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Greetings INA members,
I hope your holidays were wonderful and the New Year
finds you off to a healthy, productive start. I just want to
start this letter off with a giant “THANK YOU” to all of
you for your kindness and support as I stumble through my
first year as INA President. It has been a pleasure hearing
how widely this publication reaches.
In the last issue of RN Idaho I introduced the recently
released report from the Institute of Medicine (IOM):
The Future of Nursing: Leading Change, Advancing
Health (Institute of Medicine of the National Academies,
2010). I mentioned several goals related to nursing and
the healthcare of America, and encouraged each of you to
access the report for your own benefit. Those of us here
at INA have added the report to our priority list of tasks
as states across the country will be asked to contribute
research and ideas towards those goals. Recently a group
of nursing leaders from throughout Idaho met for a joint
discussion on the IOM report and how the eight main
recommendations may be implemented within our great
state. Those in attendance included the following:
Val. Greenspan, Ph.D., R.N., meeting facilitator,
Idaho Nurses Association (INA) secretary, BSU
School of Nursing Director of Alumni Affairs; Pam
Springer, Ph.D., R.N., Chair, BSU School of Nursing/
Associate Dean, College of Health Sciences, Idaho
Alliance of Leaders in Nursing (IALN) member; Jeri
Bigbee, Ph.D., FNP-BC, FAAN, INA treasurer and
BSU; Jody DeMeye–Endowed Chair; Pat Lazare,
M.S., R.N., Chair, INA legislative committee, IALN
member and BSU faculty; Sandra Evans, M.A. ED,

R.N., Executive Director,
Idaho Board of Nursing;
Judy Nagel, M.S., R.N.,
Associate Director, Idaho
Board of Nursing; Michelle
Pearson-Smith, B.S., R.N.,
CCRN, INA President and
Michelle PearsonVisiting Assistant Professor,
Smith
Division of Nursing and
Health Sciences, LewisClark State College; Lynne Weil, Executive Director,
INA; Susan Odom, Ph.D., R.N., Chair, Idaho Board
of Nursing and Professor, Division of Nursing and
Health Sciences, Lewis-Clark State College; Jan
Moseley, MBA, B.S.N., R.N., Assistant Vice President
of Nursing, Kootenai Medical Center, Coeur D’Alene,
ID and former President, IALN.
Opportunities were identified in relation to educating
the entire nursing profession about the IOM report and
improving nursing leadership here in Idaho. Advancement
of education throughout our profession and ways in
which we can have an impact (articulation agreements
between nursing programs, loan forgiveness, and residency
programs) were also identified. A discussion on the
strategies to move forward with this project identified that
a collegial relationship between all nursing organizations
throughout the state would benefit all nurses.
Needless to say, I was honored to be a part of this
momentous inter-agency meeting and pleased to learn that
many of the recommendations have already been addressed
here in Idaho–in large part due to our highly dedicated,
educated, and active State Board of Nursing. I often feel
out of place in gatherings with the magnitude of prestige
this one contained; however I am constantly reassured that
our current leaders want new members of the profession
to join them in their efforts. I am embraced and supported
in my role as INA president and I know that any newer
nurse would be as welcome as I. I am pleading with future
leaders to begin to participate despite your reservations;
you will never be alone in our profession.
Please continue to look for our involvement in this
endeavor via this publication and the INA website. Join
INA to become informed and involved as the profession
marches forward.
Thank you,
Michelle
Institute of Medicine of the National Academies. (October
5, 2010). Consensus Report: The Future of Nursing–Leading
Change, Advancing Health. Retrieved from http://iom.edu/
Repor ts/2010/ T he-Fut u re-of-Nu rsing-L eading- Cha ngeAdvancing-Health.aspx

Presort Standard
US Postage

PAID

current resident or

Permit #14
Princeton, MN
55371

Idaho Health Associations Plan Their Annual Conference
Idaho Nurses Association, Idaho Student Nurses Association, Idaho Public Health Association and Idaho
Rural Health Association will hold their joint annual conference September 29-30, 2011 in Boise, ID.
Featured speakers are Dr. Karen Daley, president of the American Nurses Association, and Dr. Ted Epperly,
past president and current board chair of the American Academy of Family Physicians and the CEO of the
Family Medicine Residency of Idaho. Dr. Epperly will speak on health care reform and its impact on nursing
and public health in Idaho.
Mark your calendars; you won’t want to miss the conference. More information will be available at a later
date.
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Guidelines for
Submissions to RN Idaho
RN Idaho (RNI), the official publication of the Idaho
Nurses Association (INA), is a peer-reviewed journal that
is published quarterly. Views expressed are solely those
of the authors or persons quoted and do not necessarily
reflect INA’s views or those of the publisher, Arthur
L. Davis Publishing Agency, Inc. The
RNI Editorial Board oversees this
publication and welcomes nursing
and health-related news items,
original articles, research abstracts
and other pertinent contributions.
We encourage short summaries and
brief abstracts as well as lengthier
reports and original works. An “article
for reprint” may be considered if
accompanied by written permission from
the author or publisher. Authors are not
required to be INA members.
Manuscript Format
Articles should be submitted in APA
style (6th edition) as a double-spaced WORD
document using 12 point font. Acceptable file
formats for documents are:
• WORD files in .doc format without embedded
photos (please save “down” to .doc instead of .docx
if .docx is your default file format)
• .jpg or .tiff for photographs
Submissions should include the article’s title and
the author(s) name, credentials, organization/employer
and contact information. Authors must address any
potential conflict of interest, whether financial or other,
and also identify any applicable commercial affiliation.
Submissions should be emailed as attachments to INA at
ed@idahonurses.org.

Photographs
Photographs of high resolution (300 dpi preferred)
may be submitted digitally as a separate file in .jpg
or .tiff format. Submit a signed photo release
form (available online at http://idahonurses.org/
displaycommon.cfm?an=1&subarticlenbr=21)
and supply a caption and photo credit for each
photo. Photo release forms should be submitted
by FAX or scanned and emailed in the same
manner as manuscripts. Photographs should be
emailed in the same manner as manuscripts.
All photos become the property of INA.
Publication Selection and Rights
Articles will be selected for publication
based upon the topic of interest,
adherence to publication deadlines and
guidelines, the quality of writing, and
peer review by members of the RNI
Editorial Board. When there is space
for one article and two of equal interest
are under review, preference will be given to INA
members. RNI reserves the right to edit articles to meet
style and space limitations. One-time publication rights are
reserved by RNI.
Advertising
Product,
program,
promotional
or
service
announcements are usually considered advertisements.
To place an advertisement, please contact our publisher,
Arthur L. Davis Publishing Agency, Inc., at sales@
ALDpub.com or by phone 800-626-4081.
For further questions about submission of content,
please contact the INA at ed@idahonurses.org or by phone
1-888-721-8904. The FAX number for signed photo release
forms is 404-240-0998.

RN Idaho is published by the
Idaho Nurses Association
3525 Piedmont Road
Building 5, Suite 300
Atlanta, GA 30305
Toll-free Phone: 888-721-8904
Direct Dial: 404-760-2803 Extension: 2803
Email: ed@idahonurses.org
FAX: 404-240-0998
Website: www.idahonurses.org
Editorial Board:
Tracy Flynn, RN, MSN
Mary Ruth Hassett, PhD, RN-BC
Anna Hissong, MSN, RN-BC, CCCE
Barbara McNeil, PhD, RN-BC
Deanna Mitchell, RN, BSN, MAEd, MS (Nursing)
Ann M. Voda, PhD, RN
Lynne Weil
Dorothy M. Witmer, EdD, RN
RN Idaho welcomes comments, suggestions
and contributions. Articles, editorials and other
submissions may be sent directly to the INA office via
mail, fax or e-mail. Please call the INA office if you
have any questions.

Join INA Today

We need you!
Membership application
http://nursingworld.org/joinana.aspx
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. INA 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 Idaho 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.
INA 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 INA or
those of the national or local associations.
RN Idaho is published quarterly every February,
May, August and November for the Idaho Nurses
Association, a constituent member of the American
Nurses Association.
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Idaho Nurses Association Membership
Invest in Your Career and Your Profession Today!

When you join INA you will become part of a team that advances the nursing profession and fights for the healthcare
of this nation. Membership helps you to broaden and enhance your nursing knowledge and your career opportunities.
More importantly, full members influence the decisions made at the national, state and local levels that affect the
practice of nursing and the health of our patients.

Special 25% Discount Available for New Full Members!*
What does Membership in INA offer YOU?
•
•
•
•
•
•

Professional development & education
Networking opportunities
Continuing education credit
Opportunity to become involved and volunteer
Advancement for your professional career
Opportunity to make a difference in your profession

* One low annual membership fee includes full
membership in INA and the American Nurses
Association
http://idahonurses.org

http://nursingworld.org

Member discounts on:
• INA and ANA conferences and educational events
• Online continuing education
• Certification through ANCC
• Purchases made on nursebooks.org
Free to Members:
• Access to the Members Only areas of the INA and ANA websites
• Online access to Mosby’s Nursing Consult - ANA Edition
• Opportunities to join committees and boards at the national, state and local level that are shaping the direction
of the association and the profession
• OJIN: The Online Journal of Issues in Nursing
• Accelerate your career search through the INA online Career Center
Discounts on products and services:
• Professional Liability Insurance, Personal Insurance Plans, VIP Pet Insurance
• Tafford Uniforms and Scrubs, Dell Computers, Whirlpool, Croc Shoes
• Avis and Budget Auto Rental
• Walt Disney World Swan and Dolphin Resort, Choice Hotels International, Wyndham Hotel Group,
Elite Island Resorts
Complimentary subscription to the following publications:
• RN Idaho newsletter–the official publication of the INA
• The American Nurse
• American Nurse Today
• Wide variety of eNewsletters and ANANurseSpace online social network

Visit www.idahonurses.org or call 1-888-721-8904 for more information and to join today!
* Discount is available for first year’s dues and applies to new members joining under the full member category only.
To take advantage of this special offer when joining online, enter the code ID-MBR-25 in the promo code box. If
joining via fax or mail, write “INA Full New Member 25% Discount Promotion–marketing code ID-MBR-25” on your
application. Offer expires June 30, 2011.

Membership
Corner
Why Should I Join
the ANA/INA?
by Max Mitchell RN, BSN
ANA Mission Statement
Nurses advancing our profession to improve health for all
Fewer than twenty nurses attended the first Nurses
Associated Alumnae convention in 1896. In 1911 the name
was changed to the American Nurses Association. Not one
of the original attendees was a registered nurse and there
were no laws licensing nurses at that time. In 1901 the first
state nurses’ associations were organized to influence state
laws to control the practice of nursing.
Over one hundred years later the American Nurses
Association has grown exponentially: it has increased its
membership; expanded its services; published material on
nursing practice and the nursing profession; established a
code for professional nursing; developed and implemented
processes for Registered Nurses to be credentialed in
various specialties; and become legislatively involved to
advance the nursing profession so that the roles, duties and
fields of nursing are well respected. The American Nurses
Association advocates for each and every nurse regardless
of their membership status or area of practice.
The ANA is the only full-service professional
organization representing the interests of the nation’s 3.1
million Registered Nurses through its constituent state
nurses associations and its organizational affiliates. These
state organizations determine much of the direction of the
ANA through the House of Delegates, which comprises
delegates sent by each state. The ANA advances the
nursing profession by fostering high standards of nursing
practice, promoting the rights of nurses in the workplace,
projecting a positive and accurate view of the profession,
and by lobbying the Congress and regulatory agencies on
health care issues affecting nurses and the public.
The ANA is a recognized and respected voice and
wields considerable clout in Washington DC. The national
association has pushed for reforms such as the RN Safe
Staffing Act of 2003 and the Quality Nurse Care Act of
2004, which both mandate the development of staffing
systems that require the input of direct care RNs, provide
whistle-blower protections for RNs who speak out
Membership Corner continued on page 4
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INA welcomes the following new members who
joined September 1–November 30, 2010:
Kami Bellomy
Terri Blackburn
Jessica Bybee
Sarah Campbell
Lisa Dayley
Marketa Friel
Jennifer Frudd
Mary Beth Gilluly
Heatheal Healy
Amanda King

Kirstin Kozlowski
Anne Lawler
Max Mitchell
Collette Roland
Tracy Thompson
Adrianna Torfin
Lou Ann Watson
Marcia Watt
Margaret Williams

about patient care issues, and establish a requirement
for minimum staffing ratios based on ANA’s Principles
of Nurse Staffing. The ANA was responsible for laws
providing Medicare reimbursement to advanced practice
registered nurses and mandating the use of safer needles.
Additionally, the ANA creates standards of practice and
defines the code of ethics for the profession. State nurses
associations focus on areas that are state-specific, such as
the Nurse Practice Acts, and other areas that are of interest
to a particular state.
ANA members receive a subscription to The American
Nurse (TAN), the bimonthly publication of the ANA, as
well as a subscription to the monthly American Nurse
Today. Members also receive discounts on various
credentialing and conference fees and discounts on
insurance if they choose to purchase disability and life
insurance through ANA. Individual members can apply for
an ANA Visa credit card. Additionally the ANA maintains
its web site, NursingWorld.org.
Still not convinced? Let me list some of the valuable
services the ANA/INA provides for you and the nursing
profession:
• Federal lobbying on issues such as safe staffing
levels, nursing workforce development, overtime pay
and access to care.
• State lobbying through INA and nationwide state
legislative agenda on issues vital to your scope of
practice.
• Representing nursing where it matters, including the
Environmental Protection Agency, Department of
Labor, the U.S. Department of Health and Human
Services and many others, up to and including the
White House.
• Speaking for nursing through the media including
stories in the Wall Street Journal, Chicago Tribune,
USA Today, 60 Minutes, NBC Nightly News, CNN,
and NPR.
• Speaking for U.S nurses as the only U.S.A. member
of the International Council of Nurses and attending
meetings of the World Health Organization.

• Maintaining the Code of Ethics for Nurses which
was first developed by ANA in 1926.
• ANA members develop and publish the Scope and
Standards of practice for nursing and many of its
specialties.
• ANA is collecting data that link nurse staffing levels
to quality nursing care.
• Addressing workplace hazards such as back injuries,
latex allergies, safe needles and workplace violence.
• Member discounts for INA and ANA Conferences
and educational events.
• Online continuing education available at a discount
or free to members.
• Access to Mosby Nurse Consult (ANA Edition).
• Member discounts on nursesbooks.org.
• Help in locating a job on INA’s Career Center.
• Free subscription to RN Idaho newsletter.
• Free subscription to The American Nurse.
• Free subscription to American Nurse Today.
• Free online access to the OJIN (The Online Journal
of Issues in Nursing).
• Free access to ANA’s Informative list serves
including–Capitol Update and Members Insider.
• Access to the Members Only area of the INA and
ANA Web sites.
• Financial and insurance services (credit cards,
liability and pet insurance).
• Discounts on uniforms, shoes, Dell computers, and
wireless telephones.
• Travel discounts (auto rental, hotels).
As you can see, the ANA/INA advocates for you as
well as your profession. But it cannot survive alone. It
takes all of us doing our part. When nurses speak together
as a unified body, our voice is heard at the highest levels.
If you desire better working conditions, higher pay, more
autonomy, and an increase in positive patient outcomes, I
ask you to join the ANA/INA. Become a member of the
organization that fights for you.
Reference
Idaho Nurses Association. (2011). Become a member of
INA today! Retrieved from http://www.idna.affiniscape.com/
displaycommon.cfm?an=1&subarticlenbr=10

Creating a Curriculum
by Deanna Mitchell, RN, BSN, MA, MS
(This poem was written in response to a powerfully inspirational and motivational workshop. Although the
curriculum was for the younger set—just remember, when stressed, we all regress.)
Encourage flights of fancy,
Develop rites of passage through responsibility,
Hug tears, “owies”, and loneliness,
Listen intensely to the 100th time you’ve
heard that joke or riddle,

Smell the roses—see the blooms,
Show, model, involve, demonstrate,
engage the mind, spirit, and body.
Remember to hug yourself—take a time-out for you.
Be stern. Be wacky. Be realistic. See the future!
Be a teacher, a good one—NO—a GREAT one.
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Member Spotlight
Barbara J. McNeil, PhD, RN-BC
Adjunct Faculty/Consultant
Gonzaga University/McNeil Consulting
INA Member since 1977
I am a board-certified
informatics nurse who has
had 34 years of experience in
nursing, specifically research,
nursing education both graduate
and undergraduate, healthcare
informatics, and curricular
development, assessment and
evaluation. I retired from LewisClark State College in 2006.
For the last 10 years, I have
Barbara McNeil
taught evidenced based practice
courses and served as a research
advisor for first year medical students at the WWAMI
Medical Education Programs at the University of Idaho/
WSU-Pullman and WSU-Spokane sites. Currently, I

am an adjunct faculty for the MSN program at Gonzaga
University and serve as vice-chair for the American
Nurse Credentialing Center’s (ANCC) Informatics
Nurse Expert Content Panel and as an editorial board
member for RN Idaho, published by the Idaho Nurses
Association.
As a nurse consultant, I provide consultation services
for nursing programs seeking to develop nursing curricula
or to determine program effectiveness. I am an active
program evaluator for the Commission on Collegiate
Nursing Education (CCNE) which is the accrediting body
for graduate and undergraduate nursing programs in the
U.S.
My clinical interests include the care of patients
with diabetes mellitus, application of evidence-based
practice, healthcare quality/safety initiatives, quality
improvement programs, and competencies in nursing/
clinical informatics. This year, I served as a volunteer for
the Medical Reserve Corps for Idaho. Over the years, I
have served INA as the Membership Chair and editorial
board member for RN Idaho.

Idaho Nurses Foundation
Florence Whipple Scholarship Fund
Grace Jacobson, PhD, RN
Florence Whipple, RN, was the Director of Public
Health Nursing of the Idaho Board of Health from 1946
to 1955. She graduated from Massachusetts General
Hospital Training School of Nurses in 1919, and then
obtained BS degrees from Mt. Holyoke College and the
University of Minnesota. Active in the Idaho Nurses
Association, she often served as ‘devil’s advocate’ in
professional discussions. Her other interests included
carpentry, miniature dolls, and sewing.
The Florence Whipple Scholarship and Loan Fund
was established at the request of her family, as a fitting
memorial. Provisions of the 1956 official document
included a Board of Trustees to manage loans to “enable
nurses to be prepared for positions of leadership in
nursing, through higher education …and to assist
with continuing education of Idaho nurses.” The
original sum was greatly expanded by the 1982 bequest
from Marie Wiggins of Blackfoot, followed by those of
Kenneth Wiggins, Idaho nurses, medical auxiliaries, INA
districts and state conventions.
The first loan, in records available to the current
Board, was given in 1978. Loans given to 124 nursing
students from 1982 through 2003 totaled approximately
$95,000. The majority of the recipients paid back their
loans, albeit some slowly! Combined with the variable
stock market, loss of principal and inability to collect
the debts (approximately $12,000), the Foundation Board
formally decided to discontinue loans in 2004.
In 1986 the Idaho Nurses Foundation was established
to meet state tax requirements, to fit the definition of
the IRS for charitable organizations, and to provide
for philanthropic activities. An Education Fund and a
Research Fund were initiated and the Florence Whipple
Fund included under the Foundation umbrella. Since
1990, the Whipple Fund has provided 5% annually of its
asset value in the form of scholarships to nursing students,
with one student from each of the then existing nursing
programs in Idaho eligible to receive a scholarship. Basic
BS or AD students are generally given preference.
There are currently five nursing programs receiving
consideration by the Fund in Idaho. Students must meet
the eligibility requirements: full time student in good
standing; in an AD or higher program; active in INSA;
and nomination for the award by their faculty. A total
of $56,870.00 has been given in scholarships to date.
Students each receiving a scholarship in the amount of
$764.00 in November 2010 included:

Annie Flores
Miranda Pate
Emily Fowler
Timothy Wolfe
Teresa Rice

Idaho State University
Lewis-Clark State College
North Idaho College
College of Southern Idaho
Boise State University

Florence Whipple has had a lasting impact on the
education of Idaho nurses. If you’d like to contribute to
the Fund, or for more information about The Florence
Whipple Scholarship, please contact Grace Jacobson via
email at jacograc@isu.edu or phone (208) 282-2437 or
(208) 233-7363.

In other pursuits, I enjoy the challenge of learning new
languages; traveling; flyfishing; biking; hiking; golfing;
and camping. Together with my husband and Llewellyn
setter, Dukey, I am fortunate to be able to explore the
incredible outdoors in the Inland and Pacific Northwest. I
am active in environmental issues. We currently reside in
the Boise, Idaho area.
In what ways has membership in INA been valuable to
you?
Through INA membership, I have built networks
and been grounded in the profession of nursing. INA
membership has been the gateway for working with nurse
informatics specialists across the nation.
Why would you encourage other RNs to join INA?
We need to ensure unity in the voices of nurses
across Idaho. We need to have a strong, visible presence
in healthcare issues and be at the table with other
healthcare leaders. Nurses joining INA are committed to
professional development and to safe/quality healthcare.
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Book
Award
Each year, the Idaho Library
Association honors an author or
photographer whose published
book makes an outstanding
contribution to Idaho literature.
The purpose of the Idaho Book
Award is to recognize and honor
one book, selected from among
Verlene Kaiser
all the books published in any one
calendar year, which has made an
outstanding contribution to the
body of printed materials about
Idaho. The award is intended
to encourage the writing and
publishing of books about Idaho,
and to encourage excellence in
writing and high standards of
accuracy and readability in those
books. Charting Idaho Nursing
History, by Verlene Kaiser,
BSN, RN, FNP and Randall
Randall Hudspeth
Hudspeth, MS, APRN-CNS/
NP, FAANP, has been nominated for the 2010 award. RN
Idaho congratulates the authors for this well-deserved
recognition. The book is available on the following
website: www.IdahoNursingHistory.com.

Patient-Centered Medical Home:
Meaning and Relevance to Nurses
by Sandra Nadelson, RN, PhD
Associate Professor of Nursing,
Boise State University
sandranadelson@boisestate.edu
Recently, health care providers and policy makers have
been focusing on patient care coordination. This is due
in part because care fragmentation is a reality for many
individuals as they move from one health care setting
to another. Even though some people move smoothly
between the hospitals and long-term care facilities or their
own homes, not all transitions of care go well. Kripalani,
Jackson, Schnipper, and Coleman (2007) believe that about
half of all people discharged from a hospital experience
some sort of medical error. The most common problems
relate to medication management, lab testing, and medical
treatment follow-up. Kripalini and associates suggest that
enhancing continuity of care can reduce patient problems,
errors, and decrease medical costs (2007). One method for
improving coordination of patients’ transitioning is through
the use of what is called “patient-centered medical home”
(American Hospital Association Research Committee,
2010). Patient-centered medical home represents a setting
which assists with the coordination of care and financial
reimbursement across what can be very complex health
care settings like hospitals, outpatient clinics, long term
care facilities, and patient homes.
The concept of patient-centered medical home (PCMH),
also sometimes called “comprehensive primary care,” is
important to nurses because many analysts involved with
health care policy believe this type of care coordination
and payment will continue to grow in the United States
(Stange et al, 2010). Thus, understanding what this is and
how nurses fit into the PCMH picture can help nurses
assist with the building of new, more effective health care
systems. In the next several paragraphs, a more in depth
description of what is PCMH, how the idea has been
implemented across the United States, and the implications
for nurses are offered to the reader.
Several health care organizations have described what
the term PCMH means and how settings using this model
of care benefit patients. In 2007, American Academy
of Family Physicians (AAFP), American Academy of
Pediatrics (AAP), American College of Physicians (ACP),
and American Osteopathic Association (AOA) published a
paper that explains the joint principles of PCMH. Several
main tenets to this care coordination system are included
such as personal physicians, medical care directed by
physicians, an orientation towards the whole person,
coordination of care, enhanced access to quality and safe
care, and payments which reflect the value added care.
In September 2010, the American Hospital Association
(AHA) Research Committee published a similar report
regarding patient-centered medical home. The document
was entitled “Patient-Centered Medical Home: AHA
Research Synthesis Report.” The focus of the research
report was defining the term, describing how the patientcentered medical home is used and how hospitals can be
incorporated into the model of care. The entire report is
21 pages in length and can be accessed online through the
AHA website at: http://www.aha.org/aha/research-andtrends/cor.html.
The AHA Research Committee (2010) and the report
by the AAFP, AAP, ACP and AOA (2007) suggested that
the concept of a “medical home” was developed in the
1960’s. The AHA contended that the reason the PCMH
concept has been successful has been because coordination
of care assists with communication and helps with choices
made by patients, the patient’s family, primary health care

Join Idaho Nurses
Association
Today!
See page 3 for details.

provider and other providers. All of these groups agreed
that PCMH should be directed by a physician, look at
whole person, coordinate care across areas (inpatient,
home health, and nursing home), support quality and safety
care methods, improve access, and enhance financial
savings.
Care coordination through the implementation of
PCMH concepts has occurred within the United States
at the national, state, and local levels (AHA, 2010;
Patient-Centered Primary Care Collaborative, 2010). One
national PCMH called “Federal MHP” is directed by the
Department of Veterans Affairs. In this organizational
model, the nurse plays a large role in coordinating care
and works collaboratively with other health care providers.
The states of Colorado and Michigan use PCMH care to
support their children. Another private sector PCMH,
the TranforMED National Demonstration Project
(NDP), funded in part by American Academy of Family
Physicians, Group Health of Seattle, and Geisinger Health
based in Pennsylvania (AHA, 2010).
Over twenty additional PCMH demonstration sites,
which can be found at http://www.pcpcc.net/pcpcc-pilotprojects, are located across the United States. None are
listed in Idaho. According to the Patient-Centered Primary
Care Cooperative’s website, there is one in Washington
State called the Washington Patient-Centered Medical
Home Collaboration. In another neighboring state, Oregon,
a project called Dfcic PCMH Pilot was initiated in May of
2010.
As mentioned previously, nurses need to be aware of
how the concept of PCMH is changing health care delivery
and assist in the development of PCMH which includes
nurses in a central role. There is opposition to this. The
American Association of Family Practitioners editorial
staff members suggest that NPs should not lead PCMH
as this does not put the patients’ needs first (AAFP Voice
Staff, 2010).
At this point, a clear view of how RNs and NPs fit into
such a model of care has not been developed, potentially
leaving nurses out of the bigger picture of primary care
coordination and reimbursement. Nurses can get informed
and involved in many ways. One method of participation
is through the Patient-Centered Primary Care Collaborate
which has a two tiered system of membership. One level
is “executive” and the other is considered “general”
membership. Information about general membership,
which is free, can be found at: http://www.pcpcc.net/
content/collaborative-members. Currently, the American
Academy of Nurse Practitioners (AANP) is aware and
involved with this organization. The AANP is listed as
having membership on the “Patient-Centered Primary
Care Collaborative Executive Committee.”
In summary, although not a new idea in U.S. health
care, the concept of PCMH is growing and influencing
how care is provided across the country. This form of
coordination of care has mainly focused on physicians
as being the center of care. Nurses need to be aware and
involved in the development of PCMH. I believe nurses
need to be clearly pictured within the framework of
American health care management.
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Licensed Practical Nurses in Idaho: The Latter Years 1945-2010
(Part Two)
by Randall Hudspeth,
MS, APRN-CNS/CNP, FRE, FAANP
Co-author with Verlene Kaiser,
FNP, Charting Idaho Nursing History
(Available at www.IdahoNursingHistory.com)
Part One presented information about how practical
nurses (PNs) developed in the years before they were
officially recognized in the Idaho Nurse Practice Act in
1947 (Hudspeth, 2010). The experiences of Idaho practical
nurses (PNs) were much the same as PNs in other states
and their use waxed and waned depending on the supply
of Registered Nurses (RNs) and the economic conditions
of the times. After WWII the PN role increased because of
the void created by military RNs who left nursing after the
war, an increase in the number of community hospitals,
and the national polio epidemic. This nurse shortage was
a national phenomenon and Idaho was no exception. The
shortage was so acute in Boise that St. Luke’s and Saint
Alphonsus hospitals considered closing up to ten beds
each.
In 1947, the Idaho Nurses Association (INA) and the
Idaho Board of Vocational Education sponsored legislation
to amend the Idaho code to make it illegal for anyone
without proper training to provide nursing care, including
PNs. Because hospitals were desperate for nursing staff,
and because of the wide variety of training among PNs, a
35-hour training program was offered for existing hospital
PNs. This program provided assurance to maintain a
minimum safety level, and also allowed PNs to become
licensed by waiver. Those licensed under the waiver were
required to have two years of work experience in Idaho and
be recommended by two physicians and two employers.
Martha McNenemy, RN, a pioneer in PN education, was
a Boise public health nurse hired to provide PN education
in communities throughout Idaho. She had a station-wagon
car outfitted with a bed, sick room supplies and linens
donated by St. Luke’s and Saint Alphonsus hospitals. She
spent a week at a time in rural communities providing PN
education; by August 1948, over 200 Licensed Practical
Nurses (LPNs) were recognized in Idaho.
The first LPN convention met in Boise at the House of
Representatives. Governor Charles Robbins, a physician
from Lewiston, provided the keynote address. The
association was named Licensed Practical Nurses of Idaho
(LPNI) and Theresa Bachmann, LPN, was elected as its
first state president. Other early LPN leaders were Gladys
Hill, Margaret Patton, Dorothy Lattimer, Mary Lou Razor,
Lillian Squires, Alta Young and Estele Richardson.
The first major issue addressed was the LPN nursing
uniform; this was because previously a white uniform was
restricted only to RNs. RN programs also had nursing
caps specific to their school and blue and red capes with
the school name on the collar. The LPNs did not have
specific schools. After much discussion it was decided to
allow LPNs to wear white uniforms, the same as RNs, but
no white stockings or white caps were permitted. It was
not until the 1950s that the Idaho state LPN cap became
official and white stockings were permitted.
As LPNs increased in numbers, they found that
their needs were different than those of RNs. LPNI
requested that the INA consider Mrs. Edna Pickle, LPN,
for membership on the State Board of Nurse Examiners

(SBNE). The INA membership agreed that an LPN
member on the SBNE was a good idea. As a first step, it
was recommended that an LPN position be added to the
INA Advisory Committee to the SBNE. The Governor
appointed Mable Wesche, LPN, to this committee.
The State Board of Vocational Education developed a
PN teaching guide and hired an instructor for the first PN
class in Idaho. The class was held at St. Anthony’s Hospital
in Pocatello. Previous PN programs were sporadic and used
a “laundry list” for content because the programs were
rapidly developed in the late 1940s. During those times,
there was an urgent need to educate already employed
PNs and bring them into compliance with the new law.
The theory and clinical instruction mirrored RN programs
but was abbreviated in length to 500 hours of classroom
and 1,000 hours of clinical experience. Male students
could substitute additional medical, surgical or urological
nursing for obstetrical experience. Students observed or
assisted with a minimum of four deliveries and had a fourweek clinical experience in a newborn nursery. Admission
criteria for PN programs included completion of eighth
grade and being over the age of 25 years (or if under age
25 have completed two years of high school). By 1951,
LPN training programs started in Caldwell, Lewiston,
Pocatello and Burley, in addition to established programs at
St. Anthony, Boise, Wallace, Kellogg, Ashton, Blackfoot,
Salmon and Idaho Falls. These programs corrected years
of sporadic PN education and varying standards.
The LPNI continued to be a strong association through
the 1960s, 1970s and into the 1980s. Similar to the Idaho
Nurses Association (INA), its membership aged and
became less active. LPNs continued to expand their scope
of practice in Idaho and on a national level. Over a thirty
year period of time technical skills continually expanded.
Initially LPNs did not give injections, administer blood
products, or manage naso-gastric tubes. By the 1980s the
technical skills of the LPN were somewhat comparable

to those of the RN, including some intravenous therapy.
By 2000 the LPNI membership was small and fewer and
fewer hospitals employed many LPNs. Most LPNs worked
in long term care and other non-acute care settings. The
LPNI ceased to exist as an organization by 2002. However,
RN Idaho, published by the INA, is received by all
licensed nurses in Idaho: LPNs and RNs.
Part One emphasized 2010 as the year to celebrate the
62nd anniversary of Idaho’s legal recognition of LPNs.
If one includes the 40 years before LPNs were legally
recognized, 2010 is the year to celebrate 102 years of
practical nursing in Idaho. The Department of Labor
states that LPNs “care for people who are sick, injured,
convalescent, or disabled under the direction of physicians
and registered nurses” (U.S. Department of Labor, 2010).
Today we see an increased interest in utilizing LPNs and
new programs that have opened in Idaho. Approximately
4,400 LPNs continue to be licensed in Idaho. If history
teaches us anything, it teaches us that things go in cycles.
Nursing shortages come and go. Nursing skills and scopes
of practice adapt to meet the needs of the times.. LPNs
continue to be important providers of nursing care in all
Idaho communities and the number of LPNs has remained
consistent for almost 20 years
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Surgical Care Improvement Project
Joan Agee, MSN, RN, CNOR
Director of Outpatient & Surgical Services
St. Joseph Regional Medical Center
208-799-5475 or jagee@sjrmc.org
What is the Surgical Care Improvement Project (SCIP)
and why should nurses be aware of the project? SCIP is
a national quality partnership among several organizations
including the Centers for Medicare & Medicaid Services
(CMS), the American Hospital Association (AHA), the
Institute for Healthcare Improvement (IHA), the Joint
Commission (JC), and the Centers for Disease Control and

Prevention (CDC). These organizations partnered together
with the main goal of saving lives. The partnership is
dedicated to improving the safety of surgical care by
reducing postoperative complications. This requires nurses,
surgeons, anesthesiologists, pharmacists, infection control,
and other key hospital staff including administration to
actively participate in and promote the recommended
safety initiatives.
Although some surgical complications cannot be
avoided, evidence-based practice guidelines should
be followed to decrease the risk of postoperative
complications. The healthcare team should review
evidence-based practice guidelines and incorporate
them into system designs. Putting the guidelines into
standardized practice can help facilitate the goal of
increased patient safety.
The SCIP quality measures focus on high risk and high
cost areas where the incidence of complications is high.
The following is the list of the SCIP quality measures:
SCIP INF 1: Prophylactic antibiotic received within
one hour prior to surgical incisions.
SCIP INF 2: Prophylactic antibiotic selection for
surgical patients.
SCIP INF 3: Prophylactic antibiotics discontinued
within 24 hours after surgery end time
(48 hours for cardiac patients).
SCIP INF 4: Cardiac surgery patients with controlled
6 a.m. postoperative serum glucose.
SCIP INF 6: Surgery patients with appropriate hair
removal (no razors).
SCIP INF 9: Urinary
catheter
removed
on
postoperative day 1 or postoperative day
2 with day of surgery being zero.
SCIP INF 10: Surgery Patients with perioperative
temperature management.
SCIP Card 2: Surgery patients on a beta-blocker prior
to arrival that received a beta-blocker.
SCIP VTE 1 Surgery patients with recommended
venous thromboembolism prophylaxis
ordered.
SCIP VTE 2: Surgery
patients
who
received
appropriate venous thromboembolism
prophylaxis with 24 hour after surgery.
It is particularly important for nurses to become
educated about these measures because the guidelines
cannot successfully be implemented without nursing
involvement. For instance, SCIP INF 1 requires the
prophylactic preoperative antibiotic to be STARTED
within one hour of the surgical incision. This requires
coordination between nurses on all the inpatient units,
the outpatient departments, Preop Holding department,
Emergency Room, and Anesthesia. Why are all these
departments involved? Because the patient scheduled for

surgery may start out in any of these departments. As
the nurse prepares the patient for surgery, there are many
tasks that must be completed and the SCIP measures must
be incorporated into this process. First of all, it is critical
for a prophylactic preoperative antibiotic be ordered for
certain surgeries. If it is not ordered, someone needs to
be asking the question and getting the order. The nurse
must understand it is critical to hold the preoperative
prophylactic antibiotic administration so it is not started
too early. It might be best to hold the antibiotic until
the patient is transferred to the Operating Room. Some
facilities have found it helpful to hang the antibiotic and
have the anesthesia provider start the infusion in the
Operating Room to assure the infusion starts right before
the incision.
SCIP INF 3 requires the prophylactic antibiotics be
discontinued within 24 hours after surgery. This may
require the pharmacist to automatically discontinue
the antibiotic. Nurses should be involved to assure the
antibiotic is discontinued to meet the measure.
SCIP INF 9 requires the urinary catheter be removed
on postoperative day one or two. Nurses caring for patients
after surgery may need to be involved with developing a
process in the hospital to assure this is accomplished.
Evidence-based practice supports these actions. A
retrospective cohort study (Wald, Ma, Bratzler, & Kramer,
2008) found an increased rate of urinary tract infections in
patients whose urinary catheter duration was longer than
two days.
Patient safety may be increased by compliance with the
measures and the word is out that hospital reimbursement
may be impacted as well. Patient records are currently
being reviewed and the data are being sent to CMS. In the
coming years, reimbursement will depend on compliance
with meeting the measures. If the antibiotic documentation
is not complete or if the START time is not within the hour
before the incision, if the antibiotic is not discontinued
within 24 hours, or if the urinary catheter is not removed
within the 1st or 2nd postoperative day, the hospital’s
score may not meet the expected compliance rate and
reimbursement may be decreased.
Together the healthcare team can increase patient
safety. By incorporating evidence-based practice and
standardizing processes, nurses along with other members
of the healthcare team can decrease the risk of injury to
the postoperative patient and help save lives.
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Beginning the Conversation: The Nurse Educator’s Role in
Preventing Incivility in the Workplace
Cynthia M. Clark RN, PhD, ANEF and
Sara Ahten, RN, MSN
Background and Vignette
Recently, a young, disillusioned nursing student shared
the following story:
“It was terrible. On my first day of clinical I
was assigned to a patient with contact isolation.
I was preparing to enter the room to take
the patient’s vitals and I was unsure of what
equipment may already be in the room. I asked
the nurse assigned to the patient if the oxygen
saturation device was in the patient’s room or
if it was something I had to find elsewhere. He
looked at me and said sarcastically “I don’t know,
is it?” He was very rude and was no help at all.
His reaction shocked me–he made me feel stupid
and incompetent. The experience made me very
reluctant to ask for help from him or anyone else.
In the future if I have a question, I will do my best
to find the answer on my own.”
While this student’s perception is troubling on many
levels, the sad fact is that many nurses would acknowledge
having a similar experience, either as a student or as a nurse
in practice. It is equally important to note that examples of
this type of uncivil behavior can also be found within the
academic setting between teacher and student, as well as
student to student. As educators, we view this student’s
perception as illustrating one point along the continuum of
incivility in nursing practice. As an illustration, if we were
to plot incivility on a continuum, the far left point represents
annoying, irritating, or disruptive behaviors such as rude
comments, put-downs, or dismissive gestures like eyerolling or staring. As one progresses along the continuum to
the right, uncivil behaviors escalate to bullying, intimidation,
and psychological abuse. The far right of the continuum
includes threatening and potentially violent behaviors, up to
and including aggressive physical violence and homicide.
Though all nurses in practice have a responsibility to
foster civility, the purpose of this article is to discuss the
role of nurse educators in raising awareness in pre-licensure
students about the continuum of incivility, giving them tools
to address uncivil behaviors, and beginning the conversation
about creating a culture of civility. We believe it is critical
to raise awareness about the continuum of incivility in
future nurses in order to prevent escalation of lesser degrees
of uncivil behavior to more destructive forms of lateral
violence.
Overview of the Problem
Rowell (2010) defines lateral violence in nursing as any
inappropriate behavior, confrontation, or conflict ranging
from verbal abuse to physical and sexual harassment

between coworkers. It is important to note that interactions
that occur during the student’s education will shape his or
her professional image. Nursing students observe how other
nurses behave, both in education and practice, and thus
develop a beginning concept of how a professional acts
toward others including patients, colleagues, and students.
For example, Randle (2003) empirically demonstrated
that when nursing students were bullied, their self esteem
was significantly damaged and led to feelings of anger,
powerlessness, and stress. Causes of lateral violence in
nursing include the hierarchical nature of nursing, nurses
being an oppressed group, and negative organizational
conditions such as unclear roles and expectations. These
conditions can contribute to the departure of new graduates
from their first job within 6 months (Bartholomew, 2006).
The impact of incivility has significant implications for
organizations employing newly-graduated nurses. Griffin
(2004) found that 60% of nurses new to practice leave their
first positions within six months because of some form of
lateral violence, often occurring between the new nurse and
his or her preceptor. According to Griffin, the relationship
between the new nurse and the preceptor starts to break
down. The new nurse stops asking questions of the preceptor
and may eventually leave because he or she does not believe
safe care is being provided. This type of scenario is reflected
in the opening vignette.
Incivility and disruptive behavior in the nursing
workplace are becoming more commonplace (Brown, 2010)
and are frequently ignored (Lewis, 2006). These behaviors
can compromise patient safety and, in part, have led The
Joint Commission (2008) to release a sentinel event alert
calling for zero tolerance to intimidating and bullying
behaviors, implementation of a code of conduct for all
employees, and an organization-wide approach to address
disruptive behavior in the workplace.
Clearly, incivility is a problem in nursing practice,
but nursing education is not immune to instigating and
perpetuating the problem as well (Clark, 2008, 2008b).
Nearly a decade ago, Lashley and de Meneses (2001) found
that incivility had increased over the previous five years.
Faculty reported students were tardy, leaving class early, and
talking in class. More serious behaviors included cheating,
yelling at faculty, and objectionable physical contact. More
than half (52.8%) of the faculty respondents reported being
yelled at in the classroom, 42.8% reported being yelled at
in the clinical setting, and 24.8% reported objectionable
physical contact by students. The authors concluded that
disrespecting, yelling at, and threatening faculty and other
students have become a serious problem. Shortly after this
study, Thomas (2003) examined nursing student perceptions
of faculty incivility and found that nursing students believe
that nursing faculty members play a significant role in
academic incivility including being rigid, acting superior,
behaving defensively, and treating students unfairly.

Beginning the Conversation:
The Role of the Nurse Educator
The importance of effective communication cannot be
underestimated. Raising awareness about the existence
and subsequent dangers of incivility and lateral violence,
along with teaching nurses to ask questions and address
the problem behavior, can reduce its incidence and effects
(Griffin, 2004). So, how do we get the conversation
started—and how can we sustain the dialogue once it
has begun? We believe these critical discussions begin
with and must continue throughout a student’s nursing
education. While it is essential to teach our students about
the importance of communication and conflict negotiation,
it requires more than discussion. It requires repeated
simulating, demonstrating, practicing, and rehearsing these
fundamental skills.
Conversations Among Faculty
Because it is impossible to separate education from
practice in the profession of nursing, we realize that
conversations about incivility must begin early in a student’s
education, rather than delaying them until the nurse enters
the workforce. Before addressing practice issues with
students, we also believe it is imperative that nursing faculty
begin to have the same conversations with each other and as
members of a faculty. Conversational topics among faculty
should include:
• Do our institutional vision and mission statements, as
well as our internal vision, mission and philosophy
statements, reflect a commitment to civility?
• Have we established norms of acceptable professional
behavior that outline how we interact with one
another, as well as our students and community
partners?
• Have we developed safe and respectful processes
for holding oneself and others accountable for these
norms?
• Do we incentivize or reward civil and collegial
behaviors as well as role-model them for our students?
• Do we have clear and transparent processes for
initiating a report of incivility and remediating
founded complaints of uncivil behavior?
Conversations With Students
The conversations with students must be multi-layered
and progress sequentially throughout their education.
Conversations on civility begin early in the curriculum with
discussions on introductory issues, such as university and
school of nursing norms, culture and codes of conduct. As
the student begins foundational courses, the discussion moves
to professional ethics, codes of conduct, and regulatory
standards such as State Board of Education statutes and
Beginning the Conversation continued on page 10
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guidelines set by governing bodies for schools of nursing.
Students and faculty at this level begin conversations about
early practice concerns, such as respectful communication
with patients and peers, and the impact of cultural issues
on care delivery. The role of the faculty member is to set
expectations for students’ professional behaviors, but also
to set guidelines for the behaviors students should expect
from others in the workplace. It is essential for students to
clearly identify uncivil, unacceptable behaviors, especially
the more subtle, corrosive behaviors on the left side of the
incivility continuum, which have been labeled–and tolerated
for years–with the cliché of “nurses eating their young”.
Nursing students must become familiar early in their
education with the policies regarding uncivil behaviors in
their clinical agencies.
Nursing Curricula
As students move through the curriculum and focus on
care delivery at the bedside, faculty must embed readings on
topical into course content. Violence in healthcare settings is
front page news today, and students should be reading about
and discussing these issues with their peers and faculty
members. In the clinical setting, post-clinical debriefings
and assignments incorporating self-reflection can be used
to bring attention to incidents that reside along the incivility
continuum. Post-clinical discussions provide students with a
safe place to relate their experiences, share their emotions,
receive constructive feedback, and learn appropriate ways of
managing such situations within agency policies.
An important aspect of each student’s education is
to provide him or her with the tools needed to function
effectively as confident, assertive team members within
the workplace. Students in more senior courses begin to
look at nursing in broader roles – those of case manager,
community health practitioner and leader/manager within
a healthcare organization. Their conversations should
address practice issues such as managing employee conflict,
understanding organizational zero tolerance policies and
the role of management, boundary issues when delivering
care in a community setting, and maintaining personal
safety. It is also critical to have discussions on the ways that
nurse leaders can establish a culture of civility within an
organization, and how a manager’s attitudes and behaviors
influence the actions of his or her staff.
Immediate pre-licensure concerns for students include
interviewing skills and appropriate behaviors, as well as
student/preceptor interactions. Students find great value in
simulations of high-anxiety scenarios, which give them a
safe place to make mistakes, practice conflict-resolution
skills, and observe firsthand how a gesture or word choice
can influence the outcome of a situation. We have found prelicensure students also appreciate the opportunities to speak
with nurses working in direct patient care, nurse managers/
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leaders and human resource department representatives.
Those conversations often dispel misconceptions, reinforce
organizational commitment to zero tolerance policies, and
validate the importance of professional behaviors.
Suggestions for Meaningful Conversations
In closing, we would like to offer several suggestions for
engaging in meaningful, critical conversation with others.
At the end of the day, it is the conversations we have with
one another which promote a culture of civility within our
workplaces.
It is important to fully prepare yourself before engaging
in a critical conversation, especially when emotions are
running high. If you have experienced an uncivil encounter,
reflect on the experience, take time to cool off, and think
about your response. After careful deliberation, you may
choose not to respond at all. Ask yourself these questions;
“If I do not respond, what is the worst (or best) thing
that can happen?” “If I do respond, what is the worst (or
best) thing that can happen?” Once you have given careful
consideration to responding or not, in either case, put
yourself in the other person’s position. Consider how you
may have contributed to the problem, as this may help you
develop a clearer understanding and resolution of the issue.
If you decide to engage in a critical conversation,
be sure to consider the potential barriers to effective
communication, including physical barriers such as noise
or poor cognitive abilities; emotional barriers in the form
of anger, fear, or feeling unsafe; or faulty reasoning or
flawed assumptions. Other barriers may include poorly
expressed messages (especially e-mail), time pressures,
or misperceptions of intent. It is best to eliminate as many
barriers to a successful resolution as possible.
Next, agree on a mutually beneficial time and place for
your interaction. Make sure the venue is quiet, undisturbed,
and away from activity; be sure to set aside plenty of time
for the interaction. If you are concerned about the outcome
of the meeting or uncomfortable addressing the issue alone,
you or the other person may wish to invite a third person to
mediate and provide perspective. Whether you go it alone
or invite a mediator, it is important to establish ground rules,
norms, and goals for the meeting
Bear in mind “the interest-based approach to
principled negotiation” developed by Fisher and Ury
(1991). If we focus on the person rather than the problem,
emotions become mixed into the situation, making the issues
more difficult to resolve. On the other hand, if we consider
interests and seek to negotiate matters important to each
person, many times the goals are compatible, and sometimes
identical. For example, consider the opening vignette. If the
nursing student and the staff nurse had engaged in a critical
conversation and use principled negotiation techniques, the
common goal or position each might likely take is providing
safe, patient care. By identifying a common goal, it increases
the likelihood that both are able to put personal issues aside
and re-focus on resolving the problem.

When we concentrate on interests [instead of focusing
on being right], it is easier to find opportunities for mutual
gain. This means generating workable solutions to the
problem that allow both parties to save face. Insisting on
objective criteria for fairness can be challenging. In our
vignette, objective criteria might include searching for
measurable standards regarding required contact isolation
items needed in patient rooms, an inventory of the items
posted on the door, and acceptable ways of communicating
and addressing one another in a civil and professional
manner.
Conclusion
Prevention of lateral violence in the workplace starts long
before an employee walks through the door. We believe that
civility in healthcare organizations begins with teaching and
modeling civility for nursing students in both the classroom
and clinical settings. Our objectives include equipping
students with the knowledge and skills for treating
others with civility–and also of how they should expect
to be treated by others. Our goal is that all nurses enter
practice ready to work collegially and effectively within
organizations that have zero tolerance for uncivil, disruptive
behaviors.
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