Quarterly circulation approximately 115,000 to all RNs and LPNs in Indiana.

Volume 36, No. 3

May, June, July 2010

President’s Message
As I sit and write
my second article for
the ISNA Bulletin I
feel a sense of pride as
well as caution. I say
this after experiencing
t he cha llenges of
u ndersta nd i ng a nd
Barbara Kelly
explaining the Health
Care Reform legislation
passed Congress at the end of March. There are
provisions in the legislation that are positive for
the health of the citizens of this country. Some
feel however, there are provisions that could
undermine the ultimate goal of cost effective,
affordable, accessible, and relevant health care.
This goal is a tall order given the complexity of
health care in our country—a goal that will take
continued dialogue and innovation.
The Health Care Reform Bill extends coverage
to 32 million people. Employers and individuals
will be required to comply with new mandates to
help cover the costs. Subsidies will be provided
for those who cannot afford to pay for health
insurance, insurance companies will have to
comply with new mandates and there will be tax
credits and special government options to shop for
health plans. Additional provisions that will not
take effect immediately include a requirement that
all Americans purchase health insurance or pay a
fine. Tax credits will be available to help cover the
cost and Medicaid will be expanded.
During the debate, the American Nurses
Association was diligent in negotiating provisions
in this legislation that support and advance the
unique and vital perspective of nursing. For this
effort we should all feel great pride. Some of those
provisions entail the reauthorization of Title VIII
Nursing Workforce Development Programs that
includes grants for advanced nursing education,
workforce diversity grants, nurse education,
practice and retention grants, national nurse

service corps loan repayment program and
nursing student and faculty loan programs. Other
provisions include creating nurse managed clinics
in primary care shortage areas, a demonstration
provision for graduate nurse education which will
allow Graduate Medical Education monies to be
directed to Advanced Practice Registered Nurses
education, monies for school based health centers,
nurse-family home visit partnerships, creation
of a national healthcare workforce commission,
and increased funding for national health service
corps.
I listened to administrators, educators, advanced
practice nurses, hospital based nurses, retired
nurses, community health nurses and nurse
entrepreneurs. The responses were many and all
important to hear. I thought it relevant to share my
anecdotes.
Nurses in Indiana are concerned about access to
health care underscored by the rising cost of health
insurance. On one hand, we are concerned about
those who cannot afford health care insurance due
to unemployment, underemployment, employers
not providing coverage, poverty or multiple health
conditions. On the other hand, we worry how we
will pay for this over time. It was clear that with
the addition of cutting waste and adding employee
and individual mandates that some nurses thought
there still would not be enough money to pay for
the reform bill.
Additionally, nurses see patients use the health
care system inappropriately and large numbers of
our citizens that develop diseases that are for the
most part avoidable with good health habits. We
watch as tests upon tests are ordered by multiple
health care providers with no or little coordination
of care or thought of cost. We shake our heads as
wasteful and unnecessary litigation takes place
that contributes to the increase in use of health
care resources and over diagnosing. Our colleagues
stress that paperwork takes precious time, and cost
effective resources away from the patient.
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See page 2 for more information.
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Nurses understand that any solution will
not be simple and will most certainly require a
multidisciplinary comprehensive approach. Many
commented that the health care reform bill was
really an insurance reform bill and that effective
health care reform should advance best practices
and develop systems that promote accountability
and outcome measures.
Furthermore, as we see our population age
and live longer with multiple health issues and
increased expense to care for them, we ask “will
we have enough nurses to take on the challenge?”
Nurses are aware that more health care providers,
not more politicians and insurance companies,
need to be involved in the development,
implementation and evaluation of effective health
care reform.
Finally, nurses seemed to struggle with a few
fundamental questions; what should government’s
role be in managing health care and what is the
individual’s role in paying for health care? While
some think government has not done a good job at
managing health care they were equally negative
about health insurance companies ability to do
the same. All thought new models of health care
delivery were needed, however, they wanted
to ensure that parts for our current health care
system should continue and not be affected by the
changes mandated in the Health Care Reform Bill.
All were concerned about how we will pay for it
and what we might have to give up.
It is evident that nurses struggle with and
have thoughtful opinions about the Health Care
Reform Bill. I am grateful for their honesty and
passion about this issue. I hope that the discussion
continues and that in the confusion and emotion
we speak up thoughtfully and with well balanced
information. We need your voice in health care.
A colleague of mine shared with me that the
Chinese word for crisis is a character representing
danger superimposed on opportunity. I think it
says a lot about our health care reform discussion.

NOTICE TO MEMBERS
ISNA Annual Meeting of
the Members
September 24, 2010
Indianapolis, Indiana
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ISNA Announces a New Way to Connect
ISNA INDIVIDUAL DIRECT MEMBERS
• May participate in ISNA activities
• Can vote for and serve on ISNA Board of
Directors or Nominating Committee and as
Secretary.
• Can be appointed to serve on ISNA
committees
• Will have access to the Members Only
section of the ISNA website.
• Will receive all member discounts on ISNA
events.
• Cannot serve as ISNA President, Vice
President, Treasurer, or delegate to ANA.
• Cannot run for national office nor serve on
ANA committees
• Will not get ANCC certification or
publication discounts
• Will not have access to ANA member only
web pages.
Join online at: www.IndianaNurses.org
and click on Join/Renew, then Indiana Only

ISNA/ANA MEMBERS:
• Can vote in ISNA elections
• Can serve as delegates to the ANA House of
Delegates.
• Can be appointed/elected to serve to ISNA,
ANA, ANCC or Academy positions
• Have access to Members Only section of
the ISNA and ANA websites.
• Receive all publications from ISNA and
ANA including the ISNA Bulletin, The
Indiana Nurse, American Nurse and
American Nurse.
• Receive member discounts on ANA
publications and ANCC certification
Join online at: www.IndianaNurses.org
and click on Join/Renew, then
ISNA/ANA combined

ISNA Bulletin
An official publication of the Indiana State Nurses
Association Inc., 2915 North High School Road,
Indianapolis, IN 46224-2969. Tel: 317/299-4575.
Fax: 317/297-3525.E-mail: info@indiananurses.org.
Web site: www.indiananurses.org
Materials may not be reproduced without written
permission from the Editor. Views stated may not
necessarily represent those of the Indiana State Nurses
Association, Inc.
ISNA Staff
Ernest C. Klein, Jr., CAE, Editor
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ISNA Board of Directors
Officers: Barbara Kelly, President; Paula McAfee,
Vice-President; Diana K. Sullivan, Secretary; and
Michael Fights, Treasurer.
Directors: Mary Cisco, Angela Heckman, Vicki Johnson,
Judy Morgan, Cynthia Stone.
ISNA mission statement
ISNA works through its members to promote and
influence quality nursing and health care.
ISNA accomplishes its mission through advocacy,
education, information, and leadership.
ISNA is a multi-purpose professional association
serving registered nurses since 1903.
ISNA is a constituent member of the American Nurses
Association.
bulletin copy deadline dates
All ISNA members are encouraged to submit material
for publication that is of interest to nurses. The material
will be reviewed and may be edited for publication. To
submit an article mail to ISNA Bulletin, 2915 North High
School Road, Indianapolis, IN 46224-2969 or E-mail to
klein@indiananurses.org.
The ISNA Bulletin is published quarterly. Copy
deadline is December 15 for publication in the February/
March/April ISNA Bulletin; March 15 for May/June/July
publication; June 15 for August/September/October, and
September 15 for November/December/January.
If you wish additional information or have questions,
please contact ISNA headquarters.
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. ISNA 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 Indiana State 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. ISNA
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 ISNA or those of the
national or local associations.
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Welcome to New
and Reinstated
ISNA Members
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The ISNA is a Constituent Member of the American Nurses Association

APPLICATION FOR RN MEMBERSHIP in ANA and ISNA
Or complete online at www.NursingWorld.org

PLEASE PRINT OR TYPE

Bernadyne Agan, Show Low, AZ
Nancy Ash, Boonville
Sara Bauer, New Haven
Christine Bowmar, La Porte
Katie Brick, South Bend
Lisa Bunch, Indianapolis
Tammy Campbell, Georgetown
Ivelisse Campos, Granger
Minerva Caquimbo, Plainfield
Amanda Conrad, Plymouth
Trisha Davis, Avon
Margaret Eggleston, Carmel
Viann Ellsworth, New Haven
Janet Fulton, Carmel
Sherry Gehring, Greenfield
Barbara Gouker, Plymouth
Linda Groce, Martinsville
Terri Hamilton, Washington
Patricia Hammonds, Indianapolis
Katrina Hawkins, Bloomington
Ray Hopkins, Indianapolis
Sue Keith, Wadesville
Loretta Kendall, Sulphur Springs
Jane Kirkpatrick, West Lafayette
Brenda Lammert, Vincennes
Courtney Luebbe, Bloomington
Stacy Matthews, Noblesville
Nancy McDonald, Evansville
Susan Miller, West Lafayette
Karen Miller, Plainfield
Alexia Oaks, Indianapolis
Tawnee Parrish, Camby
Sarah Poehlein, Tipton
Patricia Rooney, Ogden Dunes
Patricia Satterwhite, Indianapolis
Diane Schaaf, Whitestown
Keith Scholl, Merrillville
Angela Schooley, Michigan City
Pamela Schwindt, Indianapolis
David Speer, Carmel
Hope Strickland, Indianapolis
Doris Troy-young, Fort Wayne
John Uhl, Nabb
Susan Weaver, Niles
Lorri Webster, Indianapolis
Dawn Welch, Zionsville
Janet Welch, Indianapolis
Clifford Whitrock, Greenwood
Cheryl Wicker, Shelbyville
Breanna Williams, Greensburg
Tina Wilson, Chandler
Anjanette Zielinski, LaPorte

_____________________________________________________________________________
Last Name, First Name, Middle Initial

____________________________________
Name of Basic School of Nursing

______________________________________
Street or P.O. Box

____________________________________
Home phone number & area code

____________________________________
Graduation Month & Year

______________________________________
County of Residence

____________________________________
Work phone number & area code

____________________________________
RN License Number
State

______________________________________
City, State, Zip+4

____________________________________
Preferred email address

____________________________________
Name of membership sponsor

________ ELECTRONIC DUES
PAYMENT PLAN, MONTHLY

1. SELECT PAY CATEGORY
________ Full Dues – 100%
Employed full or part time.
Annual-$269
Monthly (EDPP)-$22.92.
________ Reduced Dues – 50%
Not employed; full-time student, or 62 years or older.
Annual-$135.50,
Monthly (EDPP)-$11.71.
________ Special Dues – 25%
62 years or older and not employed or permanently
disabled. Annual $67.25.
2. select payment type
________ FULL PAY – Check
________ FULL PAY – BANKCARD
__________________________________________________
Card Number
__________________________________________________
VISA/Master card
Exp. Date
__________________________________________________
Signature for Bankcard Payment

✁

The Electronic Dues Payment Plan (EDPP) provides for
convenient monthly payment of dues through automatic
monthly electronic transfer from your checking account.
To authorize this method of monthly payment of dues,
please read, sign the authorization below, and enclose a
check for the first month (full $22.92, reduced $11.71).
This authorizes ANA to withdraw 1/12 of my annual
dues and the specified service fee of $0.50 each month from
my checking account. It is to be withdrawn on/after the 15th
day of each month. The checking account designated and
maintained is as shown on the enclosed check.
The amount to be withdrawn is $__________ each month.
ANA is authorized to change the amount by giving me (the
under-signed) thirty (30) days written notice.
To cancel the authorization, I will provide ANA written
notification thirty (30) days prior to the deduction date.
_________________________________________________________
Signature for Electronic Dues Payment Plan
3. SEND COMPLETED FORM AND
PAYMENT TO:
Customer and Member Billing
American Nurses Association
P.O. Box 504345
St. Louis, MO 63150-4345
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CNE Approved Providers List
The Indiana State Nurses Association is
accredited as an approver of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
The ISNA Committee on Approval approves
continuing nursing education providers to
award nursing contact hours to the individual
activities they develop and present. Any
individual, institution, organization, or agency in
Indiana responsible for the overall development,
implementation, evaluation, and quality assurance
of continuing nursing education is eligible to
seek approval as a provider. Information must be
submitted describing three different educational
activities planned, presented, and approved by
the Indiana State Nurses Association in the two
years preceding the application and should be
representative of the types of educational activities
usually provided. Applications are reviewed by
the Committee on Approval at their meetings in
May and November.
For information, contact the ISNA office, e-mail
ce@IndianaNurses.org, or visit the ISNA web site
www.IndianaNurses.org/education. The following
are continuing nursing education providers
approved by the ISNA Committee on Approval:
For complete contact information go to: www.
indiananurses.org/providers.php
Bloomington Hosp & Healthcare System,
Bloomington, IN
Clarian Health Partners, Inc., Indianapolis, IN
Clarian North Medical Center, Carmel, IN
Columbus Regional Hospital, Columbus, IN
Community Health Network, Indianapolis, IN
Deaconess Hospital, Evansville, IN
EHOB, Inc, Indianapolis, IN
Good Samaritan Hospital, Vincennes, IN

Health Care Education & Training, Inc., Carmel, IN
Health Care Excel, Inc., Terre Haute, IN
Hendricks County Regional Health, Danville, IN
Indiana Wesleyan University School of Nursing,
Marion, IN
King’s Daughters’ Hospital & Health Services,
Madison, IN
LaPorte Regional Health System, LaPorte, IN
Lutheran Health Network, Fort Wayne, IN
Major Hospital, Shelbyville, IN
MCV & Associates Healthcare Inc., Indianapolis, IN
Memorial Hospital & Health Care Center, Jasper, IN
Memorial Hospital of South Bend, South Bend, IN
Methodist Hospitals, Gary, IN
Parkview Health System, Fort Wayne, IN
Porter Education and Rehabilitation Center,
Valparaiso IN
Purdue University Continuing Nursing Education,
West Lafayette, IN
R.L. Roudebush VA Medical Center, Indianapolis, IN
Reid Hospital & Health Care Services, Richmond, IN
Schneck Medical Center, Seymour, IN
Scott Memorial Hospital, Scottsburg, IN
St. Francis Hospital & Health Centers,
Beech Grove, IN
St. Joseph Regional Medical Center, South Bend, IN
St. Margaret Mercy, Hammond, IN
St. Mary’s Medical Center, Evansville, IN
St. Vincent Hospital & Health Care Center,
Indianapolis, IN
The Community Hospital, Munster, IN
Valparaiso University College of Nursing,
Valparaiso, IN
Wishard Health Services, Indianapolis, IN

Mark Your Calendars
September 17, 2010
Paula Davies Scimeca, MS, RN,
author of “Unbecoming A Nurse: Bypassing the Hidden Chemical
Dependency Trap” will present the keynote address at the annual
Indiana State Nurses Assistance Program (ISNAP) conference.
Complete information will be available after July 5
at www.IndianaNurses.org.

Paula Scimeca

Certification Corner
by Sue Johnson, PhD, RN, NE-BC
Certification continues
to move forward! This
time,
the
leader
is
named Michele ‘Mickey’
Regenold, MSN, RN, BC.
Mickey is certified in
Psychiatric and Mental
Health Nursing and she
wanted to give other
nurses the opportunity to
achieve their certification.
She began to explore the
content areas included in
Sue Johnson
the exam and developed
her
own
Behavioral
Health Certification Review Course. Her next step
was to develop course content that would enhance
the knowledge of psychiatric nurses.
Since it is difficult for psychiatric nurses to
attain enough contact hours in their specialty to
sit for the exam, Mickey arranged for her course
participants to be able to obtain 30 contact hours
by attending ten, three-hour sessions. Then, she
began seeking presenters and found people eager
to make the course a success. One physician was
so excited about this opportunity that he offered
to show class members what Electro-convulsive
Therapy (ECT) was really like for the client by
letting them observe a procedure. He wanted them
to better understand how to care for these clients.
Psychiatric nursing is a dynamic field with
extensive research opportunities and challenges.
Mickey has created a comprehensive review that
stimulates her students to improve their clinical
practice. Currently, she has seven behavioral
health registered nurses enrolled in the program
and their excitement is visible.
Certification continues to move forward for
behavioral health and Mickey’s enthusiasm is
making it a success!
Can you do the same in your clinical specialty?
Think of the difference you could make in your
colleagues’ professional lives and get started. It’s
never too late! I’d like to hear your certification
stories. Please contact me at Sue.Johnson@
parkview.com to share your experiences.
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Indiana Nurses Calendar
Date/Time
Event/Location
		
June 11, 2010
ISNA Board Meeting with American Nurses Association delegates
9:30 A.M., ISNA office, 2915 N High School Road, Indianapolis, IN 46224

Contact Information
Indiana State Nurses Association Phone: 317/299-4575
www.IndianaNurses.org Email ce@indiananurses.org

August 12-22, 2010

International Nursing Study Tour of Italy
Contact Judy D’Angelo, RN, MS, ANP email: jdangelo@frontiernet.net

Wilson Shepard Education Associates Phone 585/473-7804
http://www.wshep.com/destiny_seminar.html

August 13, 2010

ISNA Board Meeting
9:30 A.M., ISNA office, 2915 N High School Road, Indianapolis, IN 46224

Indiana State Nurses Association, Phone: 317/299-4575
www.IndianaNurses.org Email: ce@indiananurses.org

Sept 12-15, 2010

7th Biennial International Colloquium The Next Generation of Evidence-Practice
Sheraton Chicago Hotels & Towers, 301 East North Water St, Chicago, IL 60611

Joanna Briggs Institute
http://joannabriggs.edu.au/events/2010Chicago/contact.php

Sept 24, 2010

Annual ISNA Meeting of the Members
More info to come

Indiana State Nurses Association, Phone: 317/299-4575
www.IndianaNurses.org Email: ce@indiananurses.org

October 19, 2010

Indiana Organization of Nursing Executives
1:00 P.M., Board Meeting/Brown County Inn, Brown County, IN

IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
Email: mbisesi@johnsonmemorial.org

November 3-4, 2010

Indiana Association of School Nurses
School Nurse Fall Conference, Marriott East on Shadeland

IASN, Phone 765/362-7493
Email: bcsnyder3842@sbcglobal.net

November 12, 2010

Indiana Organization of Nursing Executives
10:00 A.M., Board Meeting/Hendricks Regional Health, 1100 Southfield Dr.,
2nd Floor, Plainfield, IN 317/839-7200

IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
Email: mbisesi@johnsonmemorial.org

Open Enrollment

“Being a Preceptor in a Healthcare Facility”—Open Enrollment.
This course will acquaint you with the role of preceptor for new nurses,
nurse graduates and nursing students. Self-paced format.	

Indiana University School of Nursing, Phone: 317/274-7779
http://nursing.iupui.edu/continuing/ Email: censg@iupui.edu

Open Enrollment

“Being a Preceptor in a School of Nursing”—Open Enrollment. This course
will acquaint you with the role of preceptor, working with the faculty
/instructor and students from a school of nursing. Self-paced format.	

Indiana University School of Nursing, Phone: 317/274-7779
http://nursing.iupui.edu/continuing/ Email: censg@iupui.edu
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2010 Report from the State House
by Ernest Klein, CAE
Executive Director and Lobbyist
Indiana State Nurses Association
The General Assembly
adjourned sine die close
to 1:00 A.M on Saturday,
March 13, 2010. A major
factor this short session
was the economy. State
revenue
projections
were falling behind even
the
revised
lowered
projections. Any piece
of legislation that would
have had a fiscal impact
Ernest Klein
on the State was not
considered. This was the
fate of the bill to license
non-nurse midwives. Although ISNA monitored
relatively few bills this session, the legislators
did agree on some major issues that will affect
Hoosiers.
Major issues include: Government Ethics,
flexibility for schools to tap into funds to cover
expenses, a state wide referendum this November
to amend the Indiana Constitution to cap
property taxes, and postponing an increase in the
unemployment insurance tax for businesses.
Once again, Indiana will not get a statewide ban
on smoking in public places. Several attempts by
Rep. Charlie Brown (D), Gary were not successful.
He noted how ironic it was that the General
Assembly would not pass a smoking ban but
passed a bill that would allow storage of a gun in
your locked vehicle at work.
Another issue that dominated this session was
the upcoming elections in November. All House
seats (100) and half of the Senate (25) seats are
up for election. Whichever political party that
controls the House and Senate this November will
re-write the district maps because of the census
figures. The Democrats have a slim 52-48 majority
in the House. Both parties will be working hard to
control the House. Get involved. Get to know the
candidates. Support the candidate(s) of your choice
with time and/or money and VOTE!
We know that several legislators will not be
back next session. Retiring are: Representatives
Dennie Oxley, Sr., Cleo Duncan, Greensburg;
Dennis Avery, Evansville; Vern Tincher, Terre
Haute (Bionca Gambill, RN, is a candidate in the
Democratic primary to run for his seat). Senators
Gary Dillon, MD, Pierceton and Connie Sipes, New
Albany, have also announced their retirement.
Senator Evan Bayh’s announcement that he
will not run for U.S. Senate has caused a snowball
effect in the Evansville area. Congressman Brad
Ellsworth is going to run for the U.S. Senate.
Indiana House Representative Trent VanHaaften is
running for Ellsworth’s congressional seat. Indiana
Senate Bob Deig is running for VanHaaften’s House
seat, and Rep. Dennis Avery’s wife is running for
Bob Dieg’s Indiana Senate seat,
Also
not
returning
next
session
are
Representative Michael Murphy, Indianapolis,
who is a candidate in the crowded Republican
Primary to replace Congressman Dan Burton
and Representative Jackie Walorski, Elkhart is a
candidate to challenge Congressman Joe Donnelly.
HOUSE BILLS
HB1116
Worker’s compensation. Provides
that an employer or employer’s insurance carrier
may not delay the provision of emergency
medical care for worker’s compensation injuries
or occupational disease disablements whenever
emergency medical care is considered necessary in
the professional judgment of the attending health
care facility physician.
HB1178
Returning
National
Guard.
Requires the adjutant general of the Indiana
National Guard to require a member of the Indiana
National Guard who completes a United States
Department of Defense form “Post-Deployment
Health Reassessment” (PDHRA) to participate in
a face-to-face clinical interview with a trained
health care provider concerning the Indiana
National Guard member’s PDHRA. (Currently, the
Department of Defense provides that a PDHRA

clinical interview may be conducted in person or
over the telephone.)
HB1234
Criminal
procedures
and
controlled substances. Requires a court to include
as a condition of bail the requirement that a
defendant charged with a violent crime that results
in bodily injury to a person refrain from any direct
or indirect contact with the victim for 10 days
after release or until the initial hearing, whichever
occurs first, if the defendant is released to bail
without the court having held a bail hearing in
open court. Prohibits certain persons from making
certain determinations concerning the remains of
a decedent if the decedent had filed a protection
order against the person and the protection order
currently is in effect. Provides that a pharmacist,
pharmacy technician, or person authorized by
a pharmacist to dispense a controlled substance
may not dispense a controlled substance in a
retail pharmacy to a person who is not personally
known to the pharmacist, pharmacy technician,
or person authorized by a pharmacist to dispense
a controlled substance unless the person taking
possession of the controlled substance provides
documented proof of the person’s identification
to the pharmacist, pharmacy technician, or
person authorized by a pharmacist to dispense a
controlled substance. Provides that a court may
require a person convicted of domestic battery
to complete a certified batterer’s intervention
program. Provides that a court may require a
person charged with domestic violence to wear
a GPS tracking device as a condition of bail.
Provides that 211 telephone services shall include
assistance with parental stress issues. Specifies
that: (1) records concerning communicable
diseases may be disclosed; and (2) patient records
that have been classified as confidential are not
required to be made available for inspection
after 75 years (as required for other confidential
records). Sets parameters that a public agency
must follow when creating exceptions for the
disclosure of records. Provides an exception to
the human immunodeficiency virus (HIV) testing
consent statute. Provides that if a victim of certain
crimes requests that a defendant be tested for HIV,
the defendant must be tested.
HB1271
Courts. Provides that certain
courts may establish a problem solving court for
alternative treatment and rehabilitation. Requires
the board of directors of the judicial center to
adopt rules for the certification and operation of
problem solving courts. Repeals certain provisions
regarding drug courts and reentry courts.
HB1320
Ephedrine
and
medication
substitution. Prohibits a retailer from selling, and
a purchaser from purchasing, more than 3.6 grams
of ephedrine or pseudoephedrine on one day,
or nine grams of ephedrine or pseudoephedrine
in a 30 day period. Requires a retailer that sells
drugs containing ephedrine or pseudoephedrine
to post a sign warning that it is a criminal
offense for a person to purchase drugs containing
more than certain quantities of ephedrine or
pseudoephedrine Requires the legislative council
to assign for study topics concerning: (1) certain
issues related to methamphetamines; and (2)
notification to a patient’s physician of changes in
manufacturers of certain prescription medicines.
SENATE BILLS
SB0046
Blood donations by a 16 year old
person. Allows a person who is sixteen (16) years
of age to donate blood if the person obtains written
permission from the person’s parents.
SB0079
Mental health quality advisory
committee. Defines “waste” for purposes of the
limits the office of Medicaid policy and planning
may put on drug use under the Medicaid program
and the children’s health insurance program.
Allows the office of Medicaid policy and planning
to restrict the use of certain drugs by individuals
less than 18 years of age in certain circumstances.
SB0087
Suspensions or terminations of
EMS personnel. Provides that a medical director
of a police or fire department or a volunteer fire

department must provide a written explanation to
an individual who is a member of the department,
and as a condition of employment or appointment,
holds a certification to provide emergency medical
services, if the medical director refuses or fails
to supervise or attest to the competency of the
individual to provide emergency medical services
or suspends the individual from performing
emergency medical services. Provides that,
before a department takes any employment or
appointment related action against the individual,
the individual is entitled to a hearing and appeal
of the medical director’s refusal, failure, or
suspension. Requires the board or commission
hearing the appeal to consult with an independent
medical expert who must have certain
qualifications in order to determine whether the
individual followed the applicable emergency
medical services protocol, if the medical director’s
action that is the subject of the appeal is based on
a health care decision made by the individual in
performing emergency medical services.
SB0342
Bodily
substance
samples.
(Lanane, Pierce) Specifies that certain procedures
for taking a bodily substance sample do not apply
if the sample is taken in a hospital.
SB0356
Professional licensing. (Delph,
Welch) Establishes procedures for the attorney
general to seize, secure, store, and destroy
abandoned or at risk health records and other
records
containing
personally
identifying
information. Creates a health records and personal
identifying information protection trust fund
to pay for costs associated with securing and
maintaining the records. Allows a criminal history
check for employees of home health agencies
and personal services agencies to be provided
through a private agency. Removes the July 1, 2010
expiration that allows limited criminal histories
to be used for employees of home health agencies
and personal services agencies. Establishes a
uniform procedure to allow a board of a regulated
occupation to issue a cease and desist order to
an unlicensed person who engages in an activity
that requires a license. Repeals and makes
conforming changes concerning cease and desist
and injunction orders. Prohibits a person from
professing to be a social worker unless the person
is licensed as a social worker. Establishes a mental
health counselor associate license. Eliminates the
controlled substances advisory committee and
transfers responsibilities to the Indiana board
of pharmacy. Provides for automatic revocation
of controlled substances permit if a provider’s
license is revoked. (Current law requires a
separate administrative process to take place if
physician’s license is revoked.) Provides that at a
retail pharmacy a controlled substance may not
be dispensed to a person who is not personally
known to the pharmacist, pharmacy technician,
or person authorized by a pharmacist to dispense
a controlled substance unless the person taking
possession of the controlled substance provides
documented proof of the person’s identification.
Requires the Indiana scheduled prescription
electronic collection and tracking program’s
(INSPECT) data base to include information on
a controlled substance recipient’s method of
payment for the controlled substance dispensed.
Allows INSPECT information to be released to the
following: (1) state toxicologist; (2) the Medicaid
retrospective and prospective drug utilization
review program; and (3) a substance abuse
assistance program for certain licensed health care
providers. Provides criminal and civil immunity
for a practitioner who in good faith provides
information to a law enforcement agency based on
a report from INSPECT. Requires certain boards
to establish prescribing norms and dispensing
guidelines for the unsolicited dissemination of
INSPECT exception reports to certain persons.
Repeals laws concerning the certification of
environmental health specialists and licensure
of hypnotists. Requires the health finance
commission to study the issue of paramedic
licensure. Makes conforming and other changes.
SB0387
Office
of
minority
health.
Establishes the office of minority health within
the state department of health.
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American Nurses Association
American Nurses Advocacy Institute (ANAI)
Intent and Vision
The American Nurses Association (ANA) is
interested in expanding the grassroots capacity
for the nursing profession and health care through
creation of the American Nurses Advocacy
Institute (ANAI). With healthcare and system
reform as the primary focus of many federal
and state legislative and regulatory initiatives,
ANA believes it is critical to create a larger pool
of nurses educated on the issues in order to
contribute to the public policy decision making
process. The intent of the Institute is to create
increased visibility from a well – prepared and
connected cadre of registered nurses equipped
to influence health policy at the local, state, and
national levels. Institute Fellows will be viewed
as a political action / advocacy leader for the
ANA constituent member association (CMA). In
this capacity, the Fellow will provide counsel to
the CMA board, government affairs / legislative
committee and volunteers related to establishing
legislative / regulatory priorities, recommended
strategies and assist in drafting a plan for
execution of the advancement of a policy issue,
while educating members about the political
realities.
Background
A number of policy - political training programs
in the metropolitan DC area deliver sessions on
building advocacy skills and boast renowned
guest speakers from the field in which the scope
of information and associated cost varies. One
popular advocacy workshop specifically designed
for nurses is comprised of a two and one half
day learning experience with sessions delivered
classroom style. Participants describe leaving
energized, but without a way to utilize their newly
acquired knowledge.
ANA envisions a different approach to growing
its’ grassroots influence. As part of a federated
model with a direct connection to state nurses
associations – CMAs, participants for the Institute
will be selected by their CMA with the intent of
participants returning to the state to support
CMA initiatives at the state and local levels.
This approach eliminates the gap between the
education and application of knowledge and skills.
Preference will also be given to those individuals

who have been part of ANA’s Nurses Strategic
Action Team (N-STAT) and/or Nurses Political
Action Leaders (N-PAL) program(s). N-STAT and
N-PALs are ANA’s current method for engaging
nurses in activism with members of Congress
through letter writing and similar activities at the
federal level, but without any training. Another
unique feature of the ANAI compared to other
training programs is that ANA will maintain
a presence following the Institute, supporting
Fellows with assigned mentors, routine conference
calls and materials and resources to support their
work.
The Institute resulted from an ANA survey in
which CMA respondents expressed great interest
in a venture of this kind. Subsequently, a steering
committee of ANA members was convened in
October, 2006 and again in 2008 to affirm the
vision and describe potential structure and
strategies. ANA is interested in delivering the first
advocacy institute in fall of 2009 in the metro DC
area with enrollment targeted at 20 - 25 RNs, and
using an environmental health issue to model
policy development and advocacy skill building.
Program Goals
Through a combination of interactive learning
strategies, the two and one half day Institute and
follow up support is designed to:
 Introduce the relationship between the
advocacy process and policy change.
 Identify criteria and methods for conducting
a political environmental scan.
 Describe effective strategies for creating and
sustaining policy change.
 Build stronger communications skills:
message development for working more
effectively with legislators, regulators and
the media.
 Explore networking and coalition building
for effective advocacy.
 Establish an advocacy implementation
plan and nurture critical links between the
program participant and major stakeholders.
 Prepare graduates to serve as mentors to
future Institute participants.
Cynthia Stone, PhD, RN, was ISNA’s
representative to the first institute in 2009.

Indiana Hospitals Achieve Initial Magnet Status
Congratulations to the staff at
Bloomington Hospital, Bloomington
and Hendricks Regional Health,
Plainfield upon their designation a
Magnet facilities. The Commission
on Magnet Recognition Program,
American Nurses Credentialing Center, recently
announced the granting of Magnet status for
Excellence in Nursing Service.
Other facilities in Indiana that have achieved
Magnet status are: Clarian Health Partners
(Methodist Hospital, Indiana University Hospital
and Riley Children’s Hospital) Indianapolis,
Columbus Regional, Columbus, Good Samaritan
Hospital, Vincennes, Goshen General Hospital,
LaPorte Regional Health System, Lutheran
Hospital of Indiana, Fort Wayne, Marion General
Hospital, and Schneck Medical Center, Seymour.
EXCELLENCE IN NURSING SERVICE
RECOGNITION PROGRAM
Purpose of the Recognition Program
The Magnet Nursing Services Recognition
Program for Excellence in Nursing Service
was established in 1993. It is the highest level
of recognition that the American Nurses
Credentialing Center, a subsidiary of the American
Nurses Association, can accord to organized
nursing services in health care organizations.
This program provides a framework to recognize
excellence in:
• Management philosophy and practices of
nursing services;

• Adherence to standards for improving the
quality of patient care;
• Leadership of the chief nurse executive
in supporting professional practice and
continued competence of nursing personnel
and;
• Attention to the cultural and ethnic diversity
of patients and their significant others, as
well as the care providers in the system.
This recognition indicates excellence in nursing
services, development of a professional milieu,
and growth and development of nursing staff.
The baseline for the program is the Scope and
Standards for Nurse Administrators(ANA). The
magnet recognition status is valid for a four-year
period, after which the recipient must reapply. For
more information go to: www.nursecredentialing.
org.

Board Meeting
Summaries
January 8, 2010 Conference Call
Present: Barbara Kelly, President; Paula McAfee,
Vice President; Diana K. Sullivan, Secretary; Michael
Fights, Treasurer; Directors Angela Heckman, Vicki
Johnson and Cynthia Stone; Ernest Klein, Executive
Director.
Absent with Notice: Judy Morgan
Approved the minutes of the November 20 and 21,
2009 Board meeting
Agreed that the Executive Director engage in
discussions with the Indiana Adult Immunization
Coalition to provide management services.
Voted to appoint Mary Cisco to fill director
vacancy for the remainder of the term through 2011.
Continued to work on the strategic plan.
March 26, 2010
Present: Barbara Kelly, President; Paula McAfee,
Vice President; Diana K. Sullivan, Secretary;
Michael Fights, Treasurer; Directors Mary Cisco,
Angela Heckman, Vicki Johnson, Judy Morgan and
Cynthia Stone; Ernest Klein, Executive Director;
Mary Davidson, Administrative Assistant.
Guests: Glenna Shelby, LegisGroup Public Affairs,
LLC; Mike Wolf, CPA Ent:Imler; Meredith Addison;
Kathy Weaver, Marteen Sparks, Tracie Pettit, Judith
Young and Indiana State University nursing students
Sarah Barnes, Danielle Grogan, and Nicole Shipe;
Reviewed Safe Patient Handling briefing paper
prepared by Cynthia Stone assisted by Judy Young.
Ernest Klein and Michael Fights reviewed the
January 2010 financial statement and provided
a further discussion of the many programs and
activities that the Association is involved in.
Staff activities: Glenna Shelby gave an overview of
LegisGroup and its history and her role as lobbyist
for ISNA. Bills that passed that affected nursing
are on the ISNA website. Ernest Klein highlighted
activities from his written staff report.
Barbara Kelly gave an overview of the recent
meeting of the ANA Constituent Assembly.
Approved the audited statements of financial
position as of December 31, 2009 and 2008. Also
reviewed Federal 990 Form.
Approved the January 8, 2010 Board Conference
call minutes as distributed.
Approved applying for organizational affiliate
status with the National Federation of Nurses.
Voted to increase the expense reimbursement for
ANA delegates.
Continued to refine the strategic plan. Added
convening a task force to examine the issue of
Nurse Safety (ergonomics-preventing muscle/
skeletal injuries among nurses) and to bring a
recommendation to the board.
Designated Mary Cisco as an ANA “delegate in
training”.
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Agency for Healthcare Research and Quality
Making nursing home quality reports public leads to
improved posthospitalization care
Public reports on the quality of care are one
way to motivate health care institutions to strive
for excellence. For example, the Nursing Home
Compare Web site, launched in 2002, publicly
rates the performance of nursing homes on certain
quality measures. The launch of this Web site was
associated with improvement in two of the three
postacute (posthospitalization) care performance
measures: no pain and improved walking. However,
it was not linked to fewer potentially preventable
reshospitalizations, a broader measure of nursing
home postacute care quality, reveals a new study.
Rachel M. Werner, M.D., Ph.D., of the University
of Pennsylvania, and colleagues used national data
collected between 1999 and 2005 on every resident
in Medicare- and Medicaid-certified nursing homes.
They also used information from Medicare part A
claims to determine the number of potential hospital
readmissions that could have been prevented. Their
analysis was limited to the quality of postacute
care rather than long-term care. They compared
these quality measures both before the launch of
the Nursing Home Compare Web site and after and
controlled for secular trends in quality using nursing
homes not included in public reporting. The Web
site contains reports on 10 quality measures from
more than 17,000 nursing homes. The study included
information on 8,137 nursing homes and nearly 1
million postacute care stays.
Two of the three postacute quality measures were
better in the 3 years after the public reporting system
was launched than before. The number of patients
without moderate-to-severe pain improved 0.6
percent. There was also a 0.7 percent improvement
in the number of patients with improved walking,
but no change in the number of patients without
delirium. There was also no significant improvement
observed in the rate of preventable rehospitalizations.
The researchers recommend combining public
reporting with pay-for-performance incentives to
drive even stronger improvements in quality. Their
study was supported in part by the Agency for
Healthcare Research and Quality (HS16478).
See “Impact of public reporting on quality of
postacute care,” by Dr. Werner, R. Tamara Konetzka,
Ph.D., Elizabeth A. Stuart, Ph.D., and others, in HSR:
Health Services Research 44(4), pp. 1169-1187, 2009.
Stressed-out women may delay getting preventive
care
The stress of juggling work and family
responsibilities may lead some women to delay or
skip regular preventive care, like routine physicals
or screening tests, a new study finds. Just over
13 percent of 9,166 women aged 18 to 49 reported
experiencing signs of psychological distress,
including feeling nervous, hopeless, restless, fidgety,
or depressed. These distressed women were more
likely to delay getting health care than women
who did not experience distress symptoms (27
percent versus 22 percent). Delaying health care
was a common practice for all women who lacked
regular sources for care. However, more than 59
percent of distressed women without regular care
sources delayed care compared with 45 percent of
nondistressed women who did not have usual care
sources.
The authors suggest that an unhealthy cycle
develops when distressed women neglect their health
care, because providers are not able to detect and
treat stress symptoms. To prevent long-term health
consequences, clinicians should screen women for
distress in both urgent and routine care settings and
follow up with them to make sure they get preventive
care services, the authors suggest. This study
was funded in part by the Agency for Healthcare
Research and Quality (T32 HS00063).
See “Psychological distress as a barrier to
preventive healthcare among U.S. women,” by
Whitney P. Witt, Ph.D., M.P.H., Robert Kahn, M.D.,
M.P.H., Lisa Fortuna, M.D., M.P.H., and others in the
September 2009 Journal of Primary Prevention 30(5),
pp. 531-547.
Outpatient advice on pediatric medication safety is
inadequate
Children are particularly vulnerable to medication
safety errors. When they occur, such errors usually
happen during the administration stage when several
individuals might be responsible for getting the
medication to the child. Yet a new study reveals that
little advice is being given to parents on medication
safety in the ambulatory setting. If it is given by

office and pharmacy personnel, the advice is often
incomplete.
Researchers collected data on 1,685 children
who received care from 6 office practices in
Boston. Information was gathered from chart and
prescription reviews. Parents were also interviewed
at 10 days after the child’s first visit and then again 2
months later. Parents were asked when information
on medication safety was provided, by whom, and
the content of such advice. The researchers also
identified medication errors that occurred, any near
misses, as well as any adverse drug events.
Providers did give information on why the
medication was being given (indication) most of the
time (91 percent). However, they only mentioned
side effects 28 percent of the time. Only 14 percent
of the time was written information given to parents
on medication safety issues. While pharmacies were
good at giving written information (82 percent), only
19 percent of prescriptions came with advice on
the drug’s indication. Even fewer prescriptions (9
percent) were accompanied by advice on medication
side effects. Overall, 57 percent of families did not
receive information because it was not presented
to them, rather than that they refused it. The
researchers propose that novel strategies are needed
to deliver advice using Web-based technologies and
motivational interviewing techniques. The study
was supported in part by the Agency for Healthcare
Research and Quality (HS11534).
See “The role of advice in medication
administration errors in the pediatric ambulatory
setting,” by Claire Lemer, M.B.B.S., M.R.C.P.C.H.,
David W. Bates, M.D., M.Sc., and others in the Journal
of Pediatric Safety 5(3), pp. 168-175, 2009.
Primary care patients who see physician assistants
and nurse practitioners are as complex as those who
see doctors
Nonphysician providers such as physician
assistants (PAs) and nurse practitioners (NPs) have
been used to improve care access and reduce health
care costs since 1967. Approximately 110,000 PAs
and NPs currently practice in the U.S., with half of
the PAs and 85 percent of NPs practicing in primary
care. Their primary care patients are more likely
than those of doctors to be rural, uninsured or
publicly insured (other than Medicare), younger,
less extroverted, and to be women. Their patients
are also more likely to perceive less access to care
and make less use of some preventive services
such as complete health exams or mammograms.
Despite these differences in care use, there were no
differences in difficulties/delays in care or self-rated
health between primary care patients of physicians
and those of PAs and NPs.
However, the patients of the PAs and NPs did not
differ in medical complexity from the patients of
doctors. These findings suggest that PAs and NPs
are acting as primary care providers to underserved
patients with a range of disease severity. This
has important implications for policy, including
clinician workforce and reimbursement issues,
note the University of Wisconsin researchers.
They point out that PAs and NPs typically work
under the supervision of or in collaboration with
doctors, and that their roles and level of autonomy
are dictated by their State medical statutes and
negotiated agreements with their supervising/
collaborating doctor. Yet clear operational definitions
of the potential roles of PAs and NPs is lacking, as
is evidence of their potential to contribute to the
functions of primary care within each role.
The findings were based on analysis of data from
the Wisconsin Longitudinal Study, a long-term study
of over 10,000 graduates from Wisconsin high schools
that started in 1957. Data for 6,803 respondents taken
from the 1993-1994 and the 2004-2005 surveys were
used in the present project. The study was funded
in part by the Agency for Healthcare Research and
Quality (T32 HS00083).
See “Physician assistants and nurse practitioners
as a usual source of care,” by Christine M. Everett,
M.P.H., Jessica R. Schumacher, M.S., Alexandra
Wright, M.S., and Maureen A. Smith, M.D., M.P.H.,
Ph.D. in the Fall 2009 The Journal of Rural Health
25(4); pp. 407-414.
Medication review technique may help identify
drug-related problems in the elderly
Elderly adults experience more drug-related
problems, because they are more likely than younger
persons to take multiple prescription and over-thecounter medications. Pharmacists need effective
ways to identify medication errors in this patient

population so that adverse consequences, such as
hospital admission and death, can be avoided. This
is particularly true for enrollees in the Medicare
part D prescription drug program, which requires
medication therapy management for those with high
usage rates. A new technique called TIMER (Tool
to Improve Medications in the Elderly via Review)
may help pharmacists identify more drug-related
problems in the elderly, suggests a new study. TIMER
is a systemic approach to conducting medication
reviews that is evidence-based and offers advice for
medication management.
In a recent study, 87 pharmacists and 108 thirdyear pharmacy students received hypothetical
geriatric patient cases for review. Each case was
specifically created by experts for the study and
contained a number of drug-related problems, some
of which could be identified by using TIMER. The
pharmacists were asked to review one case, with
half randomized to receive the TIMER tool for use.
Pharmacy students were asked to review two cases,
one with TIMER and the other without.
By using TIMER, pharmacists were able to
identify more drug-related problems (3.4) compared
to not using it (3.0). Pharmacy students were able to
identify an average of 3.30 drug-related problems
using the TIMER tool compared with only 2.96 when
TIMER was not used. Although training was not part
of the study, providing such educational programs on
TIMER may help pharmacists and students embrace
using the tool to conduct their medication reviews,
note the researchers.
Their study was supported by a grant from
the Agency for Healthcare Research and Quality
(HS16094) to the University of Iowa’s Older Adults
Center for Education and Research on Therapeutics
(CERT). For more information on the CERTs program,
visit http://www.certs.hhs.gov.
See “Pharmacists’ and pharmacy students’ ability
to identify drug-related problems using TIMER (Tool
to Improve Medications in the Elderly via Review)”,
by Sarah Snyder Lee, Pharm.D., Ann K. Schwemm,
Pharm.D., Jeffrey Reist, Pharm.D., and others in the
American Journal of Pharmaceutical Education 73(3),
pp. 1-10, 2009.
Job, family, and other factors play a role in nurses
quitting their jobs and how much they work
Nurses who are satisfied with their current
position and whose organization supports them in
a variety of ways are more likely to want to stay in
their jobs. Desire to quit a job is also positively linked
to higher levels of education, working in smaller
metropolitan areas, ease of finding another job,
and work-family conflict, according to a new study.
Nursing researchers sent out 4,000 surveys to nurses
randomly selected in 29 States and the District of
Columbia. All of the nurses were female, under 65
years of age, and worked in nonrural areas. A total
of 1,907 nurses responded to the first survey in 2003,
with 1,348 nurses also responding to the shorter
survey in 2004.
Nurses with young children had less likelihood
of working at the same job a year later. They were
also less likely to be working full-time. However,
nurses educated outside the U.S. had an increased
likelihood of working at the same job a year later.
This was also true for nurses with a higher predicted
wage. For every unit increase in the market wage, the
probability that the nurse would remain working at
the same job increased 23 percent. Finally, having
paid time off and medical insurance increased
the probability that a nurse would work full-time.
The study was supported in part by the Agency for
Healthcare Research and Quality (HS11320).
See “Predictors of RNs’ intent to work and work
decisions 1 year later in a U.S. national sample,” by
Carol S. Brewer, Ph.D., R.N., Christine T. Kovner,
Ph.D., R.N., William Greene, Ph.D., and Ying Cheng,
M.A., in the International Journal of Nursing Studies
46, pp. 940-856, 2009.
Medicaid drug restrictions may lead to adverse
events for psychiatric patients
Patients
who
suffer
from
depression,
schizophrenia, or other psychiatric ailments often
need medications to manage their conditions.
However, to keep Medicaid drug costs low, many
States employ cost-control strategies, including
preferred drug lists, prior authorization requirements,
mandated use of generic drugs, medication limits,
and step therapies. Yet these cost-control strategies
can make getting medications problematic for
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patients with psychiatric conditions, causing them
to experience sometimes-dangerous adverse events,
finds a new study.
After surveying 857 psychiatrists in 10 States
about medication access for their 1,625 Medicaid
patients, researchers found that 48 percent of patients
reported at least 1 problem in getting medications.
A quarter of the patients stopped taking their
medications because of the hurdle. For example, 34
percent of patients were not able to obtain refills or
new prescriptions, because Medicaid did not cover
them. For 29 percent of patients, clinicians were
not able to prescribe certain drugs, such as secondgeneration antipsychotics or sedatives, either because
Medicaid did not cover them or the patient could not
afford a copayment.
Overall, 72 percent of patients with psychiatric
problems who had trouble obtaining their
medications ultimately experienced an adverse
event compared with 49 percent of patients who did
not have trouble getting their medications. Adverse
events included emergency visits, psychiatric
hospitalizations, suicidal behavior, homelessness,
and incarcerations.
Cost-control practices varied among the 10
States, with New York, Texas, and California
having the fewest medication access problems. The
authors suggest that these States’ policies deserve
examination, because they do not overly constrain
patient access to prescriptions with the cost-control
measures that were studied. This study was funded
in part by the Agency for Healthcare Research and
Quality (HS16097).
See “Medicaid prescription drug policies and
medication access and continuity: Findings from ten
states,” by Joyce C. West, Ph.D., Joshua E. Wilk, Ph.D.,
Dondal S. Rae, M.A., and others in the May 2009
Psychiatric Services 60(5), pp. 601-610.
Doctors typically agree with surrogates’ decisions
on care
When medical conditions render hospitalized
patients unable to make decisions about their care,
responsibility typically falls on family members or
friends to act as surrogates in deciding what care
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should be provided. A new study finds that, for the
most part, physicians agree with the care decisions
that surrogates make. Of the 281 physicians
interviewed in the Chicago area, nearly three
quarters (73 percent) made major medical decisions
with surrogates in the previous month. Common
joint decisions addressed palliative or hospice care,
changes in code status, or life support withdrawal.
Nearly 80 percent of the physicians thought
communication with the surrogate was effective,
and 82 percent were satisfied with the outcome.
Agreement between the physician and surrogate
most likely occurred when the patients were in
the intensive care unit or were older. Just 5 percent
of physicians reported having conflicts with a
surrogate.
Although 90 percent of patients had surrogates,
physicians reported difficulty locating surrogates
in 21 percent of cases. Further, physicians reported
that only 10 percent of patients had living wills. The
authors suggest that physicians should communicate
with patients while they are lucid so they can assist
surrogates later with making decisions.
Surprisingly, only 1 in 5 physicians had a previous
relationship with the patient. This gap may be due
in part to the emergence of hospitalist physicians or
the team approach many academic medical centers
take toward patient care, the authors suggest. Almost
a quarter of the physicians said making decisions
with surrogates caused them a great deal of stress.
This suggests that negotiating decisions with
surrogates may be an underappreciated cause of
stress for physicians. The study was funded in part
by the Agency for Healthcare Research and Quality
(HS15699).
See “Physicians’ experience with surrogate
decision making for hospitalized adults,” by Alexia
M. Torke, M.D., M.S., Mark Siegler, M.D., Anna
Abalos, M.D., and others in the September 2009
Journal of General Internal Medicine 24(9), pp. 10231028.
Medication changes are not always documented
properly in physician notes or the electronic medical
record
Physicians are accustomed to documenting
patient care facts in their narrative notes, including

medication changes. With the growth in electronic
medical record (EMR) systems, however, more of
this information is being entered into structured
data fields. A new study finds that information
on drug changes isn’t always recorded in both
places. Researchers looked at the documentation of
medication intensification for high blood pressure
in 5,634 patients with diabetes. Both physician
notes (narrative) and EMR records (structured) were
examined to see if physicians documented the start
of a new antihypertensive medication or an increase
in the dose of an existing medication.
A total of 18,185 medication changes were
identified during the study period from 2000 to
2005. Physicians documented less than a third
(30.9 percent) of these changes in both the narrative
physician notes and the structured EMR data entry
fields. However, the probability of a medication
intensification being documented in both records
increased 11 percent for each study year. This
reflected the level of comfort experienced by
physicians as they became more acquainted with
the EMR system. Older physicians were less likely
to document medication changes in both records,
with the probability declining by 19 percent for each
decade of provider age.
The researchers also uncovered a relationship
between documentation of medication intensification
and improvement in blood pressure readings. An
increase of one medication intensification per
month documented in either narrative or structured
formats was associated with a 5-8 mm Hg decrease
in systolic and a 1.5-4 mm Hg decrease in diastolic
blood pressure. The study was supported in part by
the Agency for Healthcare Research and Quality
(HS17030).
See “Comparison of information content of
structured and narrative text data sources on the
example of medication intensification,” by Alexander
Turchin, M.D., Maria Shubina, D.Sc., Eugene Breydo,
Ph.D. and others, in the May/June 2009 Journal of the
American Medical Informatics Association 16(3), pp.
362-370.
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Independent Study
Multigenerational Challenges:
Working Together In Health Care
ONF-10-13-I

Introduction
There has been increasing interest in the
particular challenges being noted in the workplace
as people from very different generational
perspectives try to work together. As values and
norms change, sometimes tension is created in
how people interact and work effectively together.
The purpose of this study is to explore the
variables associated with changing generational
perspectives in order to develop approaches to
more effective interactions. While examples
and situations presented in this study relate to
the healthcare environment, the information
is relevant to any group of people representing
multiple generations.
The Dilemma
In today’s healthcare workforce, we have
people approaching retirement age working beside
those who have just graduated from college and
are embarking on their first work experiences.
In between, we have those who are part of the
“baby boomer” generation, many of whom are
the leaders, managers, and directors of units or
departments. We also have the “Generation X”
people, those who have been in the workforce for
a while and are the aspiring leaders of tomorrow.
Each generation’s perspectives and values, and
consequently behaviors, are shaped by the events
that have influenced its development. Because
each is unique, there has been little understanding
of others’ viewpoints and behaviors. We like for
people to be “like us”, and we like for people to
“like us”. Combining those two factors, we often
have little tolerance for those who are “different”
or those whose beliefs and behaviors don’t fit what
we consider to be the “norm”.
Comments
reflecting
intergenerational
disparities include, “She doesn’t have any loyalty
to this hospital”, “He just doesn’t care about his
patients the way we do”, “All she wants to do is
what’s required of her job; then she’s out of here”,
“All they want to do is talk about how to do things
– why not just jump in and get them done?”, and
“They just don’t value the profession of nursing”.
Building
bridges
between
and
among
generational groups means developing an
understanding of the forces that have influenced
each generation’s development, its perspectives on
the work world, its ability to develop and sustain
relationships with others, and its values. Only
from that foundation can we explore opportunities
for ways we can work better together for the
common goal of safe and effective patient care.
The Generations
Time frames for each generational “division”
are arbitrary and vary somewhat, depending
on the reference used. In general, however,
generational eras are considered to be (1) pre-world
war II, sometimes referred to as the veterans or
traditionalists, (2) the mid-1940’s through the mid1960’s, often labeled the baby boomers, (3) the mid
1960’s through the mid-1980’s (Generation X), (4)
and the mid-1980’s through the present, variously
called Generation Y or the millennial generation.
Generational differences are somewhat unique
to each age group described and are in many
ways reflective of the sociocultural, economic,
and political environments in which members of
each group grew and developed. However, people
cannot be easily “clumped” into a category with
the assumption that everyone from this particular
chronological period is alike. Individual
differences do occur and need to be valued and
respected. However, general understanding of
the background, development, and environment
that have shaped each generation’s values will
be helpful in understanding how choices and
decisions are made and how opportunities for
effective interaction can be created.

Veterans or Traditionalists
The oldest generation currently in the work
force is currently referred to as the “veterans”
or the “war generation”. These are the people
Tom Brokaw describes in his book, The Greatest
Generation (1998). Born between 1920 and the
early to mid 1940’s, many of these people survived
the depression, fought in World War II, and/or
participated in the process of development of
unions to advocate for the worker in an industrial
United States. Now aged from mid-60’s to near 90,
they are staunchly loyal to country, family, and
the workplace. Many of them have retired from
a company after having earned a 50-year gold
watch or some other similar award for long-term
employment with the same company. Interestingly,
many members of this generational group are
still employed full time or part time. They have
found that working brings a sense of fulfillment,
a continued economic independence, and provides
a way to have physical and social activity. Many of
those who have retired are still active in volunteer
roles or in leisure pursuits.
Baby Boomers
Those currently aged mid-40’s to mid 60’s are
considered to be of the “baby boomer” generation.
They were born between the late 1940’s and mid
1960’s. This was a time of prosperity for the United
States. Industrial production was in high gear after
World War II, young men returning home from war
were eager to start families, and there was a sense
of pride in personal accomplishment. Television
became common in American households, and
classic family programming, such as “Leave It
To Beaver”, “Lassie”, and “Father Knows Best”
espoused family connectedness and values.
Traditional families were the norm – two parents,
often two children, and a pet. Generally the
mother was the homemaker and the father was the
bread-winner.
However, all was not rosy as people born during
this time period grew up. The Korean and Viet
Nam wars occurred, and Viet Nam in particular
sparked a great deal of divisiveness throughout
the country. To a large extent, this was due to
television. For the first time in history, war was
occurring not in a distant part of the world but in
people’s living rooms. The evening news brought
daily updates of destruction and death. Young
people dissatisfied with the mood of the country
sought release through the hippie movement and
use of LSD and other hallucinogenic drugs.
People in this generation have worked hard to
have lives better than those of previous generations
and have been vocal advocates for changes
in “traditions” that they found meaningless.
For example, witness the development of the
childbearing process during the 1960s and
1970s. For many years up to that point, women
were considered to be in “confinement” during
the
labor/delivery/recovery
and
immediate
postpartum periods. They were required to stop
working when their pregnancies became obvious,
were “put to sleep” during labor, and were kept
on bedrest for days after delivery. In the 1960’s,
women said, “Enough!”. They wanted to be treated
as “normal” during pregnancy, to be awake and
alert to enjoy the births of their children (and to
have their husbands present in the delivery room!),
and to be able to participate in the care of the
baby after delivery. Hence we saw the emergence
of the “LaMaze” method and similar processes
for childbirth. Advocacy on the part of women’s
groups sparked changes in design of maternity
units in hospitals and practices of both healthcare
providers and employers in regard to management
of pregnancy and the entire childbearing process.
Women and families during this time learned
about the power of the consumer.
Baby boomers joined the workforce in large
numbers in the late 1960’s. There was a significant

shift in the home, as well, when many women
chose to become wage-earners. In the 1970’s, new
career opportunities emerged for women, and
they sought opportunities for personal fulfillment
as well as economic gain. In the quest for more,
bigger, and better material goods available in
the market place, people often worked two or
three jobs, or worked long hours at one place of
employment. This led to children often being left to
fend for themselves after school – thus referred to
as “latchkey” children. Divorce rates rose, and the
“traditional” family changed significantly. Single
parenting became more common, and children of
second or third marriages found themselves part
of “yours, mine, and ours” combinations within
family groups. People began to lament the end of
the “golden years” as portrayed by the television
families of the 1950’s.
Generation X
Members of “generation X” were born between
1965 and 1980 and are now between their late
twenties and mid-forties. These people watched
their parents work long hours, sometimes at two
jobs, and sacrifice “for the good of the family”.
While the parents thought they were doing a good
thing by earning money and purchasing material
things to make their lives more comfortable,
children found themselves at home, often alone.
These youngsters became known as the “latchkey
generation”. Many grew up without significant
family support or exposure to extended family
values. Divorce became more common during this
time period, and the “traditional” family evolved
into a wide spectrum of family units. Society as
a whole became more mobile – moving across the
country to take a new job was not uncommon, and
many people grew accustomed to being relocated
every few years. This, too, contributed to lack
of stability and lack of support within both the
family and the community.
People who have grown up in this time period
have become focused on a more balanced lifestyle
for themselves. Rather than spend hours and hours
at work, people are choosing to seek meaning and
value in varied life experiences – work, family,
volunteer activities, and community roles. They
have seen “burn-out”, fatigue, and anxiety take
their toll on their parents and seek to avoid those
same fates for themselves. There have been some
who speculate that this will be the first generation
since the depression in which children make
less money than their parents. In many surveys
of workers of this generation, money holds less
value as a job-retention tool than such factors
as opportunity for achievement and growth,
recognition for a job well done, and recognition of
the need for work/life balance.
Millennials (Generation Y)
The youngest people now entering the
workforce are those born between 1981 and 2000.
The oldest of these are now in their mid-20s. They
represent the “clicker generation”, or those who
have grown up with computers, cell phones, and
other sophisticated electronic tools that were
not available to previous generations. Because
electronics have always been a part of young
people’s lifestyles, these folks are very computer
literate and comfortable with technology. They
are skilled at text-messaging and have even
developed their own language and abbreviations
to make communication easier and quicker. Use
of the internet and development of web pages are
norms for this generation. Personal expressions
of uniqueness are common – body art, unusual
colors of hair, and changes in styles of clothing
are used to express individuality. They network
Independent Study continued on page 11
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with their colleagues and classmates via Facebook
and MySpace. They know the virtual world
sometimes better than the physical one. Because
they have the ability to connect quickly and easily
with people around the world, there is a sense
of connectedness. Cultural diversity is more the
norm than the unexpected.
Many parents of these children are the ones
who grew up as “latchkey” children. Now, with
their own children, they are making commitments
to be more involved and active in their children’s
lives. Thus, for many millennial children,
their after-school hours are very scripted and
filled with commitment. Parents spend hours
transporting children to soccer games, music
lessons, and karate classes. As the children
become young adults and go off to college or new
jobs, their parents are sometimes earning the
label of “helicopter” parents – they have been so
connected with their children’s lives for so long
that they find it difficult to let go. Some parents
have intervened on behalf of their children to
challenge grades given by college professors or to
protest a young employee’s firing from a job.
Millennial children have experienced a great
deal of mistrust during their formative years.
The massacre at Columbine High School and the
terrorist attacks of 9/11/01 are only two examples
of many situations that have made significant
impact on this young generation. Teenagers have
become victims of cyberstalkers and have learned
that the world, physical or virtual, is not a safe
place. As this generation enters the workforce,
there is more emphasis on meeting immediate
commitments and working toward short-term
goals than on building for future successes – the
future is not a secure place.
The Generations at Work
Examples provided in this section and
the following one are from the discipline of
nursing, as that is the framework of the author.
However, concepts of effective intergenerational
relationships are applicable in any work group.
Veterans or Traditionalists
Our most mature workers have a strong sense
of commitment to the organization and the
authority figures in the workplace. They are
respectful of authority and a formal workplace
structure and seldom question decisions made by
executives. Siela (2006) states that these workers
are “loyal, disciplined, patient, dedicated, and
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self-sacrificing”. Many nurses in this group
are graduates of diploma programs, where they
essentially experienced a three-year “apprentice”
education at the same time they were serving as
unpaid “staff” in the hospital. They did, at that
time, graduate ready to go to work, and the first
day of work was not unlike the last day of school.
They saw nursing as a calling and a lifetime
commitment. Their strengths in the workforce
today include their loyalty, their commitment, and
their ability to bring an historical perspective to a
rapidly changing healthcare arena. Traditionalists
appreciate acknowledgement of their efforts and
accomplishments through hand-written notes,
plaques, or write-ups in internal communications
or community newspapers (Sherman, 2006).
Those of the most mature generation are
typically cautious in spending, attentive to detail
in policy/procedure, and strongly committed
to quality. They might well be suited to roles
that require budget and resource management,
development and/or revision of policies and
procedures, and focus of quality improvement
initiatives. Their physical stamina might be
such that their ability to work an eight or twelve
hour shift or move heavy equipment or patients
is compromised, but their organizational skills
can be used to great advantage. Consider also the
possibility of partnering one of these experienced
and capable workers with a “millennial” who
is new to the workforce and needs support and
mentoring in learning how to transition from
the classroom to the work setting. It might also
be appropriate to consider adapting work hours
or environments to better meet the needs of this
worker and allow him/her to continue to be an
active part of the department.
Baby Boomers
Baby boomers who are nurses often attended
diploma schools of nursing and were “brought
up” in the traditional values of hospital-based
nursing. Socialization into the nursing role often
occurred in dormitories where a student nurse
lived, studied, and worked for three years with
other student nurses. Additionally, they typically
became nurses at a time when there were limited
“professional” opportunities for women, so their
perception of nursing as not only a career but
a passion is very strong. While many of these
nurses have gone on to get additional degrees, the
passion for the foundational values of nursing
tends to remain strong. Nurses of this era are often
technology-averse but are extremely committed to
quality patient care.

Professional success is frequently tied to
personal success for this generation. Commitment
to long hours, personal sacrifice, and individual
contributions are important to theses workers.
There are currently more baby boomers in the
workforce than any other generation (Siela,
2006), so their values tend to be the drivers in
most workplaces. Many of these people are now
the leaders in their work environments. Their
strengths include their ability to build consensus,
work toward effective processes and outcomes,
and mentor newer employees. Appropriate awards
for recognition of contributions of baby boomers
might include public recognition, designation
of an “employee of the month” parking space, or
nomination for a professional award (Sherman,
2006).
Generation X
Members of this generation have learned to be
very self-sufficient. They often prefer to work alone
or with one or two colleagues rather than as a
member of a larger team. They are quite competent
with technology and are quick to learn how to
use new “gadgets”. Generation X-ers often are
mistrustful of authority figures and resentful of
bureaucratic “rules”. This is not surprising, given
that many of them joined the workforce just as the
1990’s round of “down-sizing” and organizational
restructuring was occurring – they learned early
in their careers that job security was not a given,
and as the newest hires, they were often the first
to lose their jobs. Their key to personal success is
to attain and maintain their personal marketability
(Kupperschmidt, 2006). They need to be, first
and foremost, loyal to themselves, developing
knowledge and skills that are portable and will
serve them will in any work environment. This
group’s strengths include the ability to multitask,
to recognize what needs to be done and do it,
and to work well independently. Generation X’ers
appreciate being recognized for their work with
such things as paid time off, cash awards, or
being given the ability to participate in an elite or
cutting-edge project (Sherman, 2006).
Generation X’ers have grown up as technology
has emerged, so most are very technologycompetent. They are excellent at trouble-shooting
problems or thinking of creative ways to approach
situations. They are energetic and not afraid
to speak up about areas of concern. Members
of this generation might work well in a highIndependent Study continued on page 12
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energy environment where individual autonomy is
respected and the ability to integrate technology is
encouraged.
Millennials (Generation Y)
The newest generation to enter the workforce
comes with a great deal of energy and enthusiasm.
Competent in use of world-wide communication
through the internet, you-tube, face page, and other
modern technology, young workers have a broader
perspective of the power of communication and
the influence of an individual. They also have
great appreciation for the strengths and skills they
bring to the workforce, and of the contributions
that can be made by others around the world as
well as around the corner. By the same token, these
young people have grown up in an era of adult
support. Playground rules have been established
to give all players equal opportunity, and there has
been diminished focus on individual achievement
and recognition. Parents have stood up for, and
sometimes argued on behalf of, children who have
been perceived as not being treated fairly or given
adequate support. As these children have now
become young members of the workforce, they have
an expectation for support and mentoring as they
being their new roles (Siela, 2006).
The youngest workers are comfortable in a multicultural environment, highly skilled in use of
technology, and interested in the world in which
they function. They can be encouraged to develop
skills in working with others of wide-ranging
interests, combining their personal passions with
their technological skills and broad world views.
Consider partnering a millennial with a babyboomer or traditionalist to foster learning from a
“voice of experience” who can serve as a mentor.
Use the youngest staff member’s strengths in
addressing diverse needs of patients and other staff
from different cultural backgrounds. Rewarding
millennials might include offering flexible
scheduling, an opportunity to attend a professional
conference, or special mentoring on a project
(Sherman, 2006).
According to Johnson (2006), characteristics of
persons in the Generation X and Y groups often
include five key components:
1.	 Experience – these people want to be active
participants in their world – they like to test
limits, explore possibilities, and see what
they can accomplish
2.	 Transparency – they believe that issues
should be addressed head-on; that attempts
to hide issues or deny problems are nonproductive. They have been taught be their
experiences that people and organizations
are not to be trusted at face value – they must
prove their intent by their actions (think
about Columbine and the events of 9/11/01).
3.	 Reinvention – they seek new possibilities
for old things – look for new ways of doing
things, changing from “what was” to “what
can be”. Rules are meant to be broken, or at
least bent, as new situations test established
protocols.
4.	 Connection – they have grown up in a virtual
world, where internet, instant messaging, and
text messaging allow people to connect very
quickly and on a very personal level. They are
open in sharing who they are and what they
know, and learn from others’ experiences.
5.	 Expression – they enjoy hands-on activities
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where they can test new computer programs,
technology, or work tools.
Think about the tension that can occur as
groups from different generations blend their
unique perspectives and values. The 63-year-old
chief nursing officer in a hospital might be very
comfortable with the performance of nursing skills
and the role he/she plays in advocating for patient
care, but is threatened by the administration’s
requirement that computerized documentation
be implemented within the year. It is difficult for
the more tenured employee, and particularly one
in a leadership position, to acknowledge that he/
she does not understand or know how to use new
technology. It is sometimes difficult, too, for this
person to reach out to a younger person to request
assistance. (Author’s note: I just learned how to
text message, courtesy of my 18-year old niece. It
was an exciting and energizing experience, though
humbling at the same time!)
Strategies for Working Together
Unfortunately, nursing often has a reputation for
“eating its young”. Nurses have historically not been
kind to one another, and bullying behavior has long
been a disruptive force in the work environment.
In fact, many nurses leave their first jobs within a
year of employment due to the stress in the work
environment rather than the work itself. In part,
this is related to what has commonly been referred
to as “reality shock” – the practice of nursing is
much more challenging than it was perceived to be
during the educational experience. Unfortunately,
there is been little attention paid to the process of
integrating new nurses into the workforce – new
nurses were just expected to be able to carry a full
patient load and complete all their assigned tasks
within days of completing their orientations.
The emergence of precepted experiences and/
or internships for nurses, as well as for other new
employees in the healthcare environment, has
emerged as a positive strategy for incorporating
the new worker into the practice environment and
enabling him/her to develop both expertise and
comfort under the tutelage of a more experienced
staff member. These opportunities for incremental
learning and development have resulted in better
retention of employees and a stronger workforce.
Nursing identifies itself as a helping and caring
profession. However, Kupperschmidt (2006) states
that, “If professional nurses are unwilling to assume
shared accountability for creating environments
consistent with the values of the profession, should
they continue to assert that caring is the essence of
nursing?” Good question! If nurses don’t care for
each other, how can they effectively care for their
shared patients and work toward shared goals on
their nursing units or in their organizations?
Additionally, the Code of Ethics for Nurses with
Interpretive Statements (ANA, 2001), includes
aspects of ethical behavior that relate to how nurses
interact with each other. The first statement in
the code indicates that the nurse “practices with
compassion and respect for the inherent dignity,
worth, and uniqueness of every individual…”.
Another indicates that the nurse “participates
in establishing, maintaining, and improving
health care environments and conditions of
employment…”. Clearly, there is an expectation that
the nurse does not work alone, but as a member of a
team, and as such, is respectful and supportive of
the contributions of other team members.
In summary, specific strategies can be employed

to energize the creative tension that exists among
multigenerational employees. Ultimately, everyone
benefits.
1.	 Be respectful. Stop to think about why a
person is acting a certain way. What events
have happened in that person’s life and/
or career that cause those feelings and
behaviors? Just because someone’s frame of
reference is different doesn’t make it bad.
Respect the differences, and ask yourself
what you might learn from looking at a
situation through different eyes. Many
organizations today, from elementary schools
to workplaces, are adopting “zero tolerance”
policies for disrespectful (bullying) behavior.
Be sure that your verbal and/or nonverbal
behavior is not construed by others as
bullying, belittling, or de-valuing another
person.
2.	 Value what each person brings to the work
environment. First, do a thorough selfassessment. What strengths and skills do you
bring to the work environment? What assets
do you have that you can share with your coworkers? Don’t be shy about acknowledging
your strengths. Don’t be reluctant, either,
to acknowledge your limitations. Then
look at the other people in your work
environment. What strengths do they bring
to the department? What do they know that
you can learn? What strengths do they have
that complement yours? What limitations do
they have that perhaps you can help with?
Recognizing personal and team members’
strengths and needs is an important early
factor in establishing effective working
relationships.
3.	 Be tolerant. Understand that there is tension,
and anywhere there is tension, there is bound
to be some conflict. Embrace the conflict – it
enables you to look at things from different
perspectives, explore different options,
and learn. When people have different
perspectives, combining those perspectives
into a meaningful whole gives a bigger, more
thorough picture than any individual would
have on his/her own.
4.	 Recognize that everyone doesn’t have to
behave exactly the same way in order to
accomplish goals. While standard policies
and procedures should apply across the
board, there is generally room for flexibility
in how those policies and procedures are
carried out. Rather than expecting everyone
to be a programmable robot to perform
exactly alike, value the diversity that results
from different approaches. Beware of the
common cliché, “we’ve always done it that
way!” While that may be a rationale for
continuing a long-standing process, it doesn’t
necessarily mean that there’s no room for
change. By the same token, it’s important not
to throw the baby out with the bathwater – to
make a change simply for the sake of making
a change. If something is working, or if a
policy is in place because of accreditation or
regulatory standards, think carefully about
the rationale for a planned change, and be
sure the intent of the standard is maintained
if the individual practice changes.
5.	 Consider the strengths of each generational
group. Review the earlier material in this
Independent Study continued on page 13
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study to reflect on the attributes of each
group. How can a multigenerational team
be structured to allow the traditionalists
to have structure, the baby boomers to have
process integrity, the Generation X’ers to
have balance, and the Millenials to use
technology? How can more experienced
workers be mentors for the younger staff, and
at the same time be learners of the technosavvy the younger workers bring to the table?
6.	 Communicate. Share thoughts and feelings
honestly, sincerely, and with clarity.
Communicate the positives as well as areas
of concern. Be timely in your communication
– provide feedback, teaching, and support
in relation to events as they occur. Beware
waiting for the annual performance appraisal
to give people feedback about how they’re
functioning and how their behaviors affect
others on the team. Be thoughtful about
your communication – consider who you
wish to speak with, what medium you want
to choose for that communication, what
message you wish to convey, where it is best
that the communication take place, and who
needs to be involved. Sometimes a one-onone conversation is most effective, sometimes
a team meeting is most appropriate.
Remember to think before you speak or write.
In this age of clicker-quick communication,
it’s easy to type email or text message words
in anger and click “send”. Unfortunately,
those words are hard to erase once they’ve
been dispatched into the world. With
written communication, always take time
to re-read and rethink your words before
sending them. With verbal communication,
be sure the mind is thinking clearly and
processing the intent and possible effects of
the communication before you open your
mouth to express the words. Additionally, in
face-to-face communication, be sure that the
verbal message and the nonverbal behaviors
are congruent. If there’s a mismatch between
your words and your actions, the receiver
of the message is much more likely to key
in on your behaviors as he/she interprets
the meaning of your message. When there
are areas of concern related to the need to
understand why a colleague of a different
generational cohort has chosen a particular
action or is functioning in a particular way,
ask about it. Don’t make assumptions, and
don’t leave your anger and/or frustration on
the burner to come to a slow boil. It’s easier
to address a minor issue and bring it to
resolution than it is to put out a major forest
fire.
7.	 Be open and honest with everyone, but
customize your communication style to
best reach your target audience. Consider
the purpose of the communication. Sharing
information about a change in policy might
best be done in a group meeting, if the people
who need the information are primarily
veterans or baby boomers. On the other hand,
email or an intranet posting works well to
convey this same information to generation
X or Y personnel (Hill, 2004).
8.	 Be willing to learn. Let go of the notion
that you, if you are the more tenured
worker, should have all of the answers.
Recognize that in the fast pace of change in
today’s healthcare world, no one has all the
information or answers. A new graduate or
new employee may have learned something
that is new to you. Take a deep breath,
acknowledge that the information is new,
and open you mind to accepting the new
information or idea. Conversely, resisting
the new idea simply because it came from
someone with less tenure or experience
can lead to negative outcomes. If you are
the younger worker, remember that your
wisdom comes from things you have learned
in school or from your life experiences thus
far, but there is much you can learn from
your more mature colleagues in relation to
organizational skills, critical thinking, and
time management. Don’t hesitate to ask for
assistance and seek advice from those with
more experience. In today’s world, everyone
can be a learner!
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9.	 Be willing to teach. Likewise, in today’s
world, everyone can be a teacher! Each
employee brings to the work setting a
personal frame of reference unique to him/
her, unique educational experiences, and
life experiences that can enrich the work
environment. Don’t be afraid to speak up,
to let others know what you know, and be
willing to share your knowledge for the
benefit of the entire department.
10.	 Be flexible. Be willing to adapt and adjust
rather than operating by rote. Recognize the
different roles team members can play and
the value each brings to the team. If one
approach isn’t working, step back, regroup,
and try another idea. Respect the fact that
younger workers are adept problem solvers –
if a challenge is put to them in the format of
a video game, it becomes a challenge to solve
it creatively and quickly. Younger workers
have much to contribute to the workforce –
older workers have much to contribute to
the workforce. Find the balance that allows
workers to stand tall and be proud of their
contributions and yet adapt and change as
situations evolve.
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INDEPENDENT STUDY
This independent study has been developed
for nurses to better understand multigenerational
challenges in health care. 1.07 contact hours will
be awarded for successful completion of this
independent study.
The Ohio Nurses Foundation (OBN-001-91) is
accredited as a provider of continuing education
in nursing by the American Nurses Credentialing
Center’s Commission on Accreditation.
DIRECTIONS
1.	 Please read carefully the enclosed article
“Multigenerational
Challenges:
Working
Together In Health Care.”
2.	 Complete the post-test, evaluation form and
the registration form.
3.	 When you have completed all of the
information, return the following to the
Indiana State Nurses Association, 2915 North
High School Rd, Indianapolis, IN 46224
A.	The post-test;
B.	 The completed registration form;
C.	The evaluation form; and
D.	The fee: ISNA Member ($15) –
NON ISNA Member ($20)
The post-test will be reviewed. If a score of 70
percent or better is achieved, a certificate will be
sent to you. If a score of 70 percent is not achieved,
a letter of notification of the final score and a
second post-test will be sent to you. We recommend
that this independent study be reviewed prior to
taking the second post-test. If a score of 70 percent
is achieved on the second post-test, a certificate
will be issued.
If you have any questions, please feel free to
call Zandra Ohri, MA, MS, RN, Director, Nursing
Education,
zohri@ohnurses.org,
614-448-1027
(zohri@ohnurses.org), or Sandy Swearingen,
sswearingen@ohnurses.org. 614-448-1030, Ohio
Nurses Foundation at (614) 237-5414.
OBJECTIVES
Upon completion of this independent study, the
learner will be able to:
1.	 Identify generational perspectives unique to
different age groups.
2.	 Describe strategies to help people from
different generational groups work together
effectively in the healthcare environment.
This independent study was developed by:
Pam Dickerson, PhD, RN, BC, PRN Continuing
Education, Inc. The author and planning committee
members have declared no conflict of interest.
There is no commercial support for this
independent study.
Information in this study is for educational
purposes only. It is not intended to provide legal
advise or medical advise. Please contact an
appropriate professional for specific needs.
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Post Test and Evaluation Form
DIRECTIONS: Please complete the post-test
and evaluation form. There is only one answer
per question. The evaluation questions must be
completed and returned with the post-test to
receive a certificate.
Name: _______________________________________
Final Score:_ _________________________________
Please circle one answer.
1.	 Persons born between 1979 and 1990 are
known as:
a.	 Baby Boomers
b.	 Generation X
c.	 Millennials
d.	 Traditionalists
2.	 People from different generations have
different perspectives because of changes in:
a.	 Geography
b.	 Personalities
c.	 Relationships
d.	 Values and norms
3.	 Persons born in the pre-world war II era are
sometimes known as the:
a.	 Baby Boomers
b.	 Generation X
c.	 Millennials
d.	 Traditionalists
4.	 Individual differences within a particular
chronological period should be:
a.	 Cause for alarm
b.	 Ignored
c.	 Recognized and respected
d.	 Viewed as abnormal
5.	 One thing that happened during the early
work years of the traditionalists is:
a.	 Beginning of the cultural revolution
b.	 Emergence of collective bargaining unions
c.	 Popularity of the computer
d.	 Use of cell phones
6.	 Baby boomers grew up during:
a.	 An age of unrest
b.	 Terrorist attacks
c.	 The hippie movement
d.	 World War II
7.	 Millenialists have quite probably never used
a.	 Cell phone
b.	 Internet connection
c.	 Party line
d.	 Text message
8.	 Latchkey generation represents:
a.	 Baby Boomers
b.	 Generation X
c.	 Millennials
d.	 Traditionalists
9.	 An appropriate “reward” for baby boomer
workers is:
a.	 Money
b.	 Opportunity for work-life balance
c.	 Recruitment to a better position
d.	 Retirement
10.	 A focus of millennial workers is:
a.	 Avoidance of conflict
b.	 Long-term commitments
c.	 Meeting short-term goals
d.	 Sacrificing now for benefits in the future
11.	 An important strategy to assist in developing
effective
multigenerational
workplace
working relationships is:
a.	 Aggression
b.	 Ignorance
c.	 Self-assessment
d.	 Tolerance

12.	 An appropriate reward for quality work being
performed by a traditionalist might best
include:
a.	 A designated parking space
b.	 A newspaper write-up
c.	 A positive annual performance evaluation
d.	 The opportunity to attend a professional
conference
13.	 The baby boomer in the workforce is valued
for:
a.	 Clinical experience
b.	 Innovative ideas
c.	 Organizational history
d.	 Technological savvy
14.	 A major factor to consider in preparing to
communicate is:
a.	 Agreeing to meet
b.	 Defining the purpose
c.	 Selecting the words
d.	 Writing the memo
15.	 You are 53 years old and the team leader of a
team of 6 people. One other person is a baby
boomer, two are generation X’ers, and two
are millenials. Your baby boomer colleague
complains to you that the millennials are
“slackers” and that they care more about
their weekend plans than about their patient
assignments. An appropriate response on your
part might be:
a.	 “Give them time–they’re young”
b.	 “What do you want me to do about it?”
c.	 “What behaviors have you seen that lead
you to that assumption?”
d.	 “Write down the details of what they’re
doing, and I’ll give them a warning”
16.	 Of the following, the way a millennial is most
likely to benefit from an independent study
learning activity is if it is:
a.	 Audiotaped
b.	 Downloadable
c.	 In written format
d.	 Videotaped
17.	 Of the following, the way a traditionalist is
most likely to benefit from an independent
study learning activity is if it is:
a.	 Audiotaped
b.	 Downloadable
c.	 In written format
d.	 Videotaped

Evaluation
1.	 Were the following objectives met?

Yes No

a.	 Identify generational
		 perspectives unique
		 to different age groups.





b.	 Describe strategies to
		 help people from different
		 generational groups work
		 together effectively in the
		 healthcare environment.





2.	 Was this independent study
an effective method of learning?
If no, please comment:





3.	 How long did it take you to complete the
study, the post-test, and the evaluation form?
_____________________
4.	 What other topics would you like to see
addressed in an independent study

Multigenerational Challenges:
Working Together in
Health Care
ONF-10-13-I
Registration Form

18.	 The group most likely to benefit from a
preceptor or mentor relationship is the:
a.	 Baby Boomers
b.	 Generation X
c.	 Millennials
d.	 Traditionalists

Name:______________________________________________
(Please print clearly)
Address:___________________________________________
Street
___________________________________________________
City/State/Zip

19.	 A person who would be a good prospect to
precept a new employee would be someone
from this group:
a.	 Baby Boomers
b.	 Generation X
c.	 Millenials
d.	 Traditionalists

Daytime phone number:_____________________________

20.	 You are a nurse manager and need to share
information about a new process to be
implemented on your unit. The best way to
convey this information to a baby boomer is
through:
a.	 A meeting
b.	 Email
c.	 Text message
d.	 Written notice

Please email my certificate to:

21.	 You are a nurse manager and need to share
information about a new system for getting
supplies. The best way to convey this
information to a millennial is through:
a.	 A meeting
b.	 Bulletin board announcement
c.	 Email
d.	 Written notice in the mailbox

_________ RN

_ ________ LPN

Fee: _ ________ ISNA Member ($15)
_ ________ Non-ISNA Member ($20)

__________________________________________________
Email Address (please print clearly)
MAKE CHECK PAYABLE TO THE INDIANA STATE
NURSES ASSOCIATION.
Enclose this form with the post-test, your check, and
the evaluation and send to:
ISNA, 2915 North High School Road,
Indianapolis, IN 46224.
ISNA OFFICE USE ONLY
Date Received:_____________ Amount:_______________
Check No_ ________________

