-fact to enter into 
contracts for such placement.

• Care Contracts: The Medical Attorney-in-fact 
has the power to enter into contracts in order 
to provide care for the individual. A Medical 
Attorney-in-fact may hire and compensate a 
home health aide for instance. 

Living Wills & Advance Directives: These terms 
are often used interchangeably and are the same. A 
living will or advance directive outlines the individual’s 
wishes for healthcare when the individual is no longer 
able to speak for him or herself. Note: Living wills and 
Medical Power of Attorney documents are not the 
same legal document. They are two separate items, 
but are often combined together into one document. 
If the living will and Medical Power of Attorney are 
separate documents, it is possible there may be 
inconsistencies between the two documents. For this 
reason, most states have combined these documents 
into one. Having all healthcare powers granted to the 
Medical Power of Attorney and healthcare wishes 
outlined in one document proves to be much less 
confusing and more easily managed. In the past living 
wills and/or advanced directives were used with more 
elderly and/or terminal individuals. However, today 
these documents are becoming more widely used in 
any estate planning. 

The individual is usually in a terminal condition at 
this point. The living will expresses the individual’s 
desires regarding sustaining life and prolonging the 
process of dying. It is important to make the language 
in an advanced directive as clear as possible so 
as to avoid any confusion. For example, perhaps 
the individual has stated “no ventilator under any 
circumstances”. However, what if the individual 
requires a ventilator for only a short period of time in 
order to complete another type of treatment? Would 
that be all right? It is essential the individual have 
conversations with his or her family members, friends, 
and Medical Attorney-in-fact to clarify some of these 
situations. It is also essential to have conversations 
with one’s healthcare providers so they too have a 
clear understanding of one’s desires. The individual’s 
primary care provider may then assist and support the 
Medical Attorney-in-fact and provide education for the 
family when the time comes. It is also important to 
have conversations with one’s healthcare provider so 
he or she understands one’s desires and wishes. 

In the event the healthcare provider will not honor 
one’s wishes, it may be necessary to seek other 
healthcare providers. In some instances when the 
healthcare provider refuses to honor an advance 
directive, a lawsuit may be the only alternative to 
enforcing one’s directives. Besides discussing this 
document, be sure to give copies of one’s advance 
directives to family members, close friends, the 
Medical Attorney(s)-in-fact and all healthcare 
providers. Be sure to keep a list of persons who 
received copies of this document. Some people 
choose to list the persons who received a copy of the 
document directly on the back of the document. It 
makes it very convenient should one need to contact 
these individuals in the future. In the event it is 
modified in the future, new copies can be given to the 
same individuals. It should be noted that advanced 
directives or living wills have no effect on health or life 
insurance. A copy of this document should be taken 
to the hospital any time the individual is admitted. An 
advanced directive that allows for the non-initiation 
of or for the withdrawal of life support when the 
individual is incapacitated is not viewed as suicide; 
thus life insurance is not affected. 

Consider this scenario. Patty became terminally 
ill with cancer and kidney failure and had developed 
a urinary tract infection. There was no treatment 
that would save her life or change the outcome of 
the cancer and kidney failure. It was not possible to 
treat the cancer with chemotherapy due to the kidney 
failure, thus death was imminent. Patty named her 
sister as her Medical Attorney-in-fact. In her advanced 
directives and Medical Power of Attorney combined 
document, Patty had outlined, if she was ever in 
a terminal state, she did not want to be placed on a 
ventilator, nor did she desire any tube feedings or 
resuscitative measures. She desired comfort measures 
only. She had had many conversations with her sister 
about her desires and thought her sister would act 
as her advocate when the time came. A physician 
approached the sister and explained that if he could 
just put Patty on a ventilator and initiate hemodialysis, 
he would treat her urinary tract infection with some 
antibiotics. 

The sister allowed Patty to be placed on a ventilator 
and undergo hemodialysis during the next few days 
of antibiotic therapy. While the antibiotic cleared the 
urinary tract infection, it did nothing to alter the course 
of the cancer or kidney failure. After completing the 
antibiotic, she still had cancer and kidney failure, plus 
suffered the pain and discomfort of being artificially 
ventilated, not to mention the hemodialysis. When all 
was done, Patty still died. 

If the sister had asked one question: “How will this 
antibiotic treatment change the outcome for Patty?” 
perhaps the sister would have made a different 
decision and adhered to Patty’s desires. This scenario 
illustrates how careful one must be in choosing one’s 
Medical Attorney-in-fact and outlining one’s desires. 
Everyone should have conversations and ask “what 
if” type questions with their Medical Attorney-in-fact 
and family members. The clearer the instructions and 
desires can be made, the more apt they are to be 
achieved. 

State Living Will Forms: All fifty states and the 
District of Columbia have living will forms that are 
often available free of charge at libraries, state 
government offices or on line. The forms offered 
by a particular state will contain the language that 
the state recommends or requires. Anyone utilizing 
such forms should read them carefully and be sure 
they contain the desires of the individual. Some 
forms have spaces where additional information 
and desires can be added. Some states require the 
form be used as is and nothing is to be modified 
on the form. In those instances, modifying the 
form may invalidate it. As long as the state allows 
for modifications, any modifications made by the 
individual should be honored by the Medical Attorney-
in-fact and healthcare providers. Some states require 
a copy of medical records be attached to the living will 
document. 

While medical conditions change and medical 
records can become quite voluminous, it is helpful 
to have copies of any discharge summaries and/or 
physician progress notes or physician letters. It is also 
a good idea to attach a list of all treating healthcare 
professionals to the living will form should the state 
require additional medical record documents. 

Dotting the I’s and Crossing the T’s: Witnesses and 
Notarizing: Just like any other power of attorney, to 
become a valid document, these documents must 
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be signed, dated, and witnessed. Witnesses are only 
witnessing the signature of the individual. Witnesses 
should not be related by blood or marriage or stand 
to benefit in any way from the individual’s death. Nor 
should any witnesses be responsible for any healthcare 
expenses for the individual. In some states, it is 
necessary to not only have a living will witnessed – the 
document must also be notarized. Many attorneys or 
their staff are notaries as well as many bank managers 
are notaries. If the individual has an account at a 
particular bank, the bank staff will notarize documents 
free of charge or for a minimal fee. Some states also 
require that these documents contain a statement that 
the individual is of “sound mind” and is freely making 
these decisions. 

For nurses, it is a good idea to know what is 
contained in the appropriate state forms. Should a 
form be presented one will then be familiar with it. In 
practice, situations arise when a patient inquires about 
such documents. The nurse can share this information 
with the patient as well as refer the patient to the 
facility’s legal or risk management department. 

Considerations for Naming, Accepting and 
Terminating Advocates, or When There are No 
Advocates: What if there is no Medical Power of 
Attorney, living will or advanced directives? In the 
absence of these documents, the decision making 
usually falls to the family members such as the 
spouse and/or adult children. Life support may still be 
withheld or discontinued if the family agrees it is best 
for the patient, even in the absence of a living will. 

In choosing an Attorney-in-fact or healthcare 
surrogate, it is imperative that the individual chooses 
a person(s) who is familiar with the individual’s beliefs 
and wishes. This person very often is a family member, 
but a family member may be too close to a situation 
and may not be the best choice. It is important to 
have discussions with the possible Attorney-in-fact to 
be assured this person will advocate as one desires. 

Once named as an Attorney-in-fact that person 
has the responsibility to interpret the wishes of 
the individual in the document. In some states 
the Attorney-in-fact signs a document called an 
acceptance of patient advocate or power of attorney. 
Generally, these acceptance documents briefly outline 
the powers and limitations of the Attorney-in-fact 
and indicate that the Attorney-in-fact accepts these 
responsibilities. When the time comes to exercise 
his or her powers, the Attorney-in-fact may also be 
requested to sign an affidavit. The affidavit states that 
at the time of the exercise of power, the Attorney-in-
fact has no knowledge of any revocation or termination 
of his or her powers. The affidavit serves to validate 
the Attorney-in-fact’s authority to act on behalf of the 
individual. For example, when the Attorney-in-fact 
begins to exercise powers regarding bank accounts, 
the bank may request the Attorney-in-fact sign an 
affidavit. 

The individual who is not incapacitated may choose 
to revoke or change a Power of Attorney or living will. 
This is generally done in writing, or may be achieved 
by the intentional destruction of the original document. 
It is generally advisable to send written notice of any 
revocations or changes to all individuals or entities 
such as banks that have received copies of the 
original documents. Unless otherwise changed or the 
document expires, as previously mentioned, Power of 
Attorney responsibilities terminate upon the death of 
the individual. Many states terminate the Attorney-
in-fact’s powers when the Attorney-in-fact has actual 
knowledge of the individual’s death. Bear in mind some 
Attorney-in-fact’s may live in another city or state; thus 
there may be a lag in time between the individual’s 
death and the notification to the Attorney-in-fact. So 
say the Attorney-in-fact paid a bill after the individual’s 

death, but prior to his or her notification of the death, 
the payment would still be honored on behalf of the 
individual. 

Now that we have discussed Financial and Medical 
Power of Attorney and advance directives, consider 
this true event. As you read this, see if you can spot 
the problems. 

Jean is an elderly lady with a history of lung 
cancer, cervical cancer, multi-infarct dementia and 
depression. Prior to her developing dementia, she had 
her attorney draw up and assist her in executing a will, 
financial power of attorney, medical power of attorney 
and advance directives. Jean named Barb, who also 
happens to be a nurse, as her Financial Attorney-in-
fact. She named Phyllis, her sister, as her Medical 
Attorney-in-fact, healthcare proxy and the executor 
of her will. As Jean aged and her dementia became 
evident, it was necessary to move her into an assisted 
living facility. As Financial Attorney-in-fact, Barb 
signed the contract for the assisted living facility and 
handled all the bills. She further sold Jean’s home, car 
and household goods. Over the next few years, there 
were a number of times Jean had to be hospitalized. 
When Barb would go to the hospital to see Jean, the 
healthcare staff would routinely ask if Barb was the 
“power of attorney.”

Barb would routinely respond, yes she was. The 
nursing staff and physicians would then proceed to 
answer any and all of Barb’s questions about Jean’s 
health status and plans for treatment. Interestingly 
because Barb was similar in physical stature to 
Jean and was 30 years younger than Jean, often the 
healthcare staff assumed she was Jean’s daughter. 
They would freely give Barb information regarding 
Jean’s healthcare without asking who she was and how 
she was related to Jean. It wasn’t until a physician 
made a comment to Barb about being Jean’s daughter 
that Barb realized this assumption had been made. 
This assumption was made in spite of a social history 
revealing Jean to be childless and widowed. 

Now after reading this brief scenario, list all the 
things that “went wrong” here.

1. The healthcare staff only inquired about “power 
of attorney.” They did not differentiate financial 
versus medical. Remember that Phyllis is the 
Medical Attorney-in-fact not Barb.

2. The healthcare staff never asked to see a copy 
of the document to verify the type of Power of 
Attorney or the assigned powers of the Attorney-
in-fact.

3. The healthcare staff never verified whether 
the Attorney-in-fact was to act jointly and/or 
separately with any other Attorney-in-fact.

4. Because of similar physical stature and 
age difference between Jean and Barb, the 
healthcare staff assumed Barb was Jean’s 
daughter. This of course was an incorrect 
assumption and contrary to Jean’s social 
history.

5. The summation of this scenario is that 
information regarding Jean’s healthcare was 
shared with an individual who really did 
not have access to or power to act on that 
information.

Ultimately the situation worked out well, as Jean’s 
sister Phyllis was happy to have Barb have medical 
information as Phyllis had no healthcare background. 
Phyllis routinely stated to Barb that Barb knew what 
questions to ask and how to relate that information 
to Phyllis in a manner she understood. However, just 
because this situation worked out well, it just as easily 
could have become a nightmare. Not all families 
and friends work as effectively together as Barb and 
Phyllis did on behalf of Jean. Many times there are 
differences of opinions or power struggles between 
family members and/or friends. 

In another situation, had information been given 
to the wrong person, the real Attorney-in-fact could 
have been undermined or not included in making a 
decision that only that Attorney-in-fact had the power 
to make. For the nurse, the moral of the story is to 
ask the correct question: “Do you have Medical Power 
of Attorney”? And ask to see a copy of the document. 
Be careful of making assumptions as to the relations 
between visitors and patients. Know who is visiting 
one’s patients and how those visitors are related to 
the patient, especially before giving any healthcare 
information. 

Conservatorship: In certain circumstances a 
financial power of attorney may not be accepted by 

a financial institution or may not be appropriate for 
an individual. Remember with a financial power of 
attorney, the individual granting powers must have 
the capacity to understand that he or she is indeed 
granting powers to another individual. Let’s say an 
individual has sustained a traumatic brain injury that 
has severely impaired his cognitive abilities. This 
individual doesn’t even know what a bill is let alone 
how to manage payment. Because this individual is so 
severely compromised, a financial power of attorney is 
not appropriate. This individual would not understand 
he is delegating financial powers to another person 
let alone have the ability to execute the document. In 
this instance a conservator would be appointed. In the 
absence of having someone to trust to make financial 
decisions is another instance when a conservator 
may be appointed for an individual. Conservators are 
appointed by the probate court system. 

There is a hearing that establishes the individual 
is not able to manage his or her own financial affairs 
followed by the appointment of the conservator. If the 
individual has a family member or friend, the probate 
court may appoint that person as the conservator. In 
the absence of any family or friend, the probate court 
may choose to appoint a person who doesn’t even 
know the individual. This person is often referred to 
as being a public conservator. A conservatorship takes 
control completely out of the hands of the individual 
and places control in the hands of the probate court. 

Conservators are minimally required to file annual 
accounts with the probate court, thus providing 
oversight and supervision of the conservator by the 
probate court. Conservators may be required to report 
and/or file the following with the probate court:

• An inventory of all of the individual’s personal 
property

• An accounting of all financial transactions
• An accounting of all bank statements and 

investments
• A statement as to the physical and mental 

status of the individual
• Offers proof the individual is being cared 

for appropriately. This includes proof of the 
individual’s residential arrangements, sufficient 
healthcare and treatment is being provided and 
appropriate educational and training programs 
have been made available to the individual.

• Petitions the probate court for approval for 
certain financial transactions, i.e., purchasing a 
home.

• Gives proof the individual’s funds have been 
invested so they can be used for the support of 
the individual

While a financial power of attorney is a more private 
arrangement and is substantially less expensive, 
a conservatorship is subject to the scrutiny of the 
probate court, which may be of benefit, but also 
more expensive. A conservatorship involves filing 
fees with the probate court, hearing fees, attorney 
fees, and fiduciary fees. Fiduciary means one who 
has undertaken a duty to act for the benefit of 
another person under a given set of circumstances. 
In other words, fiduciary fees mean the conservator 
may be compensated for filling this role and is 
reimbursed for any expenses the conservator incurs. 
Public conservators are paid for their time as well as 
expenses. 

Revoking or terminating a conservatorship also is 
not as simple as revoking a financial power of attorney. 
With a conservatorship, the individual must prove to 
the probate court that he or she is able to manage 
his or her financial affairs again. If the individual is 
able to manage his or her financial affairs again, the 
conservatorship will be closed by the probate court. 
In some instances, an individual may be able to make 
some financial decisions, but may not be able to make 
other decisions. 

For example, the individual may be able to go to a 
store and make minor purchases such as toiletries or 
groceries, but would not be capable of understanding 
the purchase of a home or an investment vehicle 
such as an annuity or stock certificate. In this type of 
instance, the probate court may appoint a conservator 
with limited powers to handle only those items the 
individual is incapable of handling. The easiest way to 
think of a conservatorship is to think of it as a court 
appointed financial power of attorney for someone who 
is incapacitated. 

Guardianship: In certain circumstances a medical 
power of attorney may not be appropriate for an 
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individual. Remember with a medical power of 
attorney, the individual granting powers must have 
the capacity to understand that he or she is indeed 
granting healthcare proxy powers to another individual. 
Let’s say an individual has severe psychiatric health 
problems to the extent he is not able to care for 
himself or understand any informed consent. Or 
the person is catatonic or in a coma and is clearly 
incapacitated. Who will make healthcare decisions for 
this person? 

When a medical power of attorney is not 
appropriate, a guardianship is necessary. 
Establishing a guardianship is similar to establishing 
a conservatorship. The individual’s incapacity is 
established at a hearing in probate court then a 
guardian is appointed by the probate court. Again, 
if there is a suitable family member or friend, that 
person is the first choice of the probate court for a 
guardian. 

In the absence of a family member or trusted 
friend, the probate court will appoint a public 
guardian. Just as we saw with a conservatorship, the 
guardianship is not as private as a medical power of 
attorney and it is more expensive. Again there are filing 
fees, attorney fees, hearing fees and fiduciary fees to 
be paid to the guardian. Minimally guardians must file 
an annual statement with the probate court regarding 
the physical and/or mental status of the individual. 

Just as we discussed with a conservatorship, if 
the individual is capable of making some healthcare 
decisions, the probate court will establish a limited 
guardianship. That way the individual can maintain as 
much independence as possible, but has assistance 
when and where needed. A guardianship is revoked 
when the individual can show he or she is capable of 
understanding informed consent and is able to resume 
making his or her own healthcare decisions again. To 
close the guardianship a court hearing is held, just as 
we discussed with a conservatorship. The easiest way 
to think of a guardianship is to think of it as a court 
appointed medical power of attorney for someone who 
is incapacitated. 

Incapacity: We’ve used this term a number of 
times in this module, but what does it means in the 
eyes of a court? Just because we think someone has 
made irresponsible or foolish decisions doesn’t mean 
he or she should be declared incompetent. Incapacity 
is defined as the lack of ability or power to act. The 
person is incapable of physical and/or intellectual 
power. In opposition to incapacity is capacity. Capacity 
is defined as being of legal age and having the ability 
to understand the nature and effects of one’s actions. 
When a person of legal age does not have the ability 
to understand the nature and effects of his or her 
actions, he or she is deemed as being incapacitated. 

Do Not Resuscitate Orders: Many of us have 
encountered situations where the medical condition is 
terminal. Cancers, end stage kidney disease, end stage 
heart failure, end stage pulmonary disease are just of 
few of the terminal conditions nurses see in practice. 
In these situations, lifesaving interventions are not 
warranted and may only result in unwanted treatment 
neither the patient nor family desires. In this case, 
do not resuscitate orders may be written. The do not 
resuscitate (DNR) order tells healthcare professionals 
not to perform life saving measures as outlined in the 
order. 

There are often different levels of DNR orders and 
the nurse must be aware of this. Some DNR orders 
delineate no mechanical ventilation, or no chest 
compressions are to be instituted, while other DNR 
orders indicate nothing is to be done. Bear in mind 
laws vary from state to state in regard to DNR orders. 
For more information, specific to one’s state, refer to 
your employer’s policies regarding DNR orders. The 
reader may also want to seek information from his 
or her employer’s risk management department or 
administration. 

On line searches of one’s state government websites 
are also generally very helpful in procuring information 
regarding the state’s DNR protocols and laws. 

The following is some general information regarding 
do not resuscitate orders.

• Patients may request a DNR As long as the 
individual is of legal age and competent, 
an individual may request a DNR order for 
themselves. The DNR order or request may be 
made orally to a physician or can be made in 
writing in the form of a living will or advance 
directive prior to becoming ill.

• Medical Attorney-in-facts may request a DNR 
If the patient is too sick to request the DNR 
for himself, the healthcare proxy (who may be 
a family member) may do so on behalf of the 
patient. Even if the advance directive does not 
address a DNR order, the medical attorney-in-
fact may make this request of the physician.

• Families may request a DNR If no advance 
decisions have been made and there is no 
medical power of attorney, the family may 
make the request for the DNR order. Generally, 
a family request for a DNR order is honored 
if the patient is terminally ill or permanently 
unconscious or if a physician has determined 
that resuscitation would be futile. If the 
physician does not agree to the DNR order, but 
it is still the family’s wish, the physician should 
transfer the patient to the care of a physician 
who does agree to write a DNR order.

• Physicians may request a DNR If a physician 
deems resuscitation would be futile, the 
physician may request a DNR order. However, 
the physician is required to discuss this with the 
patient and/or family as long as there is time 
to do so. In the absence of family, healthcare 
proxy, advance directives, and the patient is 
unable to consent to the DNR order, a general 
policy is that two physicians must concur on the 
decision to not resuscitate the patient. Some 
states require two physicians to concur on a 
DNR order in this type of situation.

• Revoking or changing DNR orders can occur. 
DNR orders should be reviewed periodically, 
such as on patient rounds or patient care 
planning meetings. Are the orders still valid? Is 
this still what the patient desires and consistent 
with advance directives? Has the patient 
requested the order be discontinued? Has the 
family or healthcare proxy requested the order 
be discontinued? Have there been any changes 
in the patient’s healthcare status that would 
cause the DNR order to be discontinued?

• What about other medical treatment and 
DNR orders? DNR orders generally only 
preclude resuscitation. DNR orders do not 
generally prohibit other aspects of care such 
as having blood cultures drawn, receiving 
blood transfusions, transferring a patient to 
an intensive care unit, or managing pain. 
However, if there are advance directives that 
indicate that the patient does not want certain 
forms of medical treatment, i.e. he or she 
desires comfort measures only, then additional 
medical treatment may be withdrawn. 
Thorough communication with the patient, 
family and healthcare attorney-in-fact can 
assist healthcare professionals in determining 
what forms of medical treatment should be 
continued.

• Not sure about DNR order status? In the event 
one is questioning the validity or is in doubt 
about the status of a DNR order; healthcare 
personnel should attempt resuscitation. When 
in doubt, do CPR!

Special Considerations for Children In this next 
section we will address some legal entities as they 
apply to children. Again, this is not meant to replace 
the advice of an attorney, but will serve to give general 
information. Also bear in mind laws vary from state to 
state. Most states have online websites that can be 
searched for specific state protocols and laws. Think 
about what resources are available at one’s place of 
employment as well and make use of those resources 
such as the risk management or legal department. 

Types of Custody: There are a number of types of 
child custody that we will discuss. However, first we 
need to address custody in general. Child custody 
not only involves physical custody of a child, but also 
includes parental rights, privileges, and duties involved 
in child rearing. Custody is most often thought of in 
connection with a divorce. However, custody may also 
be determined in cases of paternity, guardianships, 
juvenile delinquency problems and termination of 
parental rights. The “best interests of the child” is 
the golden rule applied to custody determinations. In 
other words, what custodial agreement will best meet 
the physical, psychological and emotional needs of the 
child? 

Prior to 1970, there was a presumption for 
maternal custody, as it was believed mothers provided 

the necessary nurturing a child required. In some 
instances, though, the mother may not be the best 
option to meet the child’s needs and may actually be 
the source of problems for the child. Today custody 
is arranged with the “best interests of the child” 
in mind. Thus the father, an aunt or uncle or even a 
grandparent may be the best person to serve the 
interests of the child. 

Custody may be determined through a number 
of methods. The court may accept the custody plan 
developed in the parents’ separation of divorce 
agreement. Some states require custody be mediated. 
In a mediation process, both parents work with a 
professional mediator or referee to reach a common 
goal of serving the child’s best interests. Some states 
have specialized courts solely for handling custody 
disputes, while other states may require parents to 
participate in parent education courses. In some 
divorce situations, an attorney may be appointed as a 
guardian ad litem who serves as an advocate for the 
child. In some instances, the guardian ad litem serves 
as a neutral fact finder who investigates the family 
situation and provides the judge with information. 
Upon that information the judge may make a custody 
ruling. 

Types of custody include:
• Joint Custody has become the preferred custody 

arrangement in most states. The definition of 
joint custody is that both parents share in the 
legal responsibilities, physical care and custody 
of the child. Because each family is unique, 
joint custody agreements can vary greatly. 
Joint custody may be granted between a parent 
and grandparent, in the absence of the other 
parent. Paternal and maternal grandparents 
may share joint custody of a child. The ability 
for parties to cooperate with one another as 
well as physical limitations, expenses and the 
child’s preferences are taken into consideration 
in formulating a joint custody agreement.

• Sole or Full Custody is actually the traditional 
form of custody. One parent is designated as 
the custodial parent. This parent possesses 
the legal responsibilities, physical care and 
control of the child. The non-custodial parent, 
unless not beneficial for the child, has visitation 
rights. Prior to the 1980’s, mothers were 
traditionally awarded sole custody of children. 
The custodial parent is the ultimate authority 
regarding decisions regarding the child’s care. 
The custodial parent may solely decide things 
such as religious upbringing and changes in 
the child’s surname.

Independent Study continued on page 18
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Independent Study continued from page 17

• Nonparental or Third Party Custody is when 
a competent adult, not a parent to a 
child is awarded custody. Aunts, uncles, 
grandparents, partners in a same sex 
relationship would all be considered third 
parties and may seek custody of a child. 
While efforts are made to keep children with 
their parents, some circumstances make it 
necessary to place a child with a third party.
Instances that include both parents being 
deceased, one parent is deceased and the 
surviving parent is deemed unfit, or the child 
has been living for an extended period of time 
with a third party may result in a nonparental 
custody arrangement. Many states follow the 
parental preference rule, believing in the 
fundamental right of a parent to have control 
of and care for his or her own child. Other 
states take a slightly different approach to the 
parental preference rule, stating that, unless 
unfit; custody is required to be awarded to 
a parent. A third party may challenge the 
parental preference rule; however, it is the 
burden of the third party to show that the 
child’s best interests are not being met by the 
parent(s) granted custody.

• Split Custody is the least common type 
of custody arrangement. Typically, it may 
be used when there are a large number 
of children involved. The children may be 
split between the parents. Split custody is 
only used in exceptional situations, as it is 
believed children benefit from an upbringing 
with their siblings. Separating children may 
only create more traumas in addition to the 
trauma a divorce creates. Factors that may 
contribute to a split custody arrangement 
would include: the children’s and parent’s 
preferences, age disparities between children, 
children with special needs and who can 
best serve those needs; disciplinary issues 
and who best handles those problems, 
relationships of half blood siblings or step 
siblings, and how well a child will integrate 
into a particular household.

Just as we saw in our discussion of powers of 
attorney, in caring for the pediatric population, 
it is important to have a clear, accurate social 
history of the child. Are the parents married? Are 
they divorced? If divorced, what is the custody 
arrangement? Are there issues with visitation? If 
in doubt, ask the parents to bring a copy of the 
custody agreement to clarify who can visit the 
child and who is to make healthcare decisions on 
the child’s behalf. If one is still unsure, seek the 
advice of one’s risk management or legal affairs 
departments. 

Medication Disputes and Child Custody may 
come about due to a difference in opinions 
between parents. This may occur more frequently 
when parents are in disagreement about aspects 
of the divorce, custody or visitation issues. 
Or disagreements may occur just because the 
relationship ended in such a bitter manner. For 
example, one parent may feel attention deficit 
hyperactivity disorder (ADHD) is not a real diagnosis 
and requires no treatment and thus refuses to 
administer the prescribed medication to the child. 
On the other hand, the other parent feels medical 
treatment of this condition is warranted. How does 
one settle such an issue? 

Generally, whatever the current court order is 
takes precedence. If the parents have entered into 
a Marital Settlement Agreement or Joint Parenting 
Agreement, issues as to who may make medical 
and medication decisions for the child are usually 
spelled out. In some cases, one or both parents 
have the right to make medical and medication 
decisions for the child. However, if there is no such 
document, or if parents continue to argue over 
medical treatment, a court order may be necessary 
to settle the dispute. The court may make one 
parent responsible for medical decisions or the 
court may order a treatment be rendered to the 
child. A change in the custody arrangement may 
be necessary and appropriate if one parent has 

been found to have abused or neglected a child, 
or is being investigated by a state agency for such 
allegations. 

Emergency Temporary Child Custody may be 
necessary if a child is in imminent danger of harm. 
Generally, the parent seeking temporary custody 
will file a Petition for Temporary Restraining Order 
is filed without advance notice to the other parent. 
If the court grants the petition, the order restrains 
the actions and conduct of the offending parent for 
a limited period of time. At the end of that time, the 
parent who filed the petition will have to prove that 
there is just cause to continue with the restraining 
order and request the change in custody to become 
permanent. Prior to making any permanent changes, 
the offending parent will be given advance notice 
of any hearings and will have an opportunity to 
present witnesses or any other evidence to fight a 
permanent order. Other measures taken at this 
time would be to file a report with and request an 
investigation by the state’s child welfare agency. Not 
only can a parent file for temporary child custody 
but healthcare entities may also file. 

Usually with the involvement of the state’s child 
welfare agency or department of social services, 
healthcare entities may petition to have a child 
removed from a dangerous situation such as 
child abuse, sexual abuse, child abandonment 
or endangerment from a parent’s drug or alcohol 
abuse. Clearly in situations such as these one would 
need to involve the risk management and/or legal 
affairs departments. 

If a situation is truly urgent, an attorney may 
request the judge hold a hearing as quickly as 
possible. The attorney will file an Emergency 
Motion. In the Emergency Motion document, the 
attorney must show that an urgent situation exists 
and will ask for specific relief. Let’s say a parent 
is medicating a child with medications that are not 
prescribed by a licensed healthcare professional. 
An Emergency Motion may request the court to 
order the parent to cease administering the specific 
medications to the child. 

In the news media, once in a while one hears 
about a medical facility seeking to treat a child, 
may attempt to gain emergency temporary custody, 
or at least a court ruling granting that the treatment 
occur. This situation may involve parents who are 
neglectful or may occur when religious beliefs run 
contrary to medical practice. Perhaps the parents 
do not believe in blood transfusions and the child 
requires one in order to survive. The interpretation 
for these situations will vary greatly from state to 
state. How the particular state views the Parental 
Preference Rule will also influence how willing a 
court is to take medical decision making out of the 
hands of parents. Some courts may feel it necessary 
to intercede on behalf of the child thinking that if 
the child were of legal age, the child would choose 
to seek treatment of his or her medical condition. 

A child may not hold to the same religious beliefs 
as his or her parents. Some courts strongly uphold 
the Parent Preference Rule as well as our basic 
freedom of religious beliefs and refuse to make 
any kind of ruling in these situations. These are 
very complicated situations that bring about many 
emotions and are difficult to navigate. 

Safe Haven Laws, also known as Baby Moses 
Law, protect parents from being arrested or sued 
for abandoning their infants. All states with the 
exception of Alaska and Washington D.C. have safe 
haven laws. Texas was the first state to adopt a safe 
haven law in 1999. These laws do vary from state to 
state but are only for the abandonment of infants.

 Ages of children that are accepted range from 
not more than 72 hours old to not more than one-
year-old. The narrow range of accepted ages is to 
insure infants receive appropriate healthcare, food 
and shelter. Baby dumping is a very controversial 
subject. Certainly as a society we want to prevent 
the abandonment of children, but we recognize that 
some parents are desperate to be rid of unwanted 
children and may resort to harming the child. Safe 
haven laws allow parents to anonymously leave 
uninjured infants in designated places such as 
hospitals, police stations, fire stations, and EMS 
stations, without criminal consequences. 

Depending on the state, not only can a birth 
mother or birth father relinquish an infant, but legal 
guardians or any other adult having custody of the 

infant may relinquish a infant. If the infant has 
been abused or neglected, the relinquishing adult 
loses all guarantees of anonymity or immunity from 
prosecution. Again, depending on the state, a parent 
may change his or her mind and within a specific 
time period may regain custody of an infant. If one 
parent relinquishes an infant without the knowledge 
of the other parent, the non-relinquishing birth 
parent retains all parental rights. Let’s say a birth 
mother relinquishes an infant. Later the birth father 
discovers this has happened. The birth father would 
retain all parental rights to the infant. 

What to do when an infant is relinquished. Mary 
X, a 15-year-old, brings her 48-hour-old infant son 
into the Emergency Room and states she is not able 
to care for the infant and wants “to give him up.” 
You are the nurse on duty. What do you do?

• Know your facility’s policy and procedure and 
follow it

• Ask the parent about the infant’s medical 
and family history, though the parent is not 
required to provide any information

• Provide the parent with any information 
regarding parental rights

• Ask if the parent is seeking any medical or 
psychiatric treatment for him or herself

• Contact your department of social services 
within your facility

• Contact your state’s child welfare agency

Generally, once relinquished, the infant will be 
examined, cared for and treated if necessary. Once 
the infant is turned over to the state’s child welfare 
agency, the infant will be placed with either adoptive 
parents or foster parents. 

What happened in Nebraska in 2009? In 2009 
Nebraska adopted a safe haven law that had no 
defined age limit of child. In four months’ time 
more than 30 children, most of them being troubled 
teenagers, were relinquished in Nebraska. None of 
the children were infants. And in most instances, 
parents crossed state lines to take advantage 
of Nebraska’s safe haven law. This snafu in the 
Nebraska law highlights a real lack in knowing 
how to deal with troubled teenagers who may 
need access to mental health resources. Another 
ramification in abandoning a teenager is that both 
the identities of the parents and the teenager are 
obvious and not easily hidden. After realizing this 
unintended consequence of the original safe haven 
law, Nebraska lawmakers revised the law to only 
include infants up to 30 days old. In dealing with 
troubled teenagers, parents must seek other avenues 
of assistance. 

This concludes our module regarding legal 
entities. It is hoped this information is of benefit 
to the practicing nurse. This module serves as a 
primer, so be sure to know your employer’s policy 
and procedures as well as the resources available 
to you in the risk management and/or legal 
departments. 
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The Powers That Be: Understanding Powers of Attorney, Conservators, Guardianships and More: A Primer
Post-Test and Evaluation Form

DIRECTIONS: Please complete the 
post-test and evaluation form. There 
is only one answer per question. 
The evaluation questions must be 
completed and returned with the post-
test to receive a certificate.

Name: ___________________________

Final Score: ______________________
 

1.  All power of attorney 
documents grant the same 
powers to the advocate.

 A. True
 B. False

2.  Limited power of attorney 
grants powers for a specific 
time frame and/or specific 
purposes.

 A. True
 B. False

3.  Nurses should ask to see 
power of attorney documents 
to verify the Attorney-in-fact 
and whether the Attorney-in-
fact may act independently or 
jointly with another Attorney-
in-fact.

 A. True
 B. False

4.  If a power of attorney calls for 
Attorneys -in-fact to act jointly, 
the nurse may proceed with 
one Attorney-in-fact.

 A.  True
 B. False

5.  Individuals granting power 
of attorney must be mentally 
competent and have an 
understanding of the powers 
being delegated to another 
person.

 A. True
 B. False

6.  An individual who is not 
mentally competent may also 
utilize a power of attorney 
arrangement.

 A. True
 B. False

7.  A durable power of attorney 
allows the Attorney-in-fact to 
act as soon as the individual 
signs the document.

 A. True
 B. False

8.  A springing power of attorney 
gives durable power of attorney 
to the Attorney-in-fact when 
the individual becomes 
incapacitated.

 A. True
 B. False

9.  Power of attorney documents 
are effective until the 
deceased person’s estate is 
settled.

 A. True
 B. False

10.  The Attorney-in-fact is always 
the executor of the estate.

 A. True 
 B. False

11.  Financial power of attorney 
generally may grant powers 
to handle bank accounts, real 
estate, tax returns and pay 
bills for the individual.

 A. True
 B. False

12.  A common restriction for a 
Financial Attorney-in-fact is 
that he may not sign (execute) 
a will on behalf of the 
individual.

 A. True
 B. False

13.  Medical power of attorney 
grants powers to a Medical 
Attorney-in-fact to make 
health care decisions when 
the individual is no longer able 
to give, withdraw or withhold 
informed consent.

 A. True
 B. False

14.  Another name for Medical 
power of attorney is healthcare 
proxy.

 A. True
 B. False

15.  Nurses should request a 
copy of the Medical power 
of attorney and identify the 
Medical Attorney(s)-in-fact and 
whether these individuals may 
act jointly or separately.

 A. True
 B. False

16. An individual may list his or 
her wishes for healthcare in 
a Medical power of attorney 
document.

 A. True
 B. False

17.  Persistent vegetative states 
are defined as eyes open 
unawareness.

 A. True
 B. False

18.  Living wills and advance 
directives are not the same 
thing.

 A. True
 B. False

19.  The advance directive outlines 
one’s wish for healthcare when 
the person is no longer able to 
speak for him or herself.

 A. True
 B. False

20. If a healthcare professional 
will not honor the individual’s 
advance directive wishes, the 
person or Medical Attorney-in-
fact may have to seek another 
healthcare professional.

 A. True
 B. False

21.  It is alright for witnesses to 
be related to the individual in 
witnessing a power of attorney 
document.

 A. True
 B. False

22.  If there is no Medical power of 
attorney or advance directive, 
decision making falls to adult 
family members.

 A. True
 B. False

23. Attorney-in-fact powers 
terminate upon the death of 
the individual or when the 
Attorney-in-fact has actual 
knowledge of the death.

 A. True
 B. False

24.  Conservatorships and 
guardianships are utilized 
when an individual is 
incapable of managing and or 
understanding financial and/or 
healthcare affairs.

 A. True
 B. False
 
25.  A conservatorship or 

guardianship may be closed 
by the probate court when 
the individual is able to prove 
he or she is again competent 
and able to manage his or her 
affairs.

 A. True
 B. False

26. Physicians, family members, 
Medical Attorneys-in-fact and/
or patients may request a DNR 
order.

 A. True
 B. False

27.  DNR orders result in all 
care and treatment being 
discontinued.

 A. True
 B. False

28. If one is not sure about the 
status of a DNR order, the 
healthcare professional should 
not attempt resuscitation.

 A. True 
 B. False

29. Child custody grants parental 
right, physical custody of a 
child and privileges and duties 
involved in child rearing.

 A. True
 B. False

30. Grandparents, aunts or uncles 
may be awarded custody if it 
is in the best interests of the 
child.

A. True
B. False

Match the definition and term:
____31.  Joint custody 
____32.  Full custody 
____33. 3rd Party custody 
____34.  Split custody 

Definitions:
A. An aunt, uncle, grandparent or 

same sex partner is awarded 
custody.

B. Children are divided between 
parents.

C. Parents share in custody rights 
and privileges

D. One parent has all rights and 
responsibilities.

 
35. If there is no current court 

order and parents continue to 
argue about medical care for 
a child, a court order may be 
necessary to settle the dispute.

 A. True
 B. False 

36. The parental preference rule 
believes in the fundamental 
rights of parents to control and 
care for their own children.

 A. True
 B. False

37.  Safe Haven laws cover the 
abandonment of all children.

 A. True
 B. False

38. If a relinquished infant has 
been abused or neglected, the 
relinquishing adult loses all 
guarantees of anonymity and 
immunity from prosecution.

 A. True
 B. False

39.  When an infant is relinquished, 
the nurse should follow the 
employer’s procedure and 
inquire as to the medical and 
family history of the infant, 
even though the relinquishing 
adult is not obligated to 
provide any information.

 A. True
 B. False

Evaluation:

1. What one strategy will you be able to use in your work setting?

2. Was this independent study an effective method of learning? 

 Yes ______ No _____

 If no, please comment:_________________________________________

3. How long did it take you to complete the study, the post-test, and the 
evaluation form? _____________________________________________

4. What other topics would you like to see addressed in an independent study?
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Address: ______________________________________________________

Email address: _________________________________________________

Please return:
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TO: Indiana State Nurses Association, 2915 N. High School Road, 
Indianapolis, IN 46224
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RHI patients work with therapists and nurses trained in the treatment of 
their specific rehab need. We are one of the largest freestanding inpatient 
physical rehabilitation hospitals in the Midwest. We’re certified by The 
Joint Commission and CARF and are one of only 16 Traumatic Brain Injury 
Model System sites. 

REGISTERED NURSE OPPORTUNITIES
Come talk with us about a specialty certification as CRRN.

We offer competitive wages and excellent benefits.
Please visit our website at www.rhin.com/careers to see our current job listing

and complete an online application

REHABILITATION HOSPITAL OF INDIANA
4141 Shore Drive | Indianapolis, IN 46254 | Equal Opportunity Employer

$2,000 sign-on bonus 
for nurses with Indiana 

RN License

*Per full time employee

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 317-841-4300.

http://indwes.edu/nursing
http://kelley.iupui.edu/bulletin

