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Message from the President

Tessa Johnson

NORTH DAKOTA NURSES ASSOCIATION

The North Dakota Nurse

In September of 2019, NDNA membership voted to implement a NEW membership option. As of 
March 1, you can join NDNA and ANA for $15/month!

This new membership option will provide you with all the advantages of membership in both 
organizations. You’ll have access to a multitude of opportunities and resources as listed below.

Both nationally and internationally, the year 2020 has been declared the Year of the Nurse. 
During the legislative sessions, NDNA is working to advance the nursing profession and 
improve access to care for all North Dakotans. To do that, we need your support. There’s 
no better time than now – the Year of the Nurse – to join the professional organization for 
nurses in North Dakota. There’s strength in our numbers, and together we make an impact by 
tackling the issues nurses face every day.

Benefits NDNA/ANA Members enjoy!
• Advance your career with free development resources and webinars;
• Stay current with the most up-to-date nursing news;
• Save money with big discounts on CE, certification, publications and more;
• Network and connect with other nurses across the state for support and advice;
• Make your voice heard with opportunities to tell policymakers what you think; and
• Receive NDNA member benefits, including a copy of the North Dakota Nurse.

Join today by visiting: https://www.nursingworld.org/membership/joinANA/

Not a Member? 
Consider Joining NDNA and ANA Now!

Greetings Nurses of North Dakota! I want to 
start out with acknowledging each one of you 
and extending my gratitude as the President 
of the North Dakota Nurses Association. The 
last few months in healthcare in our state 
and our nation have been some of the most 
uncertain, trying, fulfilling, and scary moments 
most of us have ever been in and will ever be 
in. It is completely humbling to again see all the 
wonderful nurses and healthcare providers in 
our state come together for the health of our 
people. 

We are nurses for a reason. We all have a 
reason to be on the front line and to come back 
to it - day in and day out. There’s a cause that 
you put up with – doing nights, weekends, and 
being on your feet for 12 hours a time. In spite 
of all the day-to-day obstructions, the perverse 
stresses, the patient’s family asking for a doctor 
to come and go through the plan of care, or 
medication that you just explained – you don’t 
just keep going, you love this job. You want to 
help people in their time of need. We all have 
a degree of patience and humanity that is 
required to keep going and to help our patients. 
We have been challenged with a nation-wide 
pandemic, and our state needs you to keep 
your degree of patience and humanity at the 

forefront of your practice 
in order to move forward. 
In order to keep up our 
degree of patience, we 
need to take some time 
to celebrate nurses. As we 
come into Nurses Day and 
Week, it is important to 
remember how far we have 
come. 

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

Thank you!

Message from the President continued on page 2

THANK YOU 
FRONTLINE 

NURSES!
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Welcome New Members

How to submit an article for 
The North Dakota Nurse!

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

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

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

look at all promising submissions.

Deadline for submission for the next issue is 6/3/2020. Send your 
submissions to director@ndna.org or info@ndna.org. 

The North Dakota Nurse 
Official Publication of: 

North Dakota Nurses Association

General Contact Information:
701-335-6376 (NDRN)
director@ndna.org

Board of Directors

President 
 Tessa Johnson, MSN, BSN, RN, CDP 
 president@ndna.org

President-Elect
 Melanie Anne Schock, MS, RN, CNE 
 melanie.schock@bismarckstate.edu 

Vice President of Finance 
 DeeAnna Opstedahl, MSN, RN, CNOR 
 deeannaopstedahl@catholichealth.net

Director of Membership 
 Kami Lehn, BSN, RN 
 kami.lehn@gmail.com

Director of Education and Practice 
 Jerico Alicante, MAN(c), BSN, RN, FISQua
 jerico.alicante.rn@gmail.com

Director of Advocacy
 Tania Brost, BSN, RN
 tkbrost@outlook.com

Director at Large
 Jarren Fallgatter, BSN, RN
 jarren.k.fallgatter@ndsu.edu

Executive Director
 Sherri Miller, BSN, RN (Independent Contractor)
 director@ndna.org

Published quarterly: January, April, July, and October 
for the North Dakota Nurses Association, a constituent 
member of the American Nurses Association, 1515 
Burnt Boat Dr. Suite C #325, Bismarck, ND 58503. 
Copy due four weeks prior to month of publication. 
For advertising rates and information, please 
contact Arthur L. Davis Publishing Agency, Inc., 517 
Washington Street, PO Box 216, Cedar Falls, Iowa 
50613, (800) 626-4081, sales@aldpub.com. NDNA and 
the Arthur L. Davis Publishing Agency, Inc. reserve 
the right to reject any advertisement. Responsibility 
for errors in advertising is limited to corrections in the 
next issue or refund of price of advertisement.

Acceptance of advertising does not imply 
endorsement or approval by the North Dakota Nurses 
Association of products advertised, the advertisers, or 
the claims made. Rejection of an advertisement does 
not imply a product offered for advertising is without 
merit, or that the manufacturer lacks integrity, or that 
this association disapproves of the product or its use. 
NDNA and the Arthur L. Davis Publishing Agency, Inc. 
shall not be held liable for any consequences resulting 
from purchase or use of an advertiser’s product. 
Articles appearing in this publication express the 
opinions of the authors; they do not necessarily reflect 
views of the staff, board, or membership of NDNA or 
those of the national or local associations.

Writing for Publication in 
The North Dakota Nurse

The North Dakota Nurse accepts manuscripts 
for publication on a variety of topics related to 
nursing. Manuscripts should be double spaced and 
submitted electronically in MS Word to director@
ndna.org. Please write North Dakota Nurse article 
in the address line. Articles are peer reviewed and 
edited by the RN volunteers at NDNA. Deadline for 
submission of material for upcoming North Dakota 
Nurse is 6/3/20.

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

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

Raise your voice. 

The Vision and Mission of the 
North Dakota Nurses Association 

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

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

difference in the workforce. We must make sure 
we don’t lose sight of how far we have come 
and what an impact we make to our patients. 
I believe if we work together to celebrate and 
appreciate each other during not only this 
time of the year, but all year long, we will help 
each other meet this mission. In summary, I am 
thankful for all of you, thankful for the nursing 
profession, and proud to be a nurse! Be well, we 
need all of you!

Berman, E. (2015, May 6). Celebrate National Nurses 
Week With a LIFE Cover Story on Nursing in the  
1930s. Time Life, 2. doi:http://time.com/3841878/
national-nurses-week/

Message from the President continued from page 1

Quentin Burdick Job Corps 
in Minot, ND is looking 
for a Manager of Health 

& Wellness. Must be a 
Registered Nurse and the 

hours are M-F, 7am-4pm & 
every other weekend on call. 

Great benefits! 

Please call Danae Greek, 701-857-9606 or 
apply at www.minactjobs.com.

ELBOWOODS MEMORIAL  
HEALTH CENTER
NURSING DEPARTMENT

Contact EMHC Recruiter

701-627-4750 or visit www.elbowoodshealth.com

MANDAN, HIDATSA, 
& ARIKARA NATION

RNs & LPNs
• Excellent Benefits

° 401K
° Health, Dental & Vision Insurance

• Loan Repayment Program

New Town, North Dakota Open Position

RN or BSN for Dialysis Clinic
Qualifications:

• Is a registered nurse (BSN or ADN) with a North Dakota 
License as defined in the North Dakota Health Guidelines and 
must have six months of dialysis nursing experience.

Contact Callie Baker, BSN, MSN, KDU Administrator
TAT-Kidney Dialysis Center 1-701-627-4840

calliebaker@mhanation.com

Three Affiliated 
Tribes

MHA Nation
Mandan, Hidatsa & Arikara Nation

To access electronic copies of the  
North Dakota Nurse, please visit 

http://www.nursingald.com/publications
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Frontline nurses in North Dakota are heroes, doing what they love and 
do best – providing excellent care for their patients. They are working 
together despite anxiety or uncertainty they may feel during the times 
we are in. They may be thinking of possible supply shortages of personal 
protective equipment or concerned about their families and their own 
health, but they continue to give smiles and caring every day. We are 
so very proud of you, frontline nurses, and your work is appreciated now 
more than ever! Thank you!

At this writing, it is Wednesday, April 8th 2020. 2020…. the World Health 
Organization’s Year of the Nurse. This is now also the year that we are 
in the midst of a global pandemic from a coronavirus called COVID-19. 
Things in all of our lives have changed in the past several weeks and likely 
will have changed again by the time this is published. We are living in 
a realm where nearly all businesses except essential are closed, school 
children are not in school, but at home learning virtually, no sports, no 
concerts, no meetings, people are wearing masks and gloves when 
out… Mostly what is incomprehensively sad is that there are thousands of 
people around the world sick and dying of the virus…. 

However today, we look to the positive. Today, North Dakotans were 
fortunate to have a good update from our Governor. North Dakota has 
a relatively lower number of cases. We have 251 positive cases and 8,552 
total tests done with 98 recovered. There have been four deaths in the 
state. Sixteen individuals are currently hospitalized – down by two today 
– which is good news. We are down in active cases right now. NDNA has 
closely followed updates from the North Dakota Department of Health, 
the Governor, and collaborated with the North Dakota Board of Nursing 
and the American Nurses Association to bring the latest updates and 
information to the public. 

NDNA conducted a survey during the dates of March 18-26, 120 total 
responses were received and there was an overall feeling of “neither 
agree nor disagree” when asked the question, “I feel prepared for 
COVID-19”. NDNA also held an open forum online meeting for nurses on 
March 25 with plans for another meeting to allow nurses to speak their 
feelings with other nurses outside of their workplace. ANA also did a 
survey which was completed during the period of March 20-April 2, from 
ND only 26 total responses were obtained. Some of the most noteworthy 
responses were: 62% of respondents indicating extremely concerned in 
terms of PPE, 77% of nurses felt that the most urgent needs for nursing 
education are caring for COVID patients. Regarding the most urgent 
needs for public education, the nurses felt that social distancing was the 
top concern – 92%.

The North Dakota Nurses Association is urging social distancing. In 
partnership with many other healthcare organizations, an open letter 
was put out to the public requesting that all citizens stay at home – see 
at right. Today during the daily press conference, North Dakota citizens 
received a “thank you” from Governor Burgum for using individual 
responsibility and being #NDSmart. Let’s keep it up for those frontline 
nurses!

COVID-19
Open letter to the North Dakota public:

Nurses, physicians, PAs and our healthcare community urge you to 
stay at home. We are honored to serve on the frontlines to protect and 
save as many lives as possible, but we need your help.

Physical distancing and staying at home are key to slowing the spread 
of the novel coronavirus (COVID-19) to give nurses, physicians, PAs and 
everyone on the frontlines a fighting chance at having the equipment, 
time, and resources necessary to take on this immense challenge. 

Those contracting COVID-19 could be your family, your friends, and 
your loved ones. For this reason, we urge you to #StayHome as we reach 
the critical stages of our national response to COVID-19. Those with 
urgent healthcare needs, including pregnant women, should seek care 
as needed. Everyone else should #StayHome.

Thousands of you are already leading this effort – and we thank you. 
You’re still connecting with friends and loved ones through video chats, 
social media or just over the telephone – proving that meaningful social 
connections can happen at a safe distance. Everyone must join this 
effort, which is why we ask for all-hands-on-deck to confront this public 
health battle against COVID-19.

Staying at home in this urgent moment is our best defense to turn the 
tide against COVID-19. 

Nurses, physicians, PAs and healthcare workers are 
staying at work for you. Please stay at home for us.

Your partners in health,

ND Nurses Association (NDNA)
ND Center for Nursing – represents other entities also
ND Medical Association (NDMA)
ND Nurse Practitioners Association
ND Emergency Nurses Association 
Dakota Medical Foundation
ND Public Health Association
Jamestown Regional Medical Center
CUNEA
ND Chapter of the American College of Physicians
ND Academy of Family Physicians
ND Academy of Physician Assistants
ND Section of ACOG 

http://ndsu.edu/nursing
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Karen Macdonald

There are some serious issues facing nursing 
today that I want to discuss – some may be 
resolved by the time this column is published in 
The North Dakota Nurse – some are age-old – 
and some are the perspective of someone who 
has been around for a while.

First of all, an update on the North Dakota 
Community Foundation Nurse Scholarship/
Loan Fund (NDCF). The North Dakota Nurses 
Association Board of Directors directed an 
ad hoc committee to discuss the status of the 
fund and develop guidelines for use of the 
monies available, either for scholarship/loans 
for individuals or for education opportunities 
for NDNA members. The committee also is 
charged with discussing ways to publicize 
the fund and encourage contributions. The 
committee has met and determined that 
criteria would be developed for individual 
awards, education/continuing education 
offerings, and how best to enhance donations. 
To recap what’s available, last year the fund 
balance was $98,973 with approximately 
$3050 available. The formula for disbursements 
must be consistent with the educational/
scholarship intent, and that determination 
is the responsibility of the NDNA Board of 
Directors in concert with the NDCF. Stay tuned, 
but in the meantime, donations can be sent 
to the Foundation at PO Box 387, Bismarck, ND 
58501. Their web site is ndcf.net. When I send a 
donation, I name the nurse I am honoring, and 
ask that an acknowledgement be sent to the 
family and include a family member address. 
The donations are tax-deductible. The fund is 
well-managed and I am impressed with their 
management.

This and That
Potential pandemic – the emergence of 

COVID-19, a coronavirus, has caused quite a 
stir world-wide. I look at this in conjunction with 
“The Year of the Nurse” and the 200th birthday 
of Florence Nightingale. I believe she in fact was 
the first “infectious control nurse,” identifying in 
Crimea, the effect of environment on the well-
being of the patient. I just re-watched the movie 
starring Jaclyn Smith in Florence Nightingale 
A telling scene is when she investigates why a 
patient’s wound is infected and finds leakage 
from a sewage pipe as the cause. I’m told 
that infectious disease specialist nurses have 
an incredible effect on infections in long-term 
care, and a news report of a nursing home in 
Washington and the resulting infections could 
be related to the “cost-saving” of not having 
these services full-time due to reimbursement 
issues. Granted, there is a lot of misinformation 
about the virus, and the hoarding of supplies 
seems to be the result of lack of knowledge, 
but there should be reliance on the experts 
(nurses in infection control, health departments, 
etc.) for guidance. Plus remember mother’s 
admonition to wash your hands! I visited the 
local clinic several weeks ago and saw firsthand 
the efforts to isolate individuals who might have 
any infectious process. At my local church, 
today we discussed “fist bumps” instead of 
handshakes, which seems like a good idea 
whose message has been consistent with the 
expert advice we are receiving.

Speaking of Florence, I am an avid Jeopardy 
fan, and a recent clue was regarding her first 
book. I would have said of course, it’s Notes 
on Nursing but in fact, before she became the 
founder of modern nursing, she wrote a book 
entitled Letters from Egypt: a Journey on the 
Nile (1849-1850). 1987: Barrie and Jenkins. The 

book is a ponderous day-by-day description of 
her trip up and down the Nile, with references 
to all of the major tourist sites and I read it 
carefully hoping to gain some insights on her 
nursing interest at that time. Sadly it was not 
there. Florence was 29 at the time, and was 
still struggling to find the nature of God’s call 
to service, and her progression to looking after 
relatives and friends during their illnesses. The 
rest of the story of course is her involvement in 
the Crimean War and the work done there 
regarding care of the injured soldiers. As we 
approach her 200th birthday, Boston University, 
home of the archives of nursing in the Howard 
Gotleib Archival Research Center in conjunction 
with the Royal College of Nursing is planning 
a extravaganza April 30-May 1 (in the interest 
of full disclosure, I attended Boston University 
1967-1969). When I “googled” this, I found some 
wonderful nursing sites who are also planning 
celebrations so I encourage you to do that as 
well.

Lastly, as an ANA member, I receive The 
American Nurse, or as it has been retitled My 
American Nurse. The February issue has a web 
article by Roberta Young and Teresa Anderson, 
both from North Dakota, entitled “Being 
the Nurse in the Family” as a web exclusive. 
(myamericannurse.com). It is very well written, 
and describes what all of us have faced at one 
time or another. Look for the article included in 
this issue of The North Dakota Nurse! I have often 
said being the nurse in the family can be both 
a blessing and a curse; a blessing because you 
can help loved ones navigate a “foreign” land 
that you are familiar with but a curse as you 
cannot always make a difference or influence 
the outcomes. Congratulations to Roberta and 
Terry for an excellent article.

Reprinted with permission from the 
Wisconsin Nurse, March 2020

Tina Bettin DNP, MSN, RN,  FNP-BC, APNP, FAANP

The United States is in the midst of an “Opioid 
Crisis.” We have all heard this whether in our 
professional circles or in the popular press. There 
have been a number of initiatives in recent years 
hoping that health care providers will be able 
to have a positive impact in reversing the opioid 
crisis. One of these initiatives includes opioid 
prescribing guidelines by the Center for Disease 
Control (CDC). Within the State of Wisconsin, 
there were also initiatives implemented. One of 
the initiatives was the PDMP (Prescription Drug 
Monitoring Program), which required providers 
to query a patient whom they were prescribing 
controlled substances to. Another initiative 
implemented by the Board of Nursing (BON) 
was the continuing education requirement 
for “16 contact hours per biennium in clinical 
pharmacology or therapeutics relevant to the 
advanced practice nurse prescriber’s area of 
practice, including at least two contact hours in 
responsible prescribing of controlled substances” 
(Wisconsin Administrative Code N8.05(1)). 
Additionally, there were Federal regulation 
changes. In 2016, the Comprehensive Addiction 
and Recovery Act (CARA) implemented a five-
year pilot program granting nurse practitioners 
(NPs) the authorization to prescribe medically 
assisted treatments (MATs) to treat opioid use 
disorder. In October 2018, the Substance Use-
Disorder Prevention that Promotes Opioid 
Recovery and Treatment (SUPPORT) Act was 
signed into law, permanently authorizing NPs to 
prescribe MAT. At the same time in 2018, a five-
year pilot program was implemented for the 
other APRNs (CRNAs, CNSs, and CNMs).

Some may question what if any impact are 
nurse practitioners having on the opioid crisis. 
As of May 2019, over 19,000 NPs are authorized 
by the Drug Enforcement Agency (DEA) to 
prescribe MAT. The data is coming in which is 
very supportive of NPs prescribing MAT. NPs in 
reduced or restricted practice states are less 
likely to have Buprenorphine Waiver than NPs 

The Impact of Nurse Practitioners on the Opioid Crisis
in Full practice authority (FPA) states. When 
a NP in a FPA state takes the Waiver Course, 
that NP can immediately start prescribing 
Buprenorphine which has a direct impact on 
the opioid crisis. Whereas, there are road blocks 
in reduced and restricted states. For example, 
in Wisconsin, because NPs have a collaborative 
agreement, to prescribe Buprenorphine, the 

NP must have a collaborating physician, who 
also has the Buprenorphine Waiver. This can 
take time and money to find this collaborating 
physician.

To prescribe MAT, the prescriber must 
complete a Buprenorphine Waiver Training 
Course, which is 24 hours in length. This course is 
offered free through AANP. 

PERCENT OF NPs IN STATE WITH THE BUPRENORPHINE WAIVER 

Source: AANP
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Pain Scale Reliable Assessment of the Intubated Patient

Jennifer Stover, Kylee Welch, Sydney Pexa, 
Jaiden Schuette, & Ashley Schotzko, 

University of Mary BSN Students; 
Kathy Roth, PhD, RN, Assistant Professor of Nursing

Clinical Question
In hospitalized preterm pre-oral feeding 

infants, is oral stimulation more effective than 
no oral stimulation on improved acceptance or 
delivery of feeding?

Synthesis of Evidence
The articles reviewed show significant 

benefits of oral stimulation in preterm infants. A 
study compared tongue muscle force during 
nonnutritive and nutritive sucking in full term 
and preterm infants (Capilouto et al., 2014). 
To contrast the oral strength between the two 
groups, the study used oral stimulation to show 
that preterm infants are at greater risk for poor 
feeding (Capilouto et al., 2014). Another study 
discusses feeding performance in neonates with 
and without oral stimulation interventions prior 
to oral feedings (Thakkar et al., 2018). Methods 
for oral stimulation consisted of sensori-motor 
stimulation via finger stroking to the internal 
and external cheeks, lips, gums, and tongue. 
Outcomes were measured based on “feeding 
performance, and transition period to reach 
independent oral feeding” (Thakkar et al., 
2018, p. 181). The study found that overall there 
were better infant outcomes in the intervention 
group, including better oral intake and weight 
gain, as well as a shorter hospital stay (Thakkar 
et al., 2018). Arora et al., (2018) conducted a 
study contrasting the use of premature infant 
oral motor intervention (PIOMI) as opposed 
to unstructured prefeeding stimulation. The 
investigators found that the group of infants 
receiving PIOMI stimulation reached a fully 
independent spoon-feeding status significantly 
faster than the infants in the control group, 
who received the unstructured intervention. 
They also noted a “significant increase in 
weight gain after enrolment in infants in study 
group compared to those in control group” 
(Arora et al., 2018, p. 675). Greene et al., (2016) 
reviewed the effectiveness of oral stimulation 

Oral Stimulation in Preterm Pre-feeding Newborns
interventions in preterm infants. The trials used 
a trained employee (including occupational 
therapists, speech and language therapists, 
nurses, and parents) to administer finger 
stimulation. The studies evaluated in this article 
proved benefits of oral stimulation such as 
decreased length of hospital stay, decreased 
length of time to attain full oral feeding, and 
a decrease in the number of days the infants 
needed parenteral feedings. The article did 
not include any specific recommendations 
in regard to oral stimulation in terms of 
the frequency or length of time per each 
stimulation. No adverse effects were noted in 
preterm infants in which oral stimulation was 
used (Greene et al., 2016). 

Bottom Line
Evidence across multiple studies show the 

benefits of oral stimulation in preterm infants 
including increased oral feeding success and 
decreased length in hospital stay. Based on 
findings from the sources reviewed above, 
the most used and effective method for oral 
stimulation is finger-stroking the internal and 
external cheeks, lips, gums, tongue, and palate 
(Thakkar at al., 2018). It is important to note that 
there were no adverse reactions stated in any 
of the studies that would contraindicate the 
implementation of oral stimulation.

Nursing Implications
In order to implement oral stimulation for 

preterm infants more universally, policies 
in individual facilities should be initiated 
outlining the intervention and how health care 
professionals should implement oral stimulation 
into their professional practice. Health care 
teams should be educated on the methods 
and benefits for their patient population. 
Facilities should encourage interprofessional 
collaboration in the implementation of oral 
stimulation, as multiple health professionals 
can be trained to initiate the intervention. 
A paper document should be located near 
patient care areas tracking oral stimulation 
interventions to aid in communication among 

team members. These documents should 
then be audited by either a clinical educator 
or clinical manager of the unit to monitor 
proper execution. The parent(s) should also be 
informed of the intervention and the benefits it 
provides to their infant(s). These steps can help 
to introduce and implement preterm infant 
oral stimulation techniques in places where it is 
not a standard of care. Trending of outcomes 
based on documentation of oral stimulation 
interventions will allow for quality improvement 
and re-evaluation of methods to determine best 
practice. 
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Appraised by
Lindsey Gellner, RN; Nathan Vasquez, RN; and 

Kayla Schelhaas, RN; students at Mayville State 
University in the RN-BSN program.

Clinical Question
Does the CPOT pain scale give a reliable 

assessment of the intubated patient, or should it 
be used in conjunction with another scale such 
as the Behavioral Pain Scale for a more reliable 
assessment of the patient’s pain level?

Articles
Azevedo-Santos, I., & DeSantana, J. (2018). Pain 

measurement techniques: Spotlight on 
mechanically ventilated patients. Journal of 
Pain Research, 11, 2969-2980. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC6255280/pdf/jpr-11-2969.pdf

Bambi, S., Galazzi, A., Pagnucci, N., & Giusti, G. D. 
(2019). Pain assessment in adult intensive care 
patients. SCENARIO: Official Italian Journal of 
ANIARTI, 36(2), e1–e12.

Kotfis, K., Strzelbicka, M., Zegan-Baranska, M., 
Safranow, K., Brykczynski, M., Zukowski, M., & 
Wesley, E. (2018). Validation of the behavioral 
pain scale to assess pain intensity in adult, 
intubated postcardiac surgery patients. MD 
Journal, 97(38), 1-9. https://doi.org/http://dx.doi.
org/10.1097/MD.0000000000012443

Puntillo, K., Max, A., Timsit, J., Vignoud, L., Chanques, 
G., Robleda, G., Azoulay, E. (2014). Determinants 
of procedural pain intensity in the intensive 
care unit. American Journal of Respiratory and 
Critical Care Medicine, 189(1), 39-47. https://doi.
org/10.1164/rccm.201306-1174OC

Synthesis of Evidence
In order to properly treat pain in any patient, 

it is important to be able to properly assess 
the pain. It is especially hard to assess pain in 
patients who are intubated because they are 

unable to express their pain compared to those 
patients who are not intubated. The scale which 
is considered gold standard in pain assessment 
is the numeric rating scale (NRS) (Kotfis, et al., 
2018). However, that pain scale is unable to be 
used in intubated patients due to their state of 
decreased level of consciousness. Therefore, 
there are several scales that have been used 
and evaluated in order to find the best scale 
possible to use for intubated patients who are 
unable to communicate their pain properly. 
In patients who are unable to independently 
report their pain the nurse should use validated 
pain scales such as: the Italian version of the 
Critical Care Pain Observation Tool (CPOT), or 
the Behavioral Pain Scale (BPS) (Bambi, et al., 
2019). The pain detection scales in people who 
are unable to communicate verbally should 
be used by suitably trained health care workers 
(Bambi, et al., 2019). The Fear-Avoidance 
Components Scale (FACS) pain intensity 
scores could be used to measure pain and to 
standardize pain evaluation (Rahu, et al., 2013). 
The Behavioral Pain Scale (BPS) and the Critical-
Care Pain Observation Tool (CPOT) are the most 
valid and reliable behavioral pain scales for 
monitoring pain in medical, postoperative, or 
trauma (except for brain injury) adult Intensive 
Care Unit (ICU) patients who are unable to 
self-report, and in whom motor function is 
intact and behaviors are observable (Fraser, 
et al., 2013). Each intensive care patient must 
be ensured routine pain monitoring, with the 
most suitable instruments (Bambi, et al., 2019). 
After reviewing all of the pertinent research 
we feel that it is vital for nurses to continually 
assess and reassess the intubated patients 
pain level we care for. Research indicates that 
utilizing multiple verified and approved pain 
scales is not only beneficial but also increases 

the reliability and validity of the bedside 
nurse’s assessment. Proper pain coverage not 
only aides in the patient’s recovery, but it also 
speeds up recovery as well as ensuring that the 
patient is not enduring any undue pain. Being 
intubated alone is a state that can be very 
traumatic so adequate pain coverage is one of 
the many things we as nurses can do to ensure 
that our patients are properly cared for. It is also 
important to adequately control pain in order to 
promote healing for our patients. It is difficult for 
our patients to properly heal when they are in 
constant pain.

Bottom line
Based on the quality and validity of the 

research found for this project, our group 
feels that utilizing a secondary proven pain 
scale provides a more reliable assessment of 
an intubated patient's pain level. Scales such 
as NIPS, BPS or FACS have proven to show an 
increased reliability and validity of an intubated 
non-communicable patient’s pain level.

Implications for nursing practice
Pain is often not treated properly in intubated 

patients due to lack of ability to communicate 
(Kotfis, et al., 2018). Pain is often not treated 
properly in intubated patients due to lack of 
ability to communicate (Puntillo, et al., 2014). 
Pain should be thought of as the fifth vital sign 
(Azevedo-Santos & DeSantana, 2018). In order 
to make a difference in intubated patients 
pain management, nursing should utilize a 
secondary, equally reliable way to assess 
pain level and treat pain accordingly. In using 
multiple verified ways to assess pain, nursing 
will also have the ability to adequately monitor 
pain coverage and ultimately lead to better 
patient outcomes.
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Resilience is a phenomenon known to buffer the negative effects 

of stress. In part one of this series, an introduction to resilience was 
presented which set the stage for its extensive impacts on the nursing 
profession as well as those we serve. For part two of this series, insights 
toward resilience and its importance in the lives of nursing students 
and nurse educators will be revealed, as well as strategies to enhance 
resiliency within the academic setting. 

Challenges for Nursing Students
For nursing students, challenges are the same as most post-secondary 

peers (increased academic workload, examination stress, and social 
integration into different learning communities). Additionally, they face 
unique stressors (sources as cited in Reyes et al., 2015):

• Practicum experiences and clinical workload (Thomas et al., 2012)
• Unwelcoming and negative attitudes of clinical staff (Hoel et al., 

2007)
• Death, and other social issues and concerns (McGowan, 2006)
• Faculty incivility that increases stress and negatively influences their 

learning and self–confidence (Clark, 2008)

Challenges for Nurse Educators
The topic of nurse educator stress is noteworthy to the nurse educator 

community, which is facing a national nurse faculty shortage crisis 
(Owens, 2017). Stress contributes to emotional exhaustion and a 
compromised sense of personal accomplishment (Talbot, 2000 as cited 
in Reyes et al., 2015). As with nursing students, they too face unique 
stressors (sources as cited in Reyes et al., 2015):

• Lack readiness for role as researcher, mentor, and educator (Siler & 
Kleiner, 2001)

• Pressure to keep clinical and educational expertise (Hinshaw, 2001)
• Rapidly changing educational technology (Burke, 2009)
• Faculty-to-faculty incivility (Clark et al., 2013)
• Student aggression and incivility (Luparell, 2007)
• For clinical faculty – role overload, conflict, and ambiguity (Whalen, 

2008)

Developing Nursing Student Resilience
According to Stephens (2013), nursing student resilience is “an 

individualized process of development that occurs through the use of 
personal protective factors to successfully navigate perceived stress and 
adversities. Cumulative successes lead to enhanced coping/adaptive 
abilities and well–being.” (p.130). When nursing students identify, 
enhance, and/or develop their protective factors (positive emotions, 
humor, self-efficacy, flexibility, faith, optimism/hope, and perseverance, 
to name a few), they will be better equipped to effectively manage 
perceived adversity and stress. Successes can be improved through 
an ongoing process of education and learning, along with resilience-
enhancing interventions. The result will be enhanced coping/adaptive 
abilities and well-being for the future nurse. The figure below depicts this 
process (Stephens, 2013, Figure 1):
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After reviewing the literature, Jackson et al. (2007) as cited in McAllister 
and McKinnon (2009) distilled five strategies to develop resilience in 
nurses:

1) Networking and mentoring to build positive relationships
2) Using laughter, optimism, and positive emotions to support positivity
3) Understanding one’s risk and protective factors by developing 

emotional insight
4) Obtaining life meaning and coherence from life balance and 

spirituality
5) Becoming more reflective to help find emotional strength and 

meaning-making

In nursing education, identity building work; coping, capacity, and 
strengths development; and learning leadership for change should all 
be used to engage students within educational experiences (McAllister 
& McKinnon, 2009).

Resilience and the Nurse Educator
In a qualitative study by McDermid et al. (2016), a storytelling 

approach was used to guide investigation into resilience building 
strategies used in new nursing academia. Three themes appeared: 
active development of supportive collegial relationships, embracing 
positivity, and reflection and transformative growth. For nursing 
faculty, fostered relationships contribute to a sense of belonging and 
‘connection.’ Nurturing associations with fellow faculty augments 
feeling of feeling safe and secure within one’s role. In general, social and 
emotional support can mediate the negative effects of the challenges 
and stress faced while in the role of an educator. 

While a range of negative experiences can contribute to feelings of 
anxiety and uncertainty, embracing and creating positivity can prove 
to be a counteractive strategy. Positive student feedback processes can 
aid in this strategy, thereby contributing to increased self-confidence, 
optimism, and self-accomplishment. Witnessing student achievement, 
including graduation, also helps to create feelings of pride and triumph. 

Reflection is a key factor in developing resilience, such as taking 
difficult/negative situations, showing the ability to learn from them, and 
then moving forward. 

Transformation comes via the development of one’s own strategies 
and creating initiatives. The belief of ‘just get on with it’ has the strong 
ability to increase tenacity towards adversity. 

Conclusion
Clearly, nursing students and educators have a lion’s share of stressors. 

Within the context of the nursing profession, neither of these populations 
are immune to the effects of our profession’s daily grind. Awareness of 
stressors and then conscious efforts to moderate them can come by way 
of resilience. This leads to the ability to bounce back and show ‘grit,’ 
which are benefits that we all can appreciate. 
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Nursing Student Resilience Model
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Clinical Question
Does consuming cranberry products, such 

as juice and capsules, reduce or eliminate 
symptoms associated with urinary tract 
infections (UTI) in women 18 and over? 

Summary of Evidence 
The first study by Bass-Ware, Weed, Johnson, 

and Spurlock (2014), attempted to determine 
effectiveness of cranberry juice on urinary tract 
infection symptoms. Participant symptoms were 
evaluated using “Interstitial Cystitis Symptom 
Index (ICSI)” and the “Interstitial Cystitis Problem 
Index (ICPI).” Researchers analyzed the data 
from both the ICSI and ICPI and found a 
“statistically significant reduction” in both scores 
over the eight-week study period. Researchers 
from this study concluded that cranberry juice 
significantly reduced UTI symptoms in women 
who participated (Bass-Ware et al., 2014, p.125). 
This article implies that nurses can continue 
suggesting the use of cranberry juice for 
women in an attempt to reduce symptoms of 
UTIs. 

The second study by Juthani-Mehta et al., 
(2016) was conducted on a group of women 
living in nursing homes and looked at the 
effectiveness of oral cranberry capsules 
in preventing the occurrence of UTIs in this 
population. Capsules containing 36 mg of 
proanthocyanidin (PAC), versus a placebo 
capsule were used. The study found no 
evidence to support the idea that the cranberry 
capsules compared to the placebo capsules 
had any effect on the presence of bacteriuria 
plus pyuria in the urine of the participants over 
the course of the one-year study (Juthani-
Mehta et al., 2016). Utilizing the results of the 
study, a conclusion can be drawn that the 
use of cranberry products is not harmful to the 
body; however, it does not aid in the prevention 
of UTIs. 

The third study reviewed was by Gunnarsson, 
Gunningberg, Larsson, and Jonsson (2017), 
assessed the effects of cranberry intake on the 
incidence of UTIs in women postoperatively. The 
participants were randomized to receive two 
cranberry or placebo capsules three times daily 
upon admission until five days postoperatively. 
Data was collected on UTI symptoms through 
subjective questions, quality of life as measured 
by Euro Qual five Dimensions, and the presence 
of bacterium on cultured urine specimens. This 
study found that cranberry does not provide 
sufficient preventative effects on UTIs based 
on the number of positive urinary cultures and 
UTI symptoms. Therefore, proactive use is not 
recommended (Gunnarsson et al., 2017).

The Effect of Cranberry Products on 
Urinary Tract Infections in Women

The fourth study reviewed was by Foxman, 
Cronenwett, Spino, Berger, and Morgan 
(2015), and reviewed the effectiveness of using 
cranberry juice capsules in women undergoing 
elective gynecological surgery where a 
catheter was placed. The study revealed that 
15 of the 80 receiving the cranberry juice 
capsule developed a UTI compared to 30 of 
the 80 in the placebo group who developed 
a UTI. Due to the success of the study, the 
authors recommend additional studies be done 
with similar criteria and taking into account 
catheter insertion and removal times to avoid 
subsequent catheterizations and UTIs (Foxman 
et al., 2015). Considering the study outcomes, 
cranberry products are an effective mode of 
treatment and prevention.

The fifth study reviewed was by Occhipinti, 
Germano, and Maffei (2016). 60 women 
from 18 to over 51 years of age in the study 
volunteered to randomly take either the 
experimental capsule twice per day for seven 
days, or the placebo capsule containing no 
PAC. The females aged 31 to 35 showed only 
slight differences between the two groups in 
reducing UTIs; whereas all other age ranges 
showed significant differences in reducing UTIs. 
Research concluded that a dose containing 36 
mg of PAC was effective in preventing UTIs when 
used twice per day for seven days (Occhipinti 
et al., 2016). In using this data, cranberry use is 
effective in reducing UTIs.

The final study reviewed was by Maki et al. 
(2016). The participants were randomly assigned 
to consume eight ounces of cranberry juice or 
a placebo beverage throughout the 24-week 
treatment period and were instructed to keep 
a journal of their symptoms and adherence. 
If symptoms were reported, participants were 
instructed to have a UTI evaluation with the 
research clinic. 322 participants completed the 
study; 39 clinical UTIs were diagnosed in the 
cranberry group, and 67 UTIs were diagnosed 
in the placebo group. Researchers concluded 
that the consumption of cranberry juice 
lowered the number of clinical UTIs in women 
who had a history of UTIs (Maki et al., 2016). This 
study found that cranberry juice is beneficial in 
reducing UTIs.

Bottom Line
Following review of the literature, it is 

determined that four of the six articles studied 
found that cranberry products were effective 
in the prevention of UTIs. No articles studied 
determined the use of cranberry products to 
be a detriment to health. Cranberry may be 
beneficial in preventing UTIs in adult women. 
From the studies above, it can be determined 
that nurses should continue to recommend 
cranberry products to women for prophylactic 
treatment of UTIs.

Nursing Implications
Evaluating and furthering nurses’ knowledge 

regarding cranberry products will allow nurses 
to pass on new information to patients in their 
care that could potentially benefit them in the 
prevention of UTIs. Examples of educational 
efforts include online learning modules, review 
of credible literature, educational signage, 
and discussion of topics in unit-based councils 
(Schmidt & Brown, 2019). Ongoing studies and 
continued review of literature is necessary 
to ensure new recommendations have not 
been published regarding this topic. By being 
abreast of current research recommendations, 
nurses are empowered to provide quality and 
continuity of patient care which will increase 
positive patient outcomes. 
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Define your role when a family member 
is ill, and then apply that experience in your 
practice.

Takeaways:
• Most nurses experience being the “nurse 

in the family” when a loved one is ill, which 
can be a struggle and an opportunity to 
learn and grow.

• When a nurse is caring for a loved one, 
the nurse must articulate how his or her 
actions are grounded in the practice roles 
of professional nursing.

• Nurses can promote and improve their 
own professional practice when caring 
for a loved one with intentional, humble 
reflection and being open to self-healing.

My mother had experienced sudden-onset 
pulmonary edema after a complex cardiac 
procedure. I felt that her caregivers didn’t assess 
her accurately and acted on assumptions. We 
had previously negotiated very rough waters 
balancing her medications. The day after a 
transfer to a step-down unit, a well-intentioned 
but ill-informed provider stopped her cardiac 
medications, stating that “too many meds for 
old people often cause more problems.” This 
was done without consulting the specialists or 
communicating with her family. Within 24 hours, 
she was back on a ventilator in the intensive 
care unit. I was livid, a reaction interpreted 
by my kind, humble father as questioning 
the doctor’s authority and being haughty, a 
characteristic considered poorly in my family.

— Roberta Young

At one time or another in our careers, 
we become the “nurse in the family,” and 

Being the Nurse in the Family
sometimes we’re disappointed with our 
colleagues as we advocate on behalf of a 
parent or child. Other times, though, we’re 
in awe of the compassion and expertise we 
witness. Underneath it all may be turbulent 
emotions of love, conviction, and uncertainty 
mixed with our professional capacity as nurses 
to listen and react smartly while being held to 
unknown expectations.

Navigating this situation requires 
understanding nurse practice roles, defining 
your role with the family member, and learning 
from the experience. Taking these actions not 
only will help family members but also can help 
you cope with your emotions and improve your 
practice.

Read the rest of the article in My American 
Nurse here: https://www.myamericannurse.
com/being-the-nurse-in-the-family/
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Working in the ED one Sunday morning, an 
ambulance brought a patient who had fallen 
with obvious fractured left hip. I was to be her 
receiving nurse. The patient was 81 years old, 
female, alert and pleasant and had fallen in the 
kitchen. In moderate pain, she was unable to 
get up, but somehow made it to the phone and 
called 911 and was transferred to the ED. 

On arrival, I proceeded to obtain a clinical 
history, nursing assessment and vital signs. There 
was an obvious deformity and the patient 
reported no history of heart or other significant 
health problems. I then asked her about her life 
and what she did everyday. She shared that 
she currently lives in her 1900 Victorian home 
and has a basement filled with costumes from 
the days when she danced with the New York 
Ballet. She was nostalgic and had only happy 
memories of these days when she danced on 
stage in the 1930’s. Her worries now were that 
she would never be able to go down in the 
basement to care for her beloved clothing and 
costumes. 

An Orthopedic consult then ensued and she 
was admitted for surgery. 

For me, the most heartwarming part of 
this story occurred when I gave report to the 
receiving medical-surgical nurse. I briefly shared 
the patient’s human story. The receiving nurse 
could not wait to meet her. The patient was no 
longer just an 81 year old female with a left hip 
fracture, but an interesting human being with 
a need for high quality nursing care. A nursing 
care plan was made and goals were to set to 
restore her to the highest functioning possible 
and a return to her home. Sometime later, in 
a professional conversation with this nurse, 
she told me how my verbal handoff affected 
her and others present that morning. It also 
changed my nursing practice!

A Human Story for Nurses
As I begin my 39th year as a Registered Nurse, 

I am remembering some of the practices in 
the 1970’s. None of my current coworkers can 
believe some of the stories I tell. The patients 
actually smoked in their rooms…and the 
nurses smoked in the break rooms! The doctors 
smoked in their offices! Hospital stays for an 
appendectomy could be up to seven days.

It was hard to find actual disposable gloves, 
but we were experts at making mittens out of 
washcloths. Some of the catheters and tubes 
drained into open glass containers on the 
floor. There were also eight bed wards with 
only curtains. I remember looking for an EKG 
machine and someone told me, “there is only 
one per floor, so you better be sure you really 
need it.”

I cannot believe how much I have learned 
and how much more learning I will continue to 
do. It is lifelong learning that has inspired me to 
write. Mostly it is the importance of the human 
story as it relates to the clinical story of the 
patients that has greatly affected my nursing 
practice.

Over my lifetime, I have taken advantage 
of the opportunities that nursing offers. The 
first year of my career, I worked with ARC 
(Association of Retarded Citizens) as a camp 
nurse. It was there that I learned about grand 
mal seizures and how to manage clients with 
multiple health issues. These patients would 
never be able to live independently or have 
any kind of employment. At first, I was scared to 
death of making a mistake. This job prepared 
me for challenging patients who had multiple 
and complex chronic health conditions. 
However there are opportunities for them 
to enjoy their lives. The camp experiences 
offered these clients opportunities to fish, swim, 
and canoe, hike and enjoy times around the 
campfire. I played guitar and was able to lead 
music and singing. I learned of the Art and 
Science of Nursing and the importance of work-
life balance. I also learned how important it is to 
have creativity in one's life.

Many experiences in Medical Surgical 
units, Occupational Health, Emergency 
Departments, Pain Clinics, Urgent Care Centers 
and Procedure Units have provided learning. 
In 2007, I became a Clinical Instructor in an 
Employer sponsored Nursing Program. One of 
the most important theories I embraced as a 
Nursing instructor was the importance of the 
Human Story and how it relates to our role as 
Nurse. Once a relationship is established with 
any patient, it is how we value the importance 
of their human story that affects how we care 
for them. All of the clinical data collected has a 
newfound importance as we care for them and 
their families. Not only does our own empathy 
affect them, it affects the people around us. 
In 38 years, I have cared for small children with 
newly diagnosed brain tumors, mothers who 
have lost a fetus, highly functioning adults with 
a terminal diagnosis, tragic deaths related 
to crashes, suicides, and medical problems. 
Each and every patient has a human story 
and I believe it is more important than ever to 
practice the art of empathy, compassion and 
kindness in the important work that nurses do 
each and every day.

I am grateful for my education at the 
University of North Dakota and also my 
upbringing in rural North Dakota. I believe that I 
learned the importance of the human story and 
the art of conversation growing up in an more 
isolated part of the country. I encourage all 
nurses to practice the art of conversation with 
their patients. Practice kindness, compassion 
and show empathy! It has the possibility of 
changing the world around you and your own 
experiences.

Nurses are so important and there will always 
be people who need to experience a kind 
gesture and a genuine interest from others, 
especially when they are ill or facing a difficult 
diagnosis in their lives.

Newborns Skin to Skin
Appraised by

Morgan Raap, RN and Karli Laeger, RN 
Mayville State University RN-BSN Students

Clinical Question
For all newborns delivered term, does skin 

to skin immediately after birth help stabilize 
infant’s heart rate, respiratory rate, and thermal 
regulation?

Articles
Cleveland, L., Hill, C., Pulse, W., DiCioccio, H., Field, 

T., & White-Traut, R. (2017). Systematic review of 
skin-to-skin care for full-term healthy newborns. 
Retrieved from https://www.jognn.org/article/
S0884-2175(17)30388-X/fulltext

Crenshaw J. T. (2014). Healthy Birth Practice #6: 
Keep mother and baby together- it's best for 
mother, baby, and breastfeeding. The Journal 
of perinatal education, 23(4), 211–217. https://doi.
org/10.1891/1058-1243.23.4.211.

Phillips, Raylene. (2013). The sacred hour: 
Uninterrupted skin-to-skin contact immediately 
after birth. Newborn and Infant Nursing Reviews, 
13, 67–72. 10.1053/j.nainr.2013.04.001.

Moore ER, Bergman N, Anderson GC, Medley N. 
(2016). Early skin-to-skin contact for mothers 
and their healthy newborn infants. Cochrane 
Database of Systematic Reviews, Issue 11. Art. 
No.: CD003519. DOI: 10.1002/14651858.CD003519.
pub4. 

Synthesis of Evidence
When it comes to mothers delivering their 

baby it is a magical time, life is born and the 
mother wants that bond she’s been desperate 
to share with her new baby. Before there were 
warming tables, many babies went straight to 
mom’s bare chest, however now many have 
started taking baby directly to the warming 
table doing their assessment and then giving 
baby back to mom. Now warming tables are 
not bad things, if and when a baby is not doing 
well, they are very beneficial to help recover 
the baby and do necessary resuscitation 
techniques if needed. But if the baby is doing 
well and there are no concerns then the 
best thing for baby and mom is to do skin-to-
skin. “When the newborn is placed skin-to-
skin with its mother, this heightened response 
stimulates behaviors that help to meet the 
newborn’s basic biological needs, activates, 
neuroprotective mechanisms, enables early 
neurobehavioral self-regulation.” (Crenshaw, 
2014, p. 2). There is not only just the bonding that 
occurs when the baby is skin-to-skin with mom 
there is so much more going on internally for 
both mom and baby that we don’t see. “Being 
skin to skin with mother stabilizes the newborn’s 
respiration and oxygenation, increases glucose 
levels (reducing hypoglycemia), warms the 
infant (maintaining optimal temperature), 

reduces stress hormones, regulates blood 
pressure, decreases crying, and increases 
the quiet alert state.” (Philips, 2013, p. 2). The 
mother’s chest will naturally become warmer 
to help baby eventually regulate their own 
temperature. The research also shows that 
there is a “reduction in newborn pain response 
during painful procedures. (Cleveland et al, 
2017). Being able to do something as simple as 
putting baby directly to mom’s bare chest can 
help the baby transition to life easier, should be 
something all nurses and physicians do more 
often. The data shows it helps baby more than 
just regulate their temperature and build a 
bond with mom.

Bottom Line
The research shows that in term newborns, 

it is very beneficial to have skin to skin contact 
with their mothers immediately after birth. 
Immediate skin to skin contact has been 
proven to help the newborn to stabilize its heart 
rate, respiratory rate, and thermal regulation. 
Immediate skin to skin contact has also been 
proven to decrease the time the infant cries, 
helps promote bonding, and helps promote 
breastfeeding.

Implications for Nursing Practice
For nurses instead of taking baby from mom 

directly to a warming table, baby is placed 
directly skin-to-skin with mom on her chest. 
For nurses unfamiliar with initiating the first 
assessment of baby on mom’s chest this can 
be uncomfortable, however you can dry baby 
and listen to heart and lungs as you would on 
a warming table. The rest of baby’s assessments 
should be done at least an hour or more after 
delivery to allow for the “golden hour.”

Hiring RN and LPNs
Family orientated environment
Flexible scheduling available

Sign up Bonus up to 12,000

Located in Valley City, the most beautiful town in North Dakota.

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

Visit our new Facebook page @ www.facebook.com/sheyennecarecenter
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Sara N. Melgaard, Mallory L. Waters, University of Mary BSN Students; 

Kathy Roth, PhD, RN, Assistant Professor of Nursing 
 

Clinical Question 
Is there a known decrease in hospital-acquired infections (HAIs) in 

patients who are bathed daily with chlorhexidine gluconate (CHG) 
during their stay in the hospital compared to those who are not? 

 
Summary of Evidence 

A stay in the hospital greatly increases a patient’s risk for infection, 
and according to studies, the use of CHG has proven to be an effective 
means of bathing for infection prevention. In a Cochrane review by Lai et 
al., (2016), they studied the comparison of the effectiveness of CHG versus 
povidone-iodine in patients with central venous catheters. It was found 
that the use of CHG had a slightly reduced incidence of catheter-related 
infections, as compared to the use of povidone-iodine (Lai et al., 2016). 

Petlin et al., (2014) conducted a study looking at the impact of the 
use of CHG, and its use in the form of basin-bathing prepackaged wipes 
for patients with Methicillin-Resistant Staphylococcus aureus (MRSA). 
This study showed that there was no effective difference between using 
the wipes versus the basin bathing method. At the end of the article, 
they concluded their findings stating that “the CHG bathing protocol 
was easy to implement, was cost-effective and led to decreased unit-
acquired MRSA rates” (Petlin et al., 2014, p.23). 

Caya et al., (2019) conducted a qualitative study and they looked 
specifically at how a patient perceives the use of CHG for daily bathing 
to reduce HAIs. According to the interviews with patients, it was found 
that they were left feeling uninformed of the risks and benefits of using 
CHG as a mean of infection prevention, but they also had a reduced 
sense of overall risk of infection during their hospital stay. The authors 
concluded that there is an increased need for education on CHG 
bathing for both patients and staff (Caya et al., 2019). 

In a quantitative study by Charles et al., (2017), a comparison was 
performed on two types of skin antiseptics for surgical preparation 
to prevent infections of the surgical site. Half of the population used 
alcoholic chlorhexidine and the remaining used aqueous chlorhexidine. 
A follow-up was performed and there was no significant difference in 
the infection rates of patients who used either of the antiseptic solutions 
(Charles et al., 2017). 

Kates et al. (2019) studied the impact of CHG bathing on the skin 
microbiota of both children and adults on a general medical surgical 
floor. This was a quantitative study where samples of participants 
microbiota were taken from the patients upon admission to establish a 
baseline and throughout their hospitalization. Patients were bathed with 
4% CHG foam daily, and samples were taken from both the axillae and 
the antecubital fossa. The study suggests that CHG does not significantly 
impact the skin microbiota of children in either the axillae and the 

Chlorhexidine Bathing for Infection Prevention
antecubital fossa and reduces the microbiota of the adult antecubital 
fossa without having a significant impact on the microbiota of the axillae 
(Kates et al., 2019). 

Musuuza et al., (2017) conducted a qualitative study of nursing 
perceptions of the sustainability and effectiveness of daily bathing 
with CHG in the intensive care unit. The nurses who were interviewed 
identified the main barrier to bathing was the perception of bathing as 
a comfort measure instead of a means of infection prevention. In regards 
to the use of CHG for bathing, it was perceived to be a harsh soap that 
should not be used on already frail skin, and was not likely to be used. 
The nurses stated that no formal training had been given to new staff 
members, thus a priority intervention should be aimed at improving 
conditions that lead to the prioritization of bathing (Musuuza et al., 2017). 

 
Bottom Line 

Every patient should be informed of all risks and benefits associated 
with their care and treatment. It is the responsibility of the nurse and 
other health care workers to promote and provide a safe environment 
for all patients, especially those who are at a higher risk of developing an 
infection during their hospital stay. 

Nursing Implications 
Proper education needs to be a priority for patients in order to receive 

the most beneficial and safe care during their hospital stay. Hospital 
staff should be aware of the important factors that constitute using CHG 
solution for bathing, as well as the priority and emphasis of bathing for 
infection prevention. In order to prevent hospital-acquired infections 
in patients who are at an increased risk, nurses and other health care 
professionals need to be well educated on the different methods used 
to bathe patients to increase positive outcomes. Patients also need to be 
educated about the importance of maintaining their hygiene and how 
bathing properly can reduce their risk of getting an infection throughout 
the duration of their hospital stay. 
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The Nurses on Boards Coalition (NOBC) represents national 
nursing and other organizations working to build healthier 
communities in America by increasing nurses’ presence on 
corporate, health-related, and other boards, panels, and 
commissions. The coalition’s goal is to help ensure that nurses 
are at the table filling at least 10,000 board seats by 2020, as 
well as raise awareness that all boards would benefit from 
the unique perspective of nurses to achieve the goals of 
improved health, and efficient and effective health care 
systems at the local, state, and national levels.

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

https://www.nursesonboardscoalition.org/ 

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

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

Nurses on Boards
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Belcourt, ND
Multiple Nursing Opportunities 

in OB, Clinic & Med/Surg

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

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

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

All RNs encouraged to apply or call for more information.
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Clinical Question
Do healthcare workers in the hospital setting, 

decrease infection rates by having natural nails 
versus those who wear nail polish, gel nails, and 
acrylic nails?

Summary of Evidence
Studies have concluded that the application 

of nail polish and gel nail polish when 
compared to natural nails does not have a 
direct correlation on infection rates. However, 
nails that are longer than 2mm or ¼ inch pose a 
greater risk in harboring bacteria and spreading 
infections, thereby including the wear of 
acrylic nails that are longer than this length 
(CDC, 2019). A study conducted by Hewlett et 
al. (2018) concluded that all three nail types, 
regardless of the product applied, become 
more contaminated with bacteria over time. 
Similarly, a study by McNeil et al. (2001) found 
that “beforehand cleansing, 86% of healthcare 
workers wearing artificial nails had a pathogen 
isolated, as compared with only 35% of those 
who had natural nails” (para. 1). The authors 
suggested that one of the reasons that could 
have led to such high levels of bacteria were 
that many participants in the study did not 
follow policy about how to correctly wash their 
hands. After hand washing with alcohol hand 
sanitizer, colonization rates of bacteria were 
lower than stated above (McNeil et al., 2001). 
A study by Tank and Celik (2018) showed that 
bacterial growth was not noticed in 87.9% of 
both groups, nurses wearing nail polish and 
those who were not, after performing a surgical 
scrub procedure. Healthcare workers are aware 
that hand hygiene is important; however, 
they admit to not effectively performing hand 
hygiene (McLaws et al., 2014). This proves that 
there are many factors that can increase 
bacteria on nails and overall infection rates. 
One of the overwhelming conclusions of each 
study is that proper hand hygiene is the single 
most critical factor in preventing infection, 

The Effects of Nail Products including Polish, Gel, and Acrylic 
Nails on Infection Rates in the Healthcare Setting

whether nail products are present or not. 
Identifying the direct relationship between 
the presence of nail products and increased 
infection rates is a major concern for further 
nursing research.

Bottom Line
Throughout a review of literature, the 

overwhelming majority of studies reviewed 
proved that hand hygiene is the most important 
factor when evaluating infection rates. Hand 
hygiene by staff in clinical settings should be 
completed often and effectively. Since there 
were varying results between the types of nails 
applied, health care institutions should focus 
more on monitoring nail length, less than ¼ inch, 
rather the type of nail being worn. 

Nursing Implications
After extensive research and inconclusive 

results, there are multiple recommendations for 
clinical practice. Hospitals should first review 
their hand washing policies and update them 
if necessary. Due to a lack of research about 
this topic, more research needs to be done. A 
pilot study would be beneficial to further the 
research about nail polish worn by healthcare 
workers. One constant that was found 
throughout multiple studies was the importance 
of hand washing, whether it was the native nail 
or a nail with polish applied. The second clinical 
recommendation would be to wash hands 
with soap and water as well as with alcohol-
based gel sanitizer various times throughout 
the day. Hand hygiene has consistently been 
proven to break the chain of infection, including 
infection that can be on or underneath the nail 
beds. Education and training on hand hygiene 
would be vital for employers to implement. 
Studies also concluded that nails that were 
longer than 2 millimeters (mm) harbor more 
bacteria (Fagernes & Egil, 2010). Acrylic nails 
are generally longer than 2 mm because it 
is an application of a fake nail and is worn for 
a longer period of time allowing the natural 
nail to continue to grow. The CDC formally 
recommends that artificial nails should not 
be worn, particularly in high-risk patient 
populations such as the intensive care unit 
and the operating room, and that natural 

nails should be kept to a length of ¼ inch 
or 2 mm (CDC, 2002). This fact leads to the 
recommendation of enforcing staff to keep nails 
at 2 mm or less, which would essentially ban 
acrylic nails. These practices would be best for 
patient safety and could lower infection rates. 
Overall, the common goal for healthcare is 
safe patient care and minimizing healthcare 
associated infections.
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The Nurse’s Reality Gap: Overcoming Barriers 
Between Academic Achievement and Clinical 
Success, authored by Leslie Neal-Boylan (2013) is 
a worthwhile read for nurses. It has applicability 
for new nurse graduates, nurse educators, 
and nurses who precept/mentor entry-level 
colleagues. 

An interesting approach, Neal-Boylan 
surveyed 100 new graduate nurses prepared 
with associate or bachelor’s degrees. She 
sought to better understand the journey and 

transition from student to professional nurse. 
Given that “…even after two to three years 
of practice, nurses still do not feel entirely 
comfortable and confident about making 
clinical decisions, planning and initiating care, 
and communicating with physicians” (National 
Council of State Boards of Nursing [NCSBN] as 
cited in Neal-Boylan, 2013, p.xvi); this book offers 
timely and relevant insights. 

The book goes on to elaborate about ADN 
and BSN-prepared nurses over the course of 
several chapters. For each level of education, 
the author discusses their nursing education, 
barriers and challenges, and facilitators. 
Following those elements, ‘Life as an ADN-
Prepared Nurse’ and ‘Life as a BSN-Prepared 
Nurse’ are chapters that cover respective role 
orientation, communication, role change, 
meaning of nursing, and advice. 

Remaining chapters in the book address 
graduate programs, the chasm in nursing, and 
concluding-type discussions. The references 
section offers a plethora of additional, 
related items for the reader as well. Overall, 
encompassing 153 pages, the book’s content 
is succinct and well organized. As mentioned, 
a quality addition to any nurse’s reading 
repertoire. 

Neal-Boylan, L. (2013). The nurse’s reality 
gap: Overcoming barriers between academic 
achievement and clinical success. Indianapolis, 
IN: Sigma Theta Tau International. 
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Does Handwashing Work Better than Hand Sanitizer?

By Gail Pederson, SPRN, HN-BC
Be Well Healing Arts, pllc.

Who has not heard of 
CBD (Cannabidiol) oil? Is 
it the new “Snake Oil” or 
does it really have benefits? 
How do you know if you are 
getting a quality product? 
The prevalence of it is 
evident in every drugstore, 
gas station or even sold by 
a friend.

Quality products are 
essential to maximize the 
real benefits of CBD oil. My 
past articles have talked 
about the endocannabinoid system (ECS) 
and the major receptors in the body, CB1 and 
CB2. CB1 is more prevalent in the brain and 
nervous system. This system fits perfectly with 
the THC molecule. The majority of the CB2 
receptors are in the hard and soft tissues/organs 
in the body…in the bones, muscles, skin and 
most internal organs. The CB2 receptor and 
the CBD molecule are not a perfect fit. The 
CBD molecule fits into both the CB1 and CB2 
receptors by just kind of plugging them. 

There are many opinions whether CBD is 
legal. For the most part, it is. The 2018 Farm bill 
“kind of” legalized it, according to the USDA 
and the emerging hemp market (which is most 
of the CBD oil you may buy). The FDA reduced 
CBD isolates from the Schedule I list, creating 
the outlet for the CBD derived medication 
Epidiolex. The addition of CBD to food products 
creates a whole different set of problems as a 
“food additive.” There are also still questions on 
the federal level. 

What should you look for in a quality CBD 
product? Make sure you have access to the 
answers when questioning a salesperson or 
purchasing online. 

1. Where and how is it grown. Is it is grown 
in the United States? There are not official 
organic standards currently, but organic 

What in the World of CBD is Going On!
practices should be a priority, as hemp 
(cannabis) is a bio accumulator. It can 
help improve the soil by drawing heavy 
metals and other contaminants up 
into the plant. When that contaminate 
is concentrated, when making a 
concentrated oil, there can be measured 
impurities. 

2. Make sure it is third party lab tested to 
ensure quality and safety of the product. 
The lab should be ISO17025 accredited. 
Products that should be tested for are 
potency, pesticides, residual solvents, 
bacteria and mold, foreign matter and 
heavy metals. Do you have access to these 
reports? A tracking process, in case of 
recall is vital. 

3. Price is a factor. A good average product 
price is 0.10 per milligram. 

4. Extraction processes are important. Look 
for “Full Spectrum” products, not isolates, 
distillates or products labeled “pure 
CBD” or “no THC.” The entourage effect 
comes into play. The plant works better 
as a whole. The product ideally should 
include under 0.3% of THC or less. Another 
form is Broad Spectrum CBD oil products 
that include other cannabis components 
but no THC. If you are drug screened, 
you SHOULD use a product with the THC 
removed. That is DO use the products 
above…isolates. While the chance is 
minute, it is not one worth taking. 

5. What is the concentration. The higher the 
mg/ml, the less you have to use, right? 
Dosage is very individualized. The mantra 
for anyone using CBD, as with any medical 
cannabis product, is start low and go slow. 
There is also a biphasic effect of CBD. The 
first pass is into the bloodstream via the 
stomach and then routes through the liver 
involving the CYP pathways. 

6. Is there good customer service? Are your 
questions answered, or if you order on line 
is there a phone contact? 

7. Those companies where your friend asks 
you to buy CBD products? While they 
mean well and it may be a good product, 
it is probably overpriced, unless you are 
one of those people that can sell, build 
a team and gain from others. Be wary of 
heavy recruitment practices. 

CBD does have documented benefits and 
there are many effects that are currently 
under investigation. Studies are revolving 
around CBD’s effects as an antiemetic, 
anticonvulsive, antipsychotic, antitumor/
anticancer, anti-inflammatory, antixyolytic 
(anti anxiety), antidepressant and it acts as an 
antioxidant. Phew! That is a list….remember 
your endocannabinoid system plays a part in 
almost every body response. Thus we have this 
extensive list for research. 

Whatever you do, your choice of a quality 
product can be the difference of successful use. 
Please tell/ask your healthcare provider before 
you use a CBD product. I have no doubt, we as 
nurses, can even teach them. Everyone is on a 
learning curve, whether it is hemp based oils or 
cannabis with THC. I closing, I hope I don’t have 
to say this, but please, do not buy any CBD oils 
in a gas station! 

Gail Pederson, SPRN, HN-BC is a Board 
Certified/Specialty Practice RN in Holistic 
Nursing. She is a cannabis trained nurse and 
a member of the American Cannabis Nurses 
Association. Watch for her educational 
program “Cannabis 101: What Medical 
Professionals Need to Know,” 1.5 hours nursing 
CEUs to be offered around the state. Contact 
Gail at bewellhealingarts@gmail.com, “Like” Be 
Well Healing Arts, pllc on Facebook or call 701-
490-2132 for further information. 
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Clinical question
Does hand-washing work better for nurses 

in acute care than alcohol hand sanitizer in 
providing effective and appropriate hand 
hygiene?

Articles
Gould, Dj, Moralejo, D., Drey, N., Chudliegh, J.H., & 

Taljaard, M. (2017). Interventions to improve hand 
hygiene compliance in patient care. Cochrane 
Database of Systematic Reviews 9(CD005186). 
Doi: 10.1002/14651859.CD005186.pub4

Pickering, A., Boehm, A., Mwanjali, M., & Davis, 
J. (2010). Efficacy of waterless hand hygiene 
compared with handwashing with soap: A field 
study in Dar es Salaam, Tanzania. The American 
Society of Tropical Medicine and Hygiene. 82(2), 
pp. 270-278. Doi: 10.4269/ajtmh.2010.09-0220

Arbogast, J. W., Moore-Schiltz, L., Jarvis, W. R., 
Harpster-Hagen, A., Hughes, J., & Parker, A. 
(2016). Impact of a comprehensive workplace 
hand hygiene program on employer health care 
insurance claims and costs, absenteeism, and 
employee perceptions and practices. Journal 
of Occupational and Environmental Medicine, 
58(6), e231–e240. https://doi.org/10.1097/
jom.0000000000000738

Girou, E. (2010). Efficacy of hand rubbing with 
alcohol-based solution versus standard 
handwashing with antiseptic soap: randomized 
clinical trial. BMJ, 325(7360), 362. https://doi.
org/10.1136/bmj.325.7360.362

Synthesis of Evidence
Our intentions were to use research to decide 

if handwashing with soap and water was more 
effective than using alcohol sanitizer for hand 
hygiene while caring for acute patients. We used 
four articles that were less than 10 years old to 
help us determine if this was the case or not. By 
answering this question, we could help improve 

patient care and reduce the number of hospital 
associated infections by providing nurses and staff 
with correct and relevant data to encourage the 
proper hand hygiene practices used by staff that 
are coming in direct contact with patients. 

The articles researched for this question were 
not decisive on if one method of hand hygiene 
is better than the other. Research that has 
been conducted states that both methods are 
acceptable methods, and that hand sanitizing 
with alcohol-based sanitizer is more time efficient 
than washing hands with soap and water 
(Arbogast, et al., 2016). The issues with healthcare 
workers and the spread of infection in the 
articles showed evidence that the healthcare 
workers were performing hand hygiene at the 
appropriate intervals, just not for the appropriate 
amount of time. Individuals were not washing 
their hands with soap and water for the proper 
time per the CDC guidelines, and many times 
individuals were touching other objects before 
their hands were dry from the alcohol-based 
hand sanitizer (Arbogast, et. al, 2016).

Challenges that occurring during these 
studies was the potential for the lack of staff 
participants. One of the studies completed 
was unable to have consistent results due to 
staff missing work or having scheduled time 
off (Girou, 2010). The lack of consistency was 
stated to be the primary reason for incomplete 
results (Girou, 2010). This study did consist 
of microbiologic samples to determine the 
bacteria growth, however the comparison 
showed similar results between the two methods 
wearing gloves and performing a task, only by 
testing their dominate hand (Girou, 2010).

One thing the research had most in common 
was the fact that hand hygiene compliance 
remains a focus priority in any health care 
setting. In the research conducted by Gould, 
Moralejo, Drey, Chudleigh, and Taljaard 
(2017), it was emphasized that the research 

could improve significantly if hand hygiene 
compliance was better and hand hygiene 
compliance should be a top priority for all 
health care facilities. Better hand hygiene 
practices could lead to increased quality of 
care, less preventable infections and illness, and 
better health outcomes for all patients. 

While we may not be able to conclude which 
hand hygiene practice is better, according to 
Pickering, Boehm, Mwanjali, and Davis (2010), 
their research indicated that alcohol hand 
sanitizer was more effective in areas that had 
questionable water sources. In areas such as third 
world countries which have a high incidence 
of transmittable diseases, introducing the use of 
alcohol-based sanitizer could really be life-saving. 

Bottom line
Research implies that the combination of both 

hand washing and alcohol-based hand sanitizer 
is the best practice for hand hygiene while 
caring for patients. Utilizing hand sanitizer also 
increases the rates of hand hygiene compliance 
which can reduce the number of preventable 
infections and mortality rates for patients in the 
hospital. This can improve the quality of care 
and the quality of life for patients who end up 
contracting infections that easily could have 
been avoided with just simple hand hygiene. 

Implications for nursing practice 
Nurses can lead the change to improving 

the compliance of hand hygiene practices. By 
holding themselves and other staff accountable 
for practicing hand hygiene, they can start to 
create the change that is needed. They can 
also provide the education to staff, visitors, and 
patients on the importance of hand hygiene. By 
taking a few steps to help improve the quality of 
their practices, nurses can prevent infections, 
reduce health care costs, and help reduce 
mortality rates that are related to these infections. 
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Reprinted with permission from ANA on the 
Frontline, as seen in American Nurse Today.

By Susan Trossman, RN

When asked why appropriate staffing was so 
important, Tracy Viers, MSN, RN, CCRN, didn’t 
hesitate for a second. 

“The bottom line is it’s all about patient safety 
and positive outcomes,” said Viers, an ANA-
Illinois member and intensive care unit (ICU) 
staff nurse at Blessing Hospital in Quincy, Illinois. 
“Good patient outcomes are dependent upon 
nurses, who can’t do their best when they have 
too many patients and tasks.”

And that inability to provide every patient 
with the best possible care also causes nurses, 
no matter where they work, incredible physical 
and emotional stress, she added. 

The American Nurses Association (ANA) 
wants appropriate staffing to be the rule—not 
the exception—across care settings. To that 
end, the association continues to increase 
and widen its efforts, knowing that complex 
problems require a multipronged approach. 

One effort involves pursuing a unified 
legislative and regulatory approach to achieve 
ANA’s staffing goal. Another is an educational 
and outreach campaign launching this fall 
to provide nurses with guidance and tools 
to help them make an immediate case for 
appropriate staffing and implement practical, 
comprehensive staffing plans. Among these 
resources is ANA’s Principles for Nurse Staffing, 
which was recently revised to make it more 
applicable to all settings and to emphasize 
nurses’ critical role in ensuring healthcare 
facilities meet their mission of providing patients 
and communities with quality, safe, and cost-
effective care. 

Assessing the problem
In a 2019 ANA membership survey of more 

than 6,700 nurses, 93% identified staffing as 
an important issue, with 72% identifying it as 
“extremely important.” And when asked to 
name their top three nursing issues, “early 
career” nurses (0-4 years of experience) and 
“up and comers” (5-14 years of experience) 
named staffing as a priority far more than any 
other issue. 

Texas Nurses Association member Bob 
Dent, DNP, NEA-BC, FAAN, FACHE, FAONL, who 
helped revise ANA’s staffing principles, pointed 
to years of research showing that appropriate 
nurse staffing leads to better patient outcomes 
and fewer adverse events. Studies also have 
linked appropriate staffing to cost savings 
that result from preventing complications and 
readmissions.

Yet findings from an ANA Enterprise 
HealthyNurse® Survey gathered between 
February 2017 and May 2019 revealed that more 
than a quarter of the 18,500-plus respondents 
said they were often assigned a higher 
workload than they felt comfortable with. 
About 52% responded that they frequently must 
work through their breaks to complete their 
assigned workload and 53% often have to arrive 
early or stay late to get their work done.

Speaking to staffing as a national issue, 
Washington State Nurses Association (WSNA) 
member and neuro-trauma ICU staff nurse 
Danielle O’Toole, BSN, RN, CCRN, said, “Nurses 
are continually being asked to do more and 
more and more with less.”

She also affirmed the ANA’s survey findings 
about nurses working nonstop. For years, nurses 
in her facility didn’t take rest and meal breaks 
for fear of overburdening their coworkers and 
putting their patients at risk. “Anything can 
happen in 30 minutes, especially in an ICU 
where you have critical I.V. drips,” O’Toole said.

Looking at the principles
Although ANA’s revised principles include 

additional information, such as referencing the 
Institute for Healthcare Improvement’s triple aim 
efforts to improve health system performance, 
this resource continues to provide nurses with 

Calling for Appropriate Staffing
an important framework to help them develop, 
implement, and evaluate appropriate nurse 
staffing plans and activities. It includes core 
components of appropriate staffing such as:

• RNs at all levels within a healthcare system 
must have a substantive and active role 
in staffing decisions to ensure they have 
the necessary time to meet patients’ 
care needs and their overall nursing 
responsibilities.

• All settings should have well-developed 
staffing guidelines with measurable nurse-
sensitive outcomes specific to that setting 
and the healthcare consumer population 
they are serving that are used as evidence 
to guide daily staffing.

• Staffing needs must be based on an 
analysis of the patient’s or consumer’s 
healthcare status, such as acuity and 
intensity, and the environment in which 
care is provided.

Other considerations include RNs’ 
competencies, experience, and skill set; staff 
mix; and previous staffing patterns that have 
shown to improve care outcomes.

Dent reinforced the importance of nurse 
involvement and collaboration—such as 
through the implementation of staffing advisory 
committees—to attain appropriate staffing and 
good patient experiences and care.

“It’s important that nurses aren’t questioning 
whether they are really making a positive 
difference for their patients,” said Dent, who 
recently left his long-time leadership role at 
Midland Memorial Hospital in Texas and is now 
vice president and chief nursing officer of three 
facilities within the Emory Healthcare system. 
“I’ve found that if nurses have a positive and 
healthy work environment—and appropriate 
staffing is a component of that—then their 
patients are getting good care and having 
great experiences.”

The ANA document also outlines specific 
principles related to healthcare consumers, RNs 
and other staff, the organization and workplace 
culture, the practice environment, and staffing 
plan evaluation—all of which can guide direct 
care nurses and those at other levels in making 
sound staffing decisions and plans.

For example, staffing decisions should take 
into account factors such as the age and 
functional ability of patients and healthcare 
consumers, as well as their cultural and linguistic 
diversities, scheduled procedures or treatments, 
and complexity of care needs.

On the other side of the equation, nurses’ 
level of overall experience (novice to 
expert), educational preparation, language 
capabilities, and experience with the 
population being served should be among the 
factors considered. 

“Staffing is complex,” said Deborah Maust 
Martin, DNP, MBA, RN, NE-BC, FACHE, who also 
contributed to the revised principles. “We need 
to look at patient outcomes and how we get 
the best match of patients and nurses.”

The principles of staffing document also 
emphasizes other key points, such as calling 
mandatory overtime an unacceptable solution 
to achieving appropriate staffing, ensuring 
that nursing students aren’t counted as staff, 
creating a workplace culture that leads to 
retention, and identifying costs of nursing care 
in patient billing and reimbursement requests 
to provide visibility to the value of nurses and 
nursing services.

Maust Martin, a Wisconsin Nurses Association 
member, noted that the principles are 
designed to be applicable to nurses working 
in all settings, from acute care to school 
and community-based practices. The term 
“healthcare consumers” instead of “patients” 
shows the broad reach of nurses’ roles and the 
populations they serve.

Pursuing other efforts
Many state nurses associations and specialty-

focused organizational affiliates also are 
engaging in a range of efforts to address this 

priority issue.
In Washington State, O’Toole testified before 

legislators about nurses’ inability to take 
needed rest and meal breaks and the impact 
it has on nurses and patients. Her advocacy 
and that of other WSNA nurses and staff led to 
the passage of a state law providing breaks 
and overtime protections for nurses, effective 
in January 2020. Her facility, Tacoma General 
Hospital, hired “break relief” staff to cover nurses 
during those times as a result of legal action by 
WSNA, and the new law reinforces the hospital’s 
obligation to ensure nurses get breaks.

“I’m taking my first breaks since the law 
passed,” said O’Toole, who also is chair of her 
WSNA local. “We also have a robust staffing 
committee that meets once a month that is 
50-50 staff nurses and management to address 
staffing issues.” The committee additionally 
reviews the efficacy of every unit’s staffing 
plan, including negotiated standards, every 
six months to determine if any changes are 
needed.

ANA-Illinois Executive Director Susan Swart, 
EdD, MS, RN, CAE, said the association plans to 
introduce legislation to strengthen the state’s 
existing staffing law, which went into effect in 
2008 and was based on ANA’s earlier staffing 
principles. The law requires healthcare facilities 
to have staffing committees made up of at 
least 50% direct care nurses and that staffing 
decisions are based on patient acuity, skill mix, 
and other key factors. 

“We want to put some teeth in the law 
so the committee isn’t advisory but has real 
pull,” Swart said. “We know from our recent 
member survey that nurses continue to struggle 
with staffing and workplace issues that are 
connected with understaffing.” 

ANA-Illinois also is working with the Illinois 
Hospital Association’s new chief nursing officers 
group to more immediately strengthen and 
raise the profile of staffing committees. Part of 
their strategy is to include information about 
staffing committees, including their purpose, as 
a routine part of orientation in all facilities, Swart 
said.

“We want nurses to feel empowered and that 
their participation is valued and respected,” 
Swart said. That requires an institutional culture 
that supports nurses, as well as nurses at all 
levels working together to implement staffing 
solutions.

One staffing solution that Viers believes can 
be instrumental is having a dedicated charge 
nurse on every unit who doesn’t have to carry 
a patient assignment. That would leave the 
charge nurse free to mentor new nurses and 
handle all the other issues that routinely crop up 
during the course of a shift. (Her Illinois facility 
has a professional practice committee that 
addresses staffing issues.)

ANA-Illinois board member and staff nurse 
Lauren Martin, RN, CEN, also thinks it’s critical 
that nurses from all shifts are represented on 
staffing committees. 

“Night shifts tend to not be staffed as well as 
day shifts, and oftentimes it’s new nurses, who 
are just learning the job, working those shifts,” 
said Martin, who works in a specialty long-term 
care facility. “So, we really need to increase 
nurses’ involvement on committees and in 
other ways to solve staffing issues. That includes 
looking at all the factors that are causing 
inappropriate staffing.”

Both Dent and Maust Martin added that 
nurses must think about new ways to manage 
staffing needs—whether it’s adjusting shift 
length, having long-time nurses support novice 
nurses through ongoing, virtual mentoring, or 
piloting new models of care.

Noted Dent, “We all have a piece of the pie 
when it comes to addressing nurse staffing.”

— Susan Trossman is a writer-editor at ANA.

Resource
Access ANA’s new staffing webpage for key 

documents and tools at www.nursingworld.org/
PrinciplesForNurseStaffing. 
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By: Alyssa Boese, Carolyn Coppinger, 
Theresa Cronin, & Emma Stehr, 
University of Mary BSN Students; 

Kathy Roth, PhD, RN, Assistant Professor of Nursing

Clinical Question
Are laboring mothers with oral intake 

during labor at increased risk for maternal 
complications compared to laboring mothers 
without oral intake during labor?

Summary of Evidence
A Cochrane Review was evaluated that 

included studies with 3130 low-risk, laboring 
women and determined that current evidence 
shows neither benefits nor harms of oral intake 
during labor (Singate et al., 2013). Therefore, 
there is no jurisdiction for restricting foods 
or fluids during labor. The review provides 
evidence to support safe policy changes for 
oral and fluid intake during labor. The authors 
acknowledge the need for greater autonomy 
and freedom that a general diet would provide 
to low-risk laboring mothers. The authors note 
that further research should be conducted on 
specific foods that could help labor outcomes. 
Foods that should be researched further include 
foods high in oxytocin to improve the rate of 
dilation, energy-packed carbohydrates to 
sustain strength, potassium to reduce emesis, 
and foods that aid lactation (Singate, et al., 
2013). 

A quantitative study of 411 women 
considered whether decreasing the period 
of oral intake of clear liquids to two hours 
preoperatively in elective cesarean section 
affects the occurrence of regurgitation and 
respiratory aspiration (Zohreh et al., 2014). It 
was determined that there is no evidence that 
taking clear fluids one hour before cesarean 
section will increase the risk of regurgitation. 
These results are interpreted to support the 
implementation of “more flexible fasting 
policies preoperatively, in addition to oral 
fluid intake” for pregnant women undergoing 
cesarean section (Zohreh et al., 2014, para. 17).

A quantitative study of 51 laboring women 
examined the gastric motility of spontaneous 
laboring women under epidural analgesia 
through ultrasound (Bataille et al., 2014). 
The study concluded that gastric contents 

To Eat Or Not To Eat: Oral Intake During Labor
decreased during labor. These results indicate 
that since gastric motility persists during 
labor, women may not be at increased risk of 
regurgitation or aspiration (Bataille et al., 2014). 

A qualitative study showed that mothers who 
ate or drank before they went to the hospital 
believed that doing so allowed them to tolerate 
labor more successfully (Ozkan et. al., 2017). 
During the active and dilation stage of labor, a 
recurring theme of intense thirst was recognized 
in the study participants, with some participants 
contributing their exhaustion, nausea, and 
difficulty of delivery to their thirst. The study 
found current restrictions leave women hungry, 
thirsty, and fatigued, affecting labor’s natural 
course. The study highlights the belief that free 
food and drink intake during labor helps women 
to better cope with the pain of contractions 
and allows them to better tolerate labor (Ozkan 
et. al., 2017).  

A quantitative study of 2,784 laboring women 
concluded that allowing women to consume 
oral intake as desired during labor did not 
increase the incidence of adverse outcomes 
among either mothers or infants (Shea-Lewis et 
al., 2018). The researchers recommend “relaxing 
the restrictions on oral intake in cases of 
uncomplicated labor” (Shea-Lewis et al., 2018, 
p. 31). The researchers also recommend further 
research on specific foods and fluids that are 
most advantageous for labor.

Bottom Line
The studies examined found that for 

women with low-risk pregnancies, eating 
and drinking during labor did not increase 
the risk for aspiration or complications. Nurses 
must be active participants in research and 
implementation of evidence-based practice 
on oral intake during labor to fulfill their role 
as patient advocates. Thus, nurses have the 
responsibility to lobby for policy changes that 
would allow mothers to eat and drink during 
labor as safely indicated by research. In the 
modern healthcare system that promotes high 
healthcare satisfaction rates, policies that 
promote patient safety and satisfaction should 
be implemented. 

Nursing Implications 
Current food and fluid restrictions leave 

women hungry, thirsty, and fatigued during 

labor. These findings are of optimum 
importance in directing the supportive care 
practices of nurses (Ozkan, et al., 2017). It has 
been long accepted practice to restrict oral 
intake during labor; therefore, many health 
care professionals may be resistant to policy 
and practice changes. Nurses are responsible 
for educating their peers and supporting 
evidence-based policy and practice changes 
regarding oral intake during labor. As care-
managers, nurses are also responsible for 
educating and gaining support from the entire 
health care team in implementing unrestricted 
oral intake during labor for low-risk mothers. 
Once implemented, nurses must continue to 
monitor patient outcomes to ensure a successful 
and safe change in practice. 

References 
Bataille, A., Bonnet, F., Marret, E., & Rousset, J. (2014). 

Ultrasonographic evaluation of gastric content 
during labour under epidural analgesia: A 
prospective cohort study. British Journal of 
Anesthesia, 112(4), 703-707. Retrieved from 
https://doi.org/10.1093/bja/aet435

Ozkan, S. A., Kadioglu, M., & Rathfisch, G. (2017). 
Restricting oral fluid and food intake during 
labour: A qualitative analysis of women’s 
views. International Journal of Caring Sciences, 
10(1), 235-242. Retrieved from https://www.
researchgate.net/profi le/Merve_Kadioglu2/
pub l icat ion/316 5 4 5 4 3 3 _ Res t r ictng _O ra l _
Fluid_and_Food_ Intake_dur ing_Labour_ A _
Qual itat ive_ Analys is _of_Women27s_Views/
l inks/5b652786458515cf1d32fe03/Restr icting-
Oral-Fluid-and-Food-Intake-during-Labour-A-
Qualitative-Analysis-of-Womens-Views.pdf

Shea-Lewis, A., Eckardt, P., & Stapleton, D. (2018). An 
investigation into the safety of oral intake during 
labor. American Journal of Nursing, 118(3), 24-31. 
doi:10.1097/01.NAJ.0000530913.80349.53

Singate, M., Tranmer, J., & Gyte, G. (2013). Restricting 
oral fluid and food and fluid intake during labor. 
Cochrane Database of Systematic Reviews, 
2013(8), 1-104. doi:10.1002/14651858.CD003930.
pub3

Zohreh, G., Vahidreza, A., Fariba, A., & Mitra, M. 
(2014). The effects of oral fluid intake an hour 
before cesarean section on regurgitation 
incidence. Iranian Journal of Nursing and 
Midwifery Research, 19(4), 439-442. Retrieved 
from https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4145502/

Reprinted with permission from 
American Nurse Today. 

By Angela Crawford, BSN, RN; Dee Eldardiri, MS, 
RN-BC, CMSRN; Ana Leibecke, MSN, FNP-BC; 

and Rosalind Sloan, MAEd, BSN, RN-BC

As a nurse leader, you make decisions 
that impact many facets of the healthcare 
landscape. Your colleagues look to you to lead 
them into the future. According to the American 
Nurses Association (ANA) 2015 Code of Ethics 
for Nurses with Interpretive Statements, nurses 
have a responsibility to maintain competence 
and continue with professional growth and 
development. Continuous professional nurse 
leader development is crucial to maintain 
an up-to-date skill set for today’s challenging 
work environment. How do you achieve and 
maintain your competence? 

To support professional nurse leader 
development, ANA has created a Leadership 
Competency Model (nursingworld.org/
cont inuing-educat ion/ce-subcategor ies/
leadership) that guides new and seasoned 
nurse leaders on their journey. This easy-to-
read guideline offers essential leadership 
competencies in several formats to enhance 
understanding and usability. As you explore 
this model, you’ll see that ANA offers many 
resources and opportunities at all stages of your 
career development to assist with continued 
professional growth. 

Professional Growth and Development for Nurse Leaders
Keep Your Skills Up-To-Date with Resources from the ANA Enterprise.

ANA represents the voice of RNs on key 
issues that affect the profession and patient 
care and foster high standards of nursing 
practice. From ethical dilemmas to healthcare 
reform, ANA resources can help you address 
nursing challenges. ANA publications such as 
Nursing: Scope and Standards of Practice and 
The Code of Ethics for Nurses with Interpretive 
Statements are foundational documents that 
can position nurse leaders as influencers in the 
healthcare arena. Membership in ANA allows 
you to be part of setting policies and national 
nursing priorities. The key skills of debate, 
fact presentation, and negotiation can be 
expanded and refined through involvement 
with ANA while you learn from local and 
national nursing leaders.

As an ANA member, you receive free access 
as well as discounts for content specifically 
designed for nurse leadership development. 
From engaging online, interactive courses and 
webinars to live workshops and publications, 
educational content is available to support your 
leadership development across the spectrum—
from novice to expert. Certification exam 
preparation courses provide relevant content as 
well as continuing nursing education.

The American Nurses Credentialing 
Center (ANCC) offers many ways for you 
to demonstrate expertise in your field. 
Certifications such as Nurse Executive and 

Nurse Executive-Advanced, in addition to many 
other clinical specialties, provide opportunities 
for growth and excellence. At our major 
conferences—such as the ANCC Pathway 
to Excellence Conference® or the ANCC 
National Magnet Conference®—you’ll learn 
from national and international nursing experts 
and network with key healthcare leaders. The 
learning opportunities at these conferences 
provide avenues to expand your knowledge 
by discovering new practices in leadership, 
innovation, and collaboration. 

If you’re interested in pursuing service on 
a board of directors, you should look at the 
American Nurses Foundation’s educational 
webinars on topics such as building a board-
ready résumé, bringing nurse expertise to the 
board room, and understanding organizational 
finances. The webinar series (nursingworld.
org/foundation/programs/nurses-on-boards/
resources) is funded by the Rita & Alex Hillman 
Foundation. 

To learn more about how the ANA Enterprise 
can help in your leadership growth and 
professional development endeavors, visit 
nursingworld.org. 

The authors work in the products and services 
division of the ANA Enterprise.
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Why Your Nurses Should Serve on Community Health Boards
By Laurie Benson, B.S.N., Nurses on Boards 
Coalition, and Kimberly J. Harper, M.S., RN, 

Indiana Center for Nursing

Although the fate of the Affordable Care Act 
(ACA) is uncertain, this landmark legislation, 
and its accompanying regulations, has placed 
a renewed focus on community and population 
health. 

Nurse leaders are able to impact the health 
of the communities they serve not only though 
their roles as clinicians, but also through service 
on non-profit and community boards of 
directors.

Despite being the largest health profession 
with 3.6 million registered nurses across the 
nation, nurses comprise less than one percent of 
voting members on hospital and health system 
boards.1 This trend, unfortunately, carries over 
to the governance of community health efforts. 
According to a 2014 study examining a dozen 
successful community health partnerships, 
nurses comprised only four percent of the 
direction-setting bodies.2

In contrast with this low representation, public 
health nurses specialize in “community-building, 
health promotion, policy reform, and system-
level changes to promote and protect the 
health of populations” to improve health and 
promote health equity.3 Further, board service, 
conducting community needs assessments, 
and participating in community groups are all 
competencies required for nurses to receive 
the American Nurses Credentialing Center’s 
Advanced Public Health Nursing Certification.4 

Clearly, nurses are well positioned to positively 
impact community and population health.

There are major benefits for all parties—
community members served by a healthcare 
organization, the nurses these organizations 
employ, and the hospitals and health systems 
themselves—when nurse executives are 
encouraged to serve on boards of community 
health organizations.

Benefits for Communities
Nurse leaders provide assets to the 

communities in which they live and serve 
in areas that reach beyond their formal 
employment. Through their volunteer 
appointments on community boards, 
philanthropic organizations, governmental task 
forces, and commissions, nurse leaders carry 
their substantial expertise into the boardrooms 
of community organizations across the nation. 
Further, nurses have been rated by consumers 
as the most honest and ethical profession 
in the nation 15 years in a row, and are thus 
best positioned to leverage the trust of the 
communities they serve to improve health.5

“I have seen the impact that it is possible to 
have by moving beyond the bedside to serve 
in a broader, more far-reaching capacity,” 
says Christine Schuster, RN, M.B.A., President 
and CEO of Emerson Hospital in Concord, 
Massachusetts. “Emerson nurses are working in 
collaboration with our community agencies, 
such as Councils on Aging and regional senior 
care assistance organizations, to develop 
best practices in reducing readmissions. These 
collaborations improve patient quality of life, 
lower costs, and advance patient care quality. 
I am very proud to see our nurses stepping 
forward to achieve measurable goals in 
enhancing patient care by working outside the 
walls of our hospital.”

Key Board Takeaways
Everybody wins when nurse executives serve 

on the boards of non-profit and community 
health organizations. Communities experience 
improved health; nurses increase their job 
satisfaction and grow professionally; and 
healthcare organizations reap the benefit of 
new insights, best practices, and enhanced 
reputation. It is therefore beneficial to 
healthcare organizations to support the 
volunteer efforts of their nurse executives in 
community service, including board service.

The power of nurses to improve community 
health is echoed by Susan Orsega, M.S.N., FNP-
BC, FAANP, FAAN, Rear Admiral, United States 
Public Health Service (USPHS), Assistant Surgeon 
General, and USPHS Chief Nurse Officer, who 
leads a team of 1,500 nurse commissioned 
officers. “Commissioned Corps nurses play a 
vital role in reaching the population where 
they work, play, and pray,” said Orsega. 
“Population health is a staple of what we do in 
our varied assignments across the country. The 
Commissioned Corps nurses fulfill critical roles 
in clinics, hospitals, and public health outreach 
programs and policies that are vital to the health 
of families and communities across the nation.”

“The involvement of their nurse executives 
in high-profile community boards builds 
credibility and enhances the reputation for the 
organizations that employ them. Serving on 
community boards, nurses are extending the 
reach and reputation of the hospital beyond 
the clinical environment in helping shape policy 
and strategy decisions that impact these critical 
areas of patient care across the continuum of 
care.”

–Lawrence W. Vernaglia, Foley & Lardner LLP

“The Commissioned Corps community 
outreach, as an outside activity, to support 
a culture of health is ever present,” Orsega 
continued. “Our nurses lead community events 
that bring together several organizations to 
organizing community runs to serving on church 
boards and school activity boards. We also 
bridge federal resources to the community, 
whether state, local, or tribal, providing an 
exceptional opportunity for the promotion and 
support of the Surgeon General’s priorities, calls 
to action, or public health initiatives. My nurse 
team impacts the health of every American 
using a model of care centered on population 
health, wellness, and prevention. We want to 
create a culture and world where good health 
is in the reach of every person.”

Benefits for Nurses
Nurses gain a valuable professional 

development opportunity when they serve 
on community and non-profit boards. The 
Center for Creative Leadership’s 70-20-10 rule 
for leadership development states that leaders 
need to have three types of experience, using 
a 70-20-10 ratio: challenging assignments 
(70 percent), developmental relationships 

(20 percent), and coursework and training 
(10 percent).6 Board service is an excellent 
way for employers to expose nurse leaders to 
developmental relationships and thus foster the 
leadership of its nursing workforce. Additionally, 
serving on community boards often has a 
positive impact on job satisfaction.

Benefits for Healthcare Organizations
Healthcare organizations stand to gain when 

they promote nurses participating in community 
service. As Lawrence W. Vernaglia, Partner and 
Chair, Healthcare Practice, Foley & Lardner 
LLP, states: “The involvement of their nurse 
executives in high-profile community boards 
builds credibility and enhances the reputation 
for the organizations that employ them. Serving 
on community boards, nurses are extending the 
reach and reputation of the hospital beyond 
the clinical environment in helping shape policy 
and strategy decisions that impact these critical 
areas of patient care across the continuum of 
care.”

Nurses’ service in community governance 
roles also helps them bring back new ideas, 
best practices, and even professional 
connections gained through board service to 
their places of employment. “The experiences 
gained by the nurses on community boards is 
often reflected back through the evidence-
based learning that they apply within their own 
hospitals as a result of their community board 
roles,” Vernaglia adds.

Finally, by remaining “in touch” with 
the community, nurses can also conduct 
environmental scans, alerting hospitals 
and health systems to new and emerging 
healthcare issues.

It is increasingly beneficial—to communities, 
nurses, and healthcare organizations—when 
hospitals and health systems support the 
volunteer efforts of their nurse executives 
serving in board and other leadership roles in 
their communities. 

The Governance Institute thanks Laurie 
Benson, B.S.N., Executive Director, Nurses on 
Boards Coalition, and Kimberly J. Harper, 
M.S., RN, Chief Executive Officer, Indiana 
Center for Nursing, Nursing Lead, Indiana 
Action Coalition—National Future of Nursing 
Campaign for Action, and National Co-Chair, 
Nurses on Boards Coalition, for contributing this 
article. They can be reached at laurie.benson@
ana.org and kharper@ic4n.org.
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4  ANCC’s Advanced Public Health Nursing 
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5  Jim Norman, “Americans Rate Healthcare 
Providers High on Honesty, Ethics,” Gallup, 
December 19, 2016.

6  Ron Rabin, Blended Learning for Leadership: The 
CCL Approach, Center for Creative Leadership, 
2014.
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ANA Enterprise Gears Up for Global
‘Year of The Nurse’ in 2020 

Silver Spring, MD – The ANA Enterprise 
announced its intent to elevate and celebrate 
the essential, robust contributions of nurses as 
the world recognizes 2020 as the “Year of the 
Nurse.”

The ANA Enterprise is the family of 
organizations that is composed of the American 
Nurses Association (ANA), the American 
Nurses Credentialing Center (ANCC), and the 
American Nurses Foundation. ANA Enterprise 
will celebrate Year of the Nurse by engaging 
with nurses, thought leaders and consumers 
in a variety of ways that promote nursing 
excellence, infuse leadership and foster 
innovation.

“As the largest group of health care 
professionals in the U.S. and the most trusted 
profession, nurses are with patients 24/7 and 
from the beginning of life to the end. Nurses 
practice in all healthcare settings and are filling 
new roles to meet the ever-growing demand 
for health and health care services,” said 
ANA President Ernest J. Grant, PhD, RN, FAAN. 
“Despite the major role nurses play in health 
care delivery and community outreach, there 
are opportunities to increase understanding 
of the value of nursing in order to expand 
investment in education, practice and research, 
as well as increase the numbers of nurses who 
serve in leadership positions.”

“We look forward to working with partner 
organizations to communicate a contemporary 
and accurate view of nurses and the critical 
work they do, as well as challenge boards and 

other influencers to commit to nursing and 
nursing leaders in order to improve the nation’s 
health,” said Grant. 

Given the wide range of nursing roles in the 
U.S., ANA Enterprise will promote inclusivity and 
wide engagement of all nurses throughout Year 
of the Nurse. As an example, during 2020, ANA 
Enterprise will expand National Nurses Week, 
traditionally celebrated from May 6 to May 
12 each year to a month-long celebration in 
May to expand opportunities to elevate and 
celebrate nursing.   

The World Health Assembly, the governing 
body of the World Health Organization, 
declared 2020 the International Year of the 
Nurse and Midwife, in honor of the 200th 
anniversary of Florence Nightingale’s birth. 
The celebration offers a platform to recognize 
past and present nurse leaders globally, raise 
the visibility of the nursing profession in policy 
dialogue and invest in the development and 
increased capacity of the nursing workforce. 
This declaration is an extension of work initiated 
by the Nursing Now campaign to elevate 
the profession and ensure nurses are leading 
efforts to improve health and health care. ANA 
Enterprise is leading Nursing Now USA along 
with the Chief Nurse, U.S. Public Health Service; 
the University of North Carolina Chapel Hill; and 
the University of Washington, School of Nursing.

Nurses are encouraged to use 
#yearofthenurse and follow us on social media 
as we celebrate nurses in 2020.

The ANA Enterprise is the organizing platform 
of the American Nurses Association (ANA), the 
American Nurses Credentialing Center (ANCC), 
and the American Nurses Foundation. The ANA 
Enterprise leverages the combined strength of 
each to drive excellence in practice and ensure 
nurses’ voice and vision are recognized by policy 
leaders, industry influencers and employers. 
From professional development and advocacy, 
credentialing and grants, and products and 
services, the ANA Enterprise is the leading 
resource for nurses to arm themselves with the 
tools, information, and network they need to 
excel in their individual practices. In helping 
individual nurses succeed—across all practices 
and specialties, and at each stage of their 
careers—the ANA Enterprise is lighting the way for 
the entire profession to succeed.

Let’s look forward to this!!



Find Your Perfect 
Nursing Opportunity!

Great Staff, Great Locations & Great Pay

Prairie Traveler’s Commitment
to our Staff

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

APPLY TODAY 406.228.9541
Prairie Travelers Recruitment Department

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

www.prairietravelers.com

Prairie Travelers is recruiting Traveling 
 Healthcare Staff in North Dakota, 

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

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

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

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

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

REGISTERED
NURSES...

http://proliability.com/90972
http://essentiacareers.org
http://bcbsnd.com/careers

