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Wanda Rose

NDNA annual election of officers opens 
August 6th and closes August 13th at noon. 
Elections are held electronically. MEMBERS 
MUST contact NDNA at info@ndna.org or 
becky@ndna.org so the link to the voting 
website can be emailed to you. 

Candidates this year are running for 
President, VP of Practice, Education, 
Administration, Research, VP of Finance, and 
Nominating Committee. 

I just returned from The American Nurses 
Association’s 2010 House of Delegates which 
met in Washington, D.C. June 16-19, 2010 at the 
Washington Hilton & Towers Hotel. It was a 
privilege to be able to represent North Dakota 
nurses. I was joined by the three other delegates 
Jane Roggensack and Donnelle Richmond from 
Fargo and Susan Pederson from Bismarck. 

There were over 600 nurses from across the 
country and what a wonderful experience to see a 
room full of nurses whose basic value is to provide 
the best quality nursing care to the public. What 
an awesome experience! 

After returning from the House of Delegates 
my spouse and I left for a road trip to Oregon. 
Our road trip took us along the Oregon Trail. 
The Oregon Trail was a pathway to the west and 
was the longest trail in North America. As we 
traveled along the Oregon Trail I reflected on the 
trials and challenges the pioneers encountered 
while journeying west. The pioneers determinedly 
walked the 2,000 mile trip encountering the 
mountains, rivers, deserts, and ruts. In spite of the 
challenges, including disease and death they were 

determined to make it across to Oregon City, 
Oregon. YES THEY DID! 

As I reflected on the struggles of the 
pioneers traveling the Oregon Trail I 
reflected on the challenges nursing has 
encountered to ensure access to healthcare. 
It was just over a year ago I joined other 
nurses during a rally in Washington DC 
supporting health care reform. During the 
House of Delegates a panel of seven past 
presidents of ANA shared their thoughts on 
ANA’s and nurses’ ability to influence health 
care. For decades, the American Nurses 
Association has been advocating for health 
care reforms that would guarantee access to 

high-quality health care 
for all. Nursing was 
out front in the 1960’s 
supporting the creation 
of Medicare for the 
elderly and in the early 
1990’s nursing created 
nursing’s first agenda on health care reform. 
For the past two years the American Nurses 
Association was out front to get healthcare reform 
passed. With the help of nurses Congress passed 
the Health Care and Education Affordability Act. 
When nursing puts their mind to it they make 
things happen. YES WE DID!

With the passage of the Health Care and 
Education Affordability Act, millions of people have 
greater protection against losing or being denied 
health insurance coverage, and better access to 
primary and preventive services. However, the 
debate of health care is not over and it will be 
nurse’s commitment to educate our peers and the 
public about how the passage of the Health Care 
and Education Affordability Act impacts our lives 
and our profession. 

A highlight of the House of Delegates was a 
visit from President Obama. President Obama 
reaffirmed the role nursing had on the passage of 
health care reform and called nurses “the beating 
heart” of the U.S. health care system. President 
Obama thanked the American Nurses Association 
for its efforts during the health care debate. YES 

2010 House of Delegates, Washington, DC
Donelle Richmond, Jane Roggensack, 
Wanda Rose and Susan Pederson with 

Mary Wakefield (center).

President’s Message continued on page 2

YES WE DID
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 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. 

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.

Nurses in ND need 12 contact hours every 2 
years to meet partial requirements for renewing 
your license. Confusion remains on the use of the 
correct terminology to properly describe continuing 
nursing education activities. 

Contact hours: American Nurses Credentialing 
Center’s (ANCC) Commission on Accreditation 
defines contact hours as equal to 60 minutes of a 
continuing nursing education activity. You may 
see contact hours abbreviated as CE (continuing 
education), which leads to the inadvertent and 
incorrect addition of the “U” on the end. If you 
have ever called NDNA/ CNE-Net and used the 
term CEU, you probably remember being corrected 
to use the terminology contact hours. 

Continuing Education Units (CEUs): Typically 
used terminology to describe non-credit academic 
continuing education by disciplines other than 
nursing and medical education. One-tenth (0.1) 
of a CEU is awarded for each clock hour (50-60 
minutes) of instruction. If you see an education 
offering for nurses using the “CEU” it is NOT an 
ANCC approved activity. 

CME: The Accredited Council for Continuing 
Medical Education (ACCME) definition of CME 

Contact Hours, CEUs and CMEs:
There Is a Difference!

describes what content is acceptable for activities 
that are certified for credit: Continuing medical 
education consists of educational activities 
which serve to maintain, develop, or increase the 
knowledge, skills, and professional performance 
and relationships that a physician uses to provide 
services for patients, the public, or the profession. 
CME’s are required for physicians and in some 
cases for advance practice nurses. 

You may have attended education activities 
that award all three types of hours. However, you 
would want to make sure the appropriate nursing 
education approval process has been followed to 
make certain the activity meets the requirements 
for contact hours as set forth by your state’s Board 
of Nursing. ANCC approved contact hours are 
accepted by most Boards of Nursing. 

One last item, ANCC contact hours are never 
awarded after a conference has occurred. The 
review process occurs before the first presentation. 
It is the responsibility of the group hosting the 
education event to apply for contact hours. 

So, don’t forget, the proper terminology used 
to describe continuing nursing education hours is 
contact hours. 

President’s Message continued from page 1

WE DID President Obama also announced new 
funding for workforce development which focuses 
on primary care providers. 

Other highlights included delegates passing 
proposals designed to improve the nursing 
profession and advance the public’s health. Among 
them included a proposal to reduce barriers to care 
by permitting advanced practice registered nurses 
(APRNs) to sign orders for home care services 
and supplies for Medicare patients as well as 
make changes to home health care plans. Another 
proposal was to create safe working environments 
by reducing workforce abuse and violence. 

Nurses have strength in numbers and 
YES WE CAN!
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CNE-Net, the education division of the North 
Dakota Nurses Association receives hundreds of 
applications every year to review for awarding 
contact hours. We have developed a new website 
where applicants can find all the new updated 
forms and information. On occasion we receive 
applications that need extra work before they can 
be accepted. Here is a short summary of frequent 
mistakes applicants make when submitting an 
application and suggested solutions to avoid 
submitting an incorrect application. 

1. The planning process. 
a. Too often the applicant has developed the 

education activity and in some instances 
has sent out promotional material before 
making application for contact hours. 
Some apply just weeks or days before the 
scheduled event. CNE-Net requests at 
least 4 weeks before the scheduled event as 
the deadline for application. The planning 
process should include a needs assessment 
for the nurse audience, why are you 
choosing this particular topic? Sufficient 
time should be allowed to develop the 
activity with the ANCC criteria in mind. 
These criteria should not be considered 
“guides” rather they are requirements. The 
application should be read BEFORE the 
actual work / planning takes place. 

b. The awarding of contact hours signifies 
the proposed activity addresses the 
identified learning needs of the nurse 
population and the resulting education 
activity successfully addresses those 
needs and meets the criteria established 
by the American Nurses Credentialing 
Center (ANCC). Thus, the objectives and 
content MUST address continuing nursing 
education needs. While those needs are 
diverse, the nurse planner must ensure 
the objectives are written for the nurse 
audience even when content may meet 
other disciplines learning needs. 

2. Confusion among the different terminologies 
of purpose, objectives, content for the 
objectives documentation form.
a. Consider the objectives documentation 

form the teaching plan. Each presenter 
must consider the complexity of their 
content, the time frame in which the 
presentation will “fit”, and how they will 
deliver their content. Much confusion 
exists among the different terminologies. 
Here is an example: The objective(s) must 
be written use the action verbs described 
in Bloom’s taxonomy. Understand and 
learn are not acceptable. The objectives 
are written from the view of the learner, 
so when they are used in the evaluation 
document they make sense for self 
evaluation. The content column can not be 
MORE OBJECTIVES; the verbs cannot 
appear in this column. Instead, this is 
where the actual content is listed that 
will achieve the objective. As an example 
in the objective column you may write 
“Review basics of physical assessment”. 
In the content column you might list 
“history taking, presenting concern/
complaint, inspection, auscultation, 
palpation, documentation”. In the methods 
column you will check all the ways used 
to deliver the content. This is where case 
study method could be listed, simulation, 
games as well as the traditional lecture, 
computer presentation, etc. The form is 
meant to assist the presenter prepare a 
rich learning experience for the attendees. 
If used while developing the presentation 
it is a useful tool, if used far after the 
presentation is complete it can be viewed 
as very frustrating. Typically, there are 
1-3 objectives per hour, if you find yourself 
listing out 5,6,7+ either they are what 
would be considered “low level” objectives 
(you talk they listen), or it may be a clue 
you may need far more time to adequately 
present depending on your teaching 
method. Any activity that calls for learner 
participation beyond just sitting and 
listening requires more time. 

CNE-Net Contact Hour Application Process
3. Confusing contact hours rewarded with 

contact hours reviewed. 
a. Some activities have break out sessions 

with speakers presenting in different 
rooms, each of these presentations must 
be reviewed, thus the need to differentiate 
between hours awarded versus hours 
reviewed for application fee purposes.

4. Failure to make sure objectives “match” the 
objectives on the evaluation form.
a. Once the objective documentation forms 

are complete, those objectives can be 
copied and pasted into the evaluation 
form so the participant can evaluate their 
learning. Now is NOT the time to edit those 
objectives as the 2 forms will be laid side by 
side to make sure all the words match. 

5. Failure to make sure the purpose matches the 
flyer, the application, and the evaluation form. 
a. As above the overall purpose (there can be 

just one overall purpose for the conference) 
must match on all the documents in which 
it appears. Any editing in one form must 
be also done in the other forms. Again, 
they will be laid out to make sure all the 
different forms match. 

b. Writing a purpose is likened to a mission/ 
vision statement. Keep it short and to the 
point. 

6. Biographical forms for all planning committee 
members, speakers, and the nurse planner. 
This includes the contact person, secretary, 
etc. 
a. The biographical forms provide a clear 

picture of the qualifications of the planning 
committee and the presenters.

b. The biographical forms are the only form on 
which 2 extremely important declarations 
are recorded. The conflict of interest (please 
read the statement on the biographical 
form) and the off-label and/or investigative 
drug usage. Each person filling out the 
biographical form must fill this area 
out. Even if the person checks no, this 
documents that the person first is informed 
of the rules of conduct when presenting 
in these cases and agrees to abide by the 
criteria. 

Last but not least, the Nurse Planner:
Nurse Planner maintains responsibility for the 

following:
a. Determination of objectives and content;
b. Selection of presenter/content specialist;
c. Awarding of contact hours/certificate of 

successful completion;
d. Record keeping;
e. Evaluation.
While the filling out of some of the paperwork 

and assembling of the required materials may 
be completed by others, the nurse planner is 

responsible to review the objectives, the content, 
the teaching method/strategy, the time frame 
and the credentials of the speakers to ensure the 
nursing continuing activity meets the ANCC 
criteria as outlined in the application. 

This means the nurse planner must evaluate 
and ensure the presenter has declared any conflict 
of interest, that they are indeed a content expert, 
and they use appropriate teaching methods and 
time frames to successfully present and meet the 
stated objectives. If the presenter is struggling with 
completing the objective document form, the nurse 
planner is expected to assist in completion of this 
document. The nurse planner is also responsible 
to make sure the other required documents are 
correctly completed for inclusion in the application. 

All required announcements, statements, 
notification to those attending the activity must 
be overseen by the nurse planner to ensure 
compliance to ANCC criteria. 

Once the activity is completed and the 
evaluations are summarized the feedback is to be 
used to improve the activity should it be presented 
again. It is expected the nurse planner will at least 
review and make recommendations regarding 
the summary evaluation. The nurse planner also 
makes sure the proper records storage policy (six 
(6) years is the required time frame for keeping 
secure and confidential records according to ANCC 
criteria) and time frame will be met when storing 
the documentation/feedback from the activity.

The process for applying and rewarding contact 
hours was developed to maintain high standards 
for assessment, planning, presenting, and 
evaluating continuing nursing education activities. 
Attempts to short cut the process typically end up 
with revisions being needed to achieve a successful 
application. The best way to smoothly complete 
the process is to use the criteria in the application 
form while planning, developing and evaluating 
the activity. 

To keep up with changes and information please 
see the CNE-Net website at http://sites.google.com/
site/ndnacnenet/home. 

ANCC has released the draft of the new 
Accreditation Manual to be released later this 
year. Emphasis has been added to the criterion 
Quality Outcomes, specifically the evaluation of 
value/ benefit to nursing professional development. 
CNE-Net added the IOM core competencies earlier 
this year to the evaluation requirements. These 
competencies along with the new ANA Standards 
and Scope of Practice statements are the 
foundation documents upon which the evaluation of 
value/ benefit to nursing professional development 
will be measured. 



Page 4 Prairie Rose  August, September, October 2010

State Nurses Association, re-elected as second 
vice-president; Teresa Gene Stone, BSN, RNC, 
PRP, of the Oregon Nurses Association, elected as 
secretary; Teresa Haller, MSN, MBA, RN, NEA-
BC, a member of the Virginia Nurses Association, 
elected as treasurer.

The director-at-large board members elected 
include Cindy Balkstra, MS, RN, CNS-BC, a 
member of the Georgia Nurses Association and 
Jennifer Mensik, PhD, RN, NEA-BC, president 
of the Arizona Nurses Association. The director-
at-large staff nurse members elected include 

Barbara Crane, RN, CCRN, 
of the New York State Nurses 
Association and Rose Marie 
Martin, BSN, RN, OCN, of the 
Ohio Nurses Association. Elected 
as the director-at-large, recent 
graduate, a new position on the 
board, is Jennifer Davis, BSN, 
RN, a member of the Ohio Nurses 
Association. Elizabeth Dietz, 

EdD, RN, CS-NP, a member of ANA/California, 
was appointed by the new board to fill the seat 
vacated by Daley.

Remaining on the ANA board until 2012 are 
Linda Gural, RN, CCRN, a member of the New 
Jersey State Nurses Association; Carrie Houser 
James, MSN, RN, CNA-BC, CCE, a member of 
the South Carolina Nurses Association; Florence 
Jones-Clarke, MS, RN, a member of the Virginia 
Nurses Association and Julie Shuff, RN, CCRN, a 
member of the Oregon Nurses Association.

The following nurses were elected to serve two-
year terms on the Congress on Nursing Practice 
and Economics: Barbara Chamberlain, PhD, MBA, 
APRN, CCRN; Gwen Davis, MN, RN, CDE; Robert 
Elliott, RN; Rhonda Ray Finnie, BSN, RN, CNOR, 
RNFA; Paula Gasser, MPH, RN; Nat’e Parker- 
Guyton, MSN, RN, NE-BC; Nancy Campbell-
Heider, PhD, FNP, NP-C, CARN-AP; Kathryn 
Pecenka-Johnson, MN, BSN, RN; Lesly Kelly, 
PhD, RN; Eileen Kohlenberg, PhD, RN, NEA-BC; 
Eileen Letzeiser, MPH, RN; Jenna Sanders, BSN, 
RN, Karen Tomajan, MS, RNC, CNAA, Megan 
Williams, MSN, RN, FNP; and Cinda Zimmer, 
MSN, BSN, RN.

Nurses elected to serve four-year terms on the 
Congress on Nursing Practice and Economics 
include: Connie Rae Barker, PhD, RN, FNP-C; 
Sharon Canariato, MSN, MBA, RN; Mary 
Catherine Cisco, BSN, RN; Kenya Haney, RN; 
Trinna Jones, MSN, RN; Ronnette Langhorne, 
MS, RN; Deborah Martin, MSN, MBA, RN, NE-
BC, FACHE; Shirley Fields McCoy, MS, RN, BC; 
Rosemary Mortimer, MS, MSEd, RN, CCBE; 
Maureen Nalle, PhD, RN; Patricia Pearce, PhD, 
MSN, MPH, RN, FNP-BC; Gayle Peterson, RN; 
Patricia Quigley, PhD, MPH, ARNP, CRRN, 
FAAN; Jamie Smith, MSN, RN, CCRN; Jennifer 
Tucker, MAN, RN; Sally Watkins, PhD, RN; and 
Rebecca Wheeler, MA, RN.

Four nurses were elected to the Nominating 
Committee: Carla Lee, PhD, ARNP-BC, A/FNP/
CNS, FAAN; Patricia Messmer, PhD, RN-BC, 
FAAN; Sandra Olanitori, MS, RN; and Nessan 
Salmon-Wilson MSN, RN.

ANA delegates elect officers, board members 
and other leaders at 

2010 House of Delegates Meeting

SILVER SPRING, MD–Delegates of the 
American Nurses Association (ANA), elected 
Karen Daley, PhD, MPH, RN, FAAN, of Boston, 
Massachusetts, to serve a two-year term as 
president of ANA, the nation’s leading professional 
nursing organization representing the interests of 
the nation’s 3.1 million registered nurses. Daley 
and other nurse leaders were elected during the 
ANA House of Delegates biennial 
meeting, which was held June 16-
19 in Washington, D.C.

President Daley is a past 
president of the Massachusetts 
Association of Registered Nurses 
(MARN) and a past president 
of the Massachusetts Nurses 
Association and Massachusetts 
Center for Nursing. She served 
as a member of ANA’s Board of Directors (2008-
2010) and as a director of the American Nurses 
Credentialing Center (ANCC).

Looking to the future, President Daley called 
for nurse delegates to move forward with a newly 
energized commitment to the work of nursing. 
“We have exciting and challenging work ahead,” 
said Daley. “As an association and profession, we 
must draw on the strength of our values – for the 
challenges that we face may have changed, but the 
things that we believe in do not.”

President Daley holds a diploma in nursing 
from Catherine Laboure School of Nursing, a 
bachelor’s of science in nursing from Curry College, 
a master’s of public health from Boston University 
School of Public Health, and a master’s in science 
from Boston College. In addition, she earned a 
doctoral degree from Boston College.

President Daley spent her nursing career as a 
front-line caregiver and staff nurse at Brigham 
and Women's Hospital in Boston where she 
began her career in 1973; she served as a senior 
staff nurse in Brigham and Women's emergency 
department until January 1999. Since that time, 
while continuing her role as a state association 
president, she became actively engaged as an 
advocate for legislation to mandate use of safer 
needle devices in health care practice settings. 
Daley was among those invited to the Oval Office 
to witness President Clinton sign the "Needlestick 
Safety Prevention Act," into law on Nov. 6, 2000, 
legislation advocated for by ANA. In addition, 
she has been recognized with numerous awards 
for her outstanding leadership and excellence in 
practice. In 2006, Daley was recognized as a living 
nursing legend by the Massachusetts Association 
of Registered Nurses, and was inducted as a 
fellow into the American Academy of Nursing 
in recognition of the national and international 
impact of her needlestick injury prevention 
advocacy.

Elected to serve two-year terms as officers 
of the board were Karen Ballard, MA, RN, 
FAAN, president of the New York State Nurses 
Association, elected as first vice-president; Kim 
Armstrong, BSN, RNC, member of the Washington 

The American Nurses Association 
Elects Karen Daley

ND Nurse Practitioners: 
What is the Scope of 

Practice?
Submitted by Gwen Witzel RN, MSN, FNP

AANP Region 8 Director

Nurse Practitioners, or NPs, rank as one of 
the fastest growing health-care professions, with 
about 140,000 licensed to practice in the US, up 
from 125,000 in 2008, according to the American 
Academy of Nurse Practitioners. 

NPs are registered nurses with a masters 
or doctoral degree and are trained to perform 
many of the same tasks as a general practitioner. 
NPs assess, diagnose and treat multiple 
medical conditions. NPs have authority to write 
prescriptions. Regulations from state to state vary 
as to how much authority NPs have. In 14 states 
NPs have plenary authority in which there is no 
physician over-sight. 10,000 NPs in these states 
run their own practices. In North Dakota NPs 
have a collaborative agreement with a physician 
for prescriptive privileges only. This agreement 
requires the NP to discuss some prescriptive 
issue with the physician at least once every two 
months. The collaborative physician is not 
liable or responsible for overseeing the NP’s 
practice. The NP practices under his/her own 
license and has soul liability for his/her practice. 

Scope of Practice for NPs: 

•	 Assess,	diagnose	and	manage	acute	and	chronic	
health conditions

•	 Focus	 on	 health	 promotion	 and	 disease	
prevention

•	 Licensed	to	prescribe	medications	and	controlled	
substances

•	 Recognized	 as	 primary	 care	 providers	 able	 to	
coordinate care with multiple specialties

•	 Practice	sites	include:	clinics,	urgent	care	sites,	
emergency rooms, nursing homes, schools, 
college health, community health departments, 
nurse managed clinics, and hospitals

•	 Governed	by	the	Board	of	Nursing
•	 Pharmacology	 CE	 requirement	 for	 ND	 NP	

licensure
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ENROLLMENT FORM               POST-TEST                      EVALUATION FORM

Program Title: Research Review
Program Number: P2.59

Date: Please return by July 2012 to info@ndna.org or mail to 
Becky Graner, 5265 Hwy 1806, Mandan, ND 58554

I. ENROLLMENT FORM

Name ___________________________________ Address _____________________________________________

City, State, Zip _________________________________________________________________________________

Phone _______________  Email (must supply)______________________________________________________

State of Licensure  ______________  NDNA Membership #__________________________________________

Member Fee FREE       Non-member fee $20       Please make check payable to NDNA

II. EVALUATION (Check Yes or No)

HAVE YOU ACHIEVED EACH OBJECTIVE? ✓Yes ✓No

Objectives:
1. Define the two major categories of research.
2. Review selected topics in research ethics.
3. Differentiate between theory and hypothesis.
4. Differentiate between primary and secondary sources in a literature review.
5. Define selected research designs.
6. Review selected topics in sampling and samples.
7. Review the process of data collection.
8. Review data analysis terminology.
9. Review the basics of qualitative research.
10. Differentiate between internal and external validity.

Did the objectives relate to the overall purpose/goal of the activity?
Provide an overview of the basic research process in a question and answer format.

Were the teaching/learning resources appropriate?

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

How would you rate your knowledge of this content after reading this article? Write
(0-no knowledge to 10-expert knowledge) number
  ➪
As a result of attending this activity will your competency in the  ✓Yes ✓No
following areas be enhanced?
Providing patient-centered care
Working in interdisciplinary teams
Employing evidence based practice
Applying quality improvement
Utilizing informatics

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

______________________________________________________________________________________________

COMMENTS FOR IMPROVEMENTS OR FUTURE CONTINUING EDUCATION:

Send completed form and fee to Becky Graner, 5265 Hwy 1806, Mandan, ND 58554

Purpose
Provide an overview of the basic research 

process in a question and answer format.

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.

4.0 contact hours
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.

Purpose
Provide an overview of the basic research 

process in a question and answer format.

Objectives:
1. Define the two major categories of research. 
2. Review selected topics in research ethics.
3. Differentiate between theory and hypothesis.
4. Differentiate between primary and 

secondary sources in a literature review.
5. Define selected research designs.
6. Review selected topics in sampling and 

samples.
7. Review the process of data collection. 
8. Review data analysis terminology.
9. Review the basics of qualitative research. 
10. Differentiate between internal and external 

validity.

Method of Learning: Independent Study. To 
successfully complete this continuing nursing 
education activity you must: 

 Read 
 Research Handbook: 

10 Easy Question and 
Answer Conversations 
by Sandra Boyd and 
Cynthia Stinson. Can be 
purchased at Amazon.
com. 

 Answer the self study questions listed 
below (do not return answers).
Define the two major categories of research. 
 1
 2

Review selected topics in research ethics.
 What is the purpose for an IRB (Institutional 

review board)?
Differentiate between theory and hypothesis.

 Theory is
 Hypothesis is
 The difference is 

Differentiate between primary and secondary 
sources in a literature review.

 Primary source is
 Secondary source is

Define selected research designs.
 Experimental design is
 Non-experimental design is

Review selected topics in sampling and samples.
 A sample is 
 Sampling is 

Review the process of data collection. 
 Data is
 Reliability is 
 Validity is 
 Operational definition is 

Review data analysis terminology.
 Descriptive statistics is
 Measures of central tendency are
 Measures of variability are
 The p-value is 
 Statistical significance means

CNE-Net, the Education Division of the 
North Dakota Nurses Association

Presents Research Review
P2.59

Textbook based
Continuing Nursing Education Independent Study Program 

Review the basics of qualitative research.
 3 main types of qualitative study are

Differentiate between internal and external 
validity.

 Threats to internal validity are
 Threats to external validity are

	Visit the ND Nurses Online Journal Club 
 www.ndnursesjournalclub.com 
	Return enrollment form and evaluation to 

CNE-Net.
	Certificate of Successful Completion will be 

provided upon successful completion of course 
requirements. 
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By Nancy E. Joyner, RN, MS, APRN-CNS, ACHPN

The Older Adult Population 
Often the focus in 

western culture is based 
on youth and anti-aging, 
thus many people of all 
ages may be offended 
by terminology such 
as “aging”, “elderly”, 
“geriatric” or “old age”. 
The definitions used in 
this article are to assist 
in identifying the effects 
of the aging process 
and relevance to pain. 
These definitions are not 
specifically to be individualized by a person’s age. 

The older population, those 65 and older, 
numbered 39.9 million in 2008, which represents 
12.8% of the U.S. population, over one in eight 
Americans. Most older adults have at least one 
chronic condition; many have multiple conditions. 
Acute conditions may cause pain; however chronic 
diseases tend to become more common with age. 
The most frequently occurring conditions in older 
adults in 2005-2007 with pain-related issues were: 
arthritis (49%), all types of heart disease (31%), 
any cancer (22%), diabetes (18%), and sinusitis 
(15%) (Administration on Aging, 2010). With these 
diseases or illness, chronic or persistent pain 
becomes more prevalent.

Understanding Pain in Older Adults
It is estimated that 50% of nursing home 

residents suffer from untreated pain (AHCA, 2009). 
In the US, about 1/5 of older adults take analgesics 
at least several times a week, and 2/3 of these 
people take prescription analgesics for greater than 
6 months (Merck Manual of Geriatrics, 2005). In 
the elderly, the most common sites of pain are joints 
and bones, and the most common causes of pain are 
musculoskeletal disorders. Studies have shown that 
45-80% of nursing home residents had chronic daily 
pain, whereas 25-50% of community-dwelling older 
adults had chronic pain that impaired their ability 
to function (AGS, 2002). Persistent pain affects 20-
80% of older adults and older adults report more 
than one site (Ersek, 2007, Stefanacci, 2009). 

Age affects the way people respond to pain. 
Older adults may have decreased sensations or 
perceptions of pain. Levels of pain in the older adult 
may vary more frequently within a day than is 
usually seen in younger people. Thus more frequent 
assessment of pain may be needed to maintain good 
pain control. Aging influences both the development 
and decline of the nervous system. Some changes 
that occur with advancing age fail to send pain 
signals to alert the older adult of a heart attack or 
bowel obstruction (Arnstein, 2010). Aging affects 
the whole body, causing many painful degenerative 
disorders (such as osteoarthritis), secondary 
injuries (such as skin abrasions and fractures), 

Pain in the Older Adult
and a host of common surgical procedures (such as 
cataract and hip replacement). Age also affects the 
way families and caregivers respond to complaints 
of pain. Aging can alter many physiologic processes, 
resulting in pain from increased pain thresholds, 
sensitization and weakened systems that process 
medications at a different, usually slower pace than 
do younger people (Derby, O’Mahony & Tickoo, 
2010). 

Effects of Pain
Under-treatment or untreated pain is a 

considerable problem for the older adult. Pain can 
affect a person’s overall well-being and ability 
to function. Chronic pain in elderly patients 
may gradually lead to lethargy, insomnia, 
sleep disturbances, decreased appetite, loss of 
taste for food, weight loss, decreased libido, and 
constipation (Ersek, 2007). Older adults may 
become preoccupied with physical symptoms, 
become inactive, and withdraw socially. Depression 
is common. Psychological and social impairment, 
including anxiety and decreased socialization, 
may severely limit function and activity. Inactivity 
can lead to physical deconditioning, impaired 
ambulation, as well as delayed rehabilitation. Pain 
may lead to increased use and costs of health care 
resources. (AMA, 2007; Bruckenthal & D’Arcy, 
2007; Ersek, 2007). These issues may lead to 
prolonged convalescence, functional disability and 
potential for increased mortality (Pasero, Rakel, & 
McCaffery, 2005).

Any and all of these symptoms impact a person’s 
overall well being but may be intensified with 
chronic disease and the aging process. Older adults 
may turn to other medications and non-medicinal 
means to manage pain if it is not managed by 
healthcare professionals. Inadequate pain relief is 
very common. Poor pain management decreases 
quality of life, indicates poor quality of care, 
especially among patients near the end of life or 
in long-term care settings, and may contribute to 
suicide (Debry, O’Mahony, & Tickoo, 2010).

Chronic, persistent pain is an overlooked and 
potentially important risk factor for falls in older 
adults. Falls result in higher annual healthcare 
costs and are among the top 10 leading causes of 
death in older adults in the United States. Chronic 
pain should be assessed and assessment should 
include any multiple locations, severity, or pain 
interference with daily activities. Chronic pain 
may serve as a distraction from assessment, which 
may interfere with an older adults’ cognitive ability 
to prevent a fall. The evidence suggests that the 
common complaint of aches and pains of “old age” is 
related to a greater hazard than previously thought 
(Barclay, 2009). 

Assessing Pain
Pain is poorly and infrequently assessed in older 

adults, especially those with dementia (Herr et al, 
2004). Many older adults take pain for granted 
and do not mention it unless they are asked. Some 

older adults may deny pain but admit to aching 
or discomfort. Many of the above listed fears and 
barriers present more of a challenge (D’Arcy, 2009, 
2010). A thorough pain history includes onset, 
quality (e.g., aching, sharp, stabbing, burning, 
cramping), intensity, duration, location(s), and 
timing of pain, as well as aggravating and relieving 
factors. The history should also include functional 
and cognitive impairment as well as pain goals. 
The effect of pain on mood, sleep, daily activities, 
appetite, and bowel and bladder functions should be 
determined. Ask about current and prior treatments 
that were attempted/used (which medications / 
treatments worked or did not work, effectiveness, 
adverse effects) as well as other conditions that may 
be overlooked as factors that precipitate or intensify 
pain (e.g, minor injury, inflammatory arthritis, or 
psychological stress) (Gibson & Wiener, 2005).

There are numerous scales for assessment of 
pain. Healthcare professionals should choose a 
scale that has been validated in similar patients, 
from cognitively impaired to nonverbal, such the 
Checklist of Nonverbal Pain Indicators (CNPI) 
(Feldt, 2000; Herr, 2010; Herr et al 2006; Herr et 
al, 2010). 

Simple steps to assessment include:
1. Ascertaining that pain exists–finding 

the correct word or description, yes or no. 
“How’s your stomach (once the location(s) are 
identified)?” “Do you hurt or have any aches 
or pains?” may elicit more information than to 
start with, “Are you having pain?” or “What is 
your pain/pain number?”

2. After obtaining a “yes/no”, try intensity words, 
such as “mild, moderate, or severe”. This will 
confirm the report of the pain scale number.

3. Implementing whichever pain scale is 
appropriate for the individual adult you are 
caring for. Some prefer words, colors, faces, 
or numbers. Many have been asked the 
number question but have not seen scales 
that accompany the numbers. Use non-verbal 
or cognitive scales for those who have these 
needs.

Assessment of older adults with impaired 
cognition (particularly delirium or dementia) or 
language dysfunction such as aphasia can be 
challenging. Cognitively impaired older adults 
may be able to describe their current symptoms 
but may be unable to reliably report the intensity 
of their pain or its impact on their quality of 
life. Sometimes family members can describe 
behaviors that suggest pain, such as sudden social 
withdrawal, irritability, or grimacing. Unexplained 
changes in behavior in older adults who cannot 
communicate may indicate pain. Pain can be 
displayed as confusion, yet sometimes this confused 
state is assessed as over-medicated, versus being 
a symptom of under-medication. It is important 
to remember that no self-report means no pain-
intensity rating (Pasero & McCaffery, 2005). 
Whenever the healthcare professional assesses 
pain, even with reliable scales, this is not a self-
report and needs to be documented accordingly. 
The most accurate report is always self-report.

The physical examination is an essential part 
of the assessment. Healthcare professionals should 
include checking for changes in vital signs and 

Pain in the Older Adult continued on page 7
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other changes commonly observed with acute 
pain. Examination should include assessment for 
swelling and inflammation, as well as evaluation 
for pain with movement. The cause of pain is 
sometimes obvious. However, in the older adult, 
pain often has multiple causes. Check for signs of 
infection (e.g., urinary tract infection), constipation, 
pressure areas, and other visual cues. It may be 
more difficult if the older adult is experiencing 
acute on chronic pain.

Pain Treatment Plan
Treatment goals, expectations, benefits, and 

risks should be discussed with the older adults and 
their families / caregivers and decision makers. 
Factors such as disability, limited economic 
resources, multiple medications at multiple times, 
as well as lack of transportation for community 
dwellers can make it difficult for older adults to 
continue treatment plans. These issues should be 
considered when treatment decisions are made. 
An interdisciplinary approach can be particularly 
useful. Medications, as well as non-pharmacological 
interventions, can control pain more effectively 
than either method alone. Age-related physiological 
changes as well current and underlying pathology 
or conditions should be included in the pain 
treatment plan (Pasero, Rakel, & McCaffery, 2005).

An important component of treatment is the 
goal. The goal should include the older adult’s 
input regarding both comfort as well as function 
(McCaffery & Pasero, 1999, 2010). What pain level 
is acceptable to older adults? What pain level would 
allow them to accomplish functional or quality of 
life goals? Pain ratings of above 3/10 significantly 
interfere with activity and mood and 5/10 with 
impair quality of life (McCaffery & Pasero, 1999, 
2010). 

Pharmacotherapy
Analgesic regimens: Older adults are more 

likely than younger people to experience adverse 

effects of analgesics (AGS, 2009). Thus, dosing 
usually requires careful titration (starting low and 
going slowly), with frequent assessment and dosage 
adjustments. 

Outside hospital and clinic settings, medication 
regimens should be as simple as possible, 
particularly in nursing homes and private homes. 
However, combining different medications (e.g., an 
opioid plus acetaminophen or an adjuvant analgesic 
medication) may be helpful (Arnstein, 2010; Pujol, 
Katz, & Zacharoff, 2007).

For chronic pain, long-acting drugs or 
sustained-release formulations are preferred; 
these medications require fewer doses, although 
care should be taken to avoid over-accumulation 
of the medication in the older adult. Rapid-onset, 
short-acting drugs should also be available as 
supplements for breakthrough pain. For acute or 
rapidly fluctuating pain, short-acting drugs with 
rapid onset are preferred. If a procedure or activity 
known to be painful is anticipated, pretreatment for 
pain should be given. Pretreatment is usually more 
effective than waiting for pain to occur (ELNEC, 
2009).

Non-opioid analgesics
Acetaminophen is the analgesic of choice for 

most older adults with mild to moderate pain. 
Acetaminophen 650 to 1000 mg two to three times 
a day is safer for most patients than NSAIDs and 
other analgesics (AGS, 2009; APS, 2008; Katz, 
2010). NSAIDs are indicated when inflammation 
contributes significantly to pain. They are also 
useful for other types of pain when acetaminophen 
is inadequate, and many are longer-acting than 
acetaminophen. NSAIDs are often useful with 
other analgesics (e.g., with opioids for treating 
bone pain due to cancer). An advantage of NSAIDs 
over opioids is their relative lack of sedative and 
respiratory depressant effects. However, for older 
adults, NSAIDS may need to be avoided to prevent 
GI or renal issues (Fick et al, 2003; Katz, 2010). 

Opioids
Choice of opioid depends on the strength, 

rapidity of onset, and duration needed. Route of 
administration may be important. A few opioids 
have specific advantages and disadvantages. 
Common opioids include morphine (e.g., MS 
Contin®, Oramorph®, Kadian®, Avinza®, 
Roxanol®); hydrocodone (e.g., Vicodin®/Lortab®); 
hydromorphone (e.g., Dilaudid®); fentanyl (e.g., 
Duragesic®); methadone (e.g., Dolophine®); 
oxycodone (e.g. OxyContin®, Roxicodone®, 
R ox i fast ®),  c odeine,  aspi r in /ox ycodone 
(Percodan®), acetaminophen/oxycodone (Percocet® 
) and Tylenol® with codeine. Fentanyl causes less 
vasodilation and hypotension and is quick acting in 
IV form. Fentanyl may be useful for pretreatment of 
pain resulting from procedures and those at risk of 
hypotension (Strassels, McNicol, & Suleman, 2008).

Opioids can be given transdermally. However, 
transdermal fentanyl should be used only in those 
who have already been stabilized on opioids (ie, 
who are not opioid-naive) with recommendations 
of a week timeframe. Transdermal fentanyl is 
long-lasting and thus useful for patients who lack 
the ability need to correctly take medications with 
frequent dosing or inability to swallow effectively. 
However, peak analgesic effect of transdermal 
fentanyl occurs 18 to 24 hour after application. If 
fentanyl patch(es) are used, an immediate release 
medication is needed while steady state of the 
medication is obtained.(Micromedex Website, 
Epocrates website).

Opioids have no ceiling analgesic effect as dosage 
is increased. The maximum dose is whatever is 
needed to relieve pain. However, serious adverse 
effects (e.g. respiratory depression) may limit dose. 
Two dosing rules are useful but unproven:

•	 Usually,	 severe	 respiratory	 depression	 does	
not occur unless the dose is more than twice 
the stable, previously tolerated dose. 

•	 If	 a	 previously	 adequate	 dose	 becomes	
inadequate, that dose must ordinarily be 
increased by 50% to control pain (AMA, 2007). 

Pain in the Older Adult continued on page 8
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Poor Opioid Choices for Pain in Older Adults
Opioids to avoid in the older adult include 

Meperidine (Demerol®) and Propoxyphene 
(Darvocet® and Darvon®). These medications can 
be poorly absorbed and produces a toxic metabolite 
and thus these medications should be discontinued 
after any extended use. Meperidine is metabolized 
in the liver, which is then excreted through the 
kidneys. In the face of renal dysfunction, it is not 
excreted, and therefore, accumulates in the blood 
stream and may become toxic. Administration itself 
is painful when given by injection.

Propoxyphene also shows poor efficacy and also 
has a toxic metabolite and is not recommended for 
older adults. Similar to meperidine, propoxyphene 
is renally cleared. Accumulation in renal disease 
can cause tremors and seizures. Furthermore, 
propoxyphene is a very weak analgesic (Fick et 
al. 2003; Gibson & Weiner, 2005). The analgesic 
effect of propoxyphene is similar to that of aspirin 
or acetaminophen, but side effects are problematic; 
thus propoxyphene should not be used in the older 
adult (Kamal-Bahl,S., Sutart, B., & Beers, 2006).

Opioid Side Effects
Constipation is the most common side effect, 

and for this reason health care providers should 
educate individuals taking opioids of the steps 
to take to prevent opioid-caused constipation. It 
is better to prevent constipation than to wait for 
it to happen and then start treating it. For most 
people, constipation will remain a problem as 
long as opioids are being taken. When an opioid 
is started, intake of fluid and fiber (if able) should 
be increased to try to prevent constipation, but a 
stimulant laxative is almost always needed. Some 
patients require regular suppositories or enemas.

Nausea and vomiting can occur. Treatment 
includes antiemetics or changing to a different 
opioid. Tolerance of the opioid occurs and these 
adverse effects diminish, but pain control 
continues. 

Drowsiness–temporary, for most people– 
may occur as a person’s body adapts to the opioid 
medication. This usually does not last more than a 
few days. Sometimes adjusting the dose might be 
necessary to balance pain relief and drowsiness. 

Confusion can be a sign of pain or the opioid in 
older adults. If confusion is due to an opioid, pupils 
are usually very constricted. Sometimes decreasing 
the dose or frequency of administration may relieve 
confusion without significantly decreasing analgesia 
in an older person (Micromedex, Epocrates). If this 
approach is ineffective, a different analgesic may be 
necessary. However confusion may be a symptom of 
pain. A study demonstrated an association between 
low dose of analgesia and development of delirium 
for patients who are in pain (Robinson & Vollmer, 
2010). 

Adjuvant analgesic/Co-Analgesic Medications
There are various medications that are not 

formally classified as analgesics are helpful for 
certain types of pain, particularly for neuropathic 
pain. Adjuvant analgesics provide relief in about 
50 to 70% of patients with neuropathic pain (AMA, 
2007). However, relief is usually only partial, so 
including other analgesics or nonpharmacological 
treatment is necessary.

Gabapentin is the most widely used adjuvant 
analgesic. However, the doses needed are often very 
high, and toxicity often limits its use. Dizziness 
and drowsiness are common adverse effects. Other 
drugs used for neuropathic pain include duloxetine 
and pregabalin. Duloxetine is particularly useful 
when depression is also present (Micromedex, 
Epocrates). Amitriptyline, which is highly 
sedating and anticholinergic, should be avoided 
in the elderly (Fick et al, 2003). Calcitonin may 
reduce chronic pain due to osteoporosis and acute 
pain due to osteoporosis and vertebral fractures. 
Bisphosphonates can reduce pain due to bone 
metastases (Benedetti, 2003).

Local anesthetics injected into trigger points or 
directly injected into joints are sometimes effective, 
particularly when combined with physical therapy. 
Topical drugs are widely used, particularly for pain 
originating in peripheral nerves. Capsaicin cream, 
other compounded creams (eg, local anesthetic 
creams, NSAID creams), or a lidocaine 5% patch 
should be considered for many types of pain 
(Bruckenthal & D’Arcy, 2007).

Nonpharmacological Treatment
There are numerous inexpensive and easy 

interventions that can and should be incorporated 
into the pain treatment plan. Physical therapy (PT) 
techniques (eg, exercise, heat and cold therapy) can 
sometimes reduce musculoskeletal pain. Endurance 
and muscle-strengthening exercises, done regularly 
and at moderate intensity, can improve function as 
well as reduce this type of pain (AGS, 2002; AMA, 
2007). Pain due to muscle spasm may be reduced 
by gentle stretching, range-of-motion exercises, 
muscle massages, cold therapy (e.g., cold packs, 
ice massage), or heat therapy (e.g., heating pads, 
warm compresses) (Bruckenthal & D’Arcy, 2007). 
Immobilization of a painful joint may help; however, 
in the older adult, immobilization for more than a 
few days increases risk of decreased joint motion. 
Severe, intractable joint pain due to osteoarthritis 
may require injections or surgeries. Complementary 
and Alternative Modalities (CAM), such as 
acupuncture, homeopathy, spiritual healing, prayer, 
vitamins, medicinal herbs, natural remedies, pet 
therapy, and music therapy are often amenable by 
many older adults to control pain, with or without 
their physician’s recommendation or knowledge 
(Cavalieri, 2005). Many CAM therapies are usually 
not covered by insurance.

Patient and family/caregiver education is of 
utmost importance. The Pain Treatment Plan and 
active family/caregiver involvement can help reduce 
pain and improve quality of life for the older adult.

Barriers to Pain Assessment and 
Management in Older adults (from the multiple 
references listed) 
•	 Healthcare	 professionals	 tend	 to	

underestimate and under-medicate reported 
pain intensity.

•	 Many	older	adults	 take	pain	 for	granted	and	
do not mention it unless they are asked.

•	 Older	 adults	 in	 general	 do	 not	 like	 taking	
medications.

•	 Financial	resources	may	be	limited,	thus	older	
adults choose not to purchase pain related 
medications or therapies.

•	 Cost	 of	 medications	 may	 limit	 choice,	 route,	
and dose.

Pearls for Nursing Care of Older Adults in Pain 
(from numerous references) 

•	 Because	pain	is	very	common	in	older	adults	and	some	older	adults	are	reluctant	to	report	pain,	
ask about and assess pain regularly. 

•	 Look	 for	 pain	 behaviors	 (grimacing,	 guarding,	 and	 groaning)	 for	 older	 adults	 that	 do	 not	
or cannot report pain. Look for behavioral changes such as, depression, anxiety, decreased 
socialization, diminished appetite, and/or sleep disturbances which are often associated with the 
presence of pain in older adults. 

•	 Substitute	the	word,	“discomfort”	for	“pain”
•	 Overcome	sensory	deficits;	provide	glasses,	hearing	aids,	visual	aids	for	pain	scales.
•	 Determine	 if	 the	 older	 adult	 understands	 the	 scale	 before	 using	 it	 and	 review	 as	 needed.	

Inadequate treatment of pain is common, particularly among older adults. Re-assess routinely.
•	 Remember	 that	 chronic	 pain	 can	 lead	 to	 social	 isolation,	 depression,	 and	decreased	 functional	

status. Assess and treat chronic pain with medication as well as non-pharmacological 
interventions.

•	 Use	around-the-clock	dosing	when	pain	is	continuous.	
•	 For	chronic	mild	to	moderate	pain	not	due	to	inflammation,	acetaminophen	is	usually	preferred	

to NSAIDs because it is safer. Administer routinely two to three times a day.
•	 Older	 adults	 are	 at	 increased	 risk	 of	 adverse	 effects	 and	 drug-drug	 interactions	 of	 analgesics.	

Therefore, psycho-social support and non-pharmacological treatments that reduce pain are 
particularly important. 

•	 For	 the	 cognitively	 impaired	 older	 adult,	 obtain	 information	 from	 family	 and	 other	 caregivers,	
which can greatly assist in the assessment and treatment.

•	 Since	older	adults	often	have	both	acute	and	chronic	pain	it	is	important	to	identify	and	treat	the	
underlying cause of the pain as well as the pain itself. 

•	 Improvement	in	functional	status	and	quality	of	life	should	be	the	focus	of	pain	management.	Set	
achievable goals with the older adult and their family/caregivers.

•	 Administer	 medications	 orally	 whenever	 possible;	 only	 crush	 those	 medications	 that	 can	 be	
crushed. Use liquid forms as needed. 

•	 Medicate	prior	to	increased	movement.	
•	 Use	 non-pharmacologic	 interventions	 along	with	medication	 to	 obtain	 greater	 improvement	 in	

pain relief, as well as in function. 
•	 Monitor	 closely	 for	 adverse	 effects.	Opioid-induced	 nausea	 and	 constipation	 can	 and	 should	 be	

prevented. Unrelenting sedation or fatigue that limits function may require lowering a dose or 
switching to another medication.

•	 Teaching	self-management	and	coping	strategies	has	been	shown	to	significantly	improve	overall	
pain management in older adults. 

•	 Older	 adults	 commonly	 underreport	 their	
pain. 

•	 Older	patients	often	believe	it	is	unacceptable	
to show pain, valuing the ability to “grin and 
bear it”. 

•	 Fear	of	dependence	and	addiction	 is	 common	
among some health care practitioners as 
well as older adults, thus limiting what is 
prescribed as well as taken.

Fears and Perceptions of Reporting Pain in 
Older Adults (from the multiple references listed) 

•	 Thinking	 that	 pain	 is	 part	 of	 the	 normal	
aging process.

•	 Fear	that	they	are	not	being	a	“good	patient”.
•	 Fear	 that	 worsening	 pain	 means	 worsening	

disease, and perhaps impending death.
•	 Fear	that	they	will	not	be	able	to	live	alone	in	

their residence.
•	 Threats	to	self-esteem/self-worth	by	having	to	

admit pain repeatedly, daily.
•	 Fear	of	dependence	and	addiction	 is	 common	

among older adults.
•	 Fear	 that	 “too	 much”	 pain	 medication	 will	

shorten life.
•	 Fear	 of	 being	 too	much	 of	 a	 problem	 for	 the	

family members and other caregivers because 
of pain.

•	 Fear	 that	 physicians	 won’t	 focus	 on	 curing	
the cancer or disease if they spend energy 
treating the pain.

•	 Fear	 that	 being	 in	 pain	 will	 prevent	 going	
home from the hospital.

•	 Fear	of	being	so	“drugged”	that	there	will	be	
no decent quality of life.

•	 Fear	 that	 side	 effects	 from	 pain	medications	
will be worse than the pain.

•	 Fear	that	they	will	have	no	way	to	pay	for	the	
medications to treat the pain. 

Myths and Misperceptions about Pain in 
the Older Adult (from numerous references listed)

1. Pain is a normal part of aging: “I Just Have 
to Live with the Pain”.–Pain has not been 
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shown to be part of the normal aging process, 
but more often related to disease. There are 
older adults who do not have pain or painful 
conditions.

2. Older adults cannot tolerate opioid medication. 
In the elderly, opioids have an increased half-
life and may have a greater analgesic effect 
than in younger people. However, the most 
common error in prescribing these drugs 
is to give them too infrequently, allowing 
breakthrough pain. Many opioids must be 
given every 1-2 hours. The recommendation 
is to start low and go slow, starting at 25-
50% of the usual dose. In older adults who 
have decreased kidney and liver functions, 
opioids can take a longer time to be excreted 
(APS, 2008). With persistent or continuous 
pain, longer-acting formulations should be 
implemented. 

3. Older adults do not feel pain the same way 
that younger patients do. A person’s pain 
pathway does not necessarily change with 
the aging process; however disease processes 
and illnesses can affect the pain transmission 
process. 

4. Cognitively impaired patients do not 
experience pain. Cognitive impairment may 
impede the sensation of pain. It is often 
difficult to assess pain in cognitively impaired 
adults, but there are several pain assessment 
tools designed for nonverbal and cognitively 
impaired older adults (Herr et al, 2006). 

Definitions and Terminology
Acute pain–pain that comes on quickly, can be 

severe, but lasts a relatively short time. 
Addiction–a chronic, neuro-biologic disease 

characterizd by the 4 “C”s: craving for the 
substance, compulsive use, lack of control over 
substance use, continued use despite harm (APS, 
ASAM, AAPM 2001).

Adjuvant analgesic–drugs whose initial use 
was not for pain but rather for other conditions. 
They are a diverse group of drugs that includes 
antidepressants, anticonvulsants (antiseizure 
drugs), and others.

Aging–a progressive, generalized impairment 
of function, resulting in the loss of adaptive 
response to stress with risk of age-related disease 
(Hadjistavropolulous et al., 2007).

Algesia–sensitivity to pain.
Allodynia–pain from stimuli which are not 

normally painful. The pain may occur in locations 
other than in the area stimulated.

Breakthrough pain–transitory increase in 
pain to a level greater than the person’s well-
controlled baseline level.

Chronic disease–a disease that persists for a 
long time, one lasting 3 months or more. Chronic 
diseases generally cannot be prevented by vaccines 
or cured by medication, nor do they just disappear.

Chronic pain–pain that lasts beyond the term 
of an injury or painful stimulus (e.g. cancer pain, 
pain from a chronic or degenerative disease, or pain 
from an unidentified cause).

Complementary and Alternative Medicine 
(CAM)–a group of diverse medical and health 
care systems, practices, and products that are not 
presently considered to be part of conventional 
medicine or care.

Dependence–physical need to receive 
medication regularly. Withdrawal will occur 
by stopping abruptly, characterized by nausea, 
vomiting, diarrhea, shaking, and elevated blood 
pressure (AAPM, APS, ASAM, 2001).

Dysesthesia–distortion of any sense, especially 
of the sense of touch; an unpleasant abnormal 
sensation produced by normal stimuli.

Elder–older; more aged, or existing longer.
Elderly person–the chronological age of 65 

years... but the UN agreed cutoff is 60+ years to 
refer to the older population (WHO, 2010).

Hyperalgesia–excess sensitivity to pain.
Geriatrics–the branch of medicine concerned 

with the diagnosis, treatment, and prevention of 
disease in older people and the problems specific to 
aging.

Idiopathic pain–chronic pain with no 
identifiable psychological or physical cause.

Intractactable pain–pain that is not relieved 
by ordinary medical, surgical or nursing measures.

Nociception–nerve response to potentially 
tissue-damaging stimuli. The receptors can detect 
mechanical, thermal, or chemical changes above 

a set threshold. Once stimulated, a signal is sent 
to the spinal cord, to the brain, which triggers a 
variety of autonomic responses and may also result 
in the experience of pain.

Older Person (AHCA, 2010)
 Younger old–65-75 years of age (7% of total 

population) 
 Older old–75-85 years of age (4% of the total 

population)
 Elite old–85 years of age or older (1% of the 

total population)
Opioid–a morphine-like medication that 

produces pain relief. The term opioid is preferred 
to the term narcotic; it refers to natural, 
semisynthetic, and synthetic medications that 
relieve pain by binding to opioid receptors in the 
nervous system. Opioid is also preferred to the 
term opiate because it includes all agonists and 
antagonists with morphine-like activity, as well as 
naturally occurring and synthetic opioid peptides.

Opioid naïve–a person who has not been taking 
opioids prior to the start of opioid therapy.

Opioid tolerant or dependent–a person who 
has been taking opioid medications regularly/daily.

Pain–a complex, subjective, and unpleasant 
sensation that can range from mild, localized 
discomfort to agony. Pain has both physical and 
emotional components. The physical part of pain 
results from nerve stimulation. Pain may be 
contained to a discrete area, as in an injury, or it 
can be more diffuse. Pain is mediated by specific 
nerve fibers that carry the pain impulses to the 
brain where their conscious appreciation may be 
modified by many factors. 

Pain threshold–amount of pain required before 
individuals feel the pain. The lower the threshold, 
the less pain they can endure; the higher the 
threshold, the more pain they can endure.

Pain tolerance–maximum amount and 
duration of pain a person can endure. Tolerance 
varies widely among people and is influenced by 
emotions, physical status, and cultural background.

Pain syndrome–a group of symptoms of which 
pain is the critical element (e.g. headaches and 
post-herpetic neuralgia).

Persistent pain–pain lasts longer than the 
expected healing time for an injury or illness, or if 
there is no injury or illness, persists uninterrupted 
for at least 3 to 6 months. It might also recur in 
intervals, rather than maintain a continuous 
presence. But if the intervals continue over a long 
period of time, it is still considered persistent pain, 
in which the pain might interrupt functioning, well-
being, and quality of life (American Chronic Pain 
Association).

Phantom limb pain–pain that occurs in a 
limb or digit after it is removed as a result of 
severe damage to the affected nerve plexus due to 
perceptual disruption in the brain.

Physical deconditioning–deterioration of 
heart and skeletal muscle, related to a sedentary 
lifestyle, debilitating disease, or prolonged bed 
rest, clinical decline in lean body mass, maximum 
O2 uptake, exercise-induced cardiac output, 
stroke volume, impaired vasodilatation, exercise 
intolerance.

Psychogenic pain–chronic pain with no 
identifiable physical or organic explanation.

Radiating pain–pain that begins at one place 
and extends out into nearby tissues.

Referred pain–pain that is felt at a different 
location than where tissue was damaged; pain 
fibers in the damaged area synapse near fibers 
from other areas of the body (e.g. a myocardial 
infarction that creates referred pain in the left 
shoulder and arm).

Titration–the incremental adjustment of a 
medication in subsequent doses until a desired 
effect is achieved. Usually intended to reach the 
patient’s level of satisfaction, making the pain as 
tolerable as possible while minimizing short- and 
long-term negative effects.

Tolerance–lessening effect of the medication 
over time. The person may need to have their dose 
increased to meet the pain control needs, which is a 
physiologic accommodation.

Complete references can be found at the Prairie 
Rose Petal website under Contact Hour Activities 
library. 

Please note there are no contact hours available 
for this article. 

http://sites.google.com/site/ndnaprairierosepetal/
home 

*Topics related to geriatric nursing are part 
of the SAGE project. (Seminars to Achieve 
Geriatric Excellence). http://sites.google.com/site/
ndnaprairierosepetal/sage-project 

Pain in the Older Adult continued from page 8
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Recommended 
Reading
Becky Graner MS, RN

Not wanting to choose, I decided I am going to 
recommend 2 books in this edition of the Prairie 
Rose. 

I am going to pair up Critical Care: A new 
nurse faces death, life, and everything in between, 
by Theresa Brown and Educating Nurses: A 
call for radical transformation by Patricia Benner, 
Molly Sutphen, Victoria Leonard, and Lisa Day. 
Let me start with, anything Benner and company 
put out is always worth reading and taking to 
heart. Theresa Brown’s collection of stories from 
her first year as an older than average, PhD 
English professor turned nurse perspective provide 
clear evidence we need to address the way we 
educate nurses and we need to make changes not 
in 5 years, but yesterday. 

Brown takes us on a bumpy journey through 
her first year; it is full of those wonderful 
moments when we realize as a nurse we are part 
of something wonderful and horrible all at the 
same time. Her past career as a PhD in English 
is an added bonus for the reader as the stories are 
compelling, sad, funny, and always guaranteed a 
thought provoking ending. I was struck by her raw 
exposure of those early days, how our view changes 
over time, and how astonishing and wicked that 
first year tends to be. Mostly I was struck by how 
unprepared new nurses are for the real world. I 
was sad when I read nurses leave the unit even 
when their replacements are not there to assume 
care. They tape report, then leave, shocking, as 
this constituents abandonment. Why don’t nurses 
know this? Perhaps because of the way they were 
educated? Brown’s stories serve as testimony that 
in many cases we leave these new nurses to muddle 
through, they suffer, but not as much as the 
patient. I am going to go so far as to write, Brown’s 
book is evidence that new nurses grieve at the loss 
of unmet expectations resulting in development of 
chronic poor coping skills. It is no wonder there is 
so much workplace violence, depression, and anger. 
Brown is able to process some of the grief she 
experienced by writing this book. Brown’s telling 
of stories about the state of nursing and the drama 
and trauma of real life during her first year is no 
doubt therapy for her; yet, I wonder what happens 
to all the rest of the new nurses who cannot so 
eloquently speak their frustration. What happens 
to all the patients cared for by these new nurses 
who are busy trying to survive? Where is the safety 
net for the patient? 

Benner and company have compiled not only 
evidence but have provided strategies that every 
nursing educator, preceptor, and employer need 
to embrace. The suggested changes should be 
instituted in the very next curriculum revision 
in every nursing education setting in the United 
States. It is time to address the standard education 
level, the length of that education, and rethink the 
way we have traditionally educated nurses. The 
end product of our present system needs another 
6-12 months to function. Patients and health care 
cannot support this any longer. I recommend you 
read Benner, then Brown. If Benner alone doesn’t 
convince you it is time to change, Brown will. 

The Jan., Feb., March 1955 Prairie Rose ran the 
following piece from the Canadian Pharmaceutical 
Journal on its front page… 

20 WAYS TO KILL AN ORGANIZATION
1. Get sore if you are not appointed on a 

committee, but if you are then do not attend 
committee meetings.

2. If you’re asked by the chairman to give your 
opinion regarding some important matters, tell 
him you have nothing to say. After the meeting, 
tell everyone how things ought to be. 

3. Do nothing more than is absolutely necessary; 
but when other members roll up their sleeves 
and willingly, unselfishly, use their ability to 
help matters along, howl that the organization 
is run by a clique.

4. Hold back your dues as long as possible, or 
don’t pay them at all.

5. Don’t bother about getting new members. Let 
the secretary do it.

6. When a dinner is given, tell everybody money 
is being wasted on “blowouts” which make a 
big noise and accomplish nothing.

7. When no dinners are given, say the association 
is dead, and needs a can tied to it.

8. Don’t ask for a dinner ticket until all are sold.
9. Then swear you’ve been cheated out of yours.
10. If asked to sit at the speaker’s table, modestly 

refuse.
11. If you are not asked, resign from the 

association.
12. Don’t tell the organization how it can help you, 

but if it doesn’t help you, resign.
13. If you receive service without joining, don’t 

think of joining,
14. If the association does not correct abuses in 

your neighbor’s business, howl that nothing is 
done. 

15. If it calls attention to abuses in your own, 
resign from the association.

16. Keep your eyes open for something wrong and 
when you find it, resign.

17. At every opportunity threaten to resign and 
then get your friends to.

18. When you attend a meeting, vote to do 
something, and then go home and do the 
opposite. 

19. Agree with everything said at the meeting and 
disagree with it outside.

20. When asked for information, don’t give it.

These days, it doesn’t take 20 ways, it can take 
as little as 5 ways to kill an organization. Here is 
the 2010 version of

“5 WAYS TO KILL AN ORGANIZATION”

1. When you are elected to a position or volunteer 
to serve on a committee, never attend or 
contribute to meetings. 

2. When begged for your opinion and offered 
multiple ways to submit your thoughts, provide 
nothing, but make sure you tell others how 
worthless the association is in meeting your 
needs.

3. Hold tight to the myth the association is run by 
the elite, ivory tower gang. 

4. Don’t pay your dues for a year, but when miffed 
about something call or email and threaten to 
cancel your membership. 

5. Be the beneficiary of the association’s work, but 
don’t join the association.

20 Ways to Kill an 
Organization

http://sites.google.com/site/ndnaprairierosepetal/
ndna-history-library 

In an effort to share and store the nearly 100 
years of history about NDNA, a page has been 
added to the ND Prairie Rose Petal website. The 
link is provided above. 

Documents, pictures, many in their original 
draft form will be uploaded to this site. 

If you have items you would like to share, please 
contact us at info@ndna.org , we prefer you do not 
mail anything to us as we cannot guarantee its 
safe return. If you have pictures or documents you 
would like to share, please scan them as a PDF 
document and send electronically. 

Take a moment to browse through our history 
library.

NDNA History 
Online Library
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Submitted by: Donelle Richmond, NDNA VP 
Practice, Education, Administration, Research

I recently had the opportunity to attend the 2010 
American Nurses Association House of Delegates 
as one of the four delegates from the North Dakota 
Nurses Association. Held at the Washington Hilton 
and Towers in downtown Washington, D.C., this 
was my first House.

The opening session was highlighted by a 
visit from President Barack Obama. He thanked 
the association for being strong advocates of the 
recent healthcare reform legislation, but added 
“there is more work to do”. He announced that 
his administration was authorizing a number of 
investments to expand the primary care workforce 
in the country. These investments include funding 
to allow students part-time to become to become 
nurse practitioners to start training full-time. “We 
want to speed up the process where folks go from 
the classroom to the exam room”. They will also 
provide resources for clinics operated by registered 
nurses and nurse practitioners, citing that “without 
these nurses many people in cities and rural areas 
would have no access to care at all”. 

Though we weren’t able to get very close, it was 
exciting to be in the same room with our President. 
It was also very interesting to watch the security 
that was in place surrounding his visit. The 
Illinois delegation was seated directly in front of 
us, and several of their members shared stories of 
their work with him when he was Senator Barack 
Obama.

A total of 11 reference reports were heard and 
acted on by the House. We had the opportunity to 
review and respond to the reports during a “virtual 
hearing” held on-line during the weeks preceding 
the actual meeting. Full resolutions can be viewed 
at the ANA website. I will give a brief summary of 
some of them below.

ANA resolved to reaffirm their support of 
healthy work and professional environments for all 
nurses; to work pro-actively to reduce the growing 
problem of workplace abuse, harassment and 
bullying of nurses, including severe reprisal and 
retaliation, and to explore collaborative solutions 
with other disciplines and organizations to leverage 
resources for research and education.

ANA resolved to promote collaborative nursing 
initiatives to address health literacy problems, to 
utilize existing research findings to strengthen 
health literacy knowledge and skills in school 
curricula and the workplace, and to promote 
nursing research efforts to identify evidence-based 
practices that promote optimum health literacy.

ANA resolved to reaffirm their position that the 
registered nurse be authorized to determine and 
certify the plan of care for home health clients; and 
continue to support federal legislation that would 
permit APRNs (including nurse practitioners, 
certified nurse midwifes and clinical nurse 
specialists) to sigh orders for home care services 
and supplies for Medicare patients, as well as 
make changes to home healthcare plans, thereby 
reducing barriers that limit access to home care 
services.

One of the more controversial reference reports 
was the continuation of the automatic dues 
escalator which was scheduled to sunset in 2010. 
After much discussion on both sides of the issue, 
87.3% of the delegates supported continuing the 
dues escalator every three years. The main view 
points were that the ANA Board of Directors needs 
to know what finances it has to work with in order 
to maintain our strong position in healthcare, and 
that a small increase every three years was easier 
for the CMAs and individual members than a large 
increase every 7-10 years.

Another reference that simulated a lot of 
discussion was healthcare for undocumented 
immigrants. ANA did reaffirm its position that all 
individuals living in the United States, including 
document and undocumented immigrants, 
should have access to healthcare; and endorsed 
educating nurses regarding the wide-ranging 
social, economic, and political ramifications of 
undocumented immigrants’ lack of access to 
essential healthcare services. The reference passed 
with 78% of the delegates in support.

ANA resolved to reaffirm its support of 
initiatives to facilitate the successful integration 
of novice nurses into the work environment, to 

ANA House of Delegates 2010—Washington, D.C.
partner with CMAs, IMDs and other nursing 
organizations to develop mentoring program 
demonstration projects and to disseminate the 
findings of the mentoring program projects. Based 
on the discussion many individual facilities and 
organizations already have programs in place. 
Their best-practices should help those in the early 
stages of development. Perhaps this could be topic 
for discussion on our own web site. 

There was also considerable discussion on 
social networking and the nurse. Many expressed 
concern over the potential for HIPPA violations as 
nurses communicate on social networking sites, 
and also on the apparent lack of professionalism 
seen displayed by some. ANA resolved to support 
the application of ANA’s Foundational documents 
(Code of Ethics for Nurses, Nursing’s Social Policy 
Statement, and Nursing: Scope and Standards 
of Practice) to the use of social networking and 
to encourage and support research on the use of 
social networking as it relates to nursing.

As with the reference reports, the proposed 
bylaws amendments were available for review and 
comment on the virtual HOD website. Adopted 
changes include staggering the terms of the 
Congress on Nursing Practice and Economics so 
the entire Congress does not turn over every four 
years and to allow members to serve up to two 
consecutive terms; changing the function of ANA 
from “ensuring” a collective bargaining program 
and workplace advocacy program for nurses to 
“supporting the CMAs’ right to engage in collective 
bargaining and workforce advocacy for nurses”. 
The change is intended to be a unifying functional 
statement for the organization, endorsing the 
CMAs right to use diverse advocacy methods for 
their members.

One of the more controversial amendments was 
to give the ANA Board of Directors the authority 
to test pilot programs with different membership 
categories, dues rates and payment options. 
Many CMAs voiced concerns over the potential 
loss or “downgrading” of members to a lower 
payment option if it were available. Ultimately the 
amendment was approved by 96.4% of the delegates 
with the additional requirement that the Board get 
the written agreement of the involved CMAs prior 
to implementation.

The only proposed amendment that did not 
pass was to change the term of elected officers 

from two to four years. The intent was to allow 
for staggering of terms so the entire board did 
not potentially turn over every two years, but the 
majority of delegates felt it was asking too much 
for folks to commit to four years.

Two nursing forums were held during the 
convention. One was on ANA’s Pay for Quality 
Principles and looked at how the required public 
reporting of quality measures has evolved to the 
payment or non-payment for actual performance 
around those quality measures. ANA has 
ten principles regarding Pay for Quality and 
recommendations for staff nurses, APRNs, 
nurse administrators, and nurse educators and 
researchers on how to use these principles in their 
practice. Complete information is available on the 
ANA website.

The second forum reviewed the revisions to 
Nursing’s Social Policy Statement and to Nursing: 
Scope and Standards of Practice. The Social Policy 
Statement reaffirms the definition of nursing, 
and defines the scope of nursing practice from 
beginning registered nurse to the most advanced 
level of nursing practice. It also discusses the 
application of the scope and standards, autonomy 
and competent practice, and the regulation of 
professional nursing. The Scope and Standards 
publication, which will not be available until 
later this summer, builds on the Social Policy 
Statement and includes how standards apply 
to the nursing process, how the RN conducts 
themselves in practice, and competencies for each 
standard that can serve as evidence of compliance 
for the standard. ANA also has a new publication 
on Professional Role Competence. I am looking 
forward to reviewing all of the new publications.

As with the Constituent Assembly I attended 
in March, I was impressed by the sense of 
camaraderie and cohesiveness in the room. It 
seems that out-going President Becky Patton 
and the ANA Board have done a lot toward 
uniting the organization around patient-centered 
healthcare reform and promoting the role of the 
nurse in healthcare reform. I also heard several 
conversations about states working toward 
baccalaureate requirement for entry into practice, 
which I find very encouraging. The nursing 
profession could move mountains if we ever became 
fully unified.
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By Linda Pettersen, RN, Ph.D., 
Wendy Kopp, RN, MSN, BC

Today, more than at any other time in our 
nation’s history, nurses face an unprecedented 
challenge: caring for an elderly population that is 
growing at an exponential rate and showing no 
sign of slowing. Older people constitute a majority- 
and growing- proportion of people receiving 
nursing care in the United States. Currently, 36 
million Americans are over the age of 65 (12% of 
the total population). By the year 2030, the size of 
the older population 65 years and older is projected 
to double to 71 million Americans (20% of the 
total population), and close to 10 percent of the 
population will be 80 years of age. The population 
age 85 and older is currently the fastest growing 
segment of the older population.

The older population is changing dramatically, 
and as the baby boomers (those born from 
1946-1964) enter the older age group and gain 
retirement age, the world will drastically change. 
Gerontology is the place to be! 

The complexity of caring for so many people with 
multiple physical and psychosocial changes will 
present a challenge for the most daring of nurses. 
Of the people who are sick and seek care in this 
country, the overwhelming majority are elderly. 
Older adults represent: 50 percent of hospital 
days, 60 percent of all ambulatory adult primary 
care visits, 70 percent of all home care visits, and 
85 percent of residents in nursing homes. For this 

Preparing Geriatric Nurses of the Future… Today
reason entry level professional nurses must ensure 
that older people receive optimum nursing care.

With the exception of maternal-child and 
psychiatric mental-health nursing, most nurses 
practicing today are by default, geriatric nurses. 
Sixty three percent of newly licensed nurses 
report that older adults comprise a majority of 
their patient loads. Unfortunately, most nurses 
that practice today have a limited amount 
of preparation in the principles of geriatric 
nursing care. Despite the efforts of academic and 
professional organizations, there are still small 
numbers of baccalaureate nursing programs that 
have a required course in geriatric nursing, as 
well as small numbers of geriatric nurses that are 
masters prepared. 

The field of gerontology has grown to the point 
where there is now a recognized body of literature 

on care of older adults. 
There is a consensus in 
geriatric nursing as to 
what is “best practice” 
in care of older adults. 
Failure to implement 
these geriatric care 
standards for the 
older population is 
unacceptable. 

John A. Hartford 
Foundation

John A. Hartford and 
his brother, George L. 
Hartford, both former 
chief executives of the 
Great Atlantic & Pacific 
Tea Company, left the 
bulk of their estates to 
the Hartford Foundation 
upon their deaths in 
the 1950s. The overall 
goal of the Foundation 
is to increase the 
nation’s capacity to 

provide effective and affordable care to its rapidly 
increasing older population. The John A. Hartford 
Foundation has invested over $75 million in 
geriatric nursing.

Minnesota Hartford Center of Geriatric 
Nursing Excellence (MnHCGNE)

In the Fall of 2007, the University of Minnesota 
School of Nursing was awarded $1.5 million dollars 
from the John A. Hartford Foundation and the 
University of Minnesota to open the Minnesota 
Hartford Center of Geriatric Nursing Excellence, 
one of nine centers of geriatric nursing excellence 
in the United States.

The mission of the MnHCGNE is to advance 
the care of older adults by preparing outstanding 
nursing faculty from diverse backgrounds who 
can provide leadership in strengthening geriatric 
nursing at all levels of academic nursing programs. 
These educators serve populations in the greatest 
need of geriatric nursing expertise. In the Upper 
Midwest, North Dakota and South Dakota have 
the highest proportions of adults aged 65 and 
older, and Minnesota and Wisconsin rank in the 
top 15 states in the nation for adults aged 85 and 
older. While the American Indian population has 
a smaller percentage of elderly adults, their elders 
become disabled at younger ages and with more 
severity, die earlier, and live in areas where there 
are few nurses and little funding to care for them. 
In order to reach these high-need populations, the 
center developed four initiatives.

1. Upper Midwest Geriatric Nursing 
Education Alliance (UMGNEA)

The Alliance is a coalition of colleges and 
universities with associate degrees and higher 
nursing programs in Minnesota, Wisconsin, North 
Dakota, South Dakota, and Tribal Colleges who 
are committed to excellence in geriatric nursing 
education. The goal is to strengthen and infuse 
geriatric nursing at all levels of curricula. The 
vision is for all nursing graduates to provide 
person-centered, evidence-based, and culturally 
sensitive care that supports older adults to achieve 
their optimal level of health, function, and quality 
of life. Through the Alliance, members work on 
identifying curriculum gaps related to geriatric 
care in their schools, and develop plans for 
addressing them. Opportunities for collaboration 
in curriculum development are fostered through 
networking in the Alliance. The Alliance began 
with 25 Charter Schools and has doubled its 
membership. Each school designates a Faculty 
Champion to serve as a liaison between the home 
school and the UMGNEA and the MnHCGNE. 
The North Dakota Faculty Champions are 
Wendy Kopp, Medcenter One College of Nursing; 
Linda Pettersen, Minot State University; Karen 
Semmens, University of North Dakota; Lucy 
Meyer, Dickinson State University; Margaret Lee, 
North Dakota State University; and Evelyn Orth, 
United Tribes Technical College. All nursing 
programs are invited to become members.

2. Faculty Learning About Geriatrics 
Program (FLAG) 

The FLAG Program is an innovative faculty 
development program for existing faculty and 
advanced practice nurses in the Upper Midwestern 

Preparing Geriatric Nurses continued on page 13
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states and Tribal Colleges. This program consists 
of a summer five-day institute, along with a 1-year 
mentorship program that allows FLAG Fellows 
to plan, implement, and evaluate a geriatric 
nursing education project in their home institution. 
Opportunities for continuing education through 
on-line modules and networking that support the 
development of the FLAG Fellow as a geriatric 
nurse educator are provided. Eight faculty from 
North Dakota participated in the 2008 and 2009 
institutes.

3. American Indian and Tribal College 
Initiative

The American Indian and Tribal College 
Initiative is dedicated to increasing the number 
of American Indian nurses pursuing clinical 
and academic careers in geriatric nursing and 
strengthening the teaching of nursing care of older 
adults in tribal colleges. 

4. Geriatric Nursing Education Scholars 
Program

This program offers life changing career 
development and financial support for DNP and 
PhD students who are committed to academic 
careers in geriatric nursing. Doctoral students 
will have the opportunity to participate in 
mentored career enrichment seminars and the 
FLAG program, and attend national meetings 
where they can network with nurses and other 
interdisciplinary experts in geriatrics. 

May 2010 Upper Midwest Geriatric Nursing 
Education Alliance Meeting

Members who attended the May 2010 Alliance 
meeting had the opportunity to hear M. Elaine 
Tagliareni, EdD, RN, CNE, FAAN, Chief Program 
Officer, National League for Nursing, present 
“Rethinking Traditional Approaches to Curriculum 
Design in Gerontological Nursing.” The next day 
M. Elaine Tagliareni and Barbara McLaughlin, 
RN, PhD, Department of Nursing, Community 
College of Philadelphia, presented “Transforming 
Geriatric Nursing Education: An Unfolding Case 
Study Approach.” This workshop introduced the 
Advancing Care Excellence for Seniors (ACES) 
Framework and demonstrated how the use of 
unfolding case studies can help prelicensure 
students achieve safe and effective care decisions. 
Watch for the first unfolding case studies that will 
be posted in the fall on the NLN faculty resources 
web site. 

A poster session displayed some of the FLAG 
projects. FLAG projects include such topics as 
geriatric high fidelity simulations, enhancing end-
of life content by the use of simulation, honors 
of distinction program in geriatric nursing, the 
influence of a standalone course on nursing 
students’ attitudes and knowledge in relation to 
older adults, curriculum mapping and infusion 
of baccalaureate geriatric nursing competencies, 
and development or strengthening of a geriatric 
nursing course in undergraduate and graduate 
programs, both didactic and clinical content. Some 
members even became certified in gerontological 
nursing.

We have found the Alliance to provide a 
supportive network of colleagues and experienced 
mentors to assist us as faculty in increasing 
geriatric focus in our nursing programs. We know 
the geriatric competencies are included in our 
curriculums and we have the assurance that we 
are preparing geriatric nurses of the future...today.  

Resources 
Following is a list of Web resources that we have 

found helpful:

•	 Consultgerirn.org
•	 Hospital	 RN	 Competencies:	 http://hartfordign.

org/Resources/hospital_competencies/
•	 Hartford	 Foundation:	 http://www.jhartfound.

org/index.htm
•	 Try	This:	http://www.hartfordign.org/Resources/

Try_This_Series
•	 A	 New	 Look	 at	 the	 Old:	 a	 series	 of	 evidence	

based articles and webcasts on topics pertaining 
to older adults http://www.nursingcenter.com/
library/static.asp?pageid=527873

•	 Hartford	 Geriatric	 Nursing	 Initiative:	 http://
www.hgni.org/resources.html

•	 Hartford	 Nursing	 Center:	 http://www.
hartfordign.org

•	 Minnesota	 Hartford	 Center	 for	 Geriatric	
Nursing Excellence Teaching Resources 
ht tp: / / w w w.nu rs i ng.u m n.edu / ha r t ford /
facultyteachingresources/tableofcontents/home.
html

•	 Geriatric	Nursing	Knowledge	Assessment	http://
www.centerfornursingexcellence.org/ Developed 
by the Honor Society of Nursing, Sigma Theta 
Tau International, in collaboration with experts 
from the nine Hartford Centers of Geriatric 
Nursing Excellence

•	 Geriatric	Pain	website	http://www.geriatricpain.
org/Pages/home.aspx Developed by the 
Honor Society of Nursing, Sigma Theta Tau 

International in collaboration with experts from 
the nine Hartford Centers of Geriatric Nursing 
Excellence

•	 Sigma	Theta	Tau	Elder	Adult	Care	 continuing	
education: http://www.nursingsociety.org/
Education/ElderAdultCare/Pages/ElderCare.
aspx 

•	 National	 League	 for	 Nursing	 ACES–	
gerontological nursing education toolkit 
http: //www.nln.org / facultydevelopment /
facultyresources/aces/index.htm

•	 Baccalaureate	 and	 Graduate	 Competencies	 for	
Geriatric Nursing Care - http://www.aacn.nche.
edu/Education/Hartford/resources.htm 

References
American Association of Colleges of Nursing– 
http://www.aacn.nche.edu/Education/Hartford/
about.htm

Minnesota Hartford Center for Geriatric Nursing 
Excel lence –ht tp: / /w w w.nu rs i ng.u m n.edu /
HartfordCenter/home.html

Watch for further info regarding a ½ 
day fall geriatric conference tentatively 
scheduled in Bismarck on October 14th. 
Details will be posted the NDNA website. 
www.ndna.org Space will be limited. 

Preparing Geriatric Nurses continued from page 12
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Silver Spring – Nearly 600 elected registered 
nurse delegates to the American Nurses Association 
(ANA) convened June 16-19 at the biennial House 
of Delegates meeting in Washington, DC. Delegates 
passed several proposals designed to improve the 
nursing profession and advance the public’s health. 

With the problems of workforce abuse and 
harassment in health care escalating, even to the 
point of the Joint Commission weighing in, ANA 
has resolved to work to reduce violence and work 
toward healthy professional environments for all 
nurses. 

“Creating a safe working environment is 
essential for the delivery of quality care,” said 
newly elected ANA President Karen Daley, PhD, 
MPH, RN, FAAN. “Workforce abuse and violence 
take a significant toll, whether it’s the physical, 
emotional and mental effects, the lost productivity, 
or the impact on nurse recruitment and retention. 
ANA is dedicated to raising awareness of this 
problem, and working on solutions which include 
an emphasis on prevention and reporting.” 

ANA’s Delegates Take Action to Reduce Abuse in the 
Workplace, Work Toward Greater Health Literacy

ANA’s House of Delegates also examined the 
issue of health care in America, addressing several 
issues that impact the public’s health: health care 
for undocumented immigrants and health literacy. 
Even with the historic passage of health reform 
legislation, an estimated 12 million undocumented 
immigrants currently have no access to health 
care services. As undocumented immigrants delay 
or forgo necessary care, they pose a health risk 
to themselves and potentially the larger public. 
To address the issue, the ANA voted to reaffirm 
its long held position that health care is a basic 
human right, and as such the ANA will continue 
to advocate for the ability of documented and 
undocumented immigrants to gain access to health 
care. ANA further resolved to educate nurses about 
the wide-ranging social, economic and political 
ramifications of undocumented immigrants’ lack of 
access to health care services. 

Poor health literacy costs an estimated $73 
billion dollars annually according to the Institute 
of Medicine. ANA resolved to promote initiatives 

that address health literacy problems and support 
nursing research that identifies evidence-based 
practices regarding optimum health literacy. 

Additionally, ANA delegates passed the following 
measures, many of which could have a significant 
impact on public health: 

•	 ANA	 delegates	 voted	 to	 support	 legislation	
that reduces barriers to care by permitting 
advanced practice registered nurses (APRNs) 
to sign orders for home care services and 
supplies for Medicare patients as well as 
make changes to home health care plans. 

•	 Delegates	 approved	 a	 resolution	 to	 support	
research on single-use devices and the 
environmental impact of using single-use 
devices. Further, ANA supports ongoing 
research efforts to better understand the 
ethical issues associated with utilizing single-
use reprocessed devices and advance best 
practices that maintain the safety of patients. 

•	 Delegates	 passed	 a	 resolution	 to	 support	
initiatives to facilitate the successful 
integration of new nurse graduates into 
the work environment and to partner with 
constituent member associations (CMAs) and 
other nursing organizations to develop and 
disseminate information about mentoring 
programs. 

ANA’s House of Delegates also passed a series of 
bylaws to strengthen the association as it continues 
its work on behalf of all nurses. 

Join the North 
Dakota Nurses 

Association Today!

Visit our website at 
www.ndna.org
& click on membership


