
providers. However, 
before optimization 
can occur, it is critical 
to understand the 
scope, boundaries and 
potential overlap in roles 
of various categories of 
healthcare providers 
that might account for 
differences in enactment 
of nursing roles across settings.

It is important to understand how nurses 
themselves describe what it means to work to 
full scope of practice and what they recommend 
as strategies that will enable them to be better 
utilized. Many other disciplines have fixed 
boundaries that prevent creation of a “new version” 
of their profession to fill perceived shortages or 
to create a “cheaper” version of the same type of 
person to do certain tasks. Nurses must take up 
this discussion and insist the practice of nursing is 
reserved for nurses. 

While entry-to-practice requirements for RNs 
and LPNs differ, there is but one discipline of 
nursing; therefore, it is expected nurses will share 
considerable amounts of knowledge and skills. 
However, there is a difference in the roles they 
are expected to perform when providing nursing 
care. Extensive role overlap leads to a confused 
professional identity and under or overutilization 
of the various roles. In some cases employers even 
confuse other occupations with nursing and lump 
us all together! 

What can the nursing profession do to help 
differentiate the roles? If nursing does not step 
forward and clarify the professional role of nursing 
and the full “scope of practice” someone else will. 

References
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Wanda Rose

What is Nursing’s 
Scope of Practice?
In my last President’s Address I discussed 

Professional Apathy. This address prompted a 
letter from a registered nurse who shared an ad 
from a local state newspaper that was looking for a 
medical office assistant position. The requirement 
for the position was current licensure as RN, LPN, 
or CMA*. The nurse who wrote the letter stated, 
“Advertisements such as this should make nurses 
blood boil…!” 

This ad leaves me with the following question. 
What ‘scope of practice’ is this employer looking 
for? 

The term “scope of practice” is often used in 
policy and professional documents; however it is 
difficult to find consistent definition of the concept. 
The meanings of scope of practice vary among 
health care professionals. For some, it refers to 
standards or practice or professional competencies; 
for others it encompasses the legal base of practice; 
still others equate it with the components of the 
clinical parameters of practice (Schuiling and 
Slager 2000). 

Employers often describe the scope of practice 
as the role functions and technical competencies 
in the performance of tasks, rather than expected 
nursing competencies that encompass knowledge, 
skills and critical thinking.

Another concern with the scope of practice 
is the overlap or “shared practice boundaries” 
among nurses and other providers. Daly and 
Carnwell (2003) suggest that there has been 
an unprecedented movement to creating “new 
roles or titles” for nursing providers without an 
understanding or consensus regarding differences 
among the various roles. Does nursing contribute 
to this lack of understanding?

In a study conducted by White, Oelke, Besner, 
Doran, Hall, and Giovannetti (2008) nurses were 
asked to describe their “scope of practice”. Many 

nurses described “scope of practice” to 
mean the tasks they perform in day-to-day 
work.  When describing overlap with other 
providers, nurses offered little recognition of 
the differences that exist in the educational 
preparation, knowledge base and expertise 
of various healthcare professionals. The 
focus was on task overlap. 

It is not surprising that nurses identified 
overlaps in the tasks and activities they 
perform, but it is disappointing that they 
experienced such difficulty in differentiating 
among their roles.

Little is understood about the optimal 
utilization of various categories of healthcare 
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You are cordially invited to join the North Dakota Nurses Association

See the NDNA Website at www.ndna.org
 Click on Membership

Under how to join
 Click on Membership Application (ANA website)

 Click on Full Membership
(Be ready to provide your email address)

Full membership is just $20.50/ month! Less than 70¢ a day!

The Mission of the North Dakota Nurses Association is
to promote the professional development of nurses and enhance health care for all

through practice, education, research and development of public policy.

The Prairie Rose Official Publication of: 
North Dakota Nurses Association

531 Airport Road, Suite D, 
Bismarck, ND 58504-6107
Telephone: (701) 223-1385
CNE-Net: (701) 223-7105

Office Hours: 8:30–4:30 (cst)
General Contact Information:

info@ndna.org/ndna09@gmail.com

Officers

President: Vice President–
Wanda Rose Membership
Bismarck, ND Jane Roggensack
justducky@bis.midco.net Fargo, ND
 jroggensack@meritcare.com

Vice President– Vice President–
Communications Government Relations 
Marty Bollin Mary Kay Herrmann
martybollin@aol.com Mary.Hermann@ 
 meritcare.com

Vice President– Vice President–
Finance Practice Education
Kathy Johnson Administration
nurse-sunshine@hotmail.com Research
 Donelle Richmond
 donellerichmond@ 
 meritcare.com

Nurse Consultants, NDNA

Becky Graner, MS, RN Jean Kautzman, MSN, RN
becky@ndna.org jean@ndna.org
Refresher Course and CNE-Net, the education
Prairie Rose division of NDNA Contact
 hour questions.

Published quarterly: February, May, August and November. 
Copy due four weeks prior to month of publication. For 
advertising rates and information, please contact 
Arthur L. Davis Publishing Agency, Inc., 517 Washington 
Street, PO Box 216, Cedar Falls, Iowa 50613, (800) 626-
4081, sales@aldpub.com. NDNA and the Arthur L. Davis 
Publishing Agency, Inc. reserve the right to reject any 
advertisement. Responsibility for errors in advertising is 
limited to corrections in the next issue or refund of price of 
advertisement.

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

Writing for Publication in the 
Prairie Rose

The Prairie Rose accepts manuscripts for 
publication on a variety of topics related to 
nursing. Manuscripts should be double spaced and 
in APA format. The article should be submitted 
electronically in MS Word to becky@ndna.org. 
Please write Prairie Rose article in the address 
line.

Articles submitted for continuing education 
need a purpose, objectives, and a post-test. You 
may request the necessary contact hour forms 
from Becky at becky@ndna.org.

Articles are peer reviewed and edited by the 
staff and RN volunteers at NDNA. 

Nurses are strongly encouraged to contribute 
to the profession by publishing evidence based 
articles. If you have an idea, but don’t know how 
or where to start, contact the office at NDNA: 701- 
223-1385.

The Prairie Rose is one communication vehicle 
for nurses in North Dakota.

Raise your voice. 

The Vision and Mission of the 
North Dakota Nurses Association 
Vision: North Dakota Nurses Association, 

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

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

Our Move is Complete!
Our transition to a virtual office is done!

How to reach NDNA
Our phone number has stayed the same:

 701-223-1385 (all calls are forwarded to 
answering service and will be answered 
from 9:00 AM to 3:00 PM CST)

www.ndna.org
jean@ndna.org 
becky@ndna.org
info@ndna.org

If you are sending an application for contact hour approval please send the application and 
supporting documents to 

Jean Kautzman 2130 41st Ave. SW, Center, ND 58530.
The fee must be sent to Becky Graner along with a copy of the cover sheet to 
5265 Hwy 1806 Mandan, ND 58554.

We prefer you contact us via email, however, if you need to mail something to NDNA please send 
to NDNA c/o Becky Graner 5265 Hwy 1806, Mandan, ND 58554

Our phone conferencing system allows for multiple users to join in meetings from the convenience of 
home. Documents, minutes, agendas are posted on the Members Only website. If you do not already 
have access please request an invite from becky@ndna.org. Keep up with the progress toward goals 
crafted by the various advisory committees. Join in the groups of your choice. Help build the future of 
nursing. 

The Online Journal Club is available for all nurses in ND. The web address is http://sites.
google.com/site/ndnaonlineebpjournalclub/home. If you would like to join us as a collaborator 
and enjoy the ability to add material to the website email becky@ndna.org for an invite. 
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Name _______________________________________

Address _____________________________________

City, State, Zip _______________________________

Phone _______________________________________

Email _______________________________________

I am a Member of:
_____NDNA
_____Omicron Tau, STTI
_____Roughrider Chapter AACN
Other:________________________
I am interested in joining ____________ and 
would like membership information.

Registration Fee: (Includes Lunch)
___$55.00 Non Members
___$45.00 Members
___$65.00 after March 17, 2010
___$25.00 for students

Please make checks payable to 
Omicron Tau Chapter

Mail Registration and Fee to: 
Mary Smith
C/O Dept. of Nursing
MSU
500 University Avenue West
Minot, ND 58707
Questions call 701-858-3251

8th Annual Northwest Region North Dakota Collaborative
Educational Conference

“Evidence Based 
Nursing Practice 

for Today”

April 9, 2010
7:45am–3:30pm

GRAND International  Minot, ND

Co-Sponsored by:
District 1, North Dakota 

Nurses Association;
Omicron Tau Chapter,

STTI Honor Society of Nursing;
and Roughrider Chapter, American 
Association of Critical Care Nurses

Presenters

Heidi Bender, RN, CEN, MS
FNP-C, Nurse Practitioner in the Department 
of Pulmonary and Critical Care Medicine at 
Trinity Health, Minot, ND

Kristy Sandy RN, BSN, CWOCN, Certified 
WOCN at Trinity Health, Minot, ND

Deanna Westman RN, BSN, CDE, Certified 
Diabetic Educator at Trinity Health, Minot, ND

Becky Graner, MS, PhD, RN
Certified Holistic Stress Management 
Instructor, Stress Management Solutions, LLC
Mandan, ND

Conference Planning Committee

Mary Smith RN, MS

Rhoda Owens RN, MSN

Judy Beck RN, BSN

Ashley Gefroh RN, BSN

The purpose of this conference is to provide 
participants with evidence based information 
relating to excellence in nursing practice. 

This continuing nursing education activity 
was approved by CNE-Net, the education 
division of the North Dakota Nurses 
Association, an accredited approver by the 
American Nurses Credentialing Center’s 
Commission on Accreditation. This activity has 
been approved for 5.25 contact hours. 

Agenda
7:45am–8:15am Registration

8:15am–8:30am Welcome/Opening Remarks

8:30am–9:30am “Diabetes: Updates on
 Treatments and Medications”
 Deanna Westman RN, BSN, CDE

9:30am–10:00am Break/Refreshments

10:00am–11:00am “Wound Care: The Basics”
 Kristy Sandy RN, BSN, CWOCN

11:00am–12:00pm “COPD: Where Are We at
 Today in 2010?”
 Heidi Bender
 RN, CEN, MS, FNP-C

12:00pm–1:00pm Lunch and Exhibits

1:00pm–2:00pm “Asthma: A Summary of
 the Guidelines”
 Heidi Bender
 RN, CEN, MS,FNP-C

2:00pm–2:15pm Break

2:15pm–3:15pm “Where Are My Glasses?”
 Becky Graner, MS, PhD, RN

3:15pm–3:30pm Evaluations

Conference Objectives

1. Differentiate between types of diabetes.
2. Discuss the current and updated medical 

treatment of diabetes.
3. Review wound healing and describe 

pressure ulcer staging.
4. Discuss dressing options for effective 

wound healing.
5. Define asthma and list four components of 

care for patients with asthma.
6. Discuss management and list special 

situations that affect the treatment of 
asthma.

7. Identify current national guidelines for the 
management of COPD.

8. Discuss pharmacological and other 
treatment options for COPD.

9. Review holistic definition of stress.
10. Evaluate options for assembling an 

individualized stress management 
“toolkit”. 
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Becky Graner MS, RN

The North Dakota (State) Nurses Association 
was formed in 1912. During the recent massive 
undertaking of closing the physical office at NDNA 
and the resulting need to sort through cartons and 
boxes of “history” found stored in every nook and 
hidden space, Susan Pederson and I uncovered 
treasures from the past. Some delicate papers 
needed to be handled with white gloves and a 
most tender touch to release their hidden stories. 
I found myself wondering what would our founding 
nurses think of all the changes that have occurred 
in the last nearly 100 years? Letters with elegant 
penmanship, written with fountain pens… more 
than likely dipped in ink, instantly identified the 
author as from another time. No text messaging 
language there! To preserve and share some of 
these treasures I have photographed some of these 
documents to share with you in this 2010 edition of 
the Prairie Rose. 

In 2012, NDNA will be celebrating 100 years, 
a huge milestone. Years and years of hard work 
and accomplishments are stored in the words of 
past Prairie Roses and other assorted documents. 
I found boxes and boxes of past editions of the 
Prairie Rose. We also came across papers from 
World War I and II, Red Cross history and many 
many more personal correspondences from that 
time. NDNA has stored editions of the Prairie Rose 
at the State Historical Society and those items 
will be kept in a controlled environment for safe 
keeping. 

Fragile, nearly transparent sheets of typing 
paper with the first logo were found, notes indicate 

In the Beginning. . . 
the paper was priceless and used only for “special” 
occasions. A request for just 2 or 3 sheets of 
letterhead (“if at all possible”) was found. 

Articles of Incorporation 
and by-laws in tiny little 
booklets with extremely little 
typescript were handed out 
with materials at the yearly 
meetings. Knowing how 
precious paper was at the 
time, this was a true gift to 
attendees. 

The cost for membership 
was just $3.00 per year. 
The first annual meeting 
was held in Grand Forks, 
May 7, 1912. 

The original framed Certificate of Incorporation 
hung in the NDNA office until this year. 

Below is a 1955 Edition of the Prairie Rose, the 
cover story focused on Medical Costs and Voluntary 
Health Insurance. The same article goes on to 
speak to the issues of what constitutes “nursing 
work” and spoke to the problem of recruitment of 
high school students to nursing. It also warned 
about the hazard of exposure to “radio-active 
isotopes”, especially the danger of spilling a radio 
active patient’s urine and contaminating one’s 
self and the whole patient care unit, not to forget 
the “sewer pipes, and sewage disposal plant!” 
The author encouraged seeking a solution to 
“neutralize” the danger before widespread use of 
the new technology went into effect. She went on 
to speculate, a geiger counter would become as 
common as a thermometer or blood pressure cuff. 

The 1956 Prairie Rose outlined a “Plan for 
Survival” listing emergency food and supplies. 
The focus in these times was one of national 
preparedness; always looming was the risk of 
disaster from outside forces. 

During this time nursing had a strong public 
health focus. Most continuing education spoke to 
the issues of tuberculosis, and (believe it or not), 
the burden of chronic diseases on a society. 

In the Beginning continued on page 5
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In 1982 all past presidents were featured on the 
cover of the Prairie Rose. 

The table below was compiled this year and is 
a complete listing of all past presidents through 
NDNA’s present President, Wanda Rose PhD, RN, 
BC. 

Bertha Erdmann 1912-1914

Mabel Olson 1915-1917

Ethel Stanford Miles 1917-1919

Louise Hoerman Platz 1919-1921

Josephine Stennes 1921-1922

Sarah Sand Stevenson 1922-1924

Edith Pierson Lindstrom  1924-1926

J. Evelyn Fox 1926-1928

Esther H. Teichmann 1928-1931

Mildred Lee Isakson 1931-1934

Mabel Hertzgaard 1934-1936

Ruth Williams 1937-1942

Grace Tuman 1942-1944

Orpha La Croix 1944-1946

Ruth Williams 1947-1948

Florence Lee Scott 1948-1952

Beatrice Horsey 1952-1956

Florence E. Sweney 1956-1958

Catherine Tuor 1958-1962

Elsie Olson 1962-1967

Marie Wiik 1967-1969

Agnes G. Shurr 1969-1973

Arlene Mack 1973-1977

Susan Neidlinger 1977-1979

Maralyn Salting 1979-1984

Lorraine Bourgois 1984-1991

Marlene Battenberry 1991-1994

Eleanor Wertz 1994-1997

Sally Olson  1997-2000

Mary Smith  2000-2003

Elizabeth Nichols 2003-2004

Jane Roggensack 2004-2007

Wanda Rose  2007-2010

 2010-2012

With the widespread use of electronic media, 
NDNA has entered a new day. The Prairie Rose is 
now available online, past issues safely stored in 
an easy to retrieve “virtual” format. The days of 
saving mountains of papers, memorabilia, plaques, 
and newspapers are over. The electronic/computer 
age is here. In the future, we can reminisce with 
our little flash drive plugged in to the computer. 
This little device will store millions of pieces of 
information! For some it is truly a sad day as 
“today” really is the end of an age. However, it can 
also be seen as an opportunity. It can be a time to 
create a new NDNA. 

At times it is difficult to “see” where we are on 
our point in time; it sometimes feels like a death. 
However, every thing on earth dies and is reborn. 
Our sadness ends as soon as we can recognize this 
all has meaning. To make room for something new 
we need to honor the past, clear the clutter, and 
invite a new way. 

Gallup Poll Votes 
Nurses Most 

Trusted Profession

SILVER SPRING, MD—For the eighth 
consecutive year, nurses have been voted the most 
trusted profession in America according to Gallup’s 
annual survey of professions for their honesty 
and ethical standards. Eighty-three percent of 
Americans believe nurses’ honesty and ethical 
standards are either “high” or “very high.”

“It is with great pride that the ANA recognizes 
the trust placed in us by the patients we serve,” 
commented ANA President Rebecca M. Patton, 
MSN, RN, CNOR. “At this time, when issues 
regarding the quality and availability of care are 
at the forefront of the national debate, we find it 
especially rewarding to see that nursing’s integrity 
and commitment continues to be acknowledged.”

Since being including in the Gallup poll in 1999, 
nurses have received the highest ranking every 
year except 2001, when fire fighters received top 
honors. Results were based on telephone interviews 
with more than 1,000 adults.

Marty Bollin

Very few of us in North Dakota have been left 
untouched by the unprecedented number of friends 
or family deployed to fight overseas this past eight 
years. All of us are grateful for their service to our 
country and honored by their sacrifice. 

Across North Dakota, local chapters of the 
American Red Cross are teaming up with the 
families of deployed soldiers in order to serve the 
families who are serving us. In Bismarck, Red 
Cross volunteers are joining with the Military 
Service Center to serve as tutors. 

Volunteers have stepped forward from the local 
university, from local teen groups, from retired 
seniors groups, and from the community in general 
to spend time with these kids who are dealing with 
the absence of one or both parents.

The vocabulary has been paralleled with that 
of a person diagnosed with cancer. Unless you’ve 
been there, there’s no way you can understand how 
it feels. These kids and families have a language 
of pain all of their own. When they mention the 
war, their friends’ eyes unwittingly glaze over. 
It’s not because they don’t care, but their friends 
can’t comprehend the all-consuming nature of the 
situation in which they are living. 

As nurses we have the opportunity to step into 
this gap and to serve the families of those who 
are serving our country. We can begin this New 
Year by sharing it with the family of a soldier. We 
can listen to that soldier’s child read a story or 
tackle a math problem. Mostly we can listen for 
the unspoken language of pain and offer a caring 
hand.

If you would like to volunteer contact Marty 
Bollin, Coordinator, American Red Cross, Service 
to Armed Forces mbollin@ndredcross.org

In other areas, contact the local chapter of the 
American Red Cross.

Red Cross Serves 
Families of Those 

Who Serve

In the Beginning continued from page 4
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The Anatomy of 
Peace

The story of conflict and resolution is told as a 
story, which makes this book an enjoyable reading 
experience. 

The concepts and methods to achieve a peace filled 
life are entwined through out the account of one 
family’s life. Key to achieving peace is the ability to 
get outside the box we often put ourselves in and the 
ability to perceive a new way of viewing ourselves 
and others. Typically we spend tremendous energy 
dealing with things that are going wrong (from our 
perspective) and very little time helping things go 
right. 

This book will not only challenge you to see things 
differently, it will provide the tools to make this 
shift happen. Nurses will find this book and the 
tools described beneficial to help resolve workplace 
conflicts. 

Nurse to 
Nurse: Nursing 
Management 

Linda J. Knodel, MSN, MHA, CPHQ, 
NE-BC, FACHE

From the book forward... 2009 is a year of 
extraordinary change in America. We have a 
history-making president, unprecedented economic 
concerns, escalating environmental threats, and 
significant shifts in corporate accountability. 
Though it feels as if most of the world is in a 
“perfect storm” of uncertainty and chaos, this type of 
turbulence is actually familiar within healthcare. 

As I talk with my colleagues throughout the 
nation, I see that change is nothing new. In fact, 
change will be with us for some time to come.  The 
world of nursing has seen some of the most profound 
changes in the past 50 years. The advent of clinical, 
informational, and personal technology, shifts in 
the revenue sources and expense management, 
documentation and reporting programs, and 
programs focusing on patient safety/ quality have 
taken nursing to a place we  never could have 
imagined in the 1960’s.

Along with those evolutions (or should I say, 
revolutions), we also have a changing workforce. 
Nurses today are older, they come from different 
nations and walks of life, and they have different 
levels of training. By 2020, the number of nurses 
that our nation needs will far surpass the number 
of nurses available. Though we are working to train 
nurses as quickly as possible, we also need to equip 
them with the skills and resiliency to weather the 
changes still to come.

This book is designed to help those who aspire 
to be nursing leaders, as well as existing leaders 
and nursing faculty. It is a high level resource, 
a primer of sorts, describing the key elements of 
nursing leadership. The book contains examples, 
case studies and tools to help new nurse leaders 
understand and succeed in their leadership roles.

For the past 20 years Linda held the position of 
Senior Vice President/CNO at St. Alexius Medical 
Center. Recently, she accepted a new position as 
Chief Nurse Executive for the Sisters of Mercy, 
at St. John’s Hospital and Health System in 
Springfield Missouri.

“I would be remiss if I did not acknowledge 
the impact that the Benedictine Sisters of the 
Annunciation Monastery in Bismarck had on my 
family as well as my professional career. I am 
ever grateful for their support and the ability to 
carry out their mission. Most importantly I will 
be forever grateful for the profound work and 
professional practice that was provided by the 
nursing staff and leadership that surrounded me. 
They made my job easy. I am proud of my ND 
roots and how nursing in ND is held in such high 
esteem. Thank you for allowing me to be a part of 
our history and nursing’s journey.”

Recommended Reading
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The North Dakota Nurses Association is pleased 
to bring you this continuing education article 
for nurses. Nurses wishing to earn contact hours 
for Considerations in the Care of Older Adult 
with Chronic Kidney Disease (P2.59) in the 
Jan.-March issue of the Prairie Rose require the 
following:

1. Read the complete article. It takes 
approximately 60 minutes to complete.

2. Complete the evaluation found at the end of 
the article.

3. Please return the entire completed 
enrollment form, evaluation, and check 
or money order for $20 payable to NDNA. 
(NDNA MEMBERS RECEIVE CONTACT 
HOURS FREE-OF-CHARGE). 

4. Please send to: NDNA c/o Becky Graner 
5265 Hwy 1806 Mandan, ND 58554.

Upon receipt of all required materials you 
will receive an emailed certificate of successful 
completion for 1.0 contact hours from CNE-Net, 
the education division of the North Dakota Nurses 
Association. 

Please allow approximately two weeks from 
the time you submit your completed information 
for your certificate of successful completion to be 
processed. You will need to supply a functional 
email address to receive your certificate of successful 
completion. Certificates will NOT be mailed. 

CNE-Net, the education division of the North 
Dakota Nurses Association, is accredited as 
a provider of continuing nursing education by 
the American Nurses Credentialing Center’s 
Commission on Accreditation.

Accreditation as a provider refers to recognition 
of educational activities only and does not imply 
ANCC Commission on Accreditation or CNE-Net 
approval or endorsement of any product.

Title: Considerations in the Care of Older Adult 
with Chronic Kidney Disease

Author: Kathleen R. Fox RN, CDN

No conflict of interest has been declared and no 
off label drug use will be discussed. 

Purpose: 
➣ To provide an overview of the care of the 

older adult patient while receiving dialysis 
therapy.

Objectives: 
➣ List 3 functions of the kidney 
➣ Describe the assessment and care of the AV 

fistula and central venous catheter 
➣ Discuss the importance of fluid and dietary 

restrictions in the renal diet.

In 2007, diabetes was the leading nationwide 
cause of End Stage Renal Disease (ESRD), and 
hypertension was the cause in one out of three 
newly diagnosed ESRD patients (USRDA, 2009). 
North Dakota has seen an epidemic jump in the 
number of patients diagnosed with diabetes. The 
prevalence of adults age 65 and older diagnosed 
with diabetes has climbed to nearly 18% in 
North Dakota (NDDH, 2009). Nationwide the 
prevalence of ESRD among patients age 65-74 
grew by 24% from 2000 to 2007 (USRDA, 2009). 
The connection among the factors of age, diabetes, 
and cardiovascular disease put the aging, ND 
population at risk for development of end stage 
renal disease. Nurses therefore have a high 
probability of providing care to an older adult who 
is diagnosed with kidney disease and undergoing 
dialysis.

Kidney Function and Structure 
The kidneys are 2 bean shaped organs located 

in the lower back. Each measure approximately 5 
by 11 cm and weigh 120- 150 gm; each contains 
approximately one million filtering units called 
nephrons. The nephron is the basic structural and 
functional unit of the kidney and consists of the 
glomerulus, Bowman’s capsule and a network of 
tubules. The glomerulus is a specialized capillary 
bed of interconnected loops surrounded by the 
Bowman’s capsule; these capillaries have a unique 

Considerations in the Care of Older Adult 
with Chronic Kidney Disease

filtering characteristic that allows filtration of 
fluid and small molecules. The Bowman’s capsule 
surrounds the glomerulus and collects the filtered 
fluid (filtrate) as well as directs the filtrate toward 
the tubules. These networks of tubules are divided 
into four segments, the proximal tubule, loop of 
Henle, distal tubule and the collecting tubule. 
Each segment has specific cellular structure and 
function (Lancaster, 2006; Molzahn & Butera, 
2006). 

The kidneys function as the body’s regulator by:
➣ Balancing body water by regulating urine 

output from selective filtration and re-
absorption.

➣ Maintaining acid-base balance by the 
regulation of H+ and HCo3 in conjunction 
with body buffer system and the respiratory 
system.

➣ Maintaining electrolyte balance.
➣ Maintaining blood pressure by the control 

of fluid volume and the secretion of the 
hormone, renin, which causes the synthesis 
of angiotensin II and the secretion of 
aldosterone. 

➣ Removing metabolic wastes such as urea, uric 
acid, creatinine, beta 2-microglobulin and 
many more. 

➣ Assisting in the manufacture of red blood 
cells by the production of the hormone 
erythropoietin (EPO). EPO is produced in the 
tubular system, release is triggered by renal 
hypoxia, and in turn EPO stimulates the bone 
marrow to increase both the manufacture of 
and maturation rate of red blood cells.

➣ Maintaining bone health by balancing 
calcium and phosphorus. There is a close 
link between the balance of calcium and 
phosphorus in the body. When one is 
elevated the other drops. Serum calcium and 
phosphorus balance is regulated in the gut, 
the bones, and the kidney by the influence of 
the parathyroid hormone (PTH), Vitamin D, 
and Vitamin D3 (calcitriol). The imbalance 
of both calcium and phosphorus leads to bone 
disease and the mineralization of the organs 
and vessels.

Chronic Kidney Disease continued on page 8
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➣ Synthesizing various hormones such as 
prostaglandins, and nitric oxide that help 
maintain renal blood flow.

➣ Excreting drugs and toxins (Lancaster, 2006; 
Molzahn & Butera, 2006; Nissenson & Fine, 
2002).

Chronic Kidney Disease (CKD) 
The National Kidney Foundation (NKF, n.d.) 

defines chronic kidney disease as:
➣ kidney damage for a duration of three or 

more months, as evidenced by structural or 
functional abnormalities, with or without 
decreased glomerular filtration rate (GFR), 

➣ pathologic abnormalities or markers of 
kidney disease, which include abnormalities 
in the composition of the blood or urine or 
abnormalities in imaging tests or GFR less 
than 60ml/minute for three or months or 
more, with or with out kidney damage (NKF, 
n.d.). 

GFR is the best overall leading indicator of 
kidney function in health or disease. GFR varies 
according to age, sex and body size; normal GFR in 
a healthy adult is 120-130 ml/min. Kidney damage 
can occur suddenly such as after a traumatic 
event, or slowly and progressively, thus becoming a 
chronic condition. 

CKD has five (5) separate stages based on the 
kidneys ability to filter fluid and wastes (See 
Table 1). Function is calculated by the glomerular 
filtration rate (GFR), which is the measured 
volume of plasma filtered from the glomerular 
capillaries into the Bowman’s capsule each minute. 
GFR is expressed in ml/min. The average GFR for 
an adult is 100-125 ml/min.

(Table adapted from National Kidney Foundation, 
n.d. & American Nephrology Nurses Association, 2009)

Many patients are unaware of the loss of kidney 
function until noticeable symptoms of hypertension, 
anemia, dyslipidemia, disorders of bone 
metabolism, fatigue, malnutrition, neuropathy and 
overall decline in health appear. These symptoms 

Table 1

Stage Description Glomerular 
  Filtration Rate
  mL/min./1.73m2

1 Kidney damage 
 with normal or 
 increased GFR More than 90 

2 Kidney damage with 
 mild decrease in GFR 60-89

3 Moderate decrease 
 in GFR 30-59

4 Severe decrease GFR 15-29

5 Kidney failure  Less than 15

can occur as early as the 2nd stage or as late as the 
beginning of the 4th stage. In the 5th stage or End 
Stage Renal Disease (ESRD) the kidneys have less 
than 15% function. It is at this stage the patient 
will require a form of renal replacement therapy 
for survival. 

Chronic kidney disease causes the slow 
progressive build-up of metabolic wastes that in 
turn manifest as symptoms of uremic syndrome. 
The term uremic syndrome is used to describe the 
constellation of signs and symptoms associated 
with end stage renal failure. Uremic syndrome 
results from the retention of substances normally 
excreted from the kidneys, including the end 
products of protein metabolism such as blood urea 
nitrogen. Symptoms include: nausea and vomiting, 
headache, lethargy, sore mouth, drowsiness, muscle 
cramping and twitching, abnormal skin sensations 
and discoloration, and thirst. 

The many changes to the body as a result 
to CKD include neurological changes, anemia, 
cardiovascular, musculoskeletal, hypertension, and 
poor nutritional health (Lancaster, 2006; Molzahn 
& Butera, 2006).

Neurological changes such as decreased 
alertness and confusion are due to the retention 
of urea and creatinine, accompanied by decreased 
cerebral blood flow and decreased cerebral 
oxygenation.

Anemia is a result of decreased levels of 
erythropoietin, hyperparathyroidism causing bone 
marrow suppression and decreased red blood cell 
production and increased bleeding tendencies from 
platelet dysfunction. 

Cardiovascular disease can be linked to 
increased fluid volume due to fluid retention, 
which manifests as enlargement of the heart 
(cardiomyopathy), congestive heart failure, and 
left ventricular hypertrophy. Blood vessels become 
more rigid and thickened, and have more plaque 
formation. 

Bone mineral disease is related to the imbalance 
of calcium and phosphorus, leading to a decreased 
uptake of calcium in the bones. This increased 
levels of circulating calcium and phosphorus leads 
to increased deposition to the tissues and vessel 
walls causing weakened bones, rigid vessels, and 
itching of the skin. 

Hypertension is a result of the retention of 
sodium and water, failure to follow prescribed 
dietary sodium and water restriction and 
inadequate ultrafiltration during dialysis, 
dysfunction of the rennin-angiotension-aldosterone 
system and the altered sympathetic nervous 
system (Lancaster, 2006; Molzahn & Butera, 2006; 
Nissenson & Fine, 2002). 

Poor nutritional health results from loss 
of appetite, metallic taste, and fluid and diet 
restrictions, muscle wasting, and decreased 
albumin.

As mentioned earlier the leading cause of 
CKD today is diabetes, followed by hypertension, 
obesity, congenital conditions, and autoimmune 
diseases. (CDC, 2007; USRDA, 2009). Kidney 
damage due to diabetes or diabetic neuropathy, 
results from changes in blood flow in the small 
vessels of the glomerular capsule. The decreased 
flow of oxygenated blood, loss of vessel tone, and 
loss of vascular wall integrity leads to irreversible 
damage. Microalbuminuria (greater than 30mg/
day) is the first sign of kidney disease (Lancaster, 
2006). Most adverse outcomes are associated 
with vascular complications such as: retinopathy, 
neuropathy, nephropathy, coronary artery disease 
and peripheral vascular disease. Without action 
to manage progression, nearly 30% of patients 
with diabetes will develop CKD. Diabetic patients 
on hemodialysis have been shown to have poorer 
outcomes and consume more financial resources 
than patients without diabetes. (Molzahn & 
Butera, 2006)

Impact on the older patient with CKD   
Kidney failure may be the result of age related 

changes, or the result of serious pre-exiting 
conditions that lead to kidney failure. This puts 
the older adult at risk for the following:

1. Malnutrition. Older patients face dietary 
restrictions along with the need to attain 
adequate caloric intake. Weight loss and 
overall decline in function are both leading 
indicators of malnutrition. Nutritional intake 
can be hampered due to sensory changes 
(taste and smell) affecting appetite. Also 
changes in saliva production, poor fitting 
dentures, difficulty swallowing, digestion 

difficulties, and malabsorption further 
increase the risk of malnutrition. 

2. Sensory deprivation. The five senses of 
hearing, vision, smell, taste, and touch are 
affected by age related changes that can lead 
to sensory deprivation. In the case of the 
older adult on dialysis, the lack of pressure 
sensation may lead to skin breakdown due to 
the prolonged time spent sitting ( 3-4 hours) 
during dialysis treatment. 

3. Cardiovascular disease. Cardiac 
complications are the leading cause of death 
in older patients with cardiovascular disease 
(CVD). The older adult is at risk for left 
ventricular hypertrophy, cardiomyopathy, 
and ischemic heart disease. These factors 
along with the increased fluid retention, 
hypertension, anemia, cardiac arrhythmias, 
and uremic pericarditis, increase this risk.

4. Respiratory disease. Decreased respiratory 
function is due to weakened chest wall 
muscles, decreased size in the lungs, 
osteoporosis of the ribs and vertebrae. These 
changes along with the presence of anemia 
results in decreased oxygen transfer in the 
body. 

5. Gastrointestinal. Esophageal motility 
decreases, gastric mucosa thins and gastric 
acid secretion decreases. Absorption 
decreases in both the large and small 
intestine decreasing the ability to absorb 
nutrients. 

6. Musculoskeletal. Musculoskeletal changes 
result in decreased muscle mass in relation to 
body weight, along with decreased strength, 
and endurance. Bone loss is present, but 
variable and occurs more rapid in women 
than men (Ebersole, Hess, Touchy, Jett, & 
Luggen, 2008; Raffaitin, Lasseur, Barthe, 
Gin, Combe, & Rigalleau, 2007; Soman & 
Soman, 2009). 

Renal Replacement Therapy (RRT)
RRT is a term used to encompass life-supporting 

treatments for renal failure. The different types of 
RRT are based on the same principles of kidney 
function, diffusion, osmosis and ultrafiltration. 
Each is explained in detail as follows:

Diffusion is the process by which molecules 
spread from an area of greater concentration to a 
lesser concentration. Osmosis is the movement of 
water across a selective permeable membrane from 
an area of greater solute concentration, to an area 
of lesser solute concentration. Ultrafiltration is the 
separation of fluid and solutes utilizing hydrostatic 
pressure that forces water across a semi permeable 
membrane. 

There are three different types of renal 
replacement therapies hemodialysis, peritoneal 
dialysis, and kidney transplant. 

Hemodialysis is a process, by which blood is 
removed, cleansed and returned to a patient’s body. 
This process utilizes a dialysis machine that pulls 
the blood from a vascular access and circulates 
the blood thru a dialyzer. This dialyzer acts as 
an artificial kidney and is designed to provide 
the controllable transfer of wastes and fluids. 
Therapy is typically three times per week, in 3-4 
hours sessions and is based upon patient’s needs. 
It is limited in efficiency and requires a vascular 
access to be surgically placed. This vascular access 
allows the withdrawal of blood from the patient’s 
circulation for therapy. The following are common 
vascular access devices. An arterio-venous fistula 
(AV fistula) is a surgically created access utilizing 
an artery and a vein. The two vessels are joined 
side-by-side to create an arterialized vein. This 
creates turbulence in the vein that allows for the 
vessel to expand allowing insertion of fistula 
needles for the withdrawal of blood from the 
patient. An AV graft is similar to an AV fistula, 
but utilizes the placement of a synthetic vessel 
instead of using native vessels. A permanent 
central venous catheter is a duel lumen catheter is 
inserted into a central vessel (superior vena cava) 
leading to the heart. The tails of the catheter lie 
within the right atrium of the heart. 

Peritoneal dialysis utilizes the peritoneal 
membrane that lines the abdominal cavity, to 
perform dialysis. Peritoneal dialysis is instilled 
thru a surgically placed catheter and allowed to 
dwell. This fluid, which is primarily composed of 
electrolytes and glucose, attracts waste products 
and fluid across the peritoneal membrane and 

Chronic Kidney Disease continued on page 9
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after a dwelling period, the fluid is drained 
and the procedure repeated. This treatment is 
performed in the patient’s home and allows the 
patient to have more of a normal daily routine, 
however requires meticulous technique to prevent 
a potential peritonitis.

Kidney transplant is the surgical replacement 
of a diseased, damaged or missing kidney with a 
donor kidney. A successful transplant provides 
kidney function to return and frees the patient 
from dialysis. Survival rate is based on the primary 
disease and general health of the recipient, race 
and compliance to immunosuppressive therapy. 
It is worth noting in many cases of transplant 
the underlying pathophysiology that harmed the 
patient’s own kidneys remains a threat to the new 
kidney. 

General care considerations for the dialysis 
patient are guided by the overall goal to maintain 
the patients’ health at an optimum level. These 
considerations focus on education about the 
need for special dietary and fluid management, 
consequences of choosing to eat food/ drinks that 
are restricted, dialysis related medications, care 
of the vascular access device, issues that require 
medical attention, and the importance of follow-up 
care. 

Dietary and Fluid Management
The renal diet is based upon the patents degree 

of kidney function. Each patient should have an 
individualized diet plan based upon the following 
considerations (NKF, 2010):

1. Dialysis patients are unable to maintain 
sodium and water balance and are prone to 
edema, hypertension and congestive heart 
failure.  Patients need to restrict the intake 
of both sodium and water and limit the 
intradilaytic weight gain to 2 kg or 0.3-0.5% 
of their estimated dry weight. Excessive gains 
can result in difficult removal of excessive 
fluid with resulting significant hypotension 
and muscle cramping from fluid removal 
from the muscles. This can lead to shortened 
treatments and less effective dialysis

2. The kidney is the primary route for 
potassium excretion. In CKD potassium can 
rapidly build up causing fatal consequences. 
Hyperkalemia occurs when the potassium 
level exceeds 6.0 mmol/l and can cause 
cardiac arrthymias, chest pain, decreased 
cardiac output, and sudden death. The 
recommended dietary intake depends upon 
the residual renal function, body size, the 
presence of catabolism and anabolism, 
infection, tissue damage and the potassium 
content of the dialysate. Patients need to 
limit the intake of potassium rich foods such 
as fruits, vegetables, dairy products and 
legumes.

3. Phosphorus is not removed in dialysis and 
requires the use of medications to bind 
with phosphorus rich foods taken with each 
meal. The imbalance of phosphorus leads 
to the leaching of calcium from the bones 
which causes weakened bones and the 
mineralization of organs and vessels. Dietary 
sources high in phosphorus include meat, 
poultry, fish, eggs, nuts, beans, dairy, and 
soda.

4. Protein (albumin) has a role in maintaining 
fluid balance as well as tissue repair. A 
decreased albumin level is a leading indicator 
of patient decline and risk of death. There is 
an increased need for the consumption of high 
biologic value proteins such as eggs and lean 
meats. 

“A poor nutritional status is a well-documented 
consequence of CKD. It is now recognized as an 
important predictor of the prognosis for patients 
starting dialysis” (Raffaitin et al., 2007, 96). 
Increased fluid gains lead to cardiomyopathy; this 
combined with the inability to remove excessive 
fluids during dialysis leads to increased risk 
of pulmonary edema and sudden death. Long 
term poor nutrition can lead to cellulitis, skin 
breakdown, and weakened bones.

AV Fistula / Central Venous Catheter
Assessment and care of the AV fistula includes 

palpation to assess for thrill. A “thrill” is caused 
by the turbulence of blood flow within the fistula 
and causes an increase in pulsation. This pulsation 
should be easily palpated over the length of the 

fistula. This should be done daily and the loss of 
pulsation should be reported to the physician or 
dialysis staff immediately. Assess for increased 
bruising, swelling and warmth at the site. The 
access arm should be protected from injury, no 
restrictive clothing or watches should be worn, 
and no blood draws or blood pressures should be 
taken from the arm. Also the patient should be 
instructed not to carry objects with that arm, and 
not to sleep on that side. A pressure dressing will 
be present after dialysis treatment, and be kept in 
place for the first 12 hours. In the case of increased 
bleeding, provide direct pressure until bleeding 
has subsided and replace the pressure dressing. In 
the case of uncontrolled bleeding, maintain direct 
pressure and transport to the ED.

Assessment and care of the central venous 
catheter includes visual inspection of the site 
daily for redness, swelling, warmth and drainage. 
Any signs of infection need to be reported to the 

physician or dialysis staff. The risk of infection is 
higher in the patient with a catheter. Only trained 
dialysis staff is to access the catheter. Each lumen 
contains a dilute anticoagulant. A dressing over 
the insertion site should be present at all times, 
and the tails of the catheter have two clasps that 
need to be clamped at all times.

Specific Patient Care on the Day of Dialysis
Each patient should have a light meal prior to 

arriving to the dialysis unit, eating during therapy 
is discouraged due to the risk of hypotension caused 
by the ingestion of food. The patient will be sitting 
in a recliner for the duration of the treatment. This 
position may lead to increased pressure to the 
skin. Patients are encouraged to bring any type of 
skin protective devices that are normally used to 
pad areas prone to skin breakdown. If wounds are 
present change any dressings and if the patient 

The factors associated with kidney failure 
require the use of various medications for treatment 
and management. These medications include 
diuretics, antihypertensives, antihyperlipidemics, 
vitamin supplements, gastrointestinal agents, 
erythropoietin stimulating agents, iron 
supplementation, phosphate binding agents, and 
calcimimetics.

Diuretics are often used to treat the edema 
and hypertension that can be the result of kidney 
failure. There are four major categories: thiazide, 
loop, potassium sparing, and osmotic diuretics. 
Each type has a specific action and can lead to fluid 
and electrolyte imbalance if not closely monitored.

Antihypertensive medications include: 
angiotensin-converting enzymes (ACE inhibitors), 
often used as first line therapy due to their action 
in slowing the progression of kidney disease. 
Angiotensin II receptor blockers (ARBS), inhibit 
vasoconstriction caused by angioension II. ARBS 
can also slow the progression of kidney disease 
and are often used when there is intolerance to 
ACE inhibitors. Beta-adrenergic blockers block the 
sympathetic stimulation of receptors in the heart, 
bronchi and peripheral blood vessels; they are 
also considered as first line therapy for patients 
that have existing CHF. Direct vasodilators 
have an effect on smooth muscle relaxation and 
are generally used in conjunction with other 
medications because of the side effects of flushing, 
headaches, dizziness and palpitations.

Antihyperlipidemics. The risk of 
cardiovascular disease is elevated in CKD. 
Hyperlipidemia increases this risk. There are 
several types of antihyperlipidemics, each has 
specific actions and should be selected according 
to patient need. These include: HMG-Coa reduce 
inhibitors (statins) now considered to be the 
mainstay of therapy. Bile acid-binding resins, which 
act to bind bile in the gut, Nicotinic acid (niacin) 
which inhibits the mobilization of free fatty acids 
from peripheral tissues and reduces the synthesis of 
triglycerides, Fibric acid derivatives (fibrates) which 
act to increase fatty-acid oxidation in the liver and 
muscle tissues. 

Vitamin supplements. Patients with CKD 
require the use of vitamin supplementation due 
to dietary restrictions and removal of water-
soluble vitamins during dialysis. Specific renal 

supplements are given with focus on vitamins B1, 
B2, B6, B12, niacin, folic acid, and vitamin C. There 
are certain vitamins such as vitamins A, E, and K 
are not given, since they are not removed in dialysis 
and may be retained. Patients are cautioned not 
to take over the counter vitamins since they are 
not formulated for CKD. Iron supplementation is 
required for the formation of Hgb, and can be given 
in oral or intravenous forms. Vitamin D analogs 
are given to increase calcium levels, decrease the 
action of the parathyroid hormone, and increase 
bone metabolism. Calcitriol is the activated form 
of vitamin D3 and can be easily given both orally 
and intravenously during dialysis treatments. 
Calcimimetics are given to decrease parathyroid 
levels and decrease the serum calcium levels. 

Erythropoietin Stimulating Agents. (ESA) 
Anemia in CKD is caused by the decreased release 
of erythropoietin that in turn stimulates the bone 
marrow to increase production and speed the 
maturation rate of red blood cells. ESA’s are given 
to increase this production. It is estimated that 90% 
of CKD patients will require the supplementation 
of ESA’s. Recombinant Human Erythropoietin 
(rHuEPO) and Darbopeitin Alpha are separate 
types of ESA’s given. Both are given based on the 
patients Hgb and Hct. Consideration must include 
the patient’s iron status, iron binding capacity, and 
transferritin, since a deficit will cause a lack of 
response to this therapy. The goal for therapy is a 
hemoglobin level of 11-12 g/dl (NKF/KDOQI, 2007)

Phosphate binding agents. As renal disease 
progresses, the patient’s phosphorus levels often 
increase, which will lead to the imbalance of 
calcium and phosphorus and result in bone mineral 
disease. Phosphate binders become a significant 
part in maintaining this balance. Binders act in 
the gut to absorb the phosphorus in a meal. The 
types of binders include calcium-based binders that 
often are used in first line therapy, are generally 
less costly, and act based on the amount of calcium 
in the gut, not the amount of calcium absorbed. 
Sevelamer is a potent binder but does not contain 
calcium; this is useful for patients that have a 
higher level of calcium. Lanthanum is a cationic 
binder that readily dissolves and binds with 
phosphates in the GI tract. (Adapted from Molzahn 
& Butera, 2006).

Commonly Used Medications in CKD

Chronic Kidney Disease continued on page 10
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has any type of collection device they should be 
emptied before they arrive for dialysis. 

Antihypertensive medications should be held 
until after treatment (as they cause interdialytic 
hypotension, resulting in decreased ultrafiltration 
rates and potential fluid retention).

Patients are routinely assigned a treatment 
time and length of treatment. Once they arrive 
at the unit, patients are weighed and assessed to 
accurately set the rate at which fluid is removed. 
After initiation of the treatment patients are closely 
monitored in relation to their blood pressures, 
ultrafiltration rate and how they are tolerating the 
treatment. 

Patients often experience post dialysis fatigue in 
which they experience lethargy, decreased appetite 
or nausea. These symptoms can last a few hours or 
up to 12 hours following treatment. The etiology 
of these symptoms is unknown, but thought to be 
related to excessive ultrafiltration and decreased 
osmolality during dialysis (Molzahn & Butera, 
2006). 

Palliative Care
The World Health Organization defines 

palliative care as “an approach that improves the 
quality of life of patients and their families facing 
problems associated with life threatening illness, 
through the prevention and relief of suffering 
by means of early identification and impeccable 
assessment and treatment of pain and other 
problems, physical, psychological and spiritual.” 
(WHO. n.d., ¶ 1). 

Bearing in mind that ESRD is considered a 
degenerative disease that will lead to death is 
indicative of the need for palliative care as part 
of end stage renal disease management. This 
perspective will provide an opportunity for end-
of-life planning and discussions which are often 
difficult to initiate with families facing life with 
dialysis. 

Germain, Cohen, Ruthazer, and Moss (2009) 
identified factors that were predictive for mortality 
within the six-month period when hemodialysis is 
initiated. Factors found to be predictive of early 
mortality were older age, dementia, peripheral 
vascular disease, and decreasing albumin. The 
tool was developed to assist practitioners improve 

end-of-life discussions, especially when predictions 
about life expectancy are asked or questioned by 
family. 

A recent study of over 3000 long-term care 
residents concluded that nursing home residents 
with ESRD who initiated dialysis had a 
substantial and sustained decline in functional 
status. Fifty-eight (58%) died and only thirteen 
(13%) of those still living maintained their pre-
dialysis function at the end of twelve (12) months. 
(Tamura, Covinsky, Chertow, Yaffe, Landerfield, & 
McCulloch, 2009). 

Some issues to consider when initiating dialysis 
are disruption of daily schedule (meals lost, 
medication held, lost time in socializing), comfort 
needs (transportation, recovery time after therapy), 
and security needs. Renal replacement therapy 
should be based on individual choice after careful 
discussion and reflection of potential positive and 
negative consequences of therapy.

The withdrawal or discontinuation of therapy is 
a difficult family decision and must be based on the 
patient and family wishes. Care during this time 
should consist of open and honest dialogue with the 
patient and family, pain management, treatment 
for nausea/vomiting, treatment of pruritus and 
the anticipation of declining function leading to 
restlessness, confusion and dyspnea. Care of the 
patient and family includes referral to appropriate 
end of life support services. 

Summary
The incidence of renal disease is increasing 

at alarming rates. Older adults with co-morbid 
conditions are at increased risk for end stage 
renal disease with the resulting need for renal 
replacement therapy. Nurses who care for the older 
adult must know how chronic kidney disease will 
affect the older adult and must be able to provide 
compassionate care at the end stage of life.
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Becky Graner, 5265 Hwy 1806, Mandan, ND 58554

I. ENROLLMENT FORM

Name ___________________________________ Address _____________________________________________

City, State, Zip _________________________________________________________________________________

Phone _______________  Email (must supply)______________________________________________________

NDNA Membership       Yes ❏     No ❏   No charge to NDNA members
Non-member $20 fee      Please make check payable to NDNA

II. EVALUATION (Check Yes or No)

HAVE YOU ACHIEVED EACH OBJECTIVE? ✓Yes ✓No

1. Objectives:
➣ List 3 functions of the kidney. ❏ ❏
➣ Describe the assessment and care of the AV fistula and central
 venous catheter. ❏ ❏
➣ Discuss the importance of fluid and dietary restrictions in the
 renal diet. ❏ ❏

2. Did the objectives relate to the overall purpose/goal of the activity?
 To provide an overview of the care of the older adult patient while receiving
 dialysis therapy. ❏ ❏

3. Were the teaching/learning resources appropriate? ❏ ❏

4. How would you rate your knowledge of this content before reading  Write
 this article? number
 (0-no knowledge to 10-expert knowledge) ➪

5. How would you rate your knowledge of this content after reading this article? Write
(0-no knowledge to 10-expert knowledge) number
  ➪
  Write
HOW LONG DID IT TAKE YOU TO COMPLETE THIS ACTIVITY? MINUTES
  ➪

What would be different in your practice if you applied what you have learned MUST
from this continuing nursing education activity? ANSWER
	 THIS
 QUESTION
 TO RECEIVE
 CONTACT
 HOUR(S)

Please print your name as you would like it to appear on your certificate of successful completion:

______________________________________________________________________________________________

LIST COMMENTS FOR IMPROVEMENTS IN FUTURE CONTINUING NURSING EDUCATION 
ACTIVITIES:

Senior nursing students at Medcenter One 
College of Nursing recently presented their 
evidence-based practice/research project findings 
on December 9, 2009. Here is just a sample of 
some of the excellent PICO questions that were 
developed “Do 12-hour shifts increase the risk for 
clinical errors compared to eight-hour shifts in 
nursing practice?” (Adrienne Biles & Jamie Oster), 
“In hospitalized adults who have subcutaneous 
IVs, what is the effect of changing IV sites 
when clinically indicated compared to changing 
sites every 48 hours?” (Lindsey Kary & Sarah 
Wetzstein-Paul), “In patients receiving intravenous 
catheterization, what is the effect of chlorhexidine 
gluconate in comparison to provodine-iodine 
on infection rates?” (Joe Anderson & Randy 
Stoller), and “Does distraction during childhood 
immunizations help decrease pain?” (Tahnee 
Perdue & Kara Richards). 

Students were well prepared to share their 
findings and answered follow up questions from 
the audience with poise. All nurses, whether 
novice or expert, benefit by attending these 
yearly presentations.  Comfort with searching 
for, analyzing, and synthesizing evidence are all 
important skills nurses are expected exhibit in 
today’s practice environment. With these newly 
acquired and practiced skills, these soon to 
graduate nurses are an excellent resource for those 
nurses who have limited experience in evidence 
based practice research methods. Partnering 
the experience of seasoned nurses with the 
enthusiastic curiosity of the new nurse is just one 
way to improve the many and varied practices in 
today’s work environment.

Medcenter One 
Senior Nursing 
Students Share 

Research


