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Nurse Attorney for Healthcare Providers

Thank you for your interest in 
NNA. I appreciate the opportunity 
to reach out to the members, 
current and future to express my 
gratitude for your support. Many 
of our members have been with 
us for many years and without 
our dues paying members, NNA 
would cease to exist. 

Having served on the Board 
of Directors for several years 
as a Director, Vice President, 
President-Elect and soon 
President, I am still in awe 
over the amount of talent and 
dedication shown by my fellow Board Members and our 
actively involved members. I sincerely invite each and 
every one of you to join us and to participate in our various 
activities and committees both in the South and the North 
as every form of contribution helps to keep us growing 
stronger.

We have lots to do this year with the Legislative Session 
upon us. There are many bills being presented that may 
directly or indirectly affect the nursing profession and 
our patients. We are always looking for participation and 
assistance from our members. Our goal is to represent all 
nurses throughout Nevada and we need your input. 

This year, will be our first attempt to hold our annual 
meeting via video conference. This will enable us to reach 
out to remote locations throughout the state and invite those 
to participate who may not otherwise be able to do so. We 
are very excited about this opportunity and I am really 
looking forward to meeting more of our members.

Thank you for your continued support and I look 
forward to serving as President for NNA as this is just 
one more way for me to show my dedication and passion 
for nurses and the nursing profession. If you are already a 
member, please know that you are appreciated and if you 
have not yet joined us, please do so today!

Passing the Gavel

Pamela Johnson RN, BSN
Past President 2003-2008

When I became the President 
of the Nevada Nurses Association 
I had no idea of the magnitude 
of experiences that I would be 
privileged to have. Looking back 
over the last five years I have 
served as President of NNA I find 
it difficult to believe it has been 
that long. As everyone knows it 
has not been easy, however I can 
tell you the time, experience and 
professional growth I have had the 
pleasure to experience has been 
tremendous. During my term as 
president, NNA has had some successes; some challenges 
and times we just wanted to give up. The fact that NNA 
is still a constituent organization of ANA is due to the 
tenacity of a group of nurses that believe in the profession 
and the right to have a voice in how the profession of 
nursing will provide quality patient care.  

Although I was elected to the position twice, I actually 
served the remaining term of Cynthia Bunch, who had to 
resign due to family reasons, so the actual time was over 
five years. I have referred to this as my “Miss America” 
moment as runner up, you really do not intend to serve in 
that role. I thank Lisa Black for the guidance she provided 
to me from the beginning of this journey.  

The professional opportunities that I have had will 
always be fond memories for me. Traveling to Washington 
DC, meeting with the elected officials of our state will 
always be an experience I will treasure. Sitting in the 
House of Delegates surrounded by so many nurses that 
have impacted the profession, Imagene King and Luther 

Past President’s Report
Cristman to name a few, so many others that gave to the 
nursing profession and will be remembered for their 
contributions that make nursing the profession it is today. 
Also to meet the future leaders that will keep the future 
of nursing positive as our country undergoes changes in 
healthcare delivery, making sure nursing is always in the 
forefront of those changes.

The challenges that most organizations are facing, low 
membership, and involvement by only a few individuals 
truly affected the organization; the financial challenges 
became evident and the future was looking dim. Closing 
the doors was one of the choices to work through. The 
board was forced to make some critical decisions about 
the future of NNA. We had recently celebrated 75 years 
as a nursing organization in Nevada. Having looked at the 
achievements of NNA over the last 75 years and looking at 
the future of nursing the board found it unacceptable to let 
the legacy end based on these challenges. So we toughened 
up and joined together to forge into the future of nursing in 
Nevada. I would like to acknowledge this group of nurses, 
as it truly was an effort of many. Karen Fontaine, Nora 
Conn, Tracy Singh, Martha Drohobyczer, Mary Bondmass, 
Pat vanBetten, Nancy Menzel, Betty Razor, Kathy Ryan, 
Diana Long, Cora Stockman, Janet Bryant, District 1, 
District 3 and so many others that have dedicated time and 
effort to keep NNA a viable nursing organization. It is the 
commitment, dedication and tireless effort of this 
group that has made NNA an organization that is 
respected for their efforts to provide quality health 
care for the people of Nevada.

We will continue to face challenges, I believe 
that the elected officers of this organization have a 
vision of the future for nursing and are dedicated to 
serving that effort. I would encourage other nurses 
to become involved and to realize the rewards of 
making a difference.

Johnson

Singh

President’s Report
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Article Guidelines for the RNFormation 

Nevada Nurses Association welcomes original articles 
related to nursing for publication in the RNFormation. 

Format and Submission 
Articles should be word-processed as Word documents 
in 10 or 12-point font, single or double-spaced. There is 
currently no limit to the length of the article. Include the 
title of the article and headings if applicable. Author’s 
name should be placed after the title with credentials, 
organization and/or employer and contact information. 
Authors must identify potential conflicts of interest, 
whether of financial or other nature and identify any 
commercial affiliation if applicable. 

All references should be listed at the end of the article. 
Pictures in black and white or color are encouraged 
and may be sent as a jpeg. file as an email attachment 
or on disc. Be sure to spell check and grammar check 
your article, any website addresses, references or phone 
numbers. It is recommended you have a colleague 
review your article before submission. 

Prepare the article as a Word document and attach it to 
an email to nna@nvnurses.org; state on–subject line– 
“article for RNF.” If you do not have Word, try pasting 
the text of the article directly into the body of the 
email. You may also mail the article on disc in a Word 
document to RNFormation, Nevada Nurses Association, 
P.O. Box 34660, Reno, NV 89533. 

Nevada Nurses Association does not support 
strikebreaking nurses and does not accept articles on 
behalf of such. Articles appearing in this publication 
express the opinion of the staff, board or membership of 
NNA. Authors are not required to be members of NNA.

If you have any questions call the NNA office at 775 
747-2333 or email nna@nvnurses.org.

NNA Mission Statement
Goals & Objectives 

Adopted by the membership of the
Nevada State Nurses Association December 2004

MISSION
The mission of the Nevada Nurses Association is to advocate for the profession of nursing, 
representing the collective voices of registered nurses.

GOAL
1.  Promote and uphold excellence and integrity for the profession of nursing.
2. Educate and advocate for accessible, affordable, quality health care for clients/consumers.

OBJECTIVES
Sustain our leadership role that actively supports individual nurses in their professional practice.

a) Educate nurses about professional practice advocacy.
b) Provide a proactive presence in legislative and regulatory activities for health related issues.
c) Participate with consumer and health care groups in establishing health care policy.
d) Encourage, promote and support political candidates who have demonstrated support of the 

mission, goals, and objectives of the Nevada Nurses Association.
e) Be a strong, proactive presence in working with local, state, and national regulatory 

agencies involved in health care.
f) Collaborate with programs of higher education for nurses to enhance the image and 

integrity of the profession.
g) Promote nursing as a career option for men, women, and minorities targeting the 

elementary, secondary, and postsecondary educational settings.

BOARD OF DIRECTORS

Tracy L. Singh, RN, JD nna@tlsinghlaw.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .President

Vacant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . President Elect

Amy Ragnone amyragnone@cox.net  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Secretary 

Karen Fontaine kfontaine95@yahoo.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Treasurer

Nancy Menzel, PhD, APRN, BC nancy.menzel@unlv.edu  . . . . . . . . . . . . . . . . . . . . . . . . Director at Large

Mary Bondmass mary.bondmass@unlv.edu . . . . . . . . . . . . . . . . . . . . . . . . . . . . Director at Large

Janet Bryant janandedwin@msc.com  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Director at Large

Beatrice Razor etbetty@sbcglobal.net  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . President, District 1

Martha Drohobyczer marthadrohobyczer@yahoo.com. . . . . . . . . . . . . . . . . . . . . . . . President, District 3

Susan VanBeuge susanvanbeuge@hotmail.com . . . . . . . . . . . .  APN Co-Chair, Southern Nevada

David Burgio breno44@gmail.com . . . . . . . . . . . . . . . . . . . . . . APN Co-Chair, Northern Nevada

Diane Mae Long . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Chair, E&GW Committee

Vacant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Retired Nurses Committee Chair

Kathy Ryan yank006@hotmail.com  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Nomination Chair

RNFORMATION is the official publication of the Nevada Nurses Association. Published by the 
Nevada Nurses Association, PO Box 34660, Reno, NV 89533, (775-747-2333) Email: NNA@NVNurses.
org, Web site: www.nvnurses.org. Indexed in the Cumulative Index to Nursing and Allied Health 
Literature and International Nursing Index and is published quarterly.

Editorial Staff
Editor: Beatrice Razor RN, BSN, CWOCN etbetty@sbcglobal.net
Cathy Dinauer RN, MSN Eliza J. Fountain RN, BSN
Wallace J. Henkelman, MSN, RN Mary Baker Mackenzie
Kathy Ryan RN, MSN  Denise S. Rowe MSN, RN, MSN, RN FNP-C

FOR ADVERTISING RATES AND INFORMATION CONTACT THE ARTHUR L. DAVIS 
AGENCY, P.O. BOX 216, CEDAR FALLS, IOWA 50613, 319-277-2414. THE NEVADA NURSES 
ASSOCIATION AND THE ARTHUR L. DAVIS AGENCY RESERVE THE RIGHT TO 
REJECT ADVERTISING. Responsibility for errors in advertising is limited to corrections in the next 
issue or refund of price of advertisement.

The printing of advertisements does not imply endorsement or approval by NNA of the products 
advertised, the advertisers, or the claims made. NNA 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.
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Why Join a Professional 
Organization?

Betty Razor
Interim Editor

When you join your professional nursing 
organization; you'll feel more connected with other 
nurses in your area. Many of you belong to your 
specialty organization; I also encourage you to belong 
to your professional organization, Nevada Nurses 
Association. Throughout my nursing career I have been 
a member of the American Nurses Association I found 
that having an association with the ANA has been 
very beneficial to my practice. Not only has it given 
me the opportunity to receive their journals, but also 
to network with other members of the organization. I 
developed an awareness of the political impact nurses 
can have on their day to day practice and professional 
status. 

My career in nursing spans 56 years and the 
changes have been immense. In Nevada political 
activities are often on a one on one with our legislators 
and provides for a strong and powerful relationships 
that can instigate change or prevent well intended 
legislation that could be a threat to professional nursing 
and patient quality care.

NNA as the professional and political nursing 
organizations in Nevada has an admirable history. 
They have worked toward advancing our practice and 
they need your support to be able to continue to protect 
nurses’ role in Nevada. I encourage you to become a 
member in what ever capacity you are able; even if 
you do not become an officer or committee member 
your dues provides the financial support toward the 
legislative activities of the association and the full-
time lobbyist. Being a member of a professional 
organization helps you in your professional practice 
and helps you to develop your professionalism status.

KUDOS
Dierdre (Dee) Riley, BSN, RN graduated from UNLV 

in May 1988 with an Associate in Nursing. She returned to 
school and received her BSN in Nursing from UNLV Last 
December (2007) and has now been accepted to UNLV 
graduate school and will start the masters degree in nursing 
education this fall.

Congratulations—that is what I call goal setting!

NANCY BREWSTER-MEREDITH, MSN/ED, RNC-
NIC completed her MSN/ED this summer and has begun 
teaching full-time in the nursing program at TMCC. She 
has worked the past 20 years at St. Mary's, primarily in the 
maternal-child areas, certified in NICU.

“I am fulfilling my final career goal which was to teach, 
when I am an old nurse." “I have always loved nursing and 
thought that I should be able to share that love and now 30 
years of experience with new nursing students.”

A wonderful accomplishment; nursing will surely 
benefit from you vast experience. 

Diane McGinnis received her MSN from Touro 
University on August 28, 2008. She was in the BSN to 
MSN program, having previously received her BSN in 
1997. 

A major goal achieved, congratulations.

A Red Hot 
Proposition!

If you’re living or working in Nevada and looking 
for nursing colleagues who share your commitment to 
excellence in professional practice, please join the Nevada 
Nurses Association. Although we serve in a wide variety 
of interesting settings, we’re easy to spot ‘cause we’re red 
hot! As of this summer, District One (Northern Nevada) 
members are lookin’ hot in our brand new bright red polo 
shirts.

District One now invites all NNA members to share 
our red hot look, and support the valuable programs that 
advance nursing in Nevada. The bright red polo shirts 
display the NNA logo in the front upper left hand corner. 
They are available in short sleeves only, and in sizes S, 
M, L, and XL—this is high quality material that does not 
shrink! The $25 cost includes handling and mailing.

To place your order, please indicate the number of shirts 
and sizes, and include a check or money order made out to 
NNA District One. Please mail your order to NNA District 
One, Attention: Carol Vickrey, P.O. Box 2574, Minden, 
NV, 89423. If you have any questions, please contact Carol 
Vickrey at cvickrey@775.net. 

Looking forward to seeing red all over Nevada!

Editorial
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NNA Treasurer’s 
Report

Karen Fonatine CMSRN, MSN

It is, of course with mixed feelings that I provide my last 
report as Treasurer. I have both pride in the organization 
and the Board of Directors for the accomplishments that 
we have made over the past four years and disappointment 
that we were not able to do more.  

However, I leave a much healthier organization, at least 
financially. Our current assets are $67,456.03. Last year’s 
ending asset balance was $60,075.80, showing an increase 
despite only eight months of income and expenses. This is 
from a dismal low at the end of 2004. This year and last, 
we have contributed to our reserves instead of depleting 
them, albeit slowly.  

Major income sources continue to be membership dues 
($18,841 YTD), credit card royalties ($4,691 YTD), and 
continuing education fees ($3,296 YTD). We have also 
received income in past years for our annual convention 
(2006-$30,000, 2007-$3,337.75), but such will not be 
the case in 2008, due to the cancellation of UNLV’s 
Multicultural Nursing event.  

Our major expenses are Professional Services, which 
replace employees and manage the organization. They are: 
Betty Razor, Communications Director, Barbara Wardwell, 
our accountant and financial manager, and Neena Laxalt, 
Lobbyist. The total for this is $9,130 year to date.

Membership continues to be flat and income from 
membership will be less this year due to the increase of 
ANA dues. While keeping NNA dues flat, less of your 
membership dues are returned to NNA; the trend is down. 
Contributions, particularly from Arthur Davis, have made 
a difference periodically, but cannot be depended on. 
Income development is desperately needed. Miscellaneous 
expenses include: Moving, newsletter, printing, post office 
box rental, stamps, insurance, dues, bank charges, storage, 
presidential, taxes, and licenses.

Beatrice ‘Betty’ Ramirez Razor RN, BSN, CWOCN

It has been quite a roller coater ride since assuming 
this role in 2006. NNA was fighting to survive and only 
if the 2006 conference was successful could NNA as 
an organization remain a viable entity. NNA Members, 
throughout the state came together to form an unbelievable 
team and produced an outstanding conference. Pat van 
Betten’s hard work brought Nevada’s Nursing History to 
life and we discovered how nursing has affected the growth 
of Nevada. 

When I accepted this role the computer became my 
worst enemy. At my elderly age this brain doesn’t readily 
absorb this electronic monster that has taken a life of it 
own. I do want to thank those who walked me through all 
the mysterious programs; Pam Johnson, Karen Fontaine, 
Nancy Menzel, Lisa Black and too many others to mention. 

I discovered quickly that NNA had an unbelievable 
team, who knew the importance of their professional 
organization and were willing to put forth the efforts 
required to make it happen. They knew that apathy could 
not be tolerated, voiced their opinions, offered their skills, 
determined where NNA could make a difference and saw 
their professional obligations by recommitting to position 
the NNA as an entity to be admired. 

So many of the retired nurses saw the need and came 
forth to assist and bring to life Nevada’s nursing past and a 
look at what the future could bring. I am ashamed at how 
few nurses understand how effectively NNA has provided 
protection and growth of nursing in Nevada. Maybe we 

Mary Bondmass RN, PhD

The 2008 NNA Convention was planned in 
collaboration with the UNLV School of Nursing’s 2nd 
Annual Multicultural Nursing Conference previously 
scheduled for September 22 and 23, 2008 at the Orleans 
Hotel and Casino in Las Vegas. As you may recall, our 
2007 Convention was held in this collaborative format with 
UNLV’s Inaugural Multicultural Conference. Because it 
was much more economically feasible to pool resources 
with UNLV, the NNA Membership voted to use this format 
again for our 2008 Convention 

As NNA’s Convention Coordinator, I represented NNA 
on the UNLV Multi-cultural Conference Committee both 
in 2007 and 2008. The 2007 Conference was held in a 
local format and was a great success, and a regional format 
was the plan for 2008. The 2008 Conference was designed 
to include nurses and sponsors from the neighboring states 
of Utah, Idaho, California and Arizona; this would have 
substantially increased NNA’s share of the Conference’s 
proceeds.  

The Orleans Hotel was selected for it would allow 
accommodations for those registering from the neighboring 
states as well as from our colleagues in Northern and 
Rural Nevada. Special hotel and meeting room rates 

NNA State Activities
NNA Communication Coordinator Report

do not promote our efforts well enough, but be aware that 
your nursing practice is in good hands with NNA continual 
efforts. 

As a nurse you have an obligation to your professional 
organization, NNA, to be a member and encourage others 
to become members. Membership dues are crucial in 
the stability of the organization and primarily the funds 
are employed to support our year around NNA lobbyist. 
The lobbyist allows NNA to be effective at legislative 
committee meetings (meet between the legislative sessions) 
and promote legislative change that benefits nursing 
practice. 

As most of you are aware, when NNA closed it office 
(financially prudent) we decided to accomplish the NNA 
business through a “virtual office” with many of the 
officers performing the various roles required. It has not 
been easy and not always the best system, but for now the 
only reasonable method of doing business.

I am very proud of NNA’s leaders and I am sad that 
circumstances require that I step back from this role. I will 
continue as a leader in District one; but will need to pass on 
the baton of communication coordinator to someone else. 
Thank you for your support and yes, the love, I feel in your 
communications.

“Nurses have two choices—emerge as leaders or 
develop ourselves as followers of others. The choice is 
yours to make. Certainly leadership takes time, energy 
and effort”

Roxana Gonzalez RN CCRN

NNA Conference Coordinator
were negotiated with the Orleans to make the conference 
affordable; however all of the negotiated rates were based 
on guaranteeing a certain number of hotel room sales, 
primarily from the non-local attendees. Unfortunately, as 
of August 1, 2008 we were faced with an extremely low 
out-of-town registration and no where near to meeting the 
hotel room number requirement. By August5, 2008 we had 
to make our final confirmation with the Orleans. Without 
being able to ‘sell’ the required amount of hotel rooms to 
our attendees, we stood to lose a substantial amount of 
money for we would have to pay much higher rates for the 
meeting rooms and food. Therefore, after much discussion 
and brainstorming for alternatives, the committee was 
forced to make the decision to cancel the conference. 

No doubt the economy played a big part in the low 
registration as the advertising and marketing of the 
conference was even much more extensive than last year 
when we had a great attendance. Our exhibitor sponsorship 
for the 2008 was also severely decreased from last yet, 
again despite an increased marketing effort from the 
previous year. All the sponsors seemed to have the same 
problem of recent economic downturns.  

Independent of the reason for the cancelation, without 
the UNLV Multi-cultural Conference proceeding as 
scheduled, NNA was left without a venue for our annual 
meeting and convention. The Board of Directors, now 
working under a time constraint and with a very limited 
budget, decided on using available State resources and 
technology to hold our annual meeting and convention as 
a real-time, state-wide Video Meeting/Convention. The 
date decided on was October 25, 2008 from 9:00 a.m. to 
1:00 p.m. The program is still in development at the time of 
this article, but most likely will focus on NNA’s legislative 
agenda and the legislative activities of NNA and our 
Lobbyist for 2008-2009. 

The available possible sites for members to attend 
include Elko/NE Regional Hospital, Garnerville/Carson 
Valley Medical Center, Las Vegas/CCSN Cheyenne 
Campus, Reno/Pennington Building, and Winnemucca/
Humboldt General Hospital. All details for the final 
sites and agenda for this innovative approach for our 
annual meeting/convention will be made available to 
the membership as they become available. Very special 
thanks are being sent out to Pam Larason of the University 
of Nevada School of Medicine, for her efforts in the 
coordination of video sites has been secured around the 
State.
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District 3 Annual 
Report

Martha Drohobyczer, MSN, CNM
President District Three

Greater Las Vegas area
District 3 has been busy this 

year with working toward our 
goals that we established last year 
in our yearly report. Those goals 
were:

• Keep membership abreast 
of legislative and current 
nursing issues

• Reach out to graduating 
nurses and other nurses 
associations in Southern 
Nevada

• Provide educational offerings

• Help the community at large with health information 
and promotion

• Uphold the status of nurses

• Have fun

We have kept our membership abreast of legislative and 
current nursing issues with our RN Formation newspaper 
articles and the NNA Website. We have helped the 
community at large with health information by setting on 
agency boards, giving programs at agencies and working at 
community health fairs. NNA members have helped other 
nursing organizations with their community health fairs in 
diverse ethnic areas such as West Las Vegas. 

Our members actively worked the convention for the 
National Black Nurses Associations national convention, 
August 1-8, 2008, at the Mandalay Bay Hotel. Dr. Nancy 
Menzel spoke on the radio station KNPR regarding her 
research on work related injuries and on research that she 
is conducting currently in Southern Nevada. Dr. Menzel 
received national recognition from the CDC on her work 
with work related safety issues. She is also a nationally 
recognized authority on the safe handling of patients. 
Currently, she is assisting NNA’s legislative committee on 
bill draft guidelines for regulation on safe patient handling.

Dr. Debra Toney has been elected the National President 
of the National Black Nurses Association. This is an 
organization that has chapters both in the U.S. as well as 
internationally. Dr. Toney received the 2008 American 
Legacy Multicultured Healthcare Award. This award 
is given to a professional that has worked to effectively 
decrease health disparities in the African-American 
community. She was also appointed this year as one of 
three women to the National Institute of Health Advisory 
Committee on Research on Women’s Health.

Lara Carver RN, Ph.D., our communications liaison 
recently graduated from UNLV as one of 2 Ph.D. students 
in nursing. We are very proud of her. She is the nursing 
director for the Nevada Branch of National University. 
They will be admitting their first undergraduate students 
this summer. Belen Gato was appointed to the Nevada 
State Board of Nursing this year. She is the first Philippino 
nurse to have this honor in our state. She was formerly 
the president of the Philippine Nurses Association. NNA 
has been working more cooperatively with the Philippine 
Nurses Association. They will have a member actively 
participate on NNA’s Legislative Committee.

The multicultural workshop was cancelled this year 
but we plan to offer more programming at the upcoming 
convention.

We had fun as a group when nurses and students 
participated in the Opportunity Village Holiday Festival 
of Lights. Approximately 75 nursing students and nurses 
volunteered to assist with rides and concessions at the 
site. Everyone had fun and would like to volunteer for this 
yearly. Approximately 25 nurses attended the play A Piece 
of My Heart, a play about Vietnam Veteran nurses and 
their lives during the war and back home. It was moving 
for everyone that attended.

Our goals for the upcoming year remains the same, but 
would like to increase membership, have more meetings 
and reach out to graduating nurses. 

We have not been successful in getting a nominating 
committee organized and we need to do this. We are 
actively looking for candidates for all board positions and a 
chair of the nominating committee.

Betty Razor, President District One

First and foremost I want to thank the dedicated and 
hardworking members of the District One Board of 
Directors. The first of the 2008 year was busy for the board 
with finalizing all the plans for four big events, all in April 
and May. The board started the year with the orientation 
of new board members, where we meet physically; since 
the board meets via teleconference this meeting allows 
planning for the activities for the year. This is always a fun 
and great time to network and able to place a face to the 
voice on the phone

The district had a successful spring with a better than 
ever raffle. We were able to meet our scholarship goals and 
presented scholarships to Truckee Meadows Community 
College, Western Nevada Community College and Orvis 
School of Nursing at UNR. NNA was pleased to be at 
the WNCC scholarship reception and meet our WNCC 
recipient at this beautiful ceremony. Under the direction of 
Carol Vickrey we had outstanding donation for the raffle; 
but accolade really go to those members who bought and 
sold tickets. You have made this work and student nurses 
have benefited from your efforts 

The Conference on addiction, coordinator Jeannette Mc 
Hugh, was OUTSTANDING; the topic and speakers gave 
us all a great deal to think about. Evaluation consistently 
stated “Best conference you have ever had.” The Attorney 
General, Catherine Cortez Masto gave an overview of the 
drug problems and programs initiated at the state level. 
Dr. Melissa Piasecki‘s presentation enlighten us on how 
addiction affect the brain and the impact on the body.
She actually made it understandable; an excellent and 
charismatic speaker, Dr. Bernadette Longo’s overview of 
nursing care was right on target, and the morning ended 
with The First Lady, Dawn Gibbons presenting on her 
work with the Meth task force. The afternoon speakers 
Dr. Deborah Steinberg, Sharon Dollarhide discussed the 
issues of counter-transference and Prescription drug abuse. 
Kathleen Reynolds presented on how state board works 
with the chemical dependent nurse and the last speaker was 
from own Susanne Bryne who is with the AAA program. 
The entire conference was toped off with great vendors 
and kudos to the Airport Plaza Hotel for the excellent and 
varied food; we certainly didn’t leave hungry. During this 
conference all the board members wore the new NNA red 
polo shirts; do consider ordering one.

Girl Scout Fair “with the Paths of Nursing as the 
theme was at the beginning of Nurse Week. This was our 
second year and attendance remained high. A tremendous 
Thank You to over forty nurses and student who used 
all their imaginative ways to inform girls of the various 
opportunities in nursing. They loved doing splints, dressing 
for scrub nurse, viewing through a GI scope, care flight 
and listening to their heart and lungs. Do consider joining 

us next time—you will have a ball for the short 5 hours fly 
by when you are having fun.

Then just one week later was the Nurse of Achievement 
dinner. This elegant event organized by Nurse Executives 
and leaders was overwhelmed with over 300 nominations. 
What a beautiful, fun evening and all we had to do is be 
there. Congratulation to Cathy Dinauer for chairing this 
lovely event. Just have to say that Cathy Dinauer was 
absolutely surprised when her own daughter nominated her 
and she won!  

Our last event prior to summer was our membership 
meeting; Neena Laxalt gave us an excellent overview of 
the current activities of the NV Health Care Committee 
and what may be the issues for the 2009 legislative session. 
But sadly the turnout was dismal. The many attempts at 
membership meeting have met with poor attendance and the 
board is currently evaluating how we can meet the needs of 
a membership meeting with the poor participations

The summer plans consist of various service projects. 
The “Summer Burn” project consist of collecting items 
such as sun block, lip balm and large brim hats for the 
homeless, who are working out in the sun. We will collect 
items all winter for next summer and provide as needed to 
the Deputy who oversees the project. We are also scheduled 
to assist with the “Make a Wish” down by the Truckee 
River and will be presenting “Summer Heat” educational 
material. 

The district board has received a request from the NNA 
state board to be responsible for organizing and presenting 
the “Nurses Day at the Legislature” in March 09. The 
district board is actively working on this project at this 
writing. Please consider volunteering. 

The Board is making plans for organizing another 
great Christmas holiday dinner/installation of officers and 
awards ceremony on December 7th at the beautiful Gold 
Canyon Steak House; it promises to be a better then ever 
evening. 

We are now actively seeking nomination for the 2009; 
position open are President, Vice President, three Directors 
and nomination committee; ballots will be mailed in 
October. If you are interested in serving contact the 
nomination Chair: Janet Bryant at eceinandjan@earthlink.
net

Lastly many hugs and thanks to the board for a grand 
time: Susanne Byrne, Kathy Ryan, Carol Vickrey, Terry 
Ditton, Patricia Brown, Nancy Magnusson, Lorraine 
Bonaldi-Moore, Jeannette McHugh, Janet Bryant, Virginia 
Hayes. Without your dedication and hard work none of this 
could have occurred. Love you all

May God bless you all with joy and lots of hugs.

Value yourself as a nurse and the contributions 
you are making to the care of patients for you make a 
difference.

NNA State Activities

Drohobyczer

District One Report
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Nurses Support Make 
A Wish—Duck Race
Submitted by Tricia Brown RN, MSN, APN

NNA District #1 Board Member

NNA District #1 participated in the fund-raiser for the 
Make-A-Wish Foundation of Northern Nevada. We were 
pleased to support the Great Truckee River Duck Race 
which was held on August 24, 2008 at Wingfield Park in 
Reno. This was the 9th annual race and raised more than 
$25,000. 

The mission of Make-A-Wish is to grant the wishes of 
children with life threatening medical conditions. Eligible 
children are between the ages of 2 ½ and 18 who have been 
diagnosed with life threatening medical conditions. The 
child’s physician determines eligibility. A wish team visits 
with the child and family to determine the child’s wish. 
After the request is approved, the wish team works with 
the chapter to arrange the details of the wish. All wishes 
are fully covered. Currently, the average cost for granting 
a wish in Northern Nevada is $7,000. Since 1982, the 
Make-A-Wish Foundation of Northern Nevada has granted 
over 700 wishes to children with life threatening medical 
conditions. Wishes are funded through donations from 
individuals, corporations, school groups, foundations and 
community organizations. All donated funds are used to 
grant wishes to children in Northern Nevada. 

If you know of a child who may be eligible, contact Sara 
Galetti at 775 826-8008 or sarah@northernnevada.wish.
org.

by Tracy L. Singh, RN, JD

As many of you are aware, I am a Nurse-Attorney and 
I represent nurses and other healthcare providers in front 
of the various Licensing Boards throughout Nevada. In 
this article, I hope to distinguish the difference between 
a nurse’s “Duty to Report” and “Self-Reporting” to the 
Nursing Board.  

Before we begin to discuss this difference, however, 
I need to clarify some information presented in my 
previous article on “Self-Reporting to the Nursing Board” 
in response to some questions that followed publication. 
In my article, I indicated that a nurse could be placed on 
probation for up to “five years or more.” This statement 
was misleading in that nurses are not initially placed on 
probation for more than five years.  

To clarify, nurses could end up on probation for more 
than five years if they are not working for periods during 
their probation. Not working on probation would extend 
the term for probation because a nurse must be working 
in their nursing capacity in order to earn time off of their 
probation. Nurses could also end up on probation for more 
than five years if they violate their agreement and are 
ordered to serve more time under probation. This is not to 
say, however, that nurses are ordered more than 5 years of 
probation initially.  

I my article, I warned against self-reporting when the 
allegations presented are not true. In fact, if nurses go 
to the Nursing Board to report that they have not done 
something, they will most likely be turned away because 
there is nothing for the Board to do at that point. However, 
when a nurse has violated the Nurse Practice Act, nurses 
are urged by the Board to come forward. Self-reporting 
may help to avoid additional stress and expense in the long 
run. When a nurse stipulates to the facts, or admits acts of 
wrong-doing, settlement agreements are often reached and 
a full hearing may be avoided.  

All defense attorneys, myself included, have the duty to 
advise our clients in any situation where allegations have 
been made, whether the complaint is civil, administrative 
or criminal, “Anything you say can and will be used 
against you.” When nurses are accused of doing something 
wrong, they often feel personally attacked and become very 
defensive. Making statements in such an emotional state 
can be problematic when trying to defend one’s actions. It 
is important to remain objective, which can be difficult to 
do. Furthermore, when inconsistent statements are made, 
it may be presumed that the person is not being entirely 
truthful. 

That being said, the Nevada State Board of Nursing 
closes many more cases than they prosecute. The 

investigators work hard to determine whether or not there 
is any merit to the complaints received. When erroneous or 
irrelevant complaints are presented to the Board, attention 
is taken away from actual violations and more serious 
infractions that must be addressed. In my last article, I was 
attempting to remind nurses that the Board of Nursing’s 
role is to protect the public, not nurses. It was not my intent, 
however to suggest that they are looking for anything but 
the truth and therefore, I apologize to the investigators for 
not making that clear.

My last article was prompted by numerous calls from 
nurses who had denied any wrong-doing but who had 
allegedly been advised by their supervisors or union 
representatives to self-report the allegations to the nursing 
board prior to or instead of fully investigating the situation. 
When supervisors and union representatives advise nurses 
to self-report, threatening to report nurses if they fail to 
do so, it is important to first conduct a full investigation 
into the allegations prior to making such a suggestion. 
Just because someone says a nurse did or did not do 
something, does not make it so. Miscommunications or 
misunderstandings are common when dealing with people 
and submitting allegations without a full investigation 
or advising a nurse to self-report when they deny having 
actually violated the nurse practice act can cause lasting 
irreparable damages to nurses and creates a waste of 
resources for the Board of Nursing.  

Self-reporting is not to be confused with a nurse’s 
obligation to report unsafe practice observed by another 
nurses, healthcare providers or administration. Nurses 
have a duty to report any and all dangerous conditions that 
put patients at risk. This duty extends further than simply 
reporting what another nurse does. As an advocate for their 
patients, nurses are supposed to put the patients’ safety 
first.  

If conditions at work create an unsafe environment 
for patients, the Nursing Board encourages nurses to 
report these conditions as soon as possible; first to their 
immediate supervisor and then by following the proper 
chain of command. When nurses’ complaints are ignored 
internally, despite their attempt to warn the facility of 
unsafe practices, policies, or procedures, the Nursing 
Board will expect nurses to go to the authorities outside the 
facility to address their concerns.  

It is understandable that nurses will be nervous about 
reporting, especially in such a small healthcare community. 
However, the goal must be to protect the patients, not the 
nurse’s job. When nurses put their jobs before patients’ 
safety, they may be considered to be a “threat” by the 
Board and could be subject to disciplinary action for not 
reporting, depending on the circumstances and the extent 
of the nurse’s knowledge of the unsafe condition(s).

Now, more than ever before, the Nursing Board is 
urging nurses to speak up and protect their patients and 
their nursing licenses. Many agencies and organizations 
will accept anonymous complaints. The Nursing Board 
also accepts anonymous calls from nurses seeking advice 
on whether or not conditions should be reported and to 
what agency. Documentation of all conversations and 
reports made, both internally and outside the facility, is 
encouraged to help prove that the nurse was attempting to 
correct the situation and/or refused to engage in behavior 
that was unsafe. For your protection and in order to be 
taken seriously, your complaints, even to your immediate 
supervisor, should be in writing. If there is a concern 
recognized by the entire staff, then it may be helpful to 
have the entire staff sign the notification to avoid being 
singled out as a troublemaker.  

Ultimately, if the conditions in a facility are unsafe, and 
patient harm is anticipated or is occurring, the best course 
of action by nurses who wish to protect their patients and 
their nursing licenses is to report what the dangerous 
condition(s), quit their jobs and look for alternative 
employment opportunities. If enough nurses report and quit 
working in unsafe conditions, our healthcare community 
will be forced to raise its standards and put patient safety 
first. Nurses are the largest group of healthcare providers 
in Nevada and nurses tend not to recognize the power they 
have to demand the best for our patients. Whether you 
are a staff nurse or the Director of Nurses, you have an 
obligation to protect your patients and that obligation must 
always supersede monetary gain.

If you have any questions or comments about this 
article, please do not hesitate to contact Tracy L. Singh, 
Esq. at the Law Offices of Tracy L. Singh, LLC at (702) 
444-5520 or visit our website at www.tlsinghlaw.com.

Can Nurses Support Nurses in 
a Professional Impasse?

Susanne Byrne RN, MSN, LADC  
Vice President—NNA District One 

Email: NNA@nvnurses.org

For ages District One’s primary purpose was to provide 
scholarships for the 3-schools in Northern Nevada and with 
the help of the raffle we are still able to provide them. Since 
I’ve been on the board (early 90s), there was an attempt to 
give shoe-box Christmas gifts to homeless children, then 
to children of alcoholics/drug addicts in recovery, then that 
project died. Not enough volunteers to make it happen. 

At the spring meeting I volunteered to write an article 
about the summer activities of District 1 NNA. I suppose 
because I was the one who noticed a plea for sunscreen for 
homeless men from Reno Police Officer Patrick O'Bryan, 
who also works with the mentally ill. There wasn’t a great 
turnout of sunscreen from the membership, so we skipped 
the photos. Pat said the donations of wide-brimmed, straw 
hats, sun screen lip balm and skin protection would be 
appreciated by those who received it and that every little 
bit helps. 

On the cover of the July 2008 issue of AMERICAN 
NURSE TODAY “Bouncing back after you lose your job” 
caught my eye. (Article. page 24). The topic dealt with 
coping with unexpected job loss and I was astounded that 
it did not mention getting fired. Doesn’t anyone read the 
list of names from the NVSBN of licenses that have been 
suspended, revoked, or voluntarily surrendered? Speaking 
of unexpected job loss; a two-page article on job loss 
and not one mention of getting fired, or “terminated,” or 
“released from a contract” because of no nursing license!

I wonder, once again, if instead of trying to do good 
deeds for the community, if the Nurses Association 
could be an additional support or resource for nurses 
who suddenly find themselves in trouble and don’t know 
where to turn? The licensing board is supposed to protect 
the public, why can’t the Association focus on supporting 
nurses caught in a professional dilemma? 

I believe the Licensing board does an awesome job of 
supporting nurses, but their primary job is to protect the 
public, so I am not suggesting an adversarial stance, but in 
the beginning, when the license has first been turned over, 
that is when a nurse can feel as if she will never ever be 
worthy of a license again and when the association may be 
of valuable. 

If we took an active role—mentor; cheer leaders, prayer 
team, or perhaps just directing them to the wonderful 
article that Tracy Singh wrote in the RNFormation on 
when to get a lawyer. I am taking this opportunity to ask 
if anyone else has any thoughts on this concept and how to 
instigate such a program?

NNA State Activities
Avoid Malpractice and Protect Your License: Your Duty 

to Report vs. Self-Reporting to the Nursing Board
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All Candidates (133) for state legislative office were mailed 
a questionnaire on nursing issues to obtain their ideas and 
thoughts on issues that affect health care and nursing practice. 
The questionnaire reviews the state of nursing and include 
background information on the status nursing In Nevada. Each 
of the five questions is prefaced with additional information. 

The entire questionnaire is located on the NNA web page 
for your reference. Below is a listing of the responses that 
may provide you additional information for your voting in 
the Nevada election in November. NNA does not endorse 
candidates for legislative office.

 Question #1
Would you support legislation that prohibits the use of 

mandatory overtime for nurses working in hospitals?

 Question #2
 Would you support a safe patient handling law to 

protect Nevada’s nurses and patients from injuries? 

 Question #3
Would you support changes in Nevada statutes and 

regulations that currently interfere with full participation 
by APNs in our health care delivery system

 Question #4
Would you support allocating more funds for Nevada’s 

schools of nursing that would increase nurse educator 
salaries and student capacity? 

 Question #5
Would you support Legislative language that protects 

nurses who report unsafe healthcare practices?
 
For ease of reference the responses are in alphabetical order.

Bernard “Bernie” Anderson—Assembly District 31
#1 Yes, Voluntary is OK. It is not OK for employers to 

expect or appeal to “professionals” as a means of getting it 
#2 Yes, If we can build the new facility they should have the 

safest equipment both for patients and staff
#3 Yes, I would like to speak with the chair of health 

committee to see why this is in place
#4 Yes, Proper funding for all of education is being 

stretched. I would place this at the head of the line; however, 
there is not enough money to do it all

#5 no response

Bob Beers—Assembly District 21
#1 Yes Just like all other professions—OT should be PRN 

and voluntary
#2 Yes
#3 Yes
#4 Yes If we simply allow a state lottery & add $2 to the 

existing room tax & privatize the convention authority, we 
would be able to raise all educator salaried

#5 no response

Joetta Brown—Assembly District 39
#1 Yes Over time should be voluntary. I’ve managed staff 

in government and always checked with my staff first to 
determine if they could work the overtime

#2 Yes The technology is available and should be used
#3 Yes APNs should be able to fully perform the duties for 

which they have obtained proper education, knowledge & skill 
levels

#4 Yes If the funding is available I would support this. 
Nevada needs to remain competitive in attracting qualified 
educators if the current nursing shortages are to be properly 
addressed

#5 Yes Absolutely! How else can our professional nurses 
truly advocate for patient safety! I believe in truly open 
government—any information dealing with public welfare & 
safety needs to be open.

P.S. I am married to a retired Registered nurse & my son is 
a physical & respiratory therapist

Thank you for the opportunity to participate; in addition I 
would like to share with you our experiences when my husband 
had hip replacement surgery. We received attentive care, the 
nursing staff was overloaded and at night there were very few 
nurses on the floor. My concern is the quality of care patients 
will receive because of the budget cuts to Health and Human 
services. The Budget crisis is predicted to continue well into 
2009. Nevada cannot continue to operate with a slash and burn 
budget policy. When elected I will work diligently to make 
certain the budget policy is reversed. 

I would also like to see Nevada’s major hospitals extend the 
opportunity to High School and College students to work in 
an apprenticeship program. Nevada’s hospital’s must become 
centers for advanced research in the field of medicine.

Barbara Buckley—Assembly District 8
# 1 I am very concerned about the issue—I am not sure 

how mandatory overtime law would work in all cases. What if 
a nurses was stuck and there was no one to watch her patients? 
I DO support finding a solution

#2 Yes
#3 Yes
#4 Yes As soon as funds are available

Steven J, Dalton—Assembly District 38
#1 Yes Exhaustion causes errors, error increase the cost of 

the overall system and by demanding nurses work extra shifts, 
it allows hospital to skate around the true issue at hand: nursing 
education programs and their lackadaisical support for them.

#2 Don’t know that a law is the solution here in that for 
every law, there is a way to get around it; but I fully support the 
goal of that potential legislation. To the extent that preventing 
potential career ending injuries to nurses and horrible outcomes 
for patients is the focus, we must explore every option to 
prevent these kind of injuries, and I would be more than willing 
to participate in that discussion and advocate for solutions to 
this issue.

#3 Honestly, I don’t know where I stand on this issue yet. I 
fully understand the need for healthcare in rural areas and I see 
many of the issues facing healthcare. What worries me is that 
this could end up being another way to use lesser and lesser 
trained individuals to provide more and more care at lower 
cost, but higher profits to entities that don’t see patient care and 
outcomes as their guiding principle. I am open to discussion 
about this issue and welcome in put from parties directly 
involved in this discussion

#4 Yes Couldn’t the hospitals that require those nurses 
provide some guest lecturers type staff to those colleges and 
programs. Honestly, I’d like to see open acceptance of all 
medical applicants into all programs and let them fail if they 
can’t cut it. Lecturing to 30 people is no different then lecturing 
to 150 people. If they can’t pass the tests, then send them 
packing, but forcing potential students to jump through hoop 
after hoop only to be turned down because there are only 30 
slots is a laughable system and we should be gravely concerned 
as to how it will impact care in the coming decades. Clinical 
experiences should be mandated that hospital open their doors 
to student rotations and they must provide preceptors.

#5 Yes What concerns me though is that there isn’t a 
legitimate entity to actually report it to that will do something 
more then file a report

Background:
I currently work at Renown RMC as a ward clerk in ER. 

Before that I spend two years teaching in Washoe Country 
School District as a special education teacher. I spent 3 years 
in the Army and 6 years in the Nevada National Guard. I am 
an NREMT-B and may find myself seeking more training. I’ve 
enrolled in the Red Cross’s disaster training classes as I see the 
importance of volunteering in a community in times of need. 
I am studying for a Masters in Public Health and preparing to 
reapply to medical school. Healthcare and the looming monster 
that is the baby boom generation are focuses of my campaign 
platform. I would appreciate your support and ask each of your 
members in my district for their vote. I am sure I am a more 
suitable candidate to address these issues than the incumbent

Pete Goicoechea—Assembly District 35
#1 No Min Staffing has to be maintained
#2 Yes
#3 Yes
#4 No The budget is tight and every program is suffering

Ellen Koivisto—Assembly District 14
#1 Yes I have supported such legislation every time it has 

been presented to the leg.
#2 Yes I have supported this and will continue to support if 

it is again presented
#3 Yes Such a change would increase calls to health care in 

NV
#4 Yes
#5

John J Lee—Senate 1
#1 Yes
#2 Yes
#3 Yes
#4 Yes As funding is available, there are many completing 

needs
#5
All my answers are, of course, contingent upon the actual 

language of the proposed legislation

Ron Lontin—Assembly District 31
#1 Yes There is a danger in nursing when there is overload-

patients could be subject to a wide variety of mistakes from 
MO requirements.

#2 Yes It is not help the state of Nevada to have nurses 
injured by lifting patients. although Nevada has severe budget 
concerns there is a way to provide the much needed equipment 
through public/private partnerships

#3 Yes This is an excellent opportunity to provide upward 
mobility in on the job to become an RN. My concern would 
be accountability for services rendered, tracking the new 
participations of APNs having oversight established

#4 Yes The current and projected Nevada budget is dismal, 
but there are ways to find new funds again I believe in public/ 
private partnerships.

#5 Yes There is a great deal of concern about elder abuse in 
nursing homes & hospital. It is important that a comprehensive 
review of any nursing abuses be review. There should be no 
threat to the professional who would make a report of any 
abuse in a hospital or nursing home.

Mark Manendo—Assembly District 18
#1 Yes
#2 Yes 
#3 Need more information
#4 Yes Where are students being turned away—what 

schools?
#5

Harvey J Manford Assembly District 6
#1 Yes
#2 Yes
#3 
#4
#5

John Marvel Assembly District 32
#1 Yes
#2 Yes
#3 Yes
#4 Yes If money available

Harry Mortenson Assembly District 40
#1 Yes Fatigue is bad for nurses, patients & Hospitals
#2 Yes Benefit is Obvious 
#3 Yes In Many Situation nurses are more capable then 

doctors!
#4 Yes
#5 

Bonnie Parnell Assembly District 40
#1 Yes As long as it allowed for exception that were agreed 

upon
#2 Yes
#3 Yes May depend on how broad the language
#4 Yes Absolutely

Debbie Smith—Assembly District 30
#1 Yes Philosophically, yes, however I always stipulate that 

it is necessary to see the specific legislation. This would surely 
be better solved at the local level, but I can support legislations 
if necessary

#2 Yes
#3 ? Unsure would need more information, definition of 

“full participation” needed
#4 Yes
#5 

Lynn Stewart—Assembly District 22
#1 Undecided I would have to see the final Bill
#2 Undecided, Would this include the rural hospitals?
#3 Yes, I Think that I can support this although I’d have to 

see the final bill
#4 Yes As the funds are available. I sponsored a bill that 

would have allocated $30 million for a nursing building at NV 
State College. We did get $3 for the design and plans

Valerie Wiener—Senate District Clark 3
#1 Depending on how the legislation is drafted. I could 

support a prohibition on mandatory overtime, provided that 
exigent circumstances that affect public safety would be 
addressed.

#2 Yes I would support a requirement that hospitals & 
nursing homes & other care facilities adapt safe patient 
handling

#3 I need to learn more about the scope of practice of APNs 
and the historic concerns about their full engagement in 
providing health care services to patients.

#4 Yes When education is provided in our state we’re 
more likely to obtain the nursing graduates as staff in 
Nevada. We need the instructors to entice the students to 
attend our schools!

NNA State Activities
Candidates Responses to Questionnaire from NNA
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More Data That Nurse —Patient 
Ratios Make a Difference

In a recent study of survival in out of hospital cardiac arrest 
many patient factors were associated with mortality, but only 
one hospital factor was associated with increased survival—
nurse-patient ratio!

In their study, Liu, et al. found that if the nurse caring for the 
cardiac arrest patient had one or fewer patients (two nurses, one 
patient) that the patient was 1.5 times more likely to survive.

In a previous study, Perberdy, et al. found that survival from 
cardiac arrest was worse on nights and on weekends. They 
concluded that mortality increased as staffing levels decreased.

Nurse staffing is important! Find out how you can become 
involved and protect your patients by visiting the ANA's Safe 
Staffing Saves Lives website: http://www.safestaffingsaveslives.
org.

From:
Liu JM et al. (2008). Hospital variability of out-of-hospital cardiac 

arrest survival. Prehosp Emerg Care; 12:339.
Perberdy, M.A. et al. (2008). Survival from in-hospital cardiac 

arrest during 
David W. Woodruff, MSN, RN-BC, CNS, CEN www.Ed4Nurses.

com reprinted with permission

This committee has been active between Nevada State 
legislative sessions monitoring NV State Interim Health 
Care Committees’ monthly meetings. The NNA legislative 
committee meets via teleconference to discuss legislative 
and proposed legislation for the 2009 session. The NNA 
lobbyist, Neena Laxalt, has been an invaluable source of 
information and support in this endeavor. At this writing 
there are nearly 600 Bill Draft Requests (BDR) with a 
probable 3000+ expected. The committee reviews them as 
they are added to the list and selects those that may affect 
nursing practice. BDRs are a simple one sentence draft with 
no information as to what the true content of the proposed 
bill will be; therefore the committee relies on our lobbyist 
to keep us informed and knowledgeable on the content and 
what action may be required from the NNA Legislative 
committee. 

NNA has also initiated an important survey to obtain 
data about nurses’ experiences with whistleblower issues, 
the results of which may support legislative change to 
enhance the whistleblower statutes. 

NNA has benefited from Nancy Menzel’s extensive 
background on the safe patient handling issue and the 
composition of drafts of a proposed safe patient handling 
bill for consideration at the next legislative session. The 
final language of this bill will result from discussion with 
SEIU. 

The legislative priorities that NNA has identified are:
• Safe Patient Handling. 
• Safe Staffing 
• Nursing Practice—specifically the Medication Aide 

issue 
• Increasing Whistle-blower Protection
The Legislative Committee is also aware that other 

concerns may arise during the legislative process and that 
NNA may have to respond as the process goes forward. 
Some BDRs that we have currently identified as affecting 
nurses are listed below:

BDR 68 Makes various changes concerning surgical 
centers. 

BRD 152 Makes appropriation for building for school 
of nursing at Nevada State College

BDR 192 Makes certain changes relating to the safe 
handling of patients

BDR 216 Revises provisions relating to health care 
professional licensing boards. 

BDR 217 Revises provisions relating to the discipline 
of certain health care professionals.

BDR 218 Revises provisions relating to health care 
professional licensing boards.

BDR 219 Establishes certain protections for nurses.
BDR 220 Revises provisions relating to professional 

licensing boards and professional licenses.
BDR 288 Provides for regulation of certified 

medication aides.
BDR 469 Expands the "Good Samaritan" law for 

health care providers responding to natural 
disasters and similar emergencies

BDR 470 Authorizes special volunteer medical 
licenses for retired nurses

BDR 492 Makes various changes concerning health 
care facilities that employ nurses.

We welcome NNA members with interest in the 
participating in the legislative process to contact the chairs: 
Martha Drohobyczer: marthadrohobyczer@yahoo.com or 
Betty Razor: etbetty@sbcglobal.net

Additional information on Nevada’s legislature may be 
found at http://www.leg.state.nv.us/

Karen Donelan, ScD; Peter Buerhaus, PhD, RN; 
Catherine Desroches, DrPH; Robert Dittus, MD; 

David Dutwin, PhD
Nurs Econ. 2008;26(3):143-50,165. 

2008 Jannetti Publications, Inc.
Reviewed by Denise S. Rowe APRN, BC, FNP

Nursing is the backbone of our healthcare delivery 
system. We face a formidable shortage of nurses, estimated 
to be as much as 285,000 in the next decade. The nursing 
workforce is aging with an average age of 43.7 years. At 
the same time 78 million aging American Baby Boomers 
are increasing the demand for healthcare systems that 
can deliver more complex care. America faces a growing 
urgency in recruiting, training and retaining people in the 
nursing careers.

This article discusses a study about the public versus 
registered nurses (RNs) perceptions of the nursing career 
and it’s impact on nursing shortages. The study revealed 
that 70% of the public viewed the nursing career positively. 
However, there were some surprising differences between 
the public’s opinions about he nursing profession versus 
opinions of registered nurses themselves. Nursing was 
perceived as caring or compassion by 20% of RNs versus 
16% of the general public. While 16% of the general public 
considered nurses as caring, just 20% of RNs agreed. While 
17% of the public considered RNs highly knowledgeable, 
qualified and skilled, only 6% of RNs agreed. Eight percent 
of the public considered RNs as professionals, while only 

23% of RNs considered themselves as professionals. Only 
4% of RNs perceived RNs as smart or highly educated 
compared to 7% of the public. One might attribute these 
perceptions to a lack of awareness or education among 
the public about the rigors of nursing education and 
competency. But what explains such low scores coming 
from RNs themselves? Why do nurses have such low 
opinions of their own profession? Is it because nurses do 
not feel empowered in the workplace as compared to their 
physician colleagues? Are there negative gender biases, 
that work against the nursing profession which is still 
overwhelmingly female? Another interesting finding of the 
study was that while one in four Americans had considered 
a nursing career, nursing professionals were significantly 
less likely to probably or definitely recommend a career 
in nursing than the general public. This could be a sign of 
apathy toward the profession among nurses. It would have 
been helpful if the study investigated how or why nurses 
developed this mindset.

It is clear that the media plays an important role 
in presenting positive characterization of the nursing 
profession. While television news stories may often portray 
nurses in a positive ways in new stories related to disasters 
and patient safety, more needs to be done. I agree with the 
authors’ that a national commitment is needed to build, 
and retain a robust nursing workforce. This might be 
implemented through a national public service campaign 
with federal, state and local governments joining forces 
with corporations, as well as private and non-profits 
hospitals to highlight positive stories and experiences of 
nurses making a difference in the health and lives of people 
all across America. Many of these stories narrated by 
nurses themselves could powerfully advocate for choosing 
the nursing career.  

In conclusion, nurses must come together and begin to 
support and promote nursing from within the profession.
Who can be more credible advocates for nursing than 
nurses themselves? If we are to eliminate nursing 
shortages more nurses should engage in leadership roles 
on the national healthcare stage to help educate, shape 
and improve the public perception on nursing profession.
The public generally has a positive regard for the nursing 
profession; we must now collectively work on positively 
motivating people to such a degree that they choose the 
nursing profession. This may well be an important step 
in reducing nursing shortages, improving nurse retention 
while better preparing nurses to deal with future healthcare 
challenges and demands. 

“Do You Want Your 
Kids To Smoke”

Lee Radtke, Carson City

Protect the Children of Nevada;
There is a need a Non-Smoking Law for Underage Minors 

(Kids and Young Adults) 
There are many people trying to get Kids to Smoke. They 

think it is funny, cool or they are trying to get them hooked to 
make a profit. We need to stop this and it appears the only way 
is to put a Nevada Law in place, so those people have to pay for 
their attempt to destroy our Kids Health. 

Our Nevada Law Makers and the Governor failed the Kids 
of Nevada during the 2007 Legislative session. They killed 
one of the most important bills (SB14) in the system that would 
have created a law to make it illegal for kids to smoke. They 
have a law in place making it illegal for businesses to sell 
cigarettes to minors, but it’s not illegal for Kids to smoke. 

What’s wrong with this story?
I heard it was too hard or costly to administrate the law. 

Maybe we should stop giving parking tickets and eliminate 
laws that are hard to enforce. What is our Kids health worth? 
Who would not want to protect Nevada’s Kids? They should 
have worked through their differences. 

We need to create a law to make it illegal for Minors to 
smoke until the legal age of 18 years old. Anyone providing 
Minors Tobacco products to smoke or chew should be held 
responsible for their actions in breaking the law. This will 
protect our young until they are of legal age, then they can 
make up their own minds as an adult.

Editor’s note:
Lee requested this plea be placed in the RNFormation and 

asks nurses to join the fight to get legislative action.
Lee had cancer of his voice box and communicates with 

a digital transformer and a Digital Servox Artificial Larynx 
(Voice Box) and uses an HP iPAQ Pocket PC. “All I need is 
batteries and someone to listen.” He currently does “classes” to 
4-6 graders throughout Carson City and beyond on the dangers 
of second hand smoke. Lee has never smoked! He also has had 
his PSA on at least 1000 times on TV.

Nevada State Legislative Issues
NNA Legislative Committee

Public Perception of Nursing Careers: The 
Influence of the Media and Nursing Shortages
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• The Property Tax Reform Initiative for Nevada
• Nevada Taxpayers Protection Act
• Education Enhancement Act
• Funding Nevada’s Priorities Act

These Four Initiative Petitions have been filed and 
signatures verified by each of the 17 counties. To qualify 
for the November ballot, each petition must have been 
signed by 10-percent of the total voters in the last general 
election in each of the 17 counties. Each signer must be a 
registered voter in that county.

They all have or are currently facing court challenges.

Property Tax Reform Initiative: The stated deadline 
for filing Initiative Petitions was Tuesday, May 20, 2008; 
however, the State Supreme Court on July 17, 2008 
overturned the 2007 Legislatively set deadline of 90 + 77 
days and ruled the constitutional deadline (90 days prior to 
the General election, plus an additional 65 days—noting the 
77 days was too much—to allow time to verify signatures.) 
overrides that—allowing signatures for the contested 
Taxpayer Protection Act to be submitted up to June 17. 
There were the required number of valid signatures.

This Initiative is driven by former State Assemblywoman 
and State Senate candidate Sharon Angle and We the 
People.

Taxpayer Protection Act, Education Enhancement 
Act, Funding Nevada’s Priorities Act: The State Supreme 
Court on August 20 will rule on an appeal to the July 2, 
2008 ruling by Carson District Court Judge Todd Russell 
blocking the other three petitions because of problems with 
affidavits signed by petition circulators. A 2007 Legislative 
law requires circulators to sign an affidavit they personally 
circulated the petitions, counted signatures and observed 
the signing of the petitions.

These 3 are backed by Sheldon Adelson (Sands Corp) 
and sponsored by former State Treasurer Bob Seale and 
former State Controller Steve Martin.

If a petition is on the November ballot and approved by 
voters, it must also pass voter approval in the 2010 General 
Election before it can become law.

Review of pending Initiatives to be on November ballot:
The Property Tax Reform Initiative for Nevada 

(Sharon Angle and We the People)
The Property Tax Reform Initiative for Nevada (Initiative) 

proposes to amend Nevada’s Constitution to change how 
real property value is determined and establish a maximum 
property tax rate cap of 1 percent of the base value of the real 
property and cannot increase by more than 2-percent or the 
cost of living—whichever is less. The base value of a parcel of 
real property is based upon the taxable value of the property 
for the fiscal year 2003-2004, subject to certain exceptions 
and adjustments, including adjustments for allowable growth, 
and depending upon such factors as when the property was 
last sold or improvements were added. If the Initiative were 
implemented, the first fiscal year it could become effective is 
fiscal year 2011-2012 (July 1, 2011–June 30, 2012).

Example: A house has a taxable value in 2003-2004 of 
$147,000. The tax would be $1470 per year (1-percent) and 
could not increase by more than 2-percent of that number 
($29.40) each year. There is additional information on www.
wethepeoplenevada.org

Nevada Taxpayers Protection Act
This initiative proposes to amend Article 19 of the Nevada 

Constitution to require that an initiative petition that proposes, 
changes or repeals a statute or amends provisions of the 
Nevada Constitution must receive at least a two-thirds majority 
of affirmative votes in each required election to become law, if 
the proposed petition would create, generate, or increase public 
revenue in any form, including but not limited to taxes, fees, 
assessments, and rates, or increases in the computation bases 
for taxes, fees, assessments and rates.

The rationale behind this Petition is if it takes a 2/3 majority 
vote in the legislature to raise taxes, fees, assessments, etc., 
an entity should not be able to skirt that by getting a new law 
passed that would allow a simple majority vote of the people to 
increase taxes, fees, assessments, etc.

Education Enhancement Act
This initiative proposes to amend Article 11 of the Nevada 

Constitution to provide an additional funding source for 
Nevada’s Distributive School Account. It would require a 
County Fair & Recreation Board in a County whose population 
is 800,000 or more (Currently, this would require only the LV 
convention and Visitor’s Authority) to transfer any portion of 

the proceeds from a County or City license fee or license tax 
that exceeds the amount collected for or by the Board during 
Fiscal Year 2006-07 to the State Treasurer, for credit to the 
State Distributive School Account. The revenue threshold set 
forth in the Initiative is to be adjusted annually for changes in 
inflation and deflation.

Funding Nevada’s Priorities Act
This Initiative proposes to Amend Article 10 of the 

Nevada Constitution to provide an additional funding source 
for elementary and secondary education, public safety and 
transportation needs in Nevada. The Initiative requires 
the County Fair and Recreation Board in a County whose 
population is 800,000 or more (Currently, this would require 
only the LV Convention and Visitors Authority) to transfer 
any portion of the proceeds from a County or City license fee 
or license tax that exceeds the amount collected for or by the 
Board during Fiscal Year 2006-07 to the State Treasurer. The 
revenue threshold set forth in the Initiative is to be adjusted 
annually for changes in inflation and deflation. The Initiative 
requires the State Treasurer distribute any excess proceeds as 
follows:

• One third of the proceeds must be credited to the 
Nevada Public Safety Fund, established by this Initiative 
for the purpose of enhancing public safety, including 
expenditures for law enforcement, homeland security, 
fire protection or corrections, and grants to local police 
departments, fire departments or sheriff’s offices for 
similar purposes;

• One third of the proceeds must be credited to the 
State Distributive School Account for elementary and 
secondary education funding;

• One third of the proceeds must be credited to the State 
Highway Fund for transportation purposes.

The Education Enhancement Act and the Funding 
Nevada Priorities Act are similar in that the funding 
will come from the same source; however, the proposed 
distribution of that funding is different. If both are 
approved by voters, the one receiving the most votes would 
become law.

2006 Eminent Domain—Qualified for the 2008 General 
Election Ballot by being approved in the 2006 General 
Election by 63.1-percent of the voters. If approved in 2008, it 
will become law.

This Initiative would create a new section within Article 1 
of the Nevada Constitution. The amendment provides that the 
transfer of property taken in an eminent domain action from 
one private property to another private party would not be 
considered taken for a public use.

The State or its political subdivisions or agencies would not 
be allowed to occupy property taken in an eminent domain 
action until the government provides a property owner with all 
government property appraisals. The government would have 
the burden to prove that any property taken was taken for a 
public use.

If the property is taken by the State or its political 
subdivisions or agencies for a public use, the property must be 
valued at its highest and best use. In an eminent domain action, 
just compensation would be considered a sum of money that 
puts a property owner in the same position as if the property 
has not been taken, and includes compounded interest and 
reasonable costs and expenses. Fair market value, for eminent 
domain purposes, would be defined as the “highest price the 
property would bring on the open market.”

If property taken in an eminent domain proceeding is not 
used for the purpose the property was taken for within five (5) 
years, the original property owner would be able to reclaim the 
property upon repayment of the original purchase price.

HealthInsight to Assist 
Healthcare Providers Improve 

Quality and Safety of Care
EDITOR’S NOTE: This press release announces the 

new contract between HealthInsight and CMS and reviews 
the focus of their work with Nevada

On August 1, 2008 HealthInsight announced a new, three-
year, $7.8 million contract with the Centers for Medicare 
& Medicaid Services (CMS), the federal agency of the U.S. 
Department of Health and Human Services that runs Medicare, 
to improve the quality of health care for every person in 
Nevada.

HealthInsight, the Medicare Quality Improvement 
Organization (QIO) for Nevada, provides free expert resources 
to healthcare providers in hospitals, physician offices, and 
nursing homes to improve the care they provide to their 
patients so that it is safe, effective, patient-centered, timely, and 
equitable. The new work with Medicare will build upon the 
successes HealthInsight and Nevada providers have achieved 
in recent years, and sets new joint goals.  

Over the next three years, HealthInsight will work 
collaboratively with providers in these key areas:

• Improving safety for hospital patients. HealthInsight 
will provide assistance to eligible hospitals to improve 
care for heart failure and reduce surgical complications. 
Hospitals will also work to prevent methicillin-resistant 
Staphylococcus aureus (MRSA) infections and prevent 
and treat bed sores. 

• Improving the quality of life for nursing home residents. 
With a new safety focus, nursing homes that are in the 
greatest need of assistance will have the opportunity to 
work with HealthInsight to reduce bed sores and the use 
of physical restraints.

• Helping doctors improve preventive care by using 
technology. HealthInsight will assist up to 16 primary 
care practices in using electronic medical records 
systems (EMR) to improve preventive care for breast and 
colorectal cancer, pneumonia and influenza. 

• Ensuring patients receive safer prescription drugs. 
HealthInsight will work with physicians, pharmacists 
and prescription drug plans to reduce the use of drugs 
that are potentially harmful for seniors. 

• Helping providers prevent and manage chronic kidney 
disease. HealthInsight will utilize existing collaborative 
efforts and develop new mechanisms to support a 
community effort in controlling chronic kidney disease.

For the first time, HealthInsight will be working with 
providers and stakeholders to detect the incidence and slow 
the progression of chronic kidney disease among Medicare 
beneficiaries. HealthInsight was one of 13 QIOs across the 
country selected for this endeavor For more information 
or links to Medicare data and other resources, visit www.
healthinsight.org.

Nevada State Legislative Issues
The Four Nevada Initiative Petitions
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Laura A. Stokowski, RN, MS
Medscape Continuing Education Article

Article Reviewed by Kathy Ryan

Stokowski addresses the continuing concern of noisy 
hospital environments. She begins by defining the sound 
levels, measured as decibels (dB), which describe noise. In 
human ears, the threshold of hearing is 0 dB. Most human 
ears accommodate 120 dB, but hearing loss is associated 
with sounds at 85 dB and higher. 

The World Health Organization states that hospital 
sound levels have steadily increased so that daytime sound 
levels average 72 dB and nighttime sound levels average 60 
dB. They recommend sound levels not exceed 35 dB during 
the day and 30 dB during the night. 

Stokowski believes that noise is a health hazard. Noise 
interferes with communication, contributes to stress, and 
disturbs sleep. In addition, research demonstrates increases 
in the length of hospitalization and the frequency of 
rehospitalization because of increased sound levels that 
may: increase the risk of hypertension and ischemic heart 
disease, increase reflux in GERD patients, increase the 
need for pain medication in surgical patients, and delay 
wound healing.

Ken Powers, Media Relations Manager
kpowers@jointcommission.org

Health care is a high-stakes, pressure-packed 
environment that can test the limits of civility in the 
workplace. A new alert issued today by The Joint 
Commission warns that rude language and hostile behavior 
among health care professionals goes beyond being 
unpleasant and poses a serious threat to patient safety and 
the overall quality of care.

Intimidating and disruptive behaviors are such a serious 
issue that, in addition to addressing it in the new Sentinel 
Event Alert, The Joint Commission is introducing new 
standards requiring more than 15,000 accredited health 
care organizations to create a code of conduct that defines 
acceptable and unacceptable behaviors and to establish a 
formal process for managing unacceptable behavior. The 
new standards take effect January 1, 2009 for hospitals, 
nursing homes, home health agencies, laboratories, 
ambulatory care facilities, and behavioral health care 
facilities across the United States. 

Health care leaders and caregivers have known for 
years that intimidating and disruptive behaviors are a 
serious problem. Verbal outbursts, condescending attitudes, 
refusing to take part in assigned duties and physical threats 
all create breakdowns in the teamwork, communication 
and collaboration necessary to deliver patient care. The 
Institute for Safe Medication Practices found that 40 
percent of clinicians have kept quiet or remained passive 
during patient care events rather than question a known 
intimidator. To help put an end to once-accepted behaviors 
that put patients at risk, The Joint Commission Sentinel 
Event Alert urges health care organizations to take action.

“Most health care workers do their jobs with care, 
compassion and professionalism,” says Mark R. Chassin, 
M.D., M.P.P, M.P.H., president, The Joint Commission. 
“But sometimes professionalism breaks down and 
caregivers engage in behaviors that threaten patient safety. 

It is important for organizations to take a stand by clearly 
identifying such behaviors and refusing to tolerate them.”

To help put an end to intimidating and disruptive 
behaviors among physicians, nurses, pharmacists, 
therapists, support staff and administrators; the Sentinel 
Event Alert recommends that health care organizations 
take 11 specific steps, including the following:

Educate all health care team members about 
professional behavior, including training in basics such as 
being courteous during telephone interactions, business 
etiquette and general people skills; 

Hold all team members accountable for modeling 
desirable behaviors, and enforce the code of conduct 
consistently and equitably; 

Establish a comprehensive approach to addressing 
intimidating and disruptive behaviors that includes a zero 
tolerance policy; strong involvement and support from 
physician leadership; reducing fears of retribution against 
those who report intimidating and disruptive behaviors; 
empathizing with and apologizing to patients and families 
who are involved in or witness intimidating or disruptive 
behaviors; 

Determine how and when disciplinary actions should 
begin; and 

Develop a system to detect and receive reports of 
unprofessional behavior, and use non-confrontational 
interaction strategies to address intimidating and 
disruptive behaviors within the context of an organizational 
commitment to the health and well-being of all staff and 
patients. 

Addressing unprofessional behavior among health 
care professionals is part of a series of Alerts issued by 
the Joint Commission. Previous Alerts have addressed 
pediatric medication errors, wrong-site surgery, medication 
mix-ups, health care-associated infections and patient 
suicides, among others. The complete list and text of 
past issues of Sentinel Event Alert can be found on The 
Joint Commission’s website. www.jointcommission.org/
SentinelEvents.

Lateral Violence And 
Bullying In The Workplace

 
The Center for American Nurses has available online 

a position statement on violence and bullying in the 
workplace. It is an excellent resources that support the RN 
in collaborative manner with other health care professionals 
to develop appropriate policies, codes of conduct and 
educational programs with the goal to eliminate disruptive 
behavior in the workplace. The center has numerous 
resources that will guide any collaborative process to 
fostered a culture of professional collegiality and advanced 
the role of nursing.

To review theses resources go to: http://www.
centerforamericannurses.org/

Joint Commission: Alert 
Against Nurse Bullying

The Joint Commission has decided to focus on nurse 
harassment and bullying, along with lateral violence in the 
workplace. A problem that all nurses know exists. This 
Sentinel Even Alert has extensive recommendation; but, 
is it the role of a national agency that accredits hospitals 
and care standards to address? Is the joint commission 
stepping out of its usual role into an area that should be the 
responsibility of professional nurses? Will they be setting 
up another “standard” that looks great on paper, but will 
have little or no effective methods to stop lateral nurse 
violence? 

Professional practicing nurses need to reassess our 
own behavior towards our colleagues. We each are 
responsible for own behavior and to be respectful of those 
we encounter. Would I respond that way if that nurse was 
my daughter, mother, sister, or friend? We need to step into 
their shoes or even better be a mentor, act compassionately 
to our colleagues for the bullying always destroys ones 
ability to perform well and affect our patient care. Instead 
be a proactive professional and insist on change from 
the top to the bottom and bottom to the top. Nursing 
administrators should be informed of problems verbally 
and in writing so that they can be aware and insist on 
enforcing policies against discrimination, harassment, 
and lateral violence within staffs and units. The board of 
nursing should also be informed of conduct that is adverse 
to the state's Nurse Practice Act

Should punitive disciplinary actions be taken against 
those nurses participating in lateral nurse harassment or 
violence? Should they be allowed to continue working 
as nurses? Can joint Commission make a difference for 
everyone's sake, but most importantly for the patients who 
are adversely affected by workplace bullying? 

Go on line and review this “alert” and give us your 
opinions and the recommendation.

Sentinel Event Alert
Issue 40, July 9, 2008
Behaviors that undermine a culture of safety
http://www.jointcommission.org/SentinelEvents/

SentinelEventAlert/sea_40.htm

Focus Nursing Issues
Stop Bad Behavior among Health Care Professionals 

(Rude language, hostile behavior threatens safety, quality care)

The Inhospitable Hospital: No Peace, No Quiet
Stokowski also discusses the adverse effects on noise on 

staff and workplace performance. Physiological responses 
include tachycardia, and emotional responses include the 
annoyance and stress that contribute to fatigue and burnout.

Stokowski notes that more than 60% of noise is 
avoidable. She refers to an interesting research study on 
noise reduction that compared changes in human behavior 
to changes in both physical and structural environments. 
This research concludes that the greatest source of noise 
is the angles and surfaces that reflect rather than absorb 
noise. 

Recommendations for noise reduction include staff 
education regarding the importance of sound levels, and 
practical guidelines such as placing pagers on vibrate. She 
suggests closing patient room doors except in intensive 
care units, where noisy monitors and equipment may 
continuously alarm. But the greatest improvements in 
noise reduction include lowering the volume of telephones, 
pagers, monitors and equipment (IV pump alarms), and 
designing an environment that minimizes sound. She notes 
that motion-sensor innovations produce excessive noise 
and their placement should be carefully considered for 
proximity to patient care.

Finally, Stokowski suggests Susan Mazer’s data 
collection tool for the assessment of sound levels. This tool 
utilizes qualitative and quantitative data to identify noise 
reduction concerns and devise a plan to alleviate them.
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by Beth Boynton, RN, MS

Recently I attended a local meeting of Holistic Health 
Nurses held at a Bed and Breakfast in York Beach, ME. 
It was my first meeting with this group and we followed 
a brief welcome meditation with introductions around the 
room. When my turn came, I shared some of my work 
which included research on workplace violence for a book I 
am writing about communication and workplace dynamics 
for nurses. An immediate and intense discussion followed.
Many terms were flying through the air and the energy was 
palpable. 

“Is workplace violence about patients assaulting 
staff?”

“Part of the reason I left my last job was because of 
nurse to nurse bullying, isn’t that workplace violence?”

“That sounds like horizontal violence.”

“I read an article that talked about covert abuse and I 
think that is what nurse to nurse bullying is.”

“What about belligerent docs? There is one physician 
in our clinic that yells at nurses all the time. We all hate to 
work with him.”

“I think that is vertical abuse”

“I just read about physicians and something called 
‘disruptive behavior’, isn’t that what that is?”

This group, I realized was eager to share stories, ask 
questions and explore this issue! But, they were getting lost 
in the language! This is easy to understand. If you research 
the topic, you’ll find lots of studies that address a particular 
angle of the problem based on the type of abuse, target or 
professional specialty. Some hypothetical examples:

• Patients assaulting nurses in the emergency room.

• Nurses who are bullies to new grads.

• Surgeons who are abusive to staff in the operating 
room.

The research I am doing and the above conversation 
made it clear to me that much needed discussions among 
nurses and others could easily become diluted with 

Workplace Abuse: A Glossary of Violence
uncertainty about the language. This topic is so important 
and there is so much overlapping terminology it seems 
like a glossary would be a helpful resource. I have adapted 
the ones I have come across most frequently with cited 
references in specific cases. (see A Glossary of Violence) 

Yet still there is reluctance to fully acknowledge the 
depth and breadth of this problem. In her recent article, 
“Hospital bullies take a toll on patient safety,” health writer, 
JoNel Alecci quotes the president of the American Medical 
Association, Dr. Joseph Heyman, “I don’t see it as a huge 
problem,” he said, adding: “Having standards encourages 
hospitals to look for this kind of behavior and head it off 
at the pass.” http://www.msnbc.msn.com/id/25594124, 
retrieved from web 07/11/08.

Talking about abusive behavior is an important 
process for identifying problems, validating each other’s 
experiences, adopting new standards successfully and 
setting appropriate limits. Granted, this is trickier with 
patients who may have mental health issues and families 
with difficult dynamics however, a standard of respectful 
communication can and should be a priority for any 
organization striving to create a positive workplace.  

There is no room for a double standard. As nurses we 
cannot make anyone respect us, but with organizational 
support we can insist on and expect enforcement of 
respectful treatment in the workplace.

REF: Hospital bullies take a toll on patient safety, Bad 
behavior by doctors and others undercuts morale, leads to 
errors, JoNel Aleccia, MSNBC, http://www.msnbc.msn.
com/id/25594124, retrieved from web 07/11/08.

Beth Boynton, RN, MS is a nurse trainer/consultant/
speaker specializing in communication and conflict issues 
that impact nurses and other healthcare professionals. 
She is currently writing a nurse’s guide for improving 
communication and workplace dynamics. She can be 
reached at bbbboynton@verizon.net  

EDITOR’S NOTE: Additional resources may be 
found on the following websites: ANA website: www.
nursingworld.org and Center for American Nurse: http://
www.centerforamericannurses.org/

Focus Nursing Issues

Centers for Medicare and Medicaid Services (CMS) 
published in the Federal Register its final rule on 
Conditions for Coverage for End-Stage Renal Disease 
(ESRD) Facilities (1). The rule establishes new 
conditions dialysis facilities must meet to be certified 
under the Medicare program and is intended to update 
CMS standards for delivery of quality care to dialysis 
patients. CDC's 2001 Recommendations for Preventing 
Transmission of Infections among Chronic Hemodialysis 
Patients (2) have been incorporated by reference into the 
new CMS conditions for coverage. Thus, effective October 
14, 2008, all ESRD facilities are expected to follow 
the CDC recommendations as a condition for receiving 
Medicare payment for outpatient dialysis services. 

In recent years, outbreak investigations in dialysis 
and other health-care settings have demonstrated that 
mishandling of parenteral medication vials can contribute 
to the risk for hepatitis C virus (HCV) infection and 
bacterial and other infections (3-7). In 2002, a CDC 
communication to CMS suggested that reentry into 
single-use parenteral medication vials (i.e., to administer 
medication to more than one patient), when performed on 
a limited basis and under strict conditions in hemodialysis 
settings, likely would result in low risk for bacterial 
infection (8). However, the 2002 communication did not 
address risks for bloodborne viral infections (e.g., HCV 
and hepatitis B virus infection). This report is intended to 
clarify and restate CDC's recommendation on parenteral 
medication to include bloodborne viral infections. The 
recommendations in this report supersede the 2002 CDC 
communication to CMS. 

To prevent transmission of both bacteria and 
bloodborne viruses in hemodialysis settings, CDC 
recommends that all single-use injectable medications 
and solutions be dedicated for use on a single patient 
and be entered one time only. Medications packaged 

as multidose should be assigned to a single patient 
whenever possible. All parenteral medications should 
be prepared in a clean area separate from potentially 
contaminated items and surfaces. In hemodialysis 
settings where environmental surfaces and medical 
supplies are subjected to frequent blood contamination, 
medication preparation should occur in a clean area 
removed from the patient treatment area. Proper 
infection control practices must be followed during 
the preparation and administration of injected 
medications (9). This is consistent with official CDC 
recommendations for infection control precautions in 
hemodialysis (2) and other health-care settings (9). 

Health departments and other public health partners 
should be aware of the new CMS conditions for ESRD 
facilities. All dialysis providers are advised to follow 
official CDC recommendations regarding Standard 
Precautions and infection control in dialysis settings 
(2,9). Specifically, CDC has recommended the following: 
"Intravenous medication vials labeled for single use, 
including erythropoietin, should not be punctured more 
than once. Once a needle has entered a vial labeled for 
single use, the sterility of the product can no longer be 
guaranteed" (2). Additional guidance on safe injection 
practices can be found in the Guideline for Isolation 
Precautions: Preventing Transmission of Infectious Agents 
in Healthcare Settings 2007 (9). 

Dialysis providers also should be aware of their 
responsibility to report clusters of infections or other 
adverse events to the appropriate local or state public health 
authority. Failure to report illness clusters to public health 
authorities can result in delays in recognition of disease 
outbreaks (10) and implementation of control measures. 
Additional information regarding the new CMS Conditions 
for Coverage for End-Stage Renal Disease Facilities is 
available at http://www.cms.hhs.gov/cfcsandcops/13_esrd.
asp. 

Infection Control Requirements for Dialysis Facilities and Clarification 
Regarding Guidance on Parenteral Medication Vials
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A Glossary of Violence 

Abuse: the International Council of Nurses (ICN 2004) defines 
abuse as “behaviour that humiliates, degrades or otherwise indicates 
a lack of respect for the dignity and worth of an individual”. 

Bad Behavior: this news release from the Joint Commission 
addresses bad behavior and is has a related requirement for 
accreditation going into effect January 2009. http://www.
jointcommission.org/SentinelEvents/SentinelEventAlert/sea_40.
htm 

For more information about TJC’s Sentinel Event Alert http://
www.jointcommission.org/SentinelEvents/SentinelEventAlert/
sea_40.htm

Bullying: abusive behavior towards another which often takes 
place repeatedly over time.

Covert Abuse: abusive behavior which is difficult to identify or 
prove and often more passive or passive-aggressive. 

Disruptive Behavior: the American Medical Association 
(AMA) has written, “Personal conduct, whether verbal or physical, 
that affects or that potentially may affect patient care negatively 
constitutes disruptive behavior. 

Horizontal Abuse: when a colleague is abusive to a peer 
or other at a similar level in the organizational or professional 
hierarchy. 

Incivility: Any kind of rude or discourteous behavior.
Interactive Workplace Violence or Trauma (IWPV or IWPT): 

often used to describe abusive behavior taking place between peers 
or others at similar level. 

Medical Intimidation: 
Non-verbal Abuse: a wide range of belittling gestures or body 

language become abusive when used to disrespect another such as 
rolling eyes, smirking, whispering, ignoring, violating personal 
space or hands on hips. These are often insidious and passive or 
passive-aggressive power displays which may be hard identify. 

Overt Abuse: abusive behavior which is obvious to all and 
typically more aggressive. 

Psychological violence: intentional use of power, including 
threat of physical force, against another person or group, that 
can result in harm to physical, mental, spiritual, moral or social 
development. It includes verbal abuse, bullying/mobbing, 
harassment and threats. (Adapted from WHO definition of 
violence)

Toxic behavior:  can range from the very serious aggression, 
bullying and sabotage of abusive colleagues to the annoying and 
hard to cope with behavior of negative co-workers. 

 Verbal Abuse: Any kind of tone or language used to intimidate 
another. Although not healthcare specific, Patricia Evans is a 
pioneer in studying and writing about verbal abuse and this link 
will take you to her website page with FAQs about this topic:  http://
www.verbalabuse.com/faq.shtml

Vertical Violence: used to describe abusive behavior towards 
those in less powerful positions such as physician to nurse or nurse 
to nurse’s aide.
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JCAHO Rules to Address Diversity, 
Language, Health Literacy

The Joint Commission plans to revise hospital 
accreditation standards to include diversity, language and 
health literacy requirements for patient care processes. 
The commission won't tell hospitals what technology to 
use but will lay out expectations and quality guidelines. 
For example, hospitals could train bilingual staff, hire 
an interpreter or purchase technology-based interpreter 
services. The Joint Commission is seeking nominations 
for an advisory panel to review evidence-based practices 
and identify principals that can be the basis for new or 
revised standards. Nomination forms are available at 
jointcommission.org/patientsafety.hlc.

Flu Vaccination Challenge
Did you know that the current national average of 

health care workers who get vaccinated against the flu is 
only 42 percent? We can not continue to vaccinate only 
a small percentage of caregivers against the flu when we 
know that according to the Centers for Disease Control and 
Prevention (CDC), in recent years, flu infections have been 
documented in hospitals and healthcare workers have been 
frequently implicated as the source of these infections.

In the name of patient safety, Joint Commission 
Resources (JCR) is issuing a challenge to all hospitals to 
do a better job of vaccinating their doctors, nurses and 
ancillary workers against the flu. Hospitals that achieve 
a vaccination rate of 43 percent or more will be recognized 
for their dedication to helping keep their employees healthy 
and helping to protect their patients. 

The Flu Vaccination Challenge begins September 1, 
2008 and continues through the flu season to May 2009. 
Please take two minutes to register your hospital now by 
simply clicking: www.FluVaccinationChallenge.com.

CMS Rule On Three 
Hospital-Acquired

On July 31, the Centers for Medicare & Medicaid 
Services (CMS) added three new "hospital-acquired 
conditions" (HACs), in the final rule for the Medicare acute 
care inpatient prospective payment system (IPPS): 

* Surgical site infections following certain elective 
procedures, including certain orthopedic surgeries, 
and bariatric surgery for obesity; 

* Certain manifestations of poor control of blood sugar 
levels; and 

* Deep vein thrombosis or pulmonary embolism 
following total knee replacement and hip replacement 
procedures. 

These conditions will incur a lower Medicare 
reimbursement rate unless patient records show the 
condition was "present on admission" (POA). The eight 
previously selected HACs are: object left in surgery; air 
embolism; blood incompatibility; catheter-associated 
urinary tract infection; pressure ulcers; vascular catheter-
associated infection; surgical site infection—mediastinitis 
after CABG (coronary artery bypass graft); and falls (and 
additional injuries). Hospitals began reporting on these 
in October 2007, for payments starting October 2008. 
ANA has provided comments to CMS on HACs and POA 
reporting, and all ANA comments will soon be available 
on Nursing World under Government Affairs/Regulatory 
Affairs. More information about this decision can be found 
at www.cms.hhs.gov/HospitalAcqCond <http://www.cms.
hhs.gov/HospitalAcqCond/ 

Edited from the ANA Government Affairs—Janet 
Haebler MSN RN, Associate Director, State Government 
Affairs.

National
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American Nurses Credentialing 
Center (ANCC) Needs Pediatric 

Clinical Nurse Specialists!

Volunteers are needed to 
help write our Clinical Nurse 
Specialist in Pediatric Nursing 
Exam by serving on our Content 
Expert Panel (CEP). We are 
looking for nurses who are ANCC 
certified in their specialty area 
and are active in practice (working 
at least 21 hours a week). We 
encourage volunteers to apply 
from: a variety of geographical locations, diverse ethnic/
racial backgrounds, all age groups, and with varied career 
experience to ensure that our exams accurately reflect 
each specialty. Preference is given to those who have been 
practicing in their certification specialty for less than 
twelve years, since we are writing entry level exams.

 
Why volunteer?

All volunteers make invaluable contributions to their 
specialty and are recognized by the nursing community 
for their contributions. ANCC recognizes the efforts of 
our volunteers by: paying for all travel expenses for in 
person meetings, providing your employer with a letter 
of recognition, and allowing active volunteers an award 
of contact hours in continuing education toward career 
development that is required for recertification. Our 
meetings and conference calls are a great way to meet 
fellow nurses in your specialty from all over the country!

 
How much time is involved?

Up to three in person meetings are held per year at our 
headquarters in Silver Spring, MD. ANCC pays for all 
travel expenses for these meetings. Additionally, volunteers 
may be asked to participate in occasional conference call. 
CEP members serve four year terms. There is a two-term 
limit for appointments, and all applicants must reapply 
prior to being reappointed. There is no guarantee of being 
reappointed due to the criteria the panel must meet for our 
exams to maintain accreditation.

 
Interested?

Please visit our website for more information, including 
an application: www.nursecredentialing.org/certification/
volunteer.aspx

All applications must include a curriculum vitae and 
a job description (if available). They may be returned in 
PDF or Word 2003 format (containing .doc extension) to: 
ANCCVolunteer@ana.org. 

Information from ANA: Mary Stewart, Senior P R 
Specialist, E-mail: Mary.Stewart@ana.org

VA Nursing Academy
To help address the nation's nursing shortage and ensure 

health care for a growing number of veterans, the Department 
of Veterans Affairs (VA) is expanding the VA Nursing 
Academy's 'Enhancing Academic Partnerships' program 
through new partnerships with seven leading nursing schools 
across the United States.

The VA Nursing Academy, a five-year, $40 million initiative 
introduced in 2007, connects the VA's world-class health care 
system with some of the country's top nursing schools to ensure 
that highly educated nurses are available to provide premium 
health care to our nation's veterans.

"The VA Nursing Academy expands our teaching 
faculty, improves recruitment and retention, and creates new 
educational and research opportunities," said Secretary of 
Veterans Affairs Dr. James B. Peake.

Through the partnerships, nursing school faculty provide 
services for VA facilities; VA nurses are appointed as faculty 
of the nursing school; and nursing students receive enhanced 
clinical experiences at VA facilities. 

The following nursing schools were selected to join the 
program as partners to local VA medical centers: the Medical 
University of South Carolina; Loyola University of Chicago; the 
University of Detroit Mercy; Saginaw Valley State University; 
the University of Oklahoma Health Sciences Center; Rhode 
Island College; and the University of South Florida. The 
original four nursing schools in the program are the University 
of Florida; University of Utah; San Diego State University; and 
Fairfield University. For more information on the VA Nursing 
Academy, visit www.va.gov/oaa/vana/.

School Nurses Key to 
Preventing Heart Disease
School nurses are crucial to promoting heart health 

among children and youth, according to a new scientific 
statement from the American Heart Association (AHA). 
Starting efforts to reduce cardiovascular disease risk 
during childhood is an important part of preventing the 
illness, according to Laura Hayman, head of the statement 
writing group and a professor of nursing in the department 
of nutrition, food studies and public health at New York 
University.

"Identifying risk factors for cardiovascular disease is 
a key component of primary prevention; thus, schools, 
preschools and other community-based settings where child 
care is provided are important places to begin educating 
children and families about cardiovascular disease risk," 
she said in a prepared statement.

And authors of the AHA statement, published online 
June 25 in Circulation, identified key players in helping 
to reduce heart disease risk in children and youth—school 
nurses.

"Because they're knowledgeable about resources in their 
communities, school nurses are well-positioned to provide 
appropriate referrals for children and their families once a 
risk factor is identified," said Hayman.

The statement recommends that school nurses 
participate in heart-health education and behavioral skill 
training; advocate for heart-healthy school policies and 
school-community partnership for providing heart disease 
risk screening; and encourage kids to eat a healthful diet, 
exercise and not smoke.

In addition to highlighting the importance of nurses, 
the statement emphasizes healthy lifestyle behaviors and 
therapeutic lifestyle change in preventing heart disease and 
promoting lifelong heart health in children.

"Prevention needs to begin early in life, with the 
adoption and maintenance of healthy lifestyle behaviors," 
Hayman said.

Markers of cardiovascular disease can be present in 
early childhood, along with risk factors such as high 
cholesterol, high blood pressure, physical inactivity, 
smoking and obesity.

For More information: American Heart Association, 
children and heart disease.

Military Nurses—Research Support 
Available Government Group

Armed Forces nurses develop special skills and protocols 
dealing with combat injuries that can influence civilian nursing 
care as well. The TriService Nursing Research Program, 
funded by the Department of Defense, helps increase the 
number of military nurses engaged in research by providing 
financial and academic support for projects.

One of its core programs is its "grant camp" program, which 
addresses the needs of researchers with various degrees of 
experience. 

"The program, which we offer every year, has three levels," 
she said. "The first is novice researchers who have interest 
in research but have no experience or training in research 
methods. Then we have PhD-prepared nurses with some 
academic training in research but no practical experience. The 
focus of this group is to learn to write proposals that are most 
likely to be funded. "Then we have another level for seasoned 
researchers," she continued. "We seek to update them with 
regard to research, technology and other tools available to them 
that might enhance their own research." 

Specialty Focus
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As the movement to promote true evidence based 
practice continues (which should include all disciplines 
and medical professionals), it is important for nurses with 
research experience to mentor and assist others in their 
research pursuits. The article below describes a research 
study that was undertaken as a collaboration between 
Respiratory, Medicine, and Nursing. The main idea for the 
study came from a clinically expert Respiratory Therapist, 
who is the first author of the article. Medicine and Nursing 
respectively assisted in the implementation and the 
statistical analysis and writing of the article describing the 
study, which was undertaken at University Medical Center 
in Las Vegas. 

The Role of Respiratory Therapists 
in the Recommendation for the 

Introduction of Maintenance 
Treatment with Tiotropium Bromide 

Inhalation Powder (SPRIVIA)
 

by Bridget Nelson, RRT, Peggy Alby, RRT
Naresh Singh, MD and Mary Bondmass, RN, PhD

Introduction
Chronic obstructive pulmonary disease (COPD) is the fourth 

leading cause of death in the United States. Approximately 12 
million Americans are currently diagnosed with COPD and 
an additional 12 million may remain undiagnosed. Recent 
advances in treatment for COPD offer improved opportunities 
for increases in our patients’ quality and length of life; however, 
available data from the National Heart Lung and Blood 
Institute indicate many of those afflicted with COPD may not 
be receiving optimal treatment.1 

At our large, urban, public medical center, the treatment of 
COPD continues to challenge our respiratory therapists (RT) 
physicians, and nurses. Of particular concern is the increasing 
numbers of RT hours required for the administration of 
bronchodilator therapy. Like most public and private medical 
centers, we were faced with a shortage of qualified RT 
personnel; therefore strategies to decrease RT treatment-
related hours, without compromising patient care, needed to 
be explored. Consequently, our department created a new role 
for some of our RTs—that of Respiratory Care Coordinator 
(RCC). The focus of the RCC is to assist our physicians and 
nurses, as well as to educate and facilitate patient care. 

After receiving specialized training and education, the 
RCCs were assigned to perform patient assessments and make 
‘best practice’ recommendations to our resident physicians 

or nurse practitioners. This paper briefly describes a research 
study initiated by our RCCs under the close mentorship of our 
department’s Medical Director and a doctorally-prepared nurse 
researcher. The purpose of which was to evaluate the RCC 
recommendations of tiotropium bromide inhalation powder 
(TB). 

Best practice guidelines
Not unknown to most RTs, inhaled bronchodilator therapy 

is central in the treatment of COPD. When symptoms 
persist and are not adequately controlled with short-acting 
bronchodilator, the recent guidelines from the Global Initiative 
for Chronic Obstructive Lung Disease (GOLD) recommend 
regular treatment with mono- or combination therapy with a 
long-acting bronchodilator.1,2 
Why tiotropium bromide?

The clinical benefit of once-daily tiotropium, an 
anticholinergic agent has been established in comparative 
1-year clinical studies versus placebo and ipratropium bromide, 
and in two 6-month studies versus salmeterol or placebo. Over 
all, tiotropium was found to be superior to these active agents 
in improving lung function.3-6 

Tiotropium bromide inhalation powder is indicated 
once daily for the long-term, maintenance treatment of 
bronchospasm associated with COPD, including chronic 
bronchitis and emphysema. Patients taking TBP have a reduced 
requirement for the use of rescue short-acting beta 2-agonists 
inhalers.7 

Method
A prospective non-randomized design was used for this 

study. Institutional review board (IRB) approval was obtained 
and patients were evaluated for study inclusion by four RCCs, 
under the direction/supervision of the Medical Director of the 
Respiratory Services Department. Patients were included in the 
study if they:

• had a documented admission diagnosis of COPD, not 
requiring mechanical ventilation,

• were already receiving respiratory therapy i.e. albuterol, 
ipratropium bromide, levalbuterol and duoneb via small 
volume nebulizers (SVNs),

• were referred by staff or staff physicians, and
• had no known contraindications to receiving TBP.  
The RCCs examined the admitted COPD patients and 

assessed their need for the maintenance drug TBP. Additionally, 
education was provided to patients, family, and staff on 
this maintenance treatment for COPD patients. Additional 
education was provided to all appropriate patients related to 
smoking cessation. A Recommendation and Assessment form 
was developed and used for this study; patients were assessed 
and recommendations were given to the physician based on the 
assessment classification. This two-page form was designed by 
our Medical Center’s Collaborative Practice Committee and 
was based on the AARC Guidelines.

Other treatments were not excluded (i.e. the combination 
of a B2-agonist and anticholinergics, theophylline, 
glucocorticosteroids, antibiotics, mucolytic, oxygen therapy). 
Additionally, not every patient admitted with a diagnosis of 
COPD was assessed, due to the large numbers of patients, 
the four RCC were not able to see every patient. Data were 
collected from June though August 2007.

Results
Data from 31 patients were used in this analysis. It was 

calculated that before TBP was ordered, 430 SVN treatments 
would have been routinely done. After TBP was ordered, only 
113 treatments were required for the remainder of the study 
patients’ hospitalization. A decrease of 312 treatments was 
noted. This represents a statistically significant (p < 0.000) 
decrease (79%) in treatments required and given (Figure 1).  

 
We also found a statistically significant difference (p < 

0.000) in time saved by RTs (Figure 2). The reduction in 
“non-beneficial” treatments decreased the need for RT in less 
critical situations, allowing extra time for patient education. 
The utilization timesavings of RTs were estimated to be over 
156 hours of direct patient care. Time devoted to specifically 
educating COPD patients about maintenance medication and 
smoking cessation was approximately 11 hours and 20 minutes 
during the study period. Tables 1-3 respectively, display the 
specific data from all patients (N = 31) during each of the three 
study months.

Overall, feedback from the respiratory therapists, physicians, 
nurses and patients was positive. No adverse response from the 
patients or staff was reported.

Discussion and Conclusion
At our public medical center, large numbers of patients with 

a history of COPD are admitted for reasons other than COPD 
exacerbations. It was observed that because of this history 
of COPD, physicians were routinely ordering SVNs around 
the clock even when the patients were not in acute distress 
and demonstrated no clinical need. Moreover, these COPD 
patients were generally not on maintenance medication (TBP) 
for their disease. Our results suggest the use of RCCs and 
their recommendation of TBP is beneficial to both our COPD 
patients as well as our institution. 
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Figure 1 SVN treatments with and without the Respiratory 
Care Coordinator’s recommendations for Tiotropium 

Bromide Inhalation Powder (Spiriva)

Figure 2 Time savings with and without the Respiratory 
Care Coordinator’s recommendations of Tiotropium 

Bromide Inhalation Powder (Spiriva)

Collaboration to Promote Research between Disciplines and 
among Non-Nursing Medical Professionals Produces Results!

** p≤ 0.000
* p≤ 0.003

Tiotropium Bromide Inhalation Powder (Spiriva) Comparison.

** p≤ 0.000
* p≤ 0.037

Time savings with Tiotropium Bromide Inhalation Powder (Spiriva)

Collaboration to Promote Research . . . cont. on page 15
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Table 1. June 2007 Patient Assessments for Tiotropium Bromide Inhalation Powder (Spiriva)

Patient Original TX  Recommended SVN TX Actual SVN Total Time (hours)
 frequency  SVN TX scheduled TX given decrease in saved in the
 without  frequency for the for the length SVN TX utilization of
 SPIRIVA with SPIRIVA  length of of stay after after RT
  (once daily) stay without  SPIRIVA SPIRIVA
   SPIRIVA  (once daily)  (once daily)
    recommended   

1. Q6 PRN 8 3 5 2.5  

2. PRN PRN 6 1 5 2.5  

3. Q6 Q6 8 3 5 2.5  

4. Q4 PRN 30 8 22 11  

5. Q4 PRN 6 1 5 2.5  

6. Q4 PRN 6 1 5 2.5  

7. Q4 PRN 24 0 24 12  

8. Q4 PRN 30 7 23 11.5  

9. Q6 MDI 8 0 8 4  

10. Q4 PRN 12 1 11 5.5  

11. Q4 PRN 12 1 11 5.5  

12. Q4 PRN 24 2 22 11  

13. Q4 PRN 24 3 18 9  

14. Q3 PRN 6 0 6 3  

TX = treatment; SVN = small volume nebulizers; Q3 = every three hours; Q4 = every four hours; Q6 = every six hours; RT = 
Respiratory Therapist; PRN = per required need 

Clinical Research Corner

Table 2. July 2007 Patient Assessments for Tiotropium Bromide Inhalation Powder (Spiriva)

Patient Original TX  Recommended SVN TX Actual SVN Total Time (hours) 
 frequency  SVN TX scheduled TX given for decrease in saved in the
 without  frequency for the the length of SVN TX utilization of
 SPIRIVA with SPIRIVA  length of stay after after RT
  (once daily) stay without SPIRIVA SPIRIVA
   SPIRIVA (once daily)  (once daily)
    recommended 
 
1. TID PRN 6 2 4 2  

2. Q4 MDI 6 0 6 3  

3. Q4 MDI 12 4 8 4  

4. PRN PRN 2 0 2 1  

5. Q4 PRN 28 12 16 8  

6. Q6 PRN 4 1 3 1.5 

7. Q6 PRN 16 7 9 4.5 

TX = treatment; SVN = small volume nebulizers; TID = 3 times daily; Q4 = every four hours; Q6 = every six hours; RT = 
Respiratory Therapist; PRN = per required need 

Collaboration to Promote Research . . . cont. from page 14

Table 3. August 2007 Patient Assessments for Tiotropium Bromide Inhalation Powder (Spiriva)

Patient Original TX  Recommended SVN TX Actual SVN Total Time (hours)
 frequency  SVN TX scheduled TX given for decrease in saved in the
 without  frequency for the length the length of SVN TX utilization
 SPIRIVA with SPIRIVA of stay without stay after after of RT
   (once daily)  SPIRIVA SPIRIVA SPIRIVA
     (once daily)  (once daily) 
    recommended 

1. Q6 PRN 16 0 16 8  

2. Q6 PRN 18 18 0 0  

3. Q4 PRN 6 1 5 2.5  

4. Q4 PRN 6 2 4 2  

5. Q4 PRN 12 2 10 5  

6. Q2 PRN 24 2 22 11  

7. Q4 PRN 12 5 7 3.5  

8. TID PRN 24 10 14 7  

9. Q4 TID 18 10 8 4  

10. QID MDI 16 8 8 4  

TX = treatment; SVN = small volume nebulizers; TID = 3 times daily; QID = 4 times daily; Q4 = every four hours; Q6 = every six 
hours; RT = Respiratory Therapist; PRN = per required need 

Breast Cancer: Educating 
the Educator

The words, “you have breast cancer” are possibly some 
of the most devastating a woman can imagine hearing. 
Breast cancer is the most common cancer among women 
and the second leading cause of cancer death in women 
behind lung cancer in the U.S. (American Cancer Society, 
2007). According to the ACS, nearly 180,000 women in 
the U.S. will be diagnosed with invasive breast cancer in 
2007, and over 40,000 will die from this disease. Although 
the incidence of breast cancer has increased, affecting 1 in 
8 women and mortality being 1 in 33 (ACS, 2007), death 
rates are on the decline due to early detection and improved 
treatments. 

Despite the positive impact reconstructive breast surgery 
can have on a woman's quality of life, the percentage of 
patients who have these procedures is quite low as many 
physicians, nurses, and other healthcare providers often do 
not have adequate resources available to offer these women: 
there is still a considerable lack of information, education, 
services, and support for women with a breast cancer.

The goal of any health education endeavor is a positive 
behavioral change. This change is accomplished when the 
teaching program provides needed information and skills 
to improve decision-making (learning). The teacher must 
ask pertinent questions to determine the client’s needs and 
wishes to know and to determine their readiness to learn. 

You must consider barriers to learning, e.g., stress 
and anxiety related to the diagnosis of breast cancer, 
educational level, cultural beliefs, language barriers, 
socioeconomic status and motivation.

This following lesson plan and decision making tree 
may be of help in educating the educator as well as the 
patient and family. Additional resources and details are 
available upon request.

Lorraine Bonaldi-Moore, RN, MBA, MSN
Assistant Professor, Orvis School of Nursing
University of Nevada, Reno 
MS 134
Reno, Nevada 89557

Breast Cancer cont. on page 16
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Lorraine Bonaldi-Moore, RN, MBA, MSN
Assistant Professor, University of Nevada, Reno

Orvis School of Nursing©

Objective:
• Increase awareness of the breast cancer disease 

process
• To allow women the opportunity to make an 

informed decision on breast reconstruction
• Facilitate periodic meetings of the healthcare 

team (oncologist, general surgeon, rehabilitation, 
psychology, etc.) to identify ways to enhance and 
coordinate care

• Provide a supportive network where questions can 
be answered and goals can be achieved for greatest 
patient satisfaction diagnosis through final stages 
surgery and medical treatments

Content:

• Explain the disease process of breast cancer
• Explain the procedures of biopsy, breast conservation 

surgery (lumpectomy, segmental mastectomy), 
mastectomy, and bilateral mastectomies

• Outline the definition of breast reconstruction
• List the types of breast reconstruction available, 

the risks and benefits of each procedure, what is 
involved surgically, post-operatively and what can 
be expected long-term

• Discuss goals of reconstruction
• Special considerations of reconstruction (delayed 

versus immediate) related to medical care (radiation 
and/or chemotherapy)

• Anesthesia, outpatient versus inpatient facility
• Financial considerations (pre-authorization of 

insurance, out-of-pocket expense, cost of procedures
• Risks (surgical, smoking, infection, capsular 

contracture)
• What to expect after breast reconstruction (healing, 

‘normalcy,’ physical appearance, emotions, 
recurrence, support groups and systems)

Instructional Methods/teaching strategy:

• Assess patient needs: emotional, physical, mental, 
psychosocial

• Involve patients and family (SO) in decision making 
process

• Direct, one-on-one teaching
• Provide information on surgical reconstructive 

options through face-to-face consultation, 
pamphlets, effective videos, Internet resources 

and teleconferences, use of interactive educational 
software, support group networks, oncology team 
providers

• Demonstrate sensitivity to emotional, cultural, and 
values of each patient

• Frame all medical information in layperson’s terms 
to increase understanding for informed decision 
making

Evaluation Method:

• Provide written evaluations
• Listen to patient feedback, questions
• Evaluate post-consult office calls to help assess 

patient and SO comprehension
• Is/has patient been able to make a decision?

Helpful websites:

✓ National Breast Cancer Awareness: http://nbcam.org/
✓ American Cancer Society Breast Reconstruction: http://

www.cancer.org/docroot/CRI/content/CRI_2_6X_Breast_
Reconstruction_After_Mastectomy_5.asp

✓ American Society Plastic Surgery: http://www.
plasticsurgery.org/patients_consumers/procedures/
BreastReconstruction.cfm?CFID=10417183&CFTOKEN=7
5674830

✓ Breast Cancer.org: http://www.breastcancer.org/pictures/
reconstruction/

✓ National Cancer Institute: http://www.cancer.gov/
cancertopics/wyntk/breast/page11

~ Helping women to make informed 
decisions about their bodies ~

Lesson Plan Format

Educating the Female Breast Cancer Patient 
Decision Making Process for Reconstruction

Breast Cancer cont. from page 15
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Managed Care Forum
November 6-7, 2008

Paris Hotel, Las Vegas

*Nurses' Preconference November 5

JOIN US at the conference to discover NEW 
challenges, solutions and strategies for today's 
healthcare industry and...

SAVE $220 OFF!
Save $220 off your registration fee if you 

register by September 12, 2008! To receive this 
discount, enter the Value Code: NNA220 on your 
registration form. You can even bring colleagues 
at the same discount!
Offer will expire September 12, 2008.

There are four ways to register for the conference:
 Mail:  Fall Managed Care Forum
  4435 Waterfront Drive, Suite 101
  Glen Allen, VA 23060
 Internet: www.aamcn.org
 Phone:  804-747-9698
 Fax: 804-747-5316

Advanced Life Support in Obstetrics Course
DATE: Wednesday & Thursday, December 17 & 18, 2008 

LOCATION: Orleans Hotel, Las Vegas, Nevada
TIME: 7:30am-5:00 pm 

PROGRAM:
Emphasizes labor and delivery room emergencies but also covers prenatal risk assessment, first-trimester 

bleeding, consultant relationships, helping parents cope with a birth crisis and information on reducing medical 
malpractice risk.

REGISTRATION: 
Fee, due by November 3, 2008. Final confirmation upon receipt of the registration. 
Attending Physicians (MD or DO) $475  Midwives $455  Providers (RN, PA, EMT) $400 
Residents (limited—call) $375

CME & CEU's Offered. Includes course materials, continental breakfast and lunch buffet both days of the 
course.

The course registration is through the University of Nevada School of Medicine Department of Family 
Medicine—Las Vegas Department of Family & Community Medicine and University of Nevada School of 
Medicine—Las Vegas.

If you need more information, please contact us at ejpalmer@medicine.nevada.edu or fcarranza@medicine.
nevada.edu or call 702-992-6897.

Education Opportunities

Colorado Regional Conference on the Health Care 
Response to Domestic Violence

December 7-9 at the Grand Hyatt Denver
Program:

Organized by UCD’s Center on Domestic Violence at the School of Public Affairs, the conference will 
educate health care providers on optimal ways to intervene, identify and screen for domestic violence among 
patients. A practical approach to helping victims will be emphasized, along with best practices and the 
introduction of new initiatives from Colorado and the Rocky Mountain region. The keynote speaker will be 
Jackie Campbell, a nationally-acclaimed expert on the healthcare response to interpersonal violence. There 
will be four plenary sessions and four workshop tracks: specialized populations, model programs, specialty 
areas, and clinical responses.  Kaiser Permanente is the primary sponsor of the event.  Other sponsors 
include the U.S. Justice Department and Health and Human Services. 

 The conference will also launch a new academic certificate at the Center on Domestic Violence titled the 
Certificate in Interpersonal Violence and Health Care, which will debut in spring 2009. The goal of the 
certificate is to train doctors, nurses, and other health providers as health advocates for victims of domestic 
violence.  

To register for the conference or obtain details about the academic certificate, go to www.ucdenver.edu/
domesticviolence/conference or call the Center at 303-315-2489.                                                                                   

Register by November 14, 2008, to receive the early registration rate.
Early: $245  Regular: $295
                                                                                                                                                                                                        

*A limited number of scholarships are available. To apply, send an e-mail to cdv@ucdenver.edu 
with the word “scholarship” in the subject line.
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VTE Prophylaxis—
Pros And Cons

David W. Woodruff, MSN, RN-BC, CNS, CEN 
www.Ed4Nurses.com

When a medical treatment has the potential to positively 
affect a large number of patients it is often widely accepted, 
especially if the possibilities of side effects are relatively 
low. Such is the case for prophylactic anticoagulation to 
prevent venous thromboembolism (VTE) and pulmonary 
embolism (PE).

In a recent study by Dentali, et al. the authors found a 
significant decrease in thromboembolic events with the 
administration of anticoagulant prophylaxis, but found no 
decrease in mortality. This was a large systematic review 
of trials involving more than 19,000 patients. The authors 
recommend using prophylactic anticoagulation in high-risk 
patients, but not in everyone due to the cost of treatment 
and potential side effects of major bleeding.

It is important to evaluate which patients are at high risk 
for complications and treat them appropriately. However, 
using the "shotgun" approach by treating everyone with 
prophylactic anticoagulation may not be cost-effective, and 
could potentially lead to complications from therapy. This 
study helps us to determine when anticoagulation would be 
most appropriate.

One factor that they did not analyze is nursing 
intervention to prevent VTE; and whether good nursing 
intervention would be just as effective in preventing 
potentially life-threatening VTE as anticoagulation 
in lower-risk patients. For now we have to rely on 
physiological principles that dictate early ambulation, 
sequential calf compression devices, and foot pumps as 
alternatives or adjuncts to anticoagulation therapy.

FROM
Dentali F et al. Meta-analysis: Anticoagulant prophylaxis to 

prevent symptomatic venous thromboembolism in hospitalized 
medical patients. Ann Intern Med 2007 Feb 20; 146:278-88.

Tattoo—Limited 
Oversight

Thinking about a tattoo? Think again. An urge 
for personal expression shouldn't obscure the health 
implications of this invasive, skin-puncturing, cosmetic 
procedure—particularly since as many as half of those who 
get tattoos later wish they hadn't. Here are seven facts you 
should consider before heading to the tattoo parlor.

1. There is limited oversight of the tattoo industry. The 
Food and Drug Administration, which regulates food, 
cosmetics, and drugs with a vengeance, has chosen not to 
regulate, even though it warns of many health risks and 
notes that tattoo ink is often adulterated

2. Ingredients of tattoo ink are a mystery. Since the inks 
are not approved by the FDA, no one knows exactly what's 
in all the many commercial and homemade brands. But 
chemists have turned up some unhealthy surprises—like 
mercury, lead, and antifreeze.

3. Removal of tattoos is a big deal. The tattoo is made to 
be permanent and becomes deeply entrenched in the skin. 
Removal is a major and painful excavation or demolition 
effort—with the pigments either surgically excised or 
attacked with a laser.

4. Lasering tattoos opens a toxic chemical dump. The 
laser's intense heat not only breaks up the ink's pigment 
crystals but also triggers chemical reactions that generate 
a soup of carcinogenic and other hazardous chemicals that 
are absorbed by the body.

5. Many people turn on their tattoos. There are many 
reasons why people become unhappy with their tattoos. 
Most are psychological. They include the desire to separate 
from the past, embarrassment, and fears that tattoos might 
adversely affect their job or career.

6. Women have special health considerations. It should 
come as no surprise, for instance, that getting or removing 
a tattoo during pregnancy is a bad idea. Additionally, 
women suffer more psychological distress and tattoo stigma 
than do men.

7. Health insurance doesn't pay for removal—and it's 
expensive. The cost of getting a tattoo may be only $100 or 
so, but removing the same markings can easily run in the 
thousands of dollars. It's only prudent to know these costs 
ahead of time.

Pre-Op Care Makes 
A Difference

 David W. Woodruff, MSN, RN-BC, CNS, CEN
www.Ed4Nurses.com

Post-op complications can be prevented by pre-op 
nursing interventions. In a recent study by Hulzebos, et 
al. patients undergoing coronary artery bypass surgery 
(CABG) were given preoperative inspiratory muscle 
training to determine the effect on post-operative 
pulmonary complications.

Patients who have CABG surgery are at risk for 
pulmonary complications due to the loss of intrapleural 
pressure during surgery, mechanical ventilation, and post-
operative pain. Hulzebos, et al. found that post-operative 
pulmonary complications decreased significantly when 
preoperative inspiratory training was used. Hospital length 
of stay was also significantly decreased.

I found two significant points from this study. 
First, preoperative interventions have a significant 

impact on our patients. The sooner you start them, the 
better.  Nurses working in physician's offices who are 
scheduling surgical procedures for their patients should take 
this opportunity to begin preoperative interventions and 
patient teaching. Second, the decrease in complications was 
due to nursing measures: deep breathing, forced expiration, 
and incentive spirometry. Once again demonstrating the 
impact that you have on patient outcomes!

Nursing interventions decrease complications, improve 
mortality and prevent medical harm.

From: Hulzebos, E.H., et al. (2006). Preoperative 
intensive inspiratory muscle training to prevent 
postoperative pulmonary complications in high-risk 
patients undergoing CABG surgery: A randomized clinical 
trial. JAMA, 296: 1851-7.

Reprinted with permission

News You Can Use

Patient Doesn’t
Look Right

David W. Woodruff, MSN, RN-BC, CNS, CEN PS

Your patient "just doesn't look right." He is restless, short of 
breath and pale. He has a fever and just plain "looks bad." His 
vital signs are 104/58, 122, 28, with a temperature of 38.5°C 
(101.3°F). His lungs have scattered rales throughout and his 
pulse oximetry reading is 90% on room air.

A call to the physician results in orders for a chest x-ray, 
complete blood count, basic metabolic panel, oxygen at 4 liters 
by nasal cannula, and an albuterol aerosol treatment. While 
these interventions are being implemented, your patient's 
condition rapidly deteriorates. What happened?

Your patient is in septic shock, and his respiratory distress is 
the beginning of acute respiratory distress syndrome (ARDS). 
The initial set of vital signs was taken with an automated 
blood pressure cuff. These devices consistently overestimate 
systolic blood pressure in patient in low-flow states. Repeating 
the blood pressure measurement using a sphygmomanometer 
may reveal a systolic pressure as low as 26 mmHg below the 
automatic reading. Your patient's initial reading may have been 
as low as 78/58!

Anytime the patient's perfusion may be decreased it is a 
good idea to validate readings from an automated machine 
with a manual reading. Automated blood pressure machines 
have been demonstrated to underestimate shock in several 
studies, and even the manufacturers of these devices warn 
against use in low-flow states.

Take home pearl: Always validate automated blood 
pressures once a shift with a manual reading, and take manual 
readings on patients in crisis.

To read more: Davis, J.W. et al. (2003). Are automated blood 
pressure measurements accurate in trauma patients? J Trauma; 
55, 860-3.

To learn more about monitoring and treating your patients 
in shock see: www.ed4nurses.com/shocktoday.htm

Pain Numeric Rating Scale 
May Be Only Moderately 

Accurate for Pain Screening
News Author: Laurie Barclay, MD

CME Author: Desiree Lie, MD, MSEd
Article review by Mary Baker MacKenzie, RN, MS

The title of this article presents a concise statement of 
the study’s final conclusion. The study employed the pain 
intensity numeric rating scale (NRS); the scale requires 
patients to rate their pain on a scale of 0 (no pain) to 10 
(worst pain). The NRS was compared with “clinically 
important pain;” defined operationally in two ways—(1) 
Pain interfering with functioning as measured by the 
Brief Pain Inventory interference scale or (2) Pain as the 
primary reason for the patient’s visit to the clinician. The 
study concludes that the NRS has moderate accuracy 
when compared with measures of functional interference 
and as the reason the patient goes to the physician. The 
author does point out that the NRS is widely used in 
clinical settings and has the advantage of being short, easy 
to administer, and is validated as a measure of intensity 
of pain in populations with known pain. The author does 
caution that no study has evaluated the NRS for accuracy 
as a screening test to identify patients with clinically 
important pain.

The study’s purpose was to identify a tool to assist 
clinicians with detecting pain in a timely manner so early 
treatment could be initiated; thereby increasing positive 
outcomes for patients. Although the study results were not 
overwhelmingly positive, it did contribute knowledge for 
further investigation. The study included 275 patients and 
was conducted over a six month time period.

A major weakness of the study is inherent in the 
subject studied—pain. Pain is such a highly individual 
perception, it is difficult to describe or predict for any 
particular individual. The study did not attempt to define 
“pain,” rather two operational definitions were used. 
Perhaps, it would prove useful to develop a rating scale for 
an individual patient to employ over a period of time so 
interventions for that patient could be evaluated. Also, the 
study did not seem to define or differentiate acute versus 
chronic pain.

Patient Problem List—
101 Nursing Tips

David W. Woodruff, MSN, RN-BC, CNS, CEN 
www.DWoodruff.com

Use a roadmap (problem list) to help you to determine 
what the most likely cause is for your patient's problem. 
The "road map" is also helpful in determining what 
diagnostic tests would be most helpful to narrow down the 
problem list. Although you don't order the tests, physicians 
will rely on your judgment about what needs to be done for 
your patient. 

Here's how you can use this in your practice. Make a 
problem list by writing down the most likely causes for the 
problems your patient is having at this time. The list gives 
you something to refer back to. So, if you're giving care to 
your patient and things just don't seem to be matching up 
to what you think is going on, you can refer back to your 
problem list to get you back on track. (see box)

In addition by writing down the most likely problems 
that may be causing your patient's symptoms, it helps to get 
you on the right track as to what diagnostic tests are most 
likely to be helpful in narrowing down the list; because 
one of the first things you want to do is to decide which 
problems on the list are the most likely so that you are on 
the right track with your treatment. 

If you think that your patient is having a myocardial 
infarction when in fact she's having a pulmonary embolism 
it's not going to be very 
beneficial to be implementing 
interventions for myocardial 
infarction. That's what the 
"roadmap," is designed to help 
you to do: narrow down the list 
first by finding the diagnostic 
tests that are likely to be the 
most helpful. At this point you 
are not trying to prove one 
problem or the other is the cause of the problem, but you 
are using the diagnostic tests to narrow the list down. 

Ask yourself: what diagnostic tests would be most 
helpful to eliminate some or most of the problems on my 
"road map?"
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News You Can Use
According to the National Association of Home Care, there 

are more than 7 million Americans in need of home health 
care nursing services due to acute illness, long-term health 
problems, permanent disability or terminal illness.

"We have certainly seen an increase in the number of 
patients requesting and needing home care and having greater 
needs," explained Susan Pellegrino, RN and Clinical Team 
Manager at Visiting Nurse Service in Webster, New York. 
"The rapidly aging population is a significant factor, as the 
number of patients 65 years of age and older will double within 
20 years."

Home health nurses care for an array of patients with 
various conditions and therefore must have knowledge and 
expertise in multiple areas. Also known as visiting nurses, these 
professionals provide comprehensive quality care to patients 
in the comfort of a patient's home and are often employed by 
home health agencies and hospices.

On average, home health care nurses visit approximately 
seven patients during an eight-hour work day, traveling to 
the homes of adults and children recovering from injury or 
illness; elderly individuals in need of medical or non-medical 
supportive services and care; new mothers in need of assistance 
with their newborns; adults and children with disabilities; 
and families of patients in need of education and emotional 
support.

Registered nurses interested in pursuing the home health 
care specialty can become certified through the American 
Nurses Association or American Nurses Credentialing Center, 
which host credentialing programs to certify nurses in specialty 
practice areas. Following certification, home health nurses are 
trained and supervised in the clinical setting. 

Home health nursing affords many opportunities and 
rewards as these nurses are able to practice in an independent 
environment and build close relationships with patients and 
their families.

Need for Home Health Care Services on the Rise

"I enjoy the autonomy a home health nursing career 
offers," said Patricia Graham, RN with Maxim Home 
Health in North Port, Fla. "As an independent self-starter, I 
have resources available to me if needed and enjoy working 
on my own terms."

To learn more about home health care nursing, visit 
www.discovernursing.com.

What Do You Know About 
Managing Money—Take 

This Online Survey
How do nurses stack up when it comes to investing 

their earnings wisely? The Center for American Nurses 
is partnering with the Women’s Institute for a Secure 
Retirement (WISER) to develop programs that will help 
nurses take financial control over their lives and move them 
toward greater retirement security.

 The first step is to find out what nurses know and 
don’t know about managing their money. That’s where 
your help is needed. Please complete this anonymous 
online survey to identify gaps in knowledge and deliver 
educational content that addresses the specific needs of 
nurses. Go to http://NIEsurvey.com and enter ACCESS 
CODE 5555.

The Nurses’ Investor Education Program is made 
possible by a grant from the FINRA Investor Education 
Foundation. http://www.centerforamericannurses.org/
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Lifelong Learning
David W. Woodruff, MSN, RN-BC, CNS, CEN

www.Ed4Nurses.com
Reprinted with permission

In his book, The Psychology of Winning, Dr. Dennis 
Whitely states that "positive self awareness is realizing 
that a person who does not read is no better than the person 
who cannot read." For many years I chose not the read. 
Occasionally, I would read the morning paper, or an occasional 
CE article, but that was about the extent of it. I did not read 
books. I did not read journals, and I certainly was not going to 
read some of the great literature of our time.

When other people would mention how they like reading, 
I would respond, "Oh, I do not have time for that." As I look 
back now, I realize I did not have time to read. I was too busy 
(like most Americans) watching several hours of television 
a day. After a hard day of work, it seemed that the refreshing 
mind-numbness that came from watching television was well 
deserved; but at some point in time I opened a book again and 
I have not been able to put them down ever since. 

I have also found that there are more ways to read a book 
than to simply sit down and open one up and read the words. 
Audio books are plentiful and available in many different 
formats, including audio CDs and downloadable files that you 
could add to a portable music player or an iPod. I must confess, 
I have become somewhat of a sponge for new information.  

Today I enjoy a variety of literature which has helped me to 
expand my perspectives and to consider how the greatest minds 
in any field may have suggestions for improvement for the field 
of nursing. I hope that you too have found the incredible value 
of reading and experimented with all of the different formats 
that books are now available in.  

If there is one thing that I have learned, it is that there is 
so much more to learn; and I now know that my insatiable 
appetite for knowledge will never be quenched even if I live to 
be 150 years old. There are so many new perspectives and so 
many other fields to explore. I hope you will join me in this 
quest. Do yourself a favor, find out what you have been missing 
and pick up a book today.

News You Can Use

The invention ‘Nurses In Mind’ is a rolling service cart 
for nurses combining a wireless computer and keyboard 
with trays and drawers for thermometers, blood-pressure 
cuffs, medications and other essential equipment and 
materials. 

This stainless steel cart is similar to those currently 
seen in hospital environments but specifically designed 
for the convenience and demand of nursing personnel. 
It has a pull or push handle at both ends and rolls on 
wheels/castors with 360 capacity. One tray/drawer on 
each end accommodates a compartmentalized storage and 
dispensing file for patient medications and can be labeled 
with patient names/numbers and room number. Another 
tray/drawer contains the monitoring apparatus for blood 
pressure. The opposite side features a digital thermometer 
apparatus with an LCD panel of it's own. The drawers 
and compartments are configured with several trays or 

Nurse In Mind: A Cart That Has Been Designed by and 
for Nursing Personnel

shelves for other purposes. The center top of the car holds a 
computer keyboard, monitor and workspace. The computer 
programming depends upon the type of facility in which 
the cart is being used but would primarily contain medical 
data for individual patients.

Nurse In Mind was invented by June Agyemang of 
Altanta, Georgia. She said, "This cart incorporates and 
consolidates all of a nurses' most frequently used equipment 
along with a computer providing access to patient charts 
and eliminates the frequency of extra trips to a nurses 
station. Instead of seeing one or two patients at a time, a 
nurse can complete her round and save extra steps. Anyone 
in the nursing profession will appreciate and benefit from 
Nurse In Mind. It is an all-in-one cart that all nurses will 
appreciate."

For more information contact the APD website at 
advent@adventproduct.net

Medical Calculations
David W. Woodruff, MSN, RN-BC, CNS, CEN 

www.Ed4Nurses.com
Reprinted with permission

Med Calc contains over 75 useful medical calculations and 
it is free. You have heard me say this before, but nurses should 
own a Palm Pilot. Palm Pilots are little hand held computers 
that have a lot of memory on board, so that you can be able 
to carry around several textbooks of information with you at 
work. 

You may not want to carry that much information around 
with you, but there are some software products that are very 
useful for bedside practice and one of them is Med Calc. Med 
Calc has over 75 different medical calculations. You can use 
Med Calc to change pounds 
to kilograms, Fahrenheit 
to Celsius and many other 
calculations that you need in 
patient care. This will save you 
time and increase the accuracy 
of the care you give to your 
patients. 

Download Med Calc for 
free at: http://www.med-ia.ch/
medcalc/

Why Do You Attend A 
Conference?

Attend at least one conference a year—but be picky. This 
is your time and you want to get the most out of it. Attending 
a nursing conference, or a seminar, can be a very enjoyable 
experience, give you some time away from work, and give you 
the opportunity to learn something new. But be picky about the 
conferences that you are going to attend.  

Make sure that they offer you more than just CEUs. Look 
for solutions. What kind of solution is this conference going to 
offer me that you can take back to work and use right away? 
Look for measurable outcomes. Are they offering you the 
opportunity to be able to pass a certification exam? Or increase 
retention and recruitment of nurses by offering solutions to 
the problems that you face at work? Does the conference help 
you to decrease complications? That would translate into 
decreasing mortality. Does it offer strategies to increase patient 
satisfaction? Does it provide useful professional strategies 
to promote nursing services and nursing interventions for 
legislative change in quality nursing care. 

Look for the measurable outcome that should come from 
that continuing education opportunity, so that you can take it 
back to work with you. Look to see if they offer methods that 
make it easy for you to be able to take what you learn back to 
work and put it into practice right away. These are the type of 
programs that will give you the most "bang for the buck."
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Check it Out!
BioMedCentral provides an interesting mix of 

international biology, chemistry, and animal and human 
medical research studies. Author and researcher profiles 
assist in assessing the value of the research presented. The 
link “F1000 Medicine” directs the reader to publications 
that include community health, epidemiology, and 
infectious diseases, mental health and physical health, and 
research methodology.

Please visit BioMedCentral at www.biomedcentral.
com/ 

Looking to “bone” up on human anatomy and 
physiology? Gray’s Anatomy of the Human Body online 
reproduces 1247 of Gray’s original engravings and contains 
over 13,000 subject entries—as the website says, “from the 
Antrum of Highmore to the Zonule of Zinn.” This is an 
easy and interesting way to study a tough subject.

Please visit Gray’s Anatomy of the Human Body at 
www.bartleby.com/107/

If you’re interested in evolving international health 
concerns, the World Health Organization is one of the 
best sources of information. Their webpage links include 
“Media Centre,” “International Travel and Health,” 
and “World Health Report.” Data and statistics are also 
available. New postings include “Gaps in access to essential 
medicine” and an “Avian influenza” update.

Please visit the World Health Organization at www.
who.int/en/ 

Flying Doctors of America was founded in 1990 to 
provide medical care to the poor throughout the world. 
Teams of health care professionals comprised of doctors, 
nurses, chiropractors, dentists, and other health care 
providers have served over 85,000 people in countries 
including Mexico, Central and South America, the 
Caribbean Islands, Asia, and Africa. This organization is 
ideal if you’re interested in serving the needy through a 
short term commitment.

Please visit Flying Doctors of America at www.
fdoamerica.org/index.htm

If making a difference in your own corner of the world 
is your priority, Diversity Rx will sharpen your cultural 
competence skills. Diversity Rx combines Resources for 
Cross Cultural Health Care with Drexel University School 
of Public Health’s Center for Health Equality to promote 
cultural competence, and to improve the quality of health 
care for minority, immigrant, and ethnically diverse 
populations. Their database includes more than 500 cultural 
competence model programs, and education regarding legal 
and policy issues. 

Please visit Diversity Rx at www.diversityrx.org

Changes in Behavior—
101 Nursing Tips

David W. Woodruff, MSN, RN-BC, MSN, CEN
www.Ed4Nurses.com

Changes in behavior are an early sign of neurologic 
compromise. They are not specific to neurologic problems, 
but they are the earliest sign. Keep a close eye on the 
patient for problems with speech and disorientation. Many 
nurses start assessing neurologic function by pulling out 
their penlight and checking the patient's pupils. This is very 
stimulating to your neuro patient and is not the first thing 
that is going to change. 

If your patient is alert and oriented and you are just 
trying to follow him to see if his condition is getting worse, 
the first thing that is going to change is:

Behavior. Behavior is the highest level of function. Next 
the patient will have changes in his speech. Speech patterns 
and the ability to perform speech tell you a lot about the 
patient's neurologic function. The third level down is 
content of arousability, and this is what is referred to as 
orientation. The forth level is arousability; whether or not 
the patient wakes up when you walk into the room or you 
have to touch him or use painful stimuli. 

If your patient is already unconscious, assess systolic 
blood pressure as an indicator of intracranial pressure. As 
intracranial pressure increases, systolic pressure has to 
increase to continue to perfuse the brain. The very lowest 
level is the pupil reflex. Changes in pupils do not tell you 
much about the patient. Pupil changes indicate a very small 
lesion that is right around the optic nerve or a huge lesion 
that is causing the patient to herniate. 

Put down the penlights and watch the patient's behavior 
changes. Check speech first.

FDA Warns About Injection 
Site Reactions With 

Naltrexone 
Injectable, extended-release naltrexone (Vivitrol, 

Cephalon), used for the treatment of alcohol dependence, 
has been linked to adverse injection-site reactions, some 
requiring surgery, according to a US Food and Drug 
Administration (FDA) advisory notice to healthcare 
professionals released yesterday. 

The FDA is recommending that physicians tell patients 
to monitor the site after injection and to contact their 
physician "if they develop pain, swelling, tenderness, 
induration, bruising, pruritus, or redness at the injection site 
that does not improve or worsens within 2 weeks." Patients 
should be immediately referred to surgery if the injection-
site reaction appears to be worsening. 

Vivitrol is an opioid-receptor blocker administered 
once monthly by intramuscular gluteal injection for the 
treatment of alcoholism in patients able to abstain from 
alcohol use prior to outpatient treatment. To date, the FDA's 
adverse-event reporting program has received reports of 
196 injection-site reactions, including cellulitis, induration, 
hematoma, abscess, sterile abscess, and necrosis. Of those, 
16 required surgical intervention, ranging from incision and 
drainage for abscesses to extensive surgical debridement 
for tissue necrosis. 

According to the FDA advisory, women may be at 
higher risk for injection-site reactions due to typically 
higher fat thickness at the injection site. Vivitrol should 
be administered only intramuscularly, not intravenously 
or subcutaneously, and should be injected into alternating 
buttocks once monthly using a nonstandard 1½-in needle 
supplied with the medication. 

Adverse events associated with the use of naltrexone 
should be reported to the FDA's MedWatch reporting 
program by telephone at 1-800-FDA-1088, by fax at 1-800-
FDA-0178, online at http://www.fda.gov/medwatch/report/
hcp.htm, or by mail to 5600 Fishers Lane, Rockville, MD 
20852-9787.
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_____ RN Full Time Graduate Student

Membership Options (Check One)

Full ANA/NNA Membership
(Includes full membership to NNA and the
American Nurses Association (ANA) for 12 
months.)

F-Full Membership
_______Employed

R-Reduced Membership
_______Not employed
_______Full-time student (must be a RN)
_______New graduate from basic nursing 
education program, within six months of 
graduation (first membership year only)
_______New—Never been a member 
of a state nurses association of the 
American Nurses Association (first year of 
membership only)
_______62 years of age or older and not 
earning more than Social Security allows

S-Special Membership
_______62 years of age or over and not 
employed
_______Totally disabled
*State nurses’ association dues are not deductible 
as charitable contributions for tax purposes, but 
may be deductible as a business expense.

State Only NNA Membership
(Includes state only membership to 
NNA for 12 months. Does not establish 
membership in the American Nurses 
Association)

_______Any RN with an active or inactive 
Nevada license.
*State Only dues must be paid in full at the time of 
application.

Payment Plan (Check One)
Makes checks out to: NNA/ANA

Full Annual Payment
_______Check (payable to NNA/ANA)
_______Visa
_______MasterCard

Annual Credit Card Payment
This is to authorize annual credit card 
payments to NNA/ANA. By signing on the 
line, I authorize NNA/ANA to charge the 
credit card listed for the annual dues on 
the 1st day of the month when the annual 
renewal is due.

_______________________________
Annual Credit Card Authorization Signature*

EDPP (Monthly Electronic Payment)
This is to authorize monthly electronic 
payments to ANA. By signing on the line, I 
authorize NNA/ANA to withdraw 1/12 of my 
annual dues and any additional service fees 
from my account.

Checking: Please enclose a check for 
the first month’s payment; the account 
designated by the enclosed check will be 
drafted on or after the 15th of each month.

Credit card: Please complete the credit 
card information and this credit card will 
be debited on or after the 1st day of each 
month.
_______________________________
EDPP Authorization Signature*
*By signing the EDPP or Annual Credit Card authorizations, you 
are authorizing NNA/ANA to change the amount by giving the 
above-signed thirty (30) days advance written notice. Above 
signed may cancel this authorization upon receipt by NNA/ANA of 
written notification of termination twenty (20) days prior to the 
deduction date designated above. Membership will continue unless 
this notification is received. NNA/ANA will charge a $5 fee for any 
returned drafts of charge backs.

Cell:

Credit Card Information

_______________________________
Bank Card Number and Expiration Date

_______________________________
Authorization Signature

_______________________________
Printed Name

_______________________________
Amount $

Membership Dues

Full NNA/ANA
Annual $241.00 / Monthly $20.58

Reduced NNA/ANA
Annual $120.50 / Monthly $10.54

Special NNA/ANA
Annual $60.25 / Monthly $5.52

NNA State Only
Annual $99.00 / Monthly—not applicable

To be completed by NNA/ANA

State  ________________________________________

District  ______________________________________

Approved by  __________________________________    

Date  _________________________________________


