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“Most people know they can’t get into the hospital without 
a doctor. What they don’t know is that they won’t get out of 
one~ at least not alive~ without a nurse,” Joan Lynaugh, 
Nursing Historian

How do we define “profession” and “professionalism”? 
What do these terms mean to Registered Nurses? What do 
these terms mean to the general public? What should the entry 
level to practice education be for RNs? How do we characterize 
attributes of the professional RN? What does the future hold 
for the nursing professional?

The meaning of professionalism has been the subject of 
much debate for decades, perhaps centuries. The Carnegie 
Foundation produced one of the first papers on this subject in 
1910. The Flexner Report focused on the profession of medicine 
and tendered the incentive for future writings, discussion and 
efforts to define this concept. The Flexner Report suggested 
activities must be intellectual in their pursuit as opposed to 
physical; they must be based on knowledge. Additionally, it 
was recommended that there must be ‘teachable’ techniques 
and that practitioners must be motivated by altruism. Author 
Abraham Flexner is quoted “If the sick are to reap the full 
benefit of recent progress in medicine, a more uniformly 
arduous and expensive medical education is demanded” (1910). 

Another report produced by Bixler and Bixler (1959) stated 
the characteristics of a profession must have a specialized 
body of knowledge and use that body of knowledge to expand 
and improve the techniques, education, and service through 
scientific research methods, it must entrust the education of its 
practitioner at institutes of higher education, and help formulate 
professional policies and control of the professional activities. 

As a profession, we must agree that nursing is a profession, 
act professionally, and propel our profession forward. We 
clearly have some work to do in this regard. There are many 
important issues ‘we’ must address, and decisions to be 
made on these matters so as to strengthen and advance the 
nursing profession. As counter-intuitive as it may feel or 
counter to conventional wisdom, we should use and exploit 
the current critical shortage of nurses to advance our position, 
our evidenced-based practices, re-examine and resolve the 
entry-level to professional practice issue and be assertive in 
controlling the practice of nursing as physicians did in the 
early 20th century. We can not merely permit our professional 
significance to be defined by arbitrary regulation, a union 
contract, or a hospital policy or procedure,” nor can we sit idly 
by while policy makers dictate our patient care load, the hours 
we work, or the education of our future nursing professionals. 

It is up to YOU, it is up to me, it is up to ‘we’ as part of 
the nursing profession to reshape our image into a strong, 
competent, capable, and powerful profession that is 
intellectually demanding, exciting, rewarding and challenging. 
This is not up to hospital CEO’s, Senators and Congressmen, it 
is up to us!

Buresh and Gordon (2006) so aptly describe the work which 
is necessary to our success and voicing our silence as we work 
to improving the image of nursing and sharing with the world 
our professionalism and importance: “This will be hard work 
indeed. It means fighting against deeply rooted stereotypes…
visibility is not an option, it’s an obligation…if we fail to make 
our work visible, we are betraying our mission, our patients 
present and future, and society itself” (p. 275). Are you ‘just a 

nurse’, no YOU are something MORE, do not diminish what 
you do, who you are and what this profession means to the 
world. 

(See Appendix A)

Ask Not What Nursing Can Do for YOU; 
ask what YOU can do for the Profession of Nursing

Nurses have a lot of power
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Appendix A

Just a Nurse
by Suzanne Gordon

I’m just a nurse. I just make the difference 
between life and death.

I’m just a nurse. I just have the educated eyes 
that prevent medical errors, injuries and other 
catastrophes.

I’m just a nurse. I just make the difference 
between pain and comfort.

I’m just a nurse. I’m just a nurse researcher who 
helps nurses and doctors give better, safer, and 
more effective care.

I’m just a nurse. I’m just a professor of nursing 
who educates future generations of nurses. 

I’m just a nurse. I just work in a major teaching 
hospital managing and monitoring patients who are 
involved in cutting-edge experimental research.

I’m just a nurse. I just educate patients and 
families about how to maintain their health.

I’m just a nurse. I’m just a geriatric nurse 
practitioner who makes a difference between an 
elderly person staying in his own home or going to 
a nursing home.

I’m just a nurse. I just make the difference 
between dying in agony and dying in comfort and 
with dignity.

I’m just a nurse. I’m just the real bottom-line in 
health care.

Wouldn’t you like to be just a nurse, too?

Professionalism in Nursing

Tracy Singh RN, JD

On behalf of NNA, we hope 
everyone enjoyed a wonderful 
holiday season surrounded by 
family and friends. 2008 was a 
difficult year for many nurses 
throughout Nevada. As the leading 
state for foreclosures, many of 
our nurses have either lost their 
homes or are struggling to keep 
them as they work hard caring 
for patients in their communities. 
Our thoughts and prayers are with 
you and we are hopeful for better 
economic times in 2009.

The 75th Regular Legislative Session is about to begin 
and NNA needs your input. The Nevada Legislative body 
will continue to seek guidance from NNA on various 
bills and proposals that may affect your practice and your 
economic well-being. President-Elect Barack Obama’s 
team has also been reaching out to the American Nurses 
Association for input on how to address the various issues 
involving healthcare throughout the United States. As 
President, I will continue to be active with ANA as well 
and I invite all nurses to join ANA and NNA. Your support 
and participation is needed now more than ever. Please join 
today. 

Tracy Singh

President’s 
Message
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Article Guidelines for the RNFormation 

Nevada Nurses Association welcomes original articles 
related to nursing for publication in 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 tsingh@tlsinghlaw.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .President

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

Amy Ragnone MSN, MA, RN amyragnone@cox.net . . . . . . . . . . . . . . . . . . . . . . .  Vice President 

Pam Johnson RN, BSN nnapam@sbcglobal.net . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Secretary

Jane Nussrallah RN, BS masdet@aol.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Treasurer

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

Mary Bondmass RN, PhD mary.bondmass@unlv.edu . . . . . . . . . . . . . . . . . . . . Director at Large

Janet Bryant BSN, MSN, MA janandedwin@msn.net . . . . . . . . . . . . . . . . . . . . . . . . . . . . Director at Large

Beatrice Razor RN, BSN, CWOCN etbetty@sbcglobal.net . . . . . . . . . . . . . . . . . . . . President, District 1

Martha Drohobyczer BSN, MSN, CNM marthadrohobyczer@yahoo.com . . . . . . . . President, District 3

Tomas Walker tomasw@cox.net . . . . . . . . . . . . . . . . . . . . . . . .  APN Co-Chair, Southern Nevada

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

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

Kathy Ryan RN, MSN ryank006@hotmail.com . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Nomination Chair

RNFORMATION is the official publication of the Nevada Nurses Association. Published by the 
Nevada Nurses Association, P.O. 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 RN

Kathy Ryan RN, MSN  Denise S. Rowe MSN, RN, FNP-C

John Buehler-Garcia AAS, BSN, RN

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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Communication is 
the Glue that Binds 

Beatrice ‘Betty’ Ramirez Razor
RN, BSN, CWOCN

The Nursing profession is unique in that it offers 
many different directions in which nurses can work 
throughout their careers. Some nurses are satisfied 
and feel fulfilled with direct hands on care. Others 
find their fulfillment as educators, researchers, 
managers, or administrators; while some find a 
specialty – WOCN, Psych nursing or school nursing 
is where they flourish. The options in nursing have 
grown to endless possibilities, but all have two key 
components: communication for a common ground 
and professional advocacy. Both often requires one to 
become politically involved.

There are so many different things we can and 
should accomplish to promote and protect our 
field in nursing and to protect those under our 
care. Bottom line: we are all nurses and the one 
organization that supports all specialties is the 
ANA. I know I am proud of my specialty (Wound, 
Ostomy, Continence Nursing) as well as you are of 
yours; but only one organization supports “Nursing” 
as a chosen profession. ANA communicates with all 
nursing specialties and supports nursing efforts on 
the national and state levels; the true glue that binds 
nursing together; but sadly advocacy is often looked 
on as “something someone else promotes.” Why is it 
that too many find that the cost (dinner for one, once 
a month) is too much to invest in their profession? 

In my own nursing career I have worked in many 
areas in nursing till I found my love (WOCN). It 
combined the many facets of nursing that I love: 
hands on clinician, an educator, a researcher, and 
a consultant with autonomy; the best of all worlds. 
Each area requires special and unique skills, and it 
has not always been an easy adjustment, but it has 
been a challenging one. Seems the more I learn the 
more I realize how little I know; but I always had the 
resources at my finger tips through the organizations 
I belonged both my specialty and ANA. Now in my 
retired mode it is frustrating to see nurses divorce 
themselves from the opportunity to enhance their 
knowledge and be a part of an organization that truly 
promotes the basic concepts of quality professional 
nursing.

One thing I have been involved in for the last 
six year is in communicating with others in NNA 
and other organizations besides nursing, in order 
to collaborate and together find solutions to state 
and national professional issues, all through a 
multidisciplinary team approach. By finding a 
common ground on specific issues with oh so many 
different perspectives, we have built relationships that 
are lasting and produce great outcomes. One thing I 
have learned is to try and keep my mouth shut and 
listen. That was and still is one of the hardest things 
for me to do; but I have found that other’s thoughts 
and ideas bring about an amazing working and 
fulfilling relationships. 

Becoming a member of NNA and ANA and your 
specialty organizations brings a sense of belonging. It 
provides a common ground from which we can begin 
to understand and appreciate what others can bring to 
the table. Being on the Board of Directors for NNA 
and Editor of RNFormation has been both a privilege 
and another learning experience. I would encourage 
any one of you to think about taking on a new 
experience and join NNA, volunteer for a committee, 
submit items for the RNFormation; take a risk and get 
involved. If you have an issue you feel strongly about, 
communicate with your colleagues through writing 
about it and sending it in to be published in the next 
RNFormation.

Remember, communication is the glue that binds 
and helps us grow.

IN MEMORIAM
CHARLA PAUL—She will be missed!

Charla Jo Paul, 53, a registered nurse, of North Las 
Vegas, died Dec. 2, 2008. She is survived by her daughters, 
Aimee Marie Newson and Marita Jo Mueller; and son, 
David Ross Mueller, all of North Las Vegas. Services were 
held Saturday, Dec. 13, at Our Lady of Perpetual Help 
Catholic Church in Hawthorne, Nevada. Donations can be 
made to the American Cancer Society.

Charla was the DON when she, myself, and two other 
FNPs literally set up & managed the WestCare Mental 
Health Crisis Unit in Las Vegas, while she was also on 
call for Odyssey Hospice and was receiving her cancer 
treatments while working seven days a week to make the 
crisis unit a success. We discovered that we went to Roy 
Martin Jr. High together and had both lost our husbands, 
which gave us an instant bond. In observing Charla 
manage, I learned much personally and professionally. I am 
already missing her more than my heart can bear. 

She leaves us with an emptiness that will be hard to fill 
and we will miss her. 

With tearful eyes,
We watched her weaken,
And saw her fade away.
Although we loved her dearly,
We couldn't make her stay.
A golden heart stopped beating,
Hard working hands to rest;
God took her from this earth
to prove......
He embraces just the best.

Submitted by Cynthia A. Privitera
(formerly Williams) APN, BC

Congratulations
DOREEN BEGLEY MS, RN

Congratulations to one of our NNA members, Doreen 
Begley, MS, RN, for her reappointment to the NSBN for 
a second four year term and her being elected to serve as 
Board President in 2009. Doreen has been a registered 
nurse for 39 years, and is currently the Director of the UNR 
Orvis School of Nursing Clinic; a nurse practitioner run 
community clinic that provides affordable, quality health 
care to vulnerable populations in a dignified and healing 
environment.

BRENDA LEAKE RN, CWOCN
MARILYN PESZEK RN, CWOCN
LAURA ZOROYA RN, CWOCN

Brenda Leake passed her WOCN certification (6th time 
in 30 yrs), Marilyn Peszek, and Laura Zoroya also passed 
CWOCN in May/June.

Note: new posting on WOCNB web page about 
"Experiential certification" as an alternate to professional or 
Test route. Check www.wocn.org for additional information 
on the new guidelines for re-certifications.

LUANN GALLACHER RN, MSN
LuAnn Gallacher recently completed her MSN degree 

and is currently teaching in a BSN program after 20+ 
years at the bedside, the last 15 in ICU. She has become 
a member of the NNA legislative committee—welcome 
LuAnn.

JENNIFER QUINER RN,CCRN
Kudo's to Jennifer Quiner RN . . . she recently passed 

her CCRN exam for pediatric critical care and also won the 
March of Dimes Nurse of the Year Award for the pediatric 
critical care area. Jennifer works full time in the Pediatric 
ICU at Sunrise Children's Hospital. 

KATHY RYAN RN, MSN
Kathy graduated from the University of Southern 

Indiana with a Master of Science in Nursing in July, 
2008. She began her nursing education at Western Nevada 
Community College in Carson City, and will return there 
as a clinical instructor in the nursing program. 

Kathy is a member of Sigma Theta Tau, the Golden Key 
Honor Society, and the Preventive Cardiovascular Nurses 
Association. In addition, Kathy serves the nurses of Nevada 
as an active member of the Nevada Nurses Association—
she is currently the Secretary of District One.

ESTRELLA "STAR" EVANGELISTA-HOFFMAN 
BSN, RN, MED, CNL

Estrella was accepted to present her research project 
in Iowa at a national evidence based research conference. 
Estrella is a Doctor of Nursing Practice (DNP) student at 
Touro University Nevada in Henderson, NV. She recently 
received an NCEMNA/AETNA scholarship and Johnson 
and Johnson Minority Scholarship. See project abstract 
under, “Clinical/Research Corner” in this issue.

DEBRA A. TONEY PhD, RN
Dr. Toney has been recently appointed to the Expert 

Advisory Panel for the Joint Commission. This panel is 
responsible for developing culturally competent hospital 
standards and she was also invited to speak at the Second 
Annual National Conference on Health Disparities hosted 
by the Congressional Black Caucus in the Virgin Islands. 

Look forward to hearing more on these efforts.

CYNTHIA A. PRIVITERA (Formerly Williams)
RN, BSN, MSN, FNP-BC

Cynthia has been at a Minute Clinic for only a short 
time and has already received recognition for her work as 
"Employee of the Quarter" for the Las Vegas area and 
received recognition in the national newsletter.

Cynthia, congratulations for your efforts on behalf of 
quality patient care.

Editorial
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Submitted by Mary Bondmass, RN, PhD
NNA Director at Large and Convention 

Coordinator

On October 25, 2008, the 
Nevada Nurses Association 
innovatively utilized available State 
recourses and technology to hold 
its annual meeting and convention 
as a real-time state-wide Video 
Meeting/Convention. The sites 
at which members attended 
included Garnerville/Carson City 
at Valley Medical Center, Las 
Vegas at College of Southern 
Nevada, Cheyenne Campus, and 
the Pennington Building at the 
University of Nevada, Reno.

The program included two continuing education 
offerings: Nancy Nivison Menzel, PhD, PHCNS-BC, 
COHN-S, CNE presented Patient Handing: Reducing 
Your Risk and Tracy L. Singh, JD, RN presented  Ethics 
in Nursing and License Protection in the Current 
Environment. The NNA annual business meeting, 
instillation of the new officers, lunch and a networking 
session followed the educational program. 

NNA First Video Convention

Attendees Attendees

Dr. Bondmass and UNLV research students 
attending 2008 conference.Tracy Singh presenting

Dr. Menzel presenting New officers

NNA Annual Meeting/Convention
The meeting was well attended by Nevada nurses and also included several nursing students from UNLV.  The attendee 

evaluations for the meeting were all favorable and are presented below.

     
. 

The NNA would like to thank all the nurses and student nurses who attended the meeting. A very special thanks and 
recognition is extended to Pam Larason of the University of Nevada School of Medicine, for her efforts in the coordination 
of video sites around the State and to Agnes Mikus-Hughes-VP – Bank of America Account Executive-Nurse Groups, for 
her generous sponsorship of the 2008 NNA Annual Meeting & Video Conference. 

Mary Bondmass
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Amy L. Ragnone MSN, MA, RN—NNA Vice President

As a newly elected Vice 
President to the NNA board, I 
am very excited to serve in this 
capacity and look forward to 
being a productive and proactive 
member.

I currently am employed as a 
nursing instructor for the College 
of Southern Nevada. I co-manage 
the first semester students’ 
course of instruction, lecture, lab 
and clinical. This also includes 
providing mentoring, course 
materials and instruction for the 
many instructors needed to teach 152 first semester nursing 
students in lab and clinical. 

When I am not working at CSN, I enjoy spending time 
at home with my children, reading good books, or cooking! 
I love to exercise, and enjoy walks with my children to the 
park.

I am excited about my new role and look forward to 
working with the NNA board. I am proud of our NNA 
and feel we have a strong team working to keep your voice 
heard in the community and in the legislature.

Pam Johnson RN, BSN—NNA Secretary

I have been active in NNA 
since 2002. In that time I served 
as Vice President and then 
President. I finished the five years 
as president in October of this 
year. 

During the search for 
a secretary, there were no 
candidates. With discussion with 
Tracy Singh, I decided that I 
would remain on the board filling 
this office. I feel that I will be able 
to serve in this role and also add 
some consistency to the board with 
two newly elected officers. My goal is to offer assistance 
to the new board as they take on the responsibility of 
servicing as a voice of the nurses of Nevada. As we enter 
an important legislative session, it is vital that NNA have a 
voice for the safety of patient care in Nevada. 

My hope is that NNA will continue to be involved in the 
healthcare issues that affect the nursing profession and the 
patients that we care for.

Jane Nussrallah RN, BS—NNA Treasurer

I started my nursing career 
in Adolescent Psychology. This 
background enabled me to create 
and implement the first home 
health psych program for VNA in 
Brevard County, FL. After several 
successful endeavors in this field, 
I then went on to become a case 
manager then supervisor for an 
Aids Service Organization in St. 
Lucie Co., FL. From there I was 
with Aids Health Care Foundation 
(Ca)/Positive Health Care in three 
Florida counties for seven years 
as a liaison between 150 patients, area HIV/Infectious 
Disease Doctors, Pharmacies and Pharmaceutical reps. 
I then decided it was time for a change and moved from 
the East coast to the West coast. I continue to serve in the 
fight against HIV/AIDS in southern Nevada through patient 
education which is resulting in a positive outcome through 
increased medication/treatment adherence. I now look 
forward to another new chapter in my life as Treasurer of 
NNA.

Happy Holidays and looking forward to the New Year
Jane

Mary Bondmass RN,PhD—NNA Director

Dr. Mary Bondmass moved 
from Chicago to Nevada in 2001. 
She is currently an assistant 
professor in the Department 
of Physiological Nursing at 
the University of Nevada, Las 
Vegas, where she has taught both 
undergraduate and graduate level 
coursework focusing on research, 
nutrition, gerontology, physical 
assessment, and medical-surgical 
nursing. In 2007, Dr. Bondmass 
was the recipient of the School of 
Nursing’s Excellence in Teaching 
Award.

With more than 20 years of nursing experience, 
primarily in emergency and critical care nursing, Dr. 
Bondmass has advanced expertise in practice and research 
related to acute and chronic heart failure, hypertension and 
atrial fibrillation in African Americans. 

Since 2005, Dr. Bondmass’ research focus has been 
evidence-based practice. She is currently funded by 
the National League for Nursing (NLN) on a project to 
examine the effects of teaching and learning evidence-
based practice in an undergraduate nursing course. She 
recently received funding to examine Nevada nurses’ 
knowledge, attitudes and application of evidence-based 
practice. 

Dr. Bondmass currently serves as Director at large for 
the Nevada Nurses Association and Treasurer for Zeta 
Kappa Chapter of Sigma Theta Tau International. Along 
with board responsibilities as assigned, Dr. Bondmass is 
responsible to coordinate the NNA annual meeting and/or 
convention.

Meet Nevada Nurses Association’s Board of Directors!

RNFormation would like to introduce the NNA 
State Board of Directors for 2009 to our readers. 
Congratulations and welcome to those who are new 
to the NNA State Board, and thank you to those who 
are continuing to serve the nurses of Nevada.

Tracy L. Singh, RN, JD—NNA President

Tracy L. Singh is a Nurse-
Attorney in Las Vegas. I have 
dedicated my law practice to 
pursuing my mission of supporting 
nurses and other healthcare 
providers by helping them to 
learn how to avoid malpractice, 
and protect their licenses. I joined 
the Nevada Nurses Association 
because I believe in its mission 
to improve nursing and be the 
voice for all nurses throughout 
the state of Nevada. Our members 
are some of the most talented and 
dedicated people I have ever met. This is an exciting time 
for NNA. I am honored to be President and continue to 
support our organization to grow even stronger. I believe in 
Nevada Nurses and NNA’s mission to support and represent 
all nurses throughout Nevada. Together we can make a 
difference.

Tracy Singh

Nancy Nivison Menzel, PhD, RN, PHCNS-BC, 
COHN-S, CNE—NNA Director

Nancy is an associate professor 
of community health nursing at 
the University of Nevada, Las 
Vegas School of Nursing. Her 
doctorate is in occupational and 
environmental health with a 
research focus on prevention of 
musculoskeletal disorders (MSDs) 
in caregivers. She holds three 
master’s degrees—in nursing 
education, community health, 
and physiology (occupational 
health). Dr. Menzel is a certified 
occupational health nurse 
specialist, a certified public health clinical nurse specialist, 
and a certified nurse educator. She helped to develop 
the safe patient handling module for a successful pilot 
study on changing nursing school curricula, funded by 
the U.S. National Institute for Occupational Safety and 
Health (NIOSH) and carried out by the American Nurses 
Association and the U.S. Veterans Administration’s 
VISN8 Patient Safety Center. Dr. Menzel is the author of 
several peer-reviewed articles on MSDs in caregivers, has 
completed funded research studies on MSD prevention, and 
is a national speaker on this subject. Her goals for NNA 
are to increase awareness among the nursing community 
of the vital role the organization plays in monitoring state 
legislation that affects Nevada nurses. In addition, she 
is assisting the organization in achieving its legislative 
agenda, including passage of a state law for safe patient 
handling.

Janet Bryant RN, MSN, MA—NNA Director

I am a native upstate New Yorker with an undergraduate 
degree from Keuka College and graduate degrees from 
Binghamton University. I was employed primarily in 
community health starting as a staff nurse and retiring as 
a director. My husband and I moved to Nevada in 1995 to 
be closer to our daughters and their families in California. 
I continued my nursing career in Nevada starting in long 
term care and home health. I joined the American Nurses 
Association in New York State in 1962. When I moved 
to Nevada, I continued with ANA by joining the Nevada 
Nurses Association serving as a director on both the district 
and state levels.

David Burgio—Co-Chair
NNA Special Practice Group for NP

My name is David Burgio; 
I represent the NNA Special 
Practice Group for Nurse 
Practitioners on the NNA State 
Board in my position as co-chair 
for the Northwestern group. The 
three officers Michelle Morrison, 
Matt Khan, Cindy Powers, and I 
help run the Northern group which 
provides information and services 
for local Nurse Practitioners in 
Northwest Nevada. There is also 
a group in the south, which serve 
the Las Vegas area.

The Northern membership meets monthly for dinner 
with lecturers that provide us with health information, 
sometimes for CME. At these meetings, we discuss 
legislation which relates to nursing and nurse practitioners. 
It is also a good place for APNs to network and discuss 
issues. They have become so popular we are adding 3-4 
more this year.

We encourage all APNs to become members. We never 
know when there will be legislation to try and limit our 
practice. 

We also may wish to promote and expand our practices 
in the future and a united APN front is necessary to do 
this. 

If you wish to join, contact Matt Khan at mattkhanfnp@
aol.com for an application.

Hello Board of Directors

Amy Ragnone

Pam Johnson

Jane Nussrallah

Mary Bondmass

Nancy Menzel

David Burgio
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Martha Drohobyczer, MSN, CNM—
President District Three

District #3 of the Nevada 
Nurses Association has been 
reestablished after four years 
of inactivity. We held our re-
organizing meeting on November 
11, 2008 and those in attendance 
voted in the following officers: 
Rosemary Witt—Secretary, 
Sue Witt—Treasurer, Laura 
Ca r ver — Com mu n ic at ion s 
Liaison, and Nancy Menzel—
President-Elect. We are looking 
forward to officially electing 
officers by ballot this fall. 

The District #3 goals are:
• Keep membership abreast of legislative and current 

nursing issues
• Reach out to graduating nurses and other nurse’s 

associations in southern Nevada
• Provide educational offerings
• Help the community at large with health information 

and promotion
• Uphold the status of nurses
• Have fun
In southern Nevada, as in most of the United States, 

there are many children and adults without health coverage. 
Several state agencies within the Community Health 
Division have lost funding for outreach services. We would 
like to start assisting with health fairs and community 
events to provide the uninsured with free health screenings. 
We have also been giving out brochures about the Women’s 
Health Connection, which provides uninsured women aged 
40 and over with free PAP Smears, Clinical Breast Exams 
and Mammograms. This is an important program that 
many women do not know about and we hope more women 
will avail themselves of this program.

Nancy Menzel came up with a slogan for our focus on 
the health of the community, “Keeping You Healthy in 
Your Community.” We would like to focus on one or more 
health conditions, i.e. diabetes, obesity, heart disease, 
and assist established groups and non-profits with their 
community efforts in order to enhance their efforts and 
increase our visibility in the community.

In addition to working with non-nursing community 
groups, we plan to work closely with the Hispanic, Black 
and Philippine nurses associations. The upcoming Nevada 
Nurses Association convention is an excellent example of 
the level of interaction among nursing organizations that we 
would like to continue. We also plan to work with several 
nursing special interest groups.

We also intend to hold monthly board meetings, and 
educational meetings every other month for members as 
well as non-members which would award CEUs. These 
meetings will be rotated throughout the Las Vegas Valley. 
Other activities include working closer with student 
nursing groups to support their efforts. In addition, some 
new graduates have requested mentors to support their new 
role as registered nurses. On June 2, 2008 we had a new 
graduate recognition brunch at Marie Callender’s. There 
were breakout groups on Membership, Community Focus 
Projects, and Meetings. Door prizes were given to attendees 
and there was no charge for new graduates.

For our upcoming holiday project, we plan to participate 
in the Angel Tree Program to give holiday gifts to needy 
children. 

We recognize that it will take a while for District #3 to 
become as active as it had been, but with continued focus 
we can look forward to an increased membership and fun 
activities for all!

Beatrice “Betty” Ramirez Razor RN, BSN CWOCN—
President District One

I graduated from Los Angeles 
County Hospital in 1953 with 
diploma RN, I was married (55 
years) in my senior year and I 
moved to Alaska after graduation 
to be with my  military husband. 
Five children later I returned to 
school in 1972 for my BSN and 
in 1979 attained my education 
in Wound, Ostomy Continence 
Nursing  (now certified). I 
have retired four times, though 
still maintains my private 
practice so I can legally provide 
service to ostomy patients in need. I have a diversified 
work experience from a staff nurse, ER, OR, med/surg, 
administration, WOCN, and a consulting private practice. 
In my role as WOCN I have been involved regionally, 
nationally and internationally with travel through USA 
and Canada and to 14 other countries in my capacity on 
board positions in the WOCN, ACS and the International 
organization WCET.

We moved to Carson City, Nevada in 1999 and I 
transferred my ANA membership to NV; became an 
officer on the district board in 2000 and I am currently 
serving as president. As the district President I am a voting 
member of the NNA state board. I have been serving as 
communication coordinator for the NNA state board since 
2005 and I am passing on that responsibility to Margaret 
Curley in December of 2008.

Meet the New Communication Coordinator—
Margaret Curley

A new Communication 
Coordinator has joined the team 
at NNA. Margaret Curley is a 
1971 graduate of Orvis School of 
Nursing who has been involved in 
nursing in Nevada for more than 
30 years. She worked for many 
years at Carson-Tahoe Hospital 
in Carson City as a medical 
nurse and later as Administrative 
Coordinator. Most recently, 
Margaret has been working as the 
Quality Improvement Nurse for 
Saint Mary’s Health Plans in Reno. 
She and her husband are now living in Yerington. Margaret 
brings to the communication role a nursing background and 
an interest in computers, design, and technology.

Meet Nevada Nurses Association’s Board of Directors!

Margaret Curley Betty Razor Martha 
Drohobyczer
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Hello members and friends of the Nevada Nurses 
Association. Please read on for a brief summary of the 
activities of the state Nominating Committee in 2008. In 
the past, the Nominating Committee began to discuss goals 
and strategies in early spring. This year, the committee 
chair stepped down in early spring, and we were off to a 
very shaky start. Thankfully, Betty Razor generously 
stepped up to meet the challenges the void in leadership 
presented, and together with Chuck Sheeley the work of the 
Nominating Committee began.

Along the way several others joined the committee: 
Patricia Brown, Margaret Louis, Nancy Menzel, and Amy 
Ragnone, and I want to thank them all for their generous 
contributions of time and energy. As usual, communication 
was an issue. Often members stated they were very 
interested in running for office, but then never completed 
the required paperwork and never responded to phone 
calls or emails seeking clarification of their intentions. 
Hmmm… Perhaps holding office in service to NNA is 

NNA State News
Nominating Committee Annual Report

too much to ask? Perhaps, as Chuck suggested, we need a 
better mechanism for identifying members vs. activists.

Chuck proposed that we offer well-advertised seminars 
that explain the duties and responsibilities of the elected 
offices, combined with updates of state and national 
nursing issues. Perhaps the districts will be able to provide 
these seminars in the future, and through these seminars 
cultivate the activists that become our leaders. In the 
meantime, the descriptions of the elected offices appear on 
our website and as a companion to this message. Speaking 
of our website, the NNA State Board of Directors decided 
voting for this election should be completed electronically. 
With virtually no notice of this change to our membership, 
I was uncertain. How will those without computers and 
email be notified of this change in a timely way? What 
kinds of challenges might this change introduce, and can 
they be identified and overcome? 

And what were the results? A whopping 14% of our 
members actually voted—a disgraceful response! I guess 

its time to ask yourself some serious questions. Why do 
you join NNA? What do you hope to give and/or get from 
your membership? And what are you willing to do to 
realize the benefits and rewards of membership? Although 
we made every effort to place easy voting at your fingertips 
—literally—at a cost approaching $500, we will not offer 
electronic voting again.

Finally, I’m issuing one last “call to serve” to every 
one of NNA’s members. NNA’s role includes advocacy for 
the rights and protections of the nurses of Nevada and the 
patients we serve. I challenge you all to leave behind your 
“couch potato” or “bump on the log” roles and become 
an active, even dynamic force in Nevada’s future. Every 
effort is valuable and appreciated, and every achievement 
advances our personal and professional practice. From this 
point of view, service to NNA is not too much to ask!

Respectfully submitted,
Kathy Ryan, RN, MSN
Nominating Committee (acting Chair)

Office of President 
Term of Office: 2 years
Official Duties: 
• assume the leadership of the Nevada Nurses Association
• serve as the Chair of the Board of Directors and Executive 

Committee, work closely with the Board of Directors
• serve as the official representative and spokesperson for NNA 

on matters of policy and position
• propose policy and practice
• appoint members to committees
• serve as an ex officio member of all NNA committees 

(except the Economic and General Welfare Committee and 
Nominating Committee) 

• submit reports to the Board of Directors, funding sources, and 
other stakeholders

• attend the Board of Directors’ retreat
• attend the state convention and chair the membership meeting 
• prepare the agenda for all Board of Director meetings
• attend all teleconference meetings of the Board of Directors
• serve as a delegate at meetings of the Constituent Assembly at 

the ANA House of Delegates and any other special meetings 
of the ANA

• perform other duties as determined by the By-laws or Board of 
Directors

• communicate via electronic modes as needed
Time Commitment: one hour teleconference monthly, 8-10 hours 

per week, with additional time during physical meetings
Travel Required: once to twice a year to attend the Board’s 

strategic planning session, the state convention depending on location, 
and the national ANA House of Delegates and Center for American 
Nurses conventions

Office of President-Elect
Term of Office: 2 years
Official Duties:
• assume the duties of the President in the absence of the 

President
• serve as a member of the Executive Committee
• serve as the chair of the Committee of Strategic Planning
• attend the Board of Directors’ retreat, and the state convention
• attend all teleconference meetings of the Board of Directors
• serve as a delegate at meetings of the Constituent Assembly at 

the ANA House of Delegates and any other special meetings 
of the ANA

• perform other duties as determined by the President, By-laws 
or Board of Directors

• communicate via electronic modes as needed
Time Commitment: one hour teleconference monthly, 4-6 hours 

per month, with additional time during physical meetings
Travel Required: once to twice a year to attend the Board’s 

strategic planning session, the state convention depending on location, 
and the national ANA House of Delegates and Center for American 
Nurses conventions

Office of Vice-President
Term of Office: 2 years 
Official Duties:
• assume the duties of the President in the absence of the 

President and President-Elect
• report to the President and Board of Directors 
• jointly participate with the President to implement officers’ 

transition
• serve as a member of the Executive Committee
• serve as the chair of the Committee on Membership 

—coordinate membership recruitment and retention, and 
membership services

• attend the Board of Directors’ retreat, and the state convention
• attend all teleconference meetings of the Board of Directors

• perform other duties as determined by the Executive 
Committee, Board of Directors, or By-laws

• communicate via electronic modes as needed
Time Commitment: one hour teleconference monthly, 3-4 hours 

per month, with additional time during physical meetings
Travel Required: once to twice a year depending on the location 

of the Board’s retreat, the strategic planning session, and the state 
convention

Office of Secretary
Term of Office: 2 years
Official Duties:
• serve as a member of the Executive Committee
• record minutes of all meetings, including the Executive 

Committee, the Board of Directors, and Annual membership 
meetings

• maintain an understanding of the legal documents of the 
NNA, including articles, By-laws, and IRS letters, and note 
their applicability during meetings

• distribute minutes of meetings as applicable
• serve as the official custodian of all minutes, fiscal records, 

and NNA corporate documents
• fulfill secretarial duties assigned by the Board of Directors
• attend the Board of Directors’ retreat, and the state convention
• attend all teleconference meetings of the Board of Directors
• communicate with ANA as assigned, send the names and 

addresses of the President and officers following each election 
to the ANA Secretary and to the Center for American Nurses

• send a copy of all NNA By-laws amendments or revisions to 
ANA within one month of adoption 

• perform duties assigned by the President or Board of Directors
• communicate via electronic modes as needed
Time Commitment: one hour teleconference monthly, 4-5 hours 

per month, with additional time during physical meetings
Travel Required: once to twice a year depending on the location 

of the Board’s retreat, the strategic planning session, and the state 
convention 

Office of Treasurer 
Term of Office: 2 years
Official Duties:
• serve as a member of the Executive Committee
• supervise the accounting procedures of NNA
• ensure development and review of financial policy and 

procedure
• review and revise the budget on a quarterly basis
• make recommendations for non-budgeted items
• present and interpret the budget or financial statement at Board 

of Director meetings
• serve as the chair of the Committee on Finance
• attend the Board of Directors’ retreat, and the state convention
• attend all teleconference meetings of the Board of Directors
• perform duties assigned by the President or Board of Directors
• communicate via electronic modes as needed
Time Commitment: one hour teleconference monthly, 3-4 hours 

per week, with additional time during physical meetings
Travel Required: once to twice a year depending on the location 

of the Board’s retreat, the strategic planning session, and the state 
convention. Once to twice a month to the accountant’s office to sign 
checks.*

*Please note: the accountant’s office is currently in Reno, Nevada 
(2008)

Office of Director-at-Large
Term of Office: 3 years
Official Duties:
• serve as a committee coordinator as assigned by the 

President (examples of committees include By-laws, Finance, 
Legislative, Membership, Nurse Practice)

Nevada Nurses Association—State Elected Office Descriptions
• serve with Vice-President in promoting the NNA to the public
• promote membership recruitment and retention, and 

membership services
• communicate with NNA members and colleagues
• attend the Board of Directors’ retreat, and the state convention
• attend all teleconference meetings of the Board of Directors
• perform duties assigned by the Executive Committee, Board 

of Directors, or By-laws
• communicate via electronic modes as needed 
Time Commitment: one hour teleconference monthly. 4-8 hours 

per month, with additional time during physical meetings
Travel Required: once to twice a year depending on the location 

of the Board’s retreat, the strategic planning session, and the state 
convention

Office of American Nurses Association (ANA) Delegate and 
Alternate

Term of Office: 2 years
Official Duties:
• participate in the ANA House of Delegates to discuss and vote 

on ANA policy
• participate in the Center for American Nurses meeting
• receive and respond to online information and policy updates 

from ANA
• provide a written report of ANA House of Delegates activities 

to the NNA Board of Directors and NNA membership
• answer NNA member questions at the state convention
Recommendation: knowledge of current issues and trends 

affecting health care and nursing, and their relationship to Nevada 
nursing practice

Time Commitment: the ANA House of Delegates meets in 
even years for a (usually) three day convention. Attendance at 
the convention provides an opportunity to visit with the Nevada 
Delegation of Representatives and Senators. In addition (and if 
possible), at least one delegate should attend the Center for American 
Nurses meeting (usually two days). 

Travel Required: once a year to the state convention, once a term 
(in even years) to Washington D.C. to the ANA House of Delegates 

Note: NNA will pay a portion of travel expenses as allowed by the 
budget

Nominating Committee Member
Term of Office: 1 year 
Official Duties:
• assess the current composition of the Board of Directors and 

identify officer vacancies 
• communicate with NNA members to solicit their participation 

and candidacy for office
• obtain candidate’s “Member Profile and Consent to Serve” for 

the ballot
• prepare and format the annual ballot for elective offices for the 

NNA
• provide the annual ballot to NNA members as required by the 

By-laws
• count the ballots and present results in writing to the 

committee chair
• committee chair presents results of the election to the President 

at the state convention
• maintain ballots until the “vote to destroy” at the following 

membership meeting
• communicate via teleconference or email with committee 

members
• communicate via electronic modes as needed
Note: the nominee for the Nominating Committee that receives 

the highest number of votes shall serve as committee chair.
Time Commitment: 2 hours per month for approximately 4 

months (March-June)
Travel Required: once a year to the state convention
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NNA State News

Martha Drohobyczer BSN, MSN, CNM

This past November we elected the first African American 
president of the United States. Whether you voted for him or 
Mr. McCain, I believe that most Americans saw Mr. Obama’s 
election as a profound shift in race relations in America. 
The sincere joy and excitement of so many Americans of all 
ethnicities was so remarkable to me having grown up during 
the civil rights era. Now that the world can see that we “walk 
our talk,” I believe that we have begun to get our credibility 
back as a country where you can truly achieve anything.

The theme of Mr. Obama’s campaign was change. As 
nurses we understand the importance of change and how a 
small change can make such a difference in our lives. I have 
been surprised over the years how effective it is to ask patients 
to make changes in their health habits. A good example is with 
smoking. I may ask a patient to stop smoking and review with 
them exactly how smoking affects their health. The next year 
that I see them they may still be smoking but usually when I 
open the door to greet them the 3rd year, the first thing that 
they say is “I have quit smoking.” The same effect quite often 
happens with asking for changes in diet and exercise. The 
important thing is for us to ask for change. Patients actually do 
want us to ask them to make changes. I used to feel hesitant 
asking patients to lose weight. I felt like “they know what their 
weight is and would loose it if they could.” One woman said 
to me, “I wondered when you were going to talk to me about 
my weight,” after I finally discussed nutrition and exercise 
after seeing her for several years. Sometimes we are so busy 
it is difficult for us to make time to discuss change with our 
patients. In that case, offer the patient a handout and tell them 
that you will discuss it at another appointment. Ideally, it would 
be better to ask a patient if they have health behaviors that they 
would like guidance to change.

As nurses, we also need to be challenged on our health 
behaviors. Many of us still smoke, have poor diets, and lack 

exercise. We also may not get our annual screening exams. 
This year let’s change that for ourselves. When I asked a 
patient about scheduling a colonoscopy she asked, “have you 
had yours?” Unfortunately, I have put this off for any number 
of reasons, (“I’m getting life insurance and will be rejected if 
I have something,” “I can’t take off several days for the prep 
and the procedure,”)—none of the excuses are good. Just 
delay tactics. I must note that I see an internist on a regular 
basis for my blood pressure and have not been asked to have a 
colonoscopy. He probably figures that I know this since I am a 
nurse.

I would like all of our readers to avoid making any new 
resolutions about their health, career, family or finances. I 
would like you to make a 2009 vision board. It can be made 
out of canvas, poster board or plain paper. You should place 
pictures, drawings, or statements on your board of your vision 
for your life for 2009. I would suggest organizing your vision 
in areas of the board. For example a family or career area. 
Have a vision board look like how you want your life to be 
in 2009. If you want to go back to school, have that area with 
pictures of books and even a picture of the school that you will 
be attending. Do not worry if it seems unrealistic to you now. 
A friend of mine has a picture of herself next to a picture of 
Oprah. She sees her business being so successful that Oprah 
will be inviting her on the show! It is important to place your 
vision board where you will see it on a daily basis. Begin to 
speak of your vision or aspects of it on a daily basis. For 
example, “I will be starting to study toward my DNP at Touro 
University.” Start becoming the change that you believe in. 

I would like to hear about the changes in your life, especially 
after creating a vision board. Whether you have a vision board 
or not, do have a vision for 2009. You will be surprised how it 
will change your life. Please e-mail any vision that you would 
like to share or change to marthadrohobyczer@yahoo.com. 
Have a happy, healthy, and prosperous new year.

The Golden Glow of 
Christmas in Northern 

Nevada
Nevada Nurses Association’s District One held our 

annual Christmas dinner on December 7th at Dayton’s 
historic Gold Canyon Steakhouse. This charming Victorian 
restaurant and saloon served its first customers in the 
1880’s, and continues today to offer its guests a blend of 
delicious meals in an atmosphere of Western hospitality—a 
great place to meet old friends, and new friends.

We were honored to share our afternoon with nurses 
from the Nevada State Board of Nursing: Debra Scott, 
Executive Director, Chris Sansom, Director of Operations, 
and Doreen Begley, new President. We thank them for their 
service to the nurses and residents of Nevada.

Our special guests were Deloris Middlebrooks and 
Gloria Castillo, both nurses for more than 50 years! They 
shared stories from their experiences, and traced the 
changes most influential in their careers. Did you know, 
for example, that once upon a time only doctors measured 
temperatures and blood pressures?

Finally, the members of the 2009 Board of Directors 
were announced:

 President: Betty Razor
 President-elect: Chuck Sheeley
 Vice-President: Susanne Byrne
 Treasurer: Carol Vickrey
 Secretary: Kathy Ryan
 Directors: Nancy Magnusson, John Morrison, and  

   Kari Jo Passman
 Nominating Committee Chair: Beth Bomberger
A special thank you to Nancy Magnusson for arranging 

our lovely dinner—we hope to see you all next year!

State District News
District Three (Greater Las Vegas) Report
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When you break it down to the basics, humans don’t 
really need much to survive—just food, clothing, shelter 
and, most importantly, a warm smile and gentle touch. Yet 
sadly, even today, these necessities are beyond the grasp of 
too many of the world’s children. 

Doing their part to balance the equation, Patricia 
and Herman van Betten of Blue Diamond volunteered 
in Romania this August through Global Volunteers, 
a nonprofit, nonsectarian international development 
organization in consultative status with the UN. Patricia, 
a retired RN, cared for children at the Tutova Failure-to-
Thrive Clinic near Barlad and Herman, a retired professor, 
taught conversational English to high school and middle 
school students. 

“I am very impressed by the good work at the clinic,” 
said Patricia. “We worked with clinic staff and children 
in very positive ways. It was a highlight for me when a 
five-month-old boy that I worked with smiled in response 
to my voice.” Herman was particularly struck by the high 
level of education of the high school students—some of 
whom performed several acts from Tennessee Williams’ 
“The Glass Menagerie” for the Tutova volunteers. “In the 
beginning I had made copies of an easy, modern English 
translation of “Romeo and Juliet,” he said, “but they 
demanded the original text.” 

In its 25th year, St. Paul, MN-based Global Volunteers 
pioneered short-term, community-driven service 
opportunities (aka “volunteer vacations”) in 1984. Working 
in 21 countries on five continents, the organization’s 
mission is to wage peace and promote justice through 
mutual international understanding. 

Patricia said volunteering is a good way to learn from 
one another and recognize that “we are more alike than 
different.” In her view, “Each person is unique and has 
the right to a life free of fear and discrimination. I hope 
that I can be a positive force for that everyday.” No special 
skills are necessary to join most Global Volunteers service 
programs – only a curiosity about the world, a desire to be 
of service, and a high degree of flexibility. Work projects 
are determined by the host communities, directed by local 
leaders, and generally focus on children. The four principal 
projects are: 1) caring for at-risk children, 2) teaching 

conversational English, 3) building, painting and renovating 
community buildings and 4) providing health care. 

Global Volunteers measures its success against the 
United Nations Millennium Development Goals that 

CONFERENCE 
BAGS

Do you have an extra conference bag you would 
like to go to a good cause?

NNA has a contact for a school in Ghana that 
could use them as book bags for the students. Will 
you make that little extra effort and mail them to Jean 
who will store them till she has enough to send by 
boat to Ghana? 

Mail to: Jean Toth
  3620 Military Road NW
  Washington DC 20015
Thank you!

Northern Nevada Nurse of 
Achievement

Cathy Dinauer RN, MSN, Chair, Northern Nevada 
Nurse of Achievement Committee

Each year, the Northern Nevada Nurse of Achievement 
event recognizes excellence in nursing in the northern 
Nevada region. The purpose of the event is not only to 
honor nurses but to award nursing scholarships. Over the 
last several years, the event has provided over $50,000 in 
scholarships.

Our next event will be held on May 8, 2009 at the 
Peppermill in Reno. We have moved to a larger venue 
and new location due to the increased number of attendees. 
Doors open at 5:00 p.m. and dinner will be served at 6:00. 
Tickets are $50 this year. If you wish to donate any silent 
auction items, please contact Linda Charlebois at: Linda@
charlebois.com. We also provide a variety of sponsorship 
opportunities. For information, contact Michelle VanHorn 
at: michelle@nvha.net.

RNs are nominated in a variety of categories:
Critical care
Medical/Surgical/Maternal Child
Advanced Practice
Community Health
Education
Innovation
Leadership
Lifetime Achievement
Long-term Care/Rehabilitation
Office/Outpatient
Patient Advocacy
LPNs are nominated in the LPN category only.
Make your reservations early and help us celebrate this 

wonderful event. Please contact Cathy Dinauer at: cathy.
dinauer@ctrh.org for any questions.

National Association of 
Hispanic Nurses

Nevada Chapter is seeking new members to join the 
Nevada Chapter of The National Association of Hispanic 
Nurses in order to meet our New Year's goals. By 
increasing our membership we can help narrow the gap of 
health disparities our Hispanic population is facing today. 
This year will be a great year only if we all join and make 
it the best ever. For more information and how to join 
please contact: Maria A. Lipscomb at 702-239-9684, or 
e-mail me at: mlipscombrn@aol.com

NNA State News
Blue Diamond Couple Cares for Romanian Children

Patricia van Betten RN and her husband Herman—a couple of great volunteers.

address the serious consequences of poverty and improve 
the standard of living for millions of people. In Romania, 
volunteers contribute to these goals by helping to reduce 
child mortality and achieve educational milestones. Global 
Volunteers invites people of all ages and backgrounds to 
serve in this unique way—to give back and make a genuine 
difference by working with and learning from and about 
local people in their community. 

“I fell in love with Romania and the Romanian people,” 
said Herman. “Most lead a very simple life and appear to be 
quite happy.” Patricia agrees calling the country “beautiful” 
and the people “resilient, friendly and hard working. I 
admired them for their courage and determination,” she 
said. “Those we worked with show they care about the 
children very much.” 

To join a team, call 800-487-1074 today or visit the 
Global Volunteers website at www.globalvolunteers.org. 
Service program fees are tax-deductible for U.S. citizens. 
Airfare and visas are extra. 

Patricia and Herman van Betten: 702-875-4574
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Legislative guideline for nurses
Betty Razor has asked me to provide information on the 

following points. I hope these guidelines are helpful. After 
20 years of lobbying, it is difficult to provide every nuance 
necessary, but these basics are the most important rules to 
follow. Neena Laxalt, NNA Lobbyist

1. How nurses can reach out to legislators. 
• Before the legislative session begins, it is important to 

discuss upcoming bills with legislators. This can be done 
through email, telephone, or if the bills are top priority or 
a piece of legislation being requested by NNA, meeting 
one on one with Leadership, Chairmen, and Committee 
Members is important. Legislators do not have as much 
time during the legislative session to learn about all 
the legislation being proposed. Taking the opportunity 
to meet with them outside the legislative session will 
provide both them and NNA with an opportunity to 
discuss the issue and perhaps, answer any questions the 
legislators may have prior to having the bill heard in 
committee.

2. The Do's & Don'ts in discussing nursing issues with 
legislators. 
• Never overwhelm the legislators with information that is 

not pertinent to the issue at hand. 
• Keep on the same message. Adding or changing talking 

points between NNA representatives and legislators 
will confuse the situation and perhaps bring up many 
questions.

• Keep the message concise and to the point.
• Keep the facts down to a minimum in order to better 

establish relationships with the legislators and NNA 
representatives.

3. Questions to ask.
• There is no such thing as a stupid question. Many people 

do not understand the process or lingo of the legislative 
system. Prior to meeting with legislators, it is important 
to familiarize yourself with the terms and process. This 
can be done by browsing the legislative website, or by 

meeting with the NNA Legislative representative, or the 
lobbyist. 

• Ask legislators about their bills that may impact your 
organization. Ask what the background is and what 
transpired to bring legislation forward. Understanding 
the history and concerns may alleviate problems that are 
unintentionally put into language of a bill.

4. How to advocate for our nursing collective interest.
• Join the legislative committee to familiarize yourself 

with legislation impacting your profession. 
• If you cannot commit to joining the committee, 

don’t hesitate to ask those that are on the committee 
for information on issues that are of interest to your 
profession.

• One voice should be heard at the legislature…too many 
faces and too many comments will prolong the process 
and confuse the issue. It is, however, very important to 
be present at legislative committees on bills of high 
impact to show your support or opposition. Legislators 
are impressed with those who care enough to take the 
time out of the day, to be present, and to show enough 
concern about issues. It is important that not everyone 
speak…but that they support those who are representing 
them. Early collaboration will assure that everyone’s 
message is heard. 

• There is power in numbers…but not at the legislative 
testimony table. Dragging on the same message by 
several people from the same group will test the patience 
of the legislators.

5. What method is best for contact? 
• Prior to session, either email or phone calls are a great 

way to contact legislators. 
• First attempts should be by phone or email by a select 

group representing the concerns of NNA.
• During the legislative session, phone and email are great 

ways to let the legislators know where you individually 
stand on issues. This process is a good way for legislators 
to know how many people are impacted by legislation. 
The best time to contact legislators is when a bill is 

Who Speaks For Your 
Profession? 

If You Don’t Someone Else Will!
Political advocacy is the active participation at the 

local, state and at federal levels that enables the nursing 
profession to maintain control of its practice, advocate 
on behalf of patients, and shape and promote legislative 
change. The Nevada Nurses Association consistently works 
in this capacity to advocate for the nursing profession 
through two means: the NNA legislative committee and the 
NNA lobbyist.

The NNA legislative committee is made up of volunteer 
nurses from as many fields of nursing as possible; then we 
can truly be representative of the voice of the numerous 
areas of nursing practice. Your opinion is valuable.

The legislative committee meets via teleconference, so 
that you can access the conference call from any phone 
anywhere at no cost to you. NNA needs your involvement 
and opinions on the numerous key issues that will arise 
during the legislative session. NNA cannot do it without 
you; join us!

Some of the key issues that have been identified that the 
committee will be addressing are:

• Certified Medication Aides
• Increasing whistle-blower protection
• Proposed combining all Health Boards under one 

umbrella
• Safe handling programs
• Safe staffing issues
• Retired volunteer RN licensure
• Funding for nursing school program/faculty
There will be other challenges to be faced during the 

session that the NNA Legislative committee will need to 
address as they arise. Will you be a part of the voice or 
a timid mouse or even permit the hospital or the medical 
boards to speak for nursing? 

Where are you? Will you be there to be a voice at the 
next legislative session? What if NNA wasn’t there 

either?

JOIN US NOW: NNA Legislative Co-Chairs: 
Martha Drohobyzcer: 
Marthadrohoboyzcer@yahoo.com
Beatrice Razor: etbetty@sbcglobal.net

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.”

Legislative Advocacy
Can You Hear Me Now?

Guidelines for Effective Communication with Legislators
scheduled for a hearing. The legislature has a process 
by which you can leave voice mails regarding your 
concerns, and each legislator has their email provided on 
the legislative website. 

• It is important to contact the legislators on the committee 
prior to the committee hearings. If the bill is going to the 
whole house, it is important to contact those legislators 
who represent your district.

6.  Some hints on what to say and what not to say.
• Know the message your group is delivering
• If your situation is unique, state your uniqueness
• Never ramble
• Do not get angry with legislators who do not agree with 

your position
• Do not swear
• Do not keep legislators any longer than necessary
• Keep your message simple and concise
• Always offer to assist with educating the legislators on 

issues with which they may not be familiar
• Never lie or exaggerate
• If you don’t know an answer, tell them you don’t know 

and offer to get information to them as soon as possible
7. Misc.

• Legislators are part-time lawmakers; they have other 
jobs and responsibilities during the non-legislative 
session. If you are able to meet with legislators in the 
non-legislative time, remember that these people have 
other obligations as well and do not take more time than 
you need. Appreciate the fact that they are taking their 
personal time to meet with you.

• Remember that you are the expert and most legislators 
are eager to be educated about your issues. In the end, 
the legislator may disagree with you, but they heavily 
depend on the experts to keep them informed. 

Stop Bad Behavior among Health Care Professionals
Joint Commission Alert:

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. Ken Powers, kpowers@
jointcommission.org.
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In an effort to reduce patient handling injuries, I started 
by trying to update our patient handling policy which 
was last revised in 2003. I presented the new policy I had 
completed to the Patient Safety Committee in the fall of 
2007 and they immediately shot it down. They thought it 
was too long; no one has time to read this, etc. Next I went 
back to the drawing board and redid the policy completely 
by using algorithms with a brief explanation of each 
algorithm. Back to the Committee I went, and back I came 
with another rejection. They were not impressed. They 
wanted something simple.

Their request for something simple was because our 
present system was not working. Patient assessments were 
documented on a marker board or “white board.” But 
when investigating caregiver injuries, employees indicated 
they usually didn’t look at the board for this information 
because there was so much data written…they couldn’t 
take the time to review it all. 

As a result, I formed a Patient Safety Task Force to 
address the issue. First we discussed colored magnets, 
colored squares to hang on a hook, etc. The problem with 
these ideas is that most of these types of material will 
eventually disappear and nobody will take the time to 
replace them. Then I thought of an adjustable indicator 
panel or “control panel” that would be mounted on each 
patient’s white board. I decided to use colored squares that 
had the advantage of quick recognition and easy recall. 
Since there were no standards for what color designates 
what, I came up with my own version. After several trial 
samples and input from our staff this is what the final 
indicator looks like. 

Legislative Advocacy
Development of the Patient Lifting Status Indicator

This is a picture of the indicator without the sliding doors. 
There are 5 individual doors which allows only one square to 
show at a time. The sliding doors are machined to slide in a 
track which prevents them from being removed or lost.

Once lifting status had been determined, the mode of 
patient transfer would be identified on the patient safety 
indicator located on the dry erase board. 

a. White, black lettering stating “No assessment has 
been done”

b. Green with capital letter I = Independent
c. Orange with #1 = 1 person transfer [gait belt, maxi 

slide]
d. Orange with #2 = 2 person transfer [gait belt, maxi 

slide, slider board]
e. Yellow with capital letter L = Mechanical lift/stand 

or ceiling lift
f. Red with picture of patient in bed = Complete bed 

rest
To make sure the indicator is “reset,” I have our 

housekeeping staff turn the indicator to the 'Assessment 
Needed' square when they are done cleaning a room.

To verify its effectiveness, I sent out an evaluation 
questionnaire to the department that was trialing the patient 
lifting status indicator.

The questionnaire covered:
1. appearance, design, ease of use

2. established clear objectives and expectations 
3. accuracy compared to previous method 
4. builds positive communication relationship with staff 
5. promotes patient and staff safety 
6. overall effectiveness 
The results were: 37% indicated the patient lifting status 

indicator exceeded expectations while 63% indicated it met 
expectations. 100% indicated they would continue to use the 
indicator.

I am in the process now of incorporating the patient lifting 
status indicator into our new patient handling policy. I am 
also going to refer to the Morse Fall Assessment Guidelines 
that all departments are required to do for every shift. We 
will be modifying this program to address the lifting needs 
of the patient which will be documented on the indicator. 
Of significance, this information will be available to all 
departments. For example, if the patient needs to be taken 
to Radiology, their department staff can review the patient 
assessment and see that the patient requires two caregivers for 
any transfer. Not only does this help the staff on the floor but 
also any department that has contact with the patient. Again, 
each patient lifting status indicator will be updated at least once 
per shift based upon the Fall Assessment Guidelines.

Trying to promote safety, especially if there is a cost to it is 
always a hard sell. By referencing past patient handling injuries 
and the costs associated with these injuries I convinced our 
Administration to trial the indicator. At a cost of approximately 
$60.00 per room they were hesitant; but after the trial period 
and not having any injuries they have agreed to put the 
indicator in all patient rooms.

If you would like information on how to procure sample 
copies of this convenient assessment indicator, please contact 
Randy Chamberlain, rchamberl@frhs.org or 402-644-7655.

Avoid Malpractice/Protect Your License & YOUR JOB!!!
Whether you are a new grad or have thirty years of 

experience…whether you are a top performer or can’t seem to 
stay out of trouble, the economy may have an adverse effect 
on your job stability. With department cutbacks, reduction in 
hours and layoffs, nurses in all areas are feeling the heat. 

The economy is certainly having an effect on the healthcare 
system in Nevada. Some nurses fear losing their jobs and others 
worry about being able to find another job if they were to leave 
the position they have. Nurses feel pressured to stay where they 
are regardless of how poor working conditions might be. Even 
when jobs openings are posted, nurses report that prospective 
employers are reportedly slow to call for interviews or extend 
real offers. Sometimes it can take several months to find a new 
position. 

Many employers (and headhunters) are turning to the 
internet to find new employees to fill their positions. There are 
numerous websites dedicated to placing nurses throughout the 
country. Some sites even offer application and interview advice. 
Here are some examples…

http://nursing-jobs.com/
www.monster.com
www.nursingjobshelp.com/
www.nursingjobs.org/
www.healthcareerweb.com/
www.cybernurse.com/employement.html
www.nursing-jobs.us/
www.nurseuniverse.com/
www.internationalhr.net/
www.nursinglink.com/topics/5121-need-help-finding-a-job/

posts
www.jobmonkey.com/
www.craigslist.org/
The good news is the internet makes it easier to find out 

about new positions as they are posted. The downside is that 
many more people will be alerted to the new positions which 
can increase the competition in all job markets. For example, 
a local restaurant owner recently posted a new waiter position 
on Craigslist.com. The very next morning over 150 applicants 
were waiting in line hoping for consideration. 

In today’s market, it is not only important for nurses to be 
competent and skillful; nurses must also know how to sell 
themselves, rise to the top and stay there. When looking for a 
new job, submitting applications and appearing for interviews, 
nurses must remember that first impressions are lasting. The 
key is to stand out. The following are some hints about what 
to do or not do when applying for a job that may increase your 
chances of success. 

First, do not be late to an interview. There is no excuse! 

Dress to impress. You want to be well put together, no scrubs 
or tank tops. When calling or appearing for an interview, 
be courteous with the staff and do not complain to the 
receptionist or front desk personnel. They will surely repeat 
whatever you say to the prospective employer. 
Be accommodating during the interview process. 
You must be willing to go through the hoops. 
Do not complain about having to complete long 
applications or having to come back at another 
time for an interview, for example. Pay attention 
to the questions you are asked; be honest and 
forthcoming in your responses. Write legibly 
on applications and use proper grammar on 
resumes. 

Arriving late, smelling of smoke, drunk or 
under the influence to an interview is absolutely 
unacceptable. Employees should be professional and respectful 
at all times. This includes outgoing messages for contact 
numbers. Statements such as, “Yo, dude, leave me a message 
and maybe I’ll call you back,” or having an “I don’t care” 
attitude or tone in your voice is sure to turn off prospective 
employers. Additionally, there is no room for those with a 
sense of entitlement when applying for a new job. “What can 
you do for me” attitudes are a real deterrent, especially in poor 
economic times.

When I first opened my firm, one of our first applicants 
actually sent flowers for giving her the opportunity for an 
interview despite her lack of experience. She expressed her 
willingness to fill in even for a short term basis if needed. 
When our office manager took a vacation, we called her to fill 
in for a week to answer phones and check the mail. She was 
more than happy to fill in. She was on time every day, she 
dressed professionally, she was pleasant and helpful with my 
clients and she happily and competently completed each and 
every task I threw her way. By the end of the week, she became 
a permanent part of our team. Charlene had no experience but 
she had star qualities rarely found today. 

Nurses are generally thought (even expected) to be ethical, 
professional, assertive, confident, hard working, reliable, 
trustworthy, multi-tasking, problem-solving, and technically 
able. Each and every nurse has the potential to develop these 
qualities. Whether or not one decides to tap into them is a 
personal choice...one that could make all of the difference in 
today’s economy. 

When all else fails, not that I want to discourage nurses 
from finding jobs in nursing, one thing I’ve noticed is that 
nurses tend to think that traditional nursing positions are all that 
they are qualified for. When times are tough, nurses may forget 

that their qualities and skills are transferable to non-traditional 
nursing positions or other professions as well. For example, 
nurses can work in schools (Elementary through college); 
Government Entities (on-site Nurse’s Office); casinos; prisons; 

doctor’s offices; outpatient clinics; ambulatory 
care centers; insurance companies; attorney’s 
offices; or theme parks (first aid or nurse’s office). 
Nurses are also qualified to work in customer 
service, sales and general management positions. 
Sometimes you just have to think outside the box 
in order to take advantage of the opportunities 
out there. Plan ahead and be patient.

Above all, protecting your license is a must. 
If conditions are unsafe for patients, assignments 
are more than you can safely handle or policies 
and procedures are commonly disregarded, 

it’s time to look for alternative employment. No job is worth 
keeping if staying would put your license in jeopardy.

For additional comments or questions about this article, 
feel free to contact the author, Tracy L. Singh, RN, JD at 
tsingh@tlsinghlaw.com. 

Saving Lives: Why Media’s 
Portrayal Of Nurses Puts 

Us All At Risk
The Center for Nursing Advocacy announces the 

publication of its leaders' new book Saving Lives: Why the 
Media's Portrayal of Nurses Puts Us All at Risk. 

With striking examples and an irreverent style, the book 
explores nursing stereotypes from TV shows to the news media, 
and it explains how these images affect real-life decisions about 
nursing. The book also offers a comprehensive plan to help 
everyone improve nurses image—and public health. 

Saving Lives has already won high praise from many 
leaders in nursing and the media. Written by Center executive 
director Sandy Summers and senior advisor Harry Summers, 
the 350-page book will be released on February 3, 2009. All 
royalties from the book go to the Center. 

Order your copy of Saving Lives (also RN patches) from the 
Center at: https://www.nursingadvocacy.org/members/saving_
lives.html See additional information on Web page: https://
www.nursingadvocacy.org
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Jennifer Bell, Ph.D.; Jim Collins, Ph.D., MSME; 
Traci L. Galinsky, Ph.D.;

Thomas R. Waters, Ph.D., CPE

Healthcare workers often 
experience musculoskeletal 
disorders (MSDs) at a rate 
exceeding that of workers 
in construction, mining, and 
manufacturing.1 These injuries 
are due in large part to repeated 
manual patient handling 
activities, often involving heavy 
manual lifting associated with 
transferring, and repositioning 
patients and working in 
extremely awkward postures. 
The problem of lifting patients is compounded by the 
increasing weight of patients to be lifted due to the obesity 
epidemic in the United States and the rapidly increasing 
number of older people who require assistance with the 
activities of daily living.2,3

Direct and indirect costs associated with back injuries 
in the healthcare industry are estimated to be $20 billion 
annually.4 Additionally, nursing aides and orderlies suffer 
the highest prevalence (18.8%) and report the most annual 
cases (269,000) of work-related back pain among female 
workers in the United States.5 In 2000, 10,983 registered 
nurses (RNs) suffered lost-time work injuries due to lifting 
patients. Twelve percent of nurses report that they left the 
nursing profession because of back pain.6

As our nursing workforce ages (average age 46.8 years) 
and we face a critical nursing shortage in this country 
(an expected 20% shortage by 2015 and 30% by 2020), 
preserving the health of our nursing staff and reducing back 
injuries in healthcare personnel is critical. The National 
Institute for Occupational Safety and Health (NIOSH) has a 
comprehensive research program aimed at preventing work-
related MSDs with major efforts to reduce lifting injuries 
in healthcare settings. NIOSH’s research with diverse 
partners has already made great strides in developing and 
implementing practical intervention strategies, with further 
progress expected.

The first research effort was a comprehensive lab and 
field study to identify safer ways to lift and move nursing 
home residents by removing the excessive forces and 
extreme postures that can occur when manually lifting 
residents. Historically, the caregiver has used his or her 
own strength to provide manual assistance to the resident. 
NIOSH conducted a large field study to determine if an 
intervention consisting of mechanical equipment to lift 
physically dependent residents, training on the proper use 
of the lifts, a safe lifting policy, and a preexisting medical 
management program would reduce the rate and the 
associated costs of the resident handling injuries for the 
nursing personnel in a real world setting.7

During the 6-year period, from January 1995 through 
December 2000, 1,728 nursing personnel were followed 
before and after implementation of the intervention. After 
the intervention, there was a significant reduction in 
injuries involving resident handling, workers’ compensation 
costs, and lost work day injuries. When injury rates 
associated with patient handling were examined, 
workers’ compensation claims rates per 100 nursing staff 
were reduced by 61%; Occupational Safety and Health 
Administration (OSHA) recordable injury rates decreased 
by 46%; and first reports of employee injury rates were 
reduced by 35%. The initial investment of $158,556 for 
lifting equipment and worker training was recovered in 
less than 3 years on the basis of post-intervention savings 
of $55,000 annually in workers’ compensation costs and 
potentially more quickly if indirect costs (lost wages, cost 
of hiring and retraining workers, etc.) are considered. 
This is significant given that cost is an often cited barrier 
to purchasing lifting equipment. Another advantage of 
lifting equipment is the reduction in the rate of assaults 
on caregivers during resident transfers—down 72%, 50%, 
and 30% on the basis of workers’ compensation, OSHA 
recordable incidents, and the first reports of injury data, 
respectively.

More information on this study can be found in the 
NIOSH publication Safe Lifting and Movement of Nursing 
Home Residents. Based on the successes achieved in the 
long-term care industry, NIOSH is undertaking a six-year 
longitudinal research study to evaluate the effectiveness 
of a “best practices” safe patient handling program at two 

large acute-care hospitals in the United States. 
Another major study demonstrating success in reducing 

back injuries to health care workers was funded by NIOSH 
through a cooperative agreement. The study examined 
the long-term effectiveness of a safe lifting program with 
the primary objective to reduce injuries to healthcare 
workers resulting from manual lifting and transferring of 
patients.8 The safe lifting programs, which used employee 
management advisory teams (participatory-team approach), 
were implemented in seven nursing homes and one 
hospital. The eight facilities varied in the available number 
of beds and number of nursing personnel. In this study, 
manual lifting and transferring of patients was replaced 
with modern, battery operated, portable hoists, and other 
patient-transfer assistive devices. Ergonomics committees 
with nearly equal representation from management and 
employees selected the equipment and implemented the 
safe lifting programs.

Injury statistics were collected post-intervention for 
51 months and were compared with 37 months of pre-
intervention data. The results were compelling. The number 
of injuries from patient transfers decreased by 62% (range = 
3979%), lost work days by 86% (range = 5099%), restricted 
workdays by 64% (96% decrease to 17% increase), and 
workers’ compensation costs by 84% (range = 5399%). 
Overall, the eight facilities experienced decreases of 32% in 
all injuries, 62% in all lost work days, 6% in all restricted 
work days, and 55% in total workers’ compensation costs. 
The program produced many intangible benefits including 
improvements in patient comfort and safety during 
transfers and patient care. The nursing personnel perceived 
that their backs were less sore and that they were less tired 
at the end of their shifts. More pregnant and older workers 
were able to perform their regular duties and stay on the 
job for a longer period.

Despite the obvious advantages to using lifting 
equipment, schools of nursing continue to teach, and 
nurses’ licensure exams9 continue to include, outdated and 
unsafe manual patient handling techniques. This is due in 
large part to outdated books and curricula which promote 
unsafe patient handling practices. To address this, a team 
of experts from NIOSH, the American Nurses Association, 
and the Veterans Health Administration developed and 
evaluated an evidence-based training program on safe 
patient handling for educators at schools of nursing. 
The study found that when using the curriculum, nurse 
educator and student knowledge improved significantly as 
did the intention to use mechanical lifting devices in the 
near future.10,11 The curriculum module, which won the 
2008 National Occupational Research Agenda (NORA) 
Partnership Award, is ready for broad-scale dissemination 
across nursing schools to reduce the risk of MSDs among 
nurses.

Looking ahead: Beginning in 2009, NIOSH will 
conduct a project aimed at 
improving safety while lifting 
and moving bariatric patients. 
In healthcare settings, the term 
“bariatric” is used to refer to 
patients whose weights exceed 
the safety capacity of standard 
patient lifting equipment 
(300 lbs), or who otherwise 
have limitations in health, 
mobility, or environmental access due to their weight/
size.12 Compared to the non-obese population, obese 
individuals require more frequent and extensive healthcare 
due to obesity-related health problems, and healthcare 
personnel are encountering hospitalized and critical-care 
bariatric patients on an increasingly frequent basis.13,14,15 In 
the extreme, such patients can weigh over 1,200 pounds. 
The upcoming NIOSH project will evaluate bariatric 
patient handling practices at multiple hospitals, including 
intervention programs and health/safety outcomes, in order 
to identify and promote evidence-based best practices.

We all have a vested interest in taking care of those who 
help take care of us and our families when we need medical 
attention. It is likely that the implementation of the research 
presented here will significantly reduce injuries and 
illnesses for healthcare workers and increase the quality 
of patient care. In turn, reducing MSDs among nurses may 
help address the critical issues of nurse recruitment and 
retention.

As we contemplate further research, we would like to 
hear about your experiences with lifting equipment and 
practices in medical settings. Additionally, your thoughts 

about retooling student nursing curriculum as well as your 
opinions on state laws regulating safe patient handling and 
movement would be appreciated.

Dr. Bell is a research epidemiologist in the Analysis and 
Field Evaluations Branch in the NIOSH Division of Safety 
Research.

Dr. Collins is (Captain, U.S. Public Health Service) is 
the Associate Director for Science for the NIOSH Division 
of Safety Research.

Dr. Galinsky (Captain, U.S. Public Health Service) is 
a research psychologist in the NIOSH Division of Applied 
Research and Technology.

Dr. Waters is a research safety engineer in the Division 
of Applied Research and Technology.

“Reprinted from the NIOSH Science Blog.  To comment on 
this piece visit the blog at www.cdc.gov/niosh/blog/nsb092208_
lifting.html”

 
Editor’s Note:

This article is from a manufacturer, though the 
information is basically accurate. Work-related 
back injuries are a serious problem and healthcare 
professionals need to be informed of the risks and 
prevention of workplace-related back injuries. There are 
numerous studies on safe handling issues with evidence 
that nurses should not lift anything heavier the 35 
pounds.

 Other work fields have extensive safety devises for 
lifting; the health industry is in the dark ages on this 
issue. Maybe we need to involve OSHA in this issue? 
There is a national bill HR 378 “Nurse and Patient 
Safety and Protection Act of 2007” that was introduced 
into the House of Representatives in January 2007. 
The bill remains in committee. For links to the status, 
complete history and text of HR 378, go to http://thomas.
loc.gov

With Nancy Menzel’s assistance in creating an 
effective bill, NNA will be focusing on this issue in 
Nevada’s 2009 legislative session.  Watch your email on 
the legislative progress on this and other issues.

Betty Razor

References

1. Bureau of Labor Statistics, 2007, Incidence rates for nonfatal 
occupational injuries and illnesses involving days away from work 
per 10,000 full-time workers by industry and selected events or 
exposures leading to injury or illness, 2006. U.S. Department of 
Labor. Washington, DC.

2. State of Washington [2006]. An act relating to reducing injuries 
among patients and healthcare workers. Accessible on Web at: 
http://www.leg.wa.gov/pub/billinfo/2005-06/Pdf/Bill Reports/
House/1672.HBR.pdf

3. Ogden, C., Carroll, M., and Curtin, L. (2006). Prevalence of 
overweight and obesity in the United States, 1999-2004. Journal of 
the American Medical Association, 295, 1549-1555.

4. Collins JW, Nelson A, and Sublet [2006]. Safe lifting and movement 
of nursing home residents, DHHS (NIOSH) Publication No. 2006-
117. Cincinnati, OH: National Institute for Occupational Safety and 
Health.

5. Guo, HR, Tanaka, S, Cameron LL et al. (1995) Back pain among 
workers in the United States: national estimates and workers at high 
risk. Am J Ind Med, 28:591-602.

6. Stubbs DA, Buckle PW, Hudson MP, Rivers PM, and Baty D [1986]. 
Backing out: nurse wastage associated with back pain. International 
Journal of Nursing Studies 23(4): 325-336.

7. Collins, J.W., Wolf, L., Bell, J., and Evanoff, B. (2004). An 
evaluation of a “best practices” musculoskeletal injury prevention 
program in nursing homes. Injury Prevention, 10, 206-211.

8. Garg, A. (1999). Long-term effectiveness of “Zero-Lift Programs” 
in seven nursing homes and one hospital. U.S. Department of Health 
and Human Services, National Institute for Occupational Safety and 
Health, Contract Report No. U60/CCU512089-02.

9. National Council of State Boards of Nursing [2006]. National 
Council Licensure Examination (NCLEX)® Website. Accessible on 
Web at: https://www.ncsbn.org/245.htm. Last accessed on November 
25, 2006.

10. Nelson et al. (2007): Evidence-Based Nursing School Curriculum in 
Safe Patient Handling. International Journal of Nursing Education 
Scholarship, Vol. 4, Iss. 1, Art. 26.

11. Menzel, N. (2007). Preventing Musculoskeletal Disorders in Nurses: 
A Safe Patient Handling Curriculum Module for Nursing Schools. 
Nurse Educator. 32 (3):130-135.

12. Bushard, S. (2002). Trauma in patients who are morbidly obese. 
Association of periOperative Registered Nurses (AORN) Journal, 
76, 585-589.

13. Pieracci, F., Barie, P., and Pomp, A. (2006). Critical care of the 
bariatric patient. Critical Care Medicine, 34, 1796-1804.

14. Reto, C. (2003). Psychological aspects of delivering nursing care to 
the bariatric patient. Critical Care Nursing Quarterly, 26, 139-149.

15. Tizer, K. (2007). Extremely obese patients in the healthcare setting: 
Patient and staff safety. Journal of Ambulatory Care Management, 
30, 134-141.

Legislative Advocacy
Preventing Back Injuries in Healthcare Settings



February, March, April 2009 Nevada RNformation •  Page 13

In today's challenging healthcare environment, nurses 
committed to professional continued education help maintain 
the standards of nursing practice and improve the health of the 
public. The American Nurses Association's (ANA) Scope and 
Standards for Practice for Nursing Professional Development 
serves as a foundation for the development of the ANCC 
Commission on Accreditation (COA) criteria.

The accrediting process is intended to strengthen and 
sustain the quality and integrity of continuing nursing 
education, making it worthy of public confidence. The extent to 
which each organization accepts and fulfills the responsibilities 
inherent in this process is a measure of its concern for quality 
in continuing nursing education and of its commitment to strive 
for and achieve excellence in its endeavors.

Accreditation is a voluntary process. Institutions choose to 
apply for accredited status at the ANCC. Once accredited, they 
agree to abide by the standards of the ANCC and to regulate 
themselves by taking responsibility for their own improvement.

Providing education directly to health care professionals is 
a unique opportunity to market your company as a leader in 
the health care industry. Accredited providers of continuing 

ANA Launches New And 
Improved Web Site For Nurses 

GeroNurseOnline.org
It is designed to serve as a comprehensive, rich resource for 

nurses and the public they serve. 
“ANA’s GeroNurseOnline.org Web site provides nurses 

with resources regarding clinical information, education and 
career certification instrumental in providing care for older 
adults, regardless of specialty. We encourage you to explore 
the Web site and stay informed of trends and developments in 
geriatric care,” said ANA President Rebecca M. Patton, MSN, 
RN, CNOR. 

The GeroNurseOnline.org’s new features include: 
• Career opportunities in geriatric nursing; 
• Links to 55 specialty nursing associations’ clinical 

offerings in geriatric care and geriatric websites; 
• Resource organizations and related resource materials; 
• Hospital competencies for caring for older adults for use 

in nurse orientation and evaluation; 
• Online courses to prepare for ANCC gerontological 

certification; and 
• ANA advocacy work on behalf of geriatric nurses. 
GeroNurseOnline.org is the official geriatric nursing 

web site of the American Nurses Association (ANA). It was 
developed through the Nurse Competence in Aging Initiative, 
to provide information regarding nursing care of older adults. 
The Nurse Competence in Aging Initiative has been funded 
by a grant from the Atlantic Philanthropies to the American 
Nurses Foundation.

Need Expert Nursing 
Career Advice?

 ANANURSESPACE now features “Dear Cindy” a 
nursing career advise column (sponsored by MedHunters) 
to answer all of your nursing career-related questions.

Cynthia Piccolo brings 15 years of experience in 
health care recruitment to offer ANA members expert 
career advise from resumes and interviews to training and 
certification. 

To post a question on “Dear Cindy” log into www.
ANANURSESPACE.org and click on the Blogs and News 
section.

Reprinted from ANA Smart Briefs 10-27-08
The weekly Smart Briefs email is sent to all ANA 

members and provides extensive updates on News for the 
nursing profession: This is only one small segment of the 
weekly news for NNA members.

News from ANA
Accreditation of Continuing Nursing 

Education Providers
education give nursing professionals the assurance that they 
receive quality continuing education activities as prescribed by 
ANCC's rigorous accreditation process. Quality education for 
nurses is essential to quality patient care. Is your organization 
ANCC accredited?

Benefits of ANCC Accreditation
• Recognition by most state licensing boards. 
• Indicates an organization's willingness to have their 

educational programs reviewed for adherence to 
objective national standards. 

• Respect for achieving a high standard of excellence. 
• Provides an avenue through which nurses can maintain 

professional competence. 
• Promotes commitment to high quality nursing practice. 
Accreditation by the ANCC provides assurance to the 

public, in particular to nursing and health care professionals, 
that an organization has been found to meet national standards, 
requirements and criteria.

Edited from ANA web page: www.nursingworld.org

Protect Your Nursing Career 
with Marsh Professional 

Liability Insurance
Marsh's proliability.com is the only Professional 

Liability Program endorsed by the ANA that helps to 
ensure that your best interests are protected with limits 
up to $2,000,000 per incident and up to $4,000,000 per 
aggregate. That's twice as much coverage as offered by 
competitors—without twice the cost! Marsh makes it easy 
for you to obtain the malpractice protection you need by 
continuously evaluating all of the available options and 
only endorsing the one program that can best serve our 
member's needs. Apply: https://www.personal-plans.com/
anacma/welcome.donow!

The American Nurses Association (ANA) alerted you to a 
recent victory in a California Superior court in which a court 
order was obtained to stop the unlawful use of unlicensed 
personnel in the administration of insulin to school children in 
California. Last week, ANA held a policy call with available 
CMAs to discuss specifics surrounding the case. To alleviate 
confusion about the issues with this case and associated 
principles, ANA is providing the following talking points. Janet 
Haebler MSN, RN janet.haebler@ana.org

CA School Nurse Talking Points 
• California’s Nursing Practice Act specifically defines 

administration of medication as a nursing function that 
requires scientific knowledge and technical skill. ANA’s 
victory in California puts an end to the unlawful use of 
unlicensed school personnel to administer insulin to 
school children, which was in violation of the Nursing 
Practice Act. 

• This important victory protects the nursing scope of 
practice in California by clarifying that administration 
of insulin is a nursing function and requiring that only 
licensed personnel are permitted to administer insulin in 
California’s public schools. 

• Under California’s Nursing Practice Act, registered 
nurses must only delegate the administration of insulin to 
competent licensed personnel and they can be subject to 
disciplinary action for delegating that task to unlicensed 
personnel. The court’s ruling ensures that registered 
nurses who work in schools cannot be asked to train or 
supervise unlicensed personnel in the performance of a 
nursing function in violation of California’s delegation 
law. 

• This victory establishes an important precedent by 
making it clear that the California Department of 
Education does not have concurrent authority with the 
California Board of Registered Nursing to define the 
scope of nursing practice, even within the school setting, 

and that it cannot amend, modify or create exceptions to 
the Nursing Practice Act. 

• ANA supports a collaborative school health model, 
which best protects the fundamental public health and 
educational priority our nation’s children represent. 
In such a model, the school nurse serves in the role of 
coordinator of care, information, education, personnel 
and resources to take best advantage of schools’ unique 
position in addressing student’s safety and health care 
needs. Under this model, disease management, including 
management of diabetes and insulin administration, is 
best provided in the school setting by a school nurse, in 
keeping with scope of nursing practice. 

• ANA supports the assignment and daily availability of 
a registered school nurse for the central management 
and implementation of school health services at the 
recommended ratio of one nurse for every 750 students, 
with an ultimate goal of at least one nurse in every 
school. If the school nurse is assigned to more than one 
facility, the total number of students that the nurse serves 
should not exceed 750. Furthermore, ANA supports 
and recommends a modified ratio of fewer students 
per nurse, dependent upon the number and severity of 
disabilities within the student population. 

Administration of Insulin to School Children
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One in three children’s toys tested by www.HealthyToys.
org found to have significant levels of toxic chemicals 
including lead, flame retardants, and arsenic.

Researchers tested over 1,500 popular children’s toys for 
lead, cadmium, arsenic, PVC and other harmful chemicals 
in time for this year’s holiday shopping season. One in 
three toys tested were found to contain “medium” or “high” 
levels of chemicals of concern.

Lead was detected in 20% of the toys tested this year. 
In fact, lead levels in some of the products were well above 
the 600 parts-per-million (ppm) federal recall standard 
used for lead paint, and will exceed the U.S. legal limit in 
February, according to the new Consumer Product Safety 
Commission (CPSC) regulations. Levels of lead in many 
toys were significantly above the American Academy 
of Pediatrics recommended ceiling of 40 ppm of lead in 
children’s products. Children’s jewelry remains the most 
contaminated product category, maintaining its spot at the 
top of HealthyToys.org’s “worst” list.

The CPSC regulations, which go into effect in February 
2009, would make certain products on the shelf this holiday 
season illegal to sell two months from now. Experts insist 
that these new regulations, while a good first step, do not 
go nearly far enough to protect our children.

“There is simply no place for toxic chemicals in 
children’s toys,” said Ecology Center’s Jeff Gearhart, 
who led the research. “Our hope is that by empowering 
consumers with this information, manufacturers and 
lawmakers will feel the pressure to start phasing out the 
most harmful substances immediately, and to change 
the nation’s laws to protect children from highly toxic 
chemicals.”

In addition to allowing parents to search by product 

name, brand, or toy type to see if certain toys have toxic 
chemicals, the newly-redesigned site also allows visitors to 
create a personalized holiday wish list that can be sent to 
family and friends, and a blog-friendly widget to quickly 
search the toy ratings.

Researchers tested for chemicals that have been 
associated with reproductive problems, developmental and 
learning disabilities, hormone problems and cancer; and 
for those that have been identified by regulatory agencies 
as problematic. Babies and young children are the most 
vulnerable populations because their brains and bodies are 
still developing, and because they frequently put toys into 
their mouths. The testing was conducted with a screening 
technology—the portable X-Ray Fluorescence (XRF) 
analyzer—that identifies the elemental composition of 
materials on or near the surface of products.

Highlights from the HealthyToys.org 2008 findings:
• Lead is Still in Toys—HealthyToys.org found lead 

in 20% of all the products tested this year, including 
54 products (3.5%) that exceed the current 600 ppm 
recall threshold for lead-based paint, and the soon-to-
be national standard for all children’s products. When 
children are exposed to lead, the developmental and 
nervous system consequences can be irreversible. The 
American Academy of Pediatrics has recommended 
a level of 40 parts per million (ppm) of lead as the 
maximum that should be allowed in children's 
products.

• It’s Not Just China—HealthyToys.org has not found 
a consistent correlation between the country of 
manufacture and the presence of toxic chemicals in 
toys. 21% of toys from China and 16% of those from 
all other countries had detectable levels of lead in 
2008. 17 toys manufactured in the U.S. were sampled 
and 35% of those had detectable levels of lead. Two 
toys had levels above 600 ppm. Among the highest 
lead levels detected in HealthyToys.org (190,943 ppm) 
was in a Halloween Pumpkin Pin made in the USA.

• It’s Not Just Lead—HealthyToys.org found a 
significant number of toys containing cadmium, 
mercury, arsenic, and bromine. 2.9% (45 products) 
had bromine at concentrations of 1,000 ppm or 
higher. This indicates the likely use of brominated 
flame retardants—chemicals that may pose hazards 
to children’s health. Other toxic chemicals found in 
toys include arsenic, cadmium, and mercury. Arsenic 
was detected at levels greater than 100 ppm in 22 or 
1.4% of products; 289 (18.9%) of products contained 
detectable levels of arsenic. Cadmium was found 
above 100ppm in 30 (1.9%) of products; 38 (2.4%) 

of products contained detectable levels of cadmium. 
Mercury was found above 100 ppm in 14 (1%) of 
products; 62 (4.2%) of products contained detectable 
levels of mercury.

• Polyvinyl Chloride (PVC/Vinyl)—HealthyToys.
org identified products made with PVC plastic 
by measuring their chlorine content. PVC is 
a problematic plastic because it creates major 
environmental health hazards in its manufacture 
and disposal and may contain additives, including 
phthalates, that may pose hazards. 27% of toys 
(excluding jewelry) tested this year by HealthyToys.
org were made with PVC.

• Jewelry—Jewelry remains the most contaminated 
product category tested. Children's jewelry is five-
times more likely to contain lead above 600 ppm than 
other products. 15% of jewelry samples (compared 
to 3% of other products) had lead levels above 600 
ppm. Overall, jewelry is twice as likely to contain 
detectable levels of lead as other products. Numerous 
Hannah Montana brand jewelry items tested high for 
lead. HealthyToys.org recommends that consumers 
avoid low cost children's jewelry.

• The Good News—The good news is that 62% 
(954) of the products tested contain LOW levels 
of chemicals of concern, and 21% (324) of these 
products contain NO chemicals of concern. These 
products look and feel no different than other 
children’s products on the shelf. These findings show 
that manufacturers can and should make toys free of 
unnecessary toxic chemicals.

HealthyToys.org provides a petition visitors can sign 
urging federal and state government agencies and toy 
manufacturers to phase out toxic chemicals from toys 
immediately and reform our laws to protect children.

With millions of toys on the market, HealthyToys.org 
could not test them all. However visitors to the website can 
nominate other products to be tested. The most commonly 
requested items will be tested each week leading up to the 
Holidays.

The Ecology Center, a Michigan-based nonprofit 
organization, and partners across the country, www.
HealthyToys.org. 

The ANA advances the nursing profession by fostering 
high standards of nursing practice, promoting the rights 
of nurses in the workplace, projecting a positive and 
realistic view of nursing, and by lobbying the Congress and 
regulatory agencies on health care issues affecting nurses 
and the public.

Mary McNamara, 301-628-5198, mary.mcnamara@ana.
org, www.nursingworld.

News from ANA
The American Nurses Association Joins Environmental Health Groups—

urging a phase out of harmful chemical in toys and other products
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Surviving your first year as a nurse will likely be one of 
the biggest challenges you will face in your career. Almost 
universally, first-year nurses have days, weeks or months 
when they feel overwhelmed, inadequate, disillusioned, 
stressed out or all of the above. If you're thinking, "Was 
I really cut out for this job?" these tips can help you 
get through your first year as a nurse with your sanity, 
confidence and love of the profession intact.

Accept Your Limitations (and Keep Your Ego in Check)
Nursing school can often leave new nurses with 

unrealistic expectations. A lot of us nurses are Type A, 
brainy people who were used to getting good grades in 
nursing school. Nursing school is so hard that when you 
graduate, you think you know what you're doing. You soon 
find out you don’t know everything all the time, none of us 
do.

Don't Try to Do It All
New nurses must come to terms with the fact that they 

may not be able to accomplish everything on their to-do 
lists everyday. You can run ragged, skip lunch and feel 
totally inadequate. Remember nursing is a 24/7 role and 
you are only there for part of it; ask for help or guidance, 
delegate what you can or inform the next shift what still 
needs to be done. You have to rely on others.

Ask for Help
Good nurses—whether newcomers or seasoned veterans 

—know when to call in reinforcements. That means asking 
doctors and more experienced nurses lots of questions. 
Remember there are no stupid questions; especially if the 
answer will help you provide quality of care.

Anticipate Reality Shock
First-year nurses participate in structured orientation 

programs and enjoy low patient loads and lots of help from 
preceptors and mentors for their first few months on the 
job. Then reality shock hits when the first-year nurse starts 
working more independently. Feelings of discouragement, 
inadequacy, being overwhelmed, sometimes even 
depression may start anywhere from the fourth to sixth 
month on the job. Stick to it, or as the saying goes “hang 
in there.” You will feel a greater sense of satisfaction and 
accomplishment around the ninth-tenth month mark.

Separate the Personal from the Professional
One of the biggest mistakes new nurses make is 

taking things personally, instead of professionally. Family 
members can be very challenging, and patients in pain can 
become irritable, difficult, even demanding. Professionally, 
you have to step back and pull out your psychosocial 
skills and realize that people are in stress, and it's not you 
personally. Smile to your inner self.

Seek Support
Socializing and sharing stories with your former nursing 

classmates or other new nurses at your facility will help put 
your struggles into perspective. Hearing a nurse who is a 
few months further along say, "Hang on, it will get better" 
or "I've done the same thing you just did" can validate your 
experiences and provide support.

Above all .... Remember Why You Became a Nurse
Eventually you will see the wonderful aspects of nursing 

outweigh the challenges. It’s getting the balance between 
the good day, bad day and great day—especially knowing 
you are doing what you were meant to do. Nursing is a 
stressful profession, with many ups and down, but in the 
end you know that you have made a difference.

UNLV, NSC Partner On Effort To 
Improve Nurse Retention And 

Patient Care With Online Education

Nursing faculty at UNLV and Nevada 
State College (NSC) are collaborating to 
improve nurse retention and patient care 
in the state by expanding opportunities 
for its registered nurses (RN) to earn a 
bachelor of science in nursing (BSN) 
online. The program, funded through 
a grant from the Health Resource and 
Services Administration, will use faculty, staff, and curriculum 
resources at UNLV and NSC to enhance the RN to BSN 
program at NSC by expanding distance education and online 
options, aggressively recruiting nurses from underrepresented 
groups, and offering support services to maximize program 
retention. 

UNLV Develops First Comprehensive 
Communication Training Program 

For Foreign Nurses

UNLV School of Nursing Associate Professor Yu (Philip) 
Xu and a team of university researchers developed Speak for 
Success—the first research-based, comprehensive language 
and communication training program for currently employed 
internationally educated nurses (IENs). The program is funded 
through a grant from the National Council of State Boards of 
Nursing and began this fall with 72 IENs from Spring Valley 
Hospital. The program includes a ten-week linguistic course 
followed by four interactive communications workshops. 
Workshops include appropriateness in communication, 
non-verbal communication, language use in the American 
healthcare setting, and practical communication skills training. 
A unique feature of the project is the use of human simulated 
patients to evaluate socio-cultural competence during simulated 
scenarios. If successful, the program can be replicated by other 
hospitals locally. 

Tony Allen, tony.allen@unlv.edu

Surviving as a First-Year Nurse

NSC Healing Ceremony
Nevada State College School of Nursing has developed a 

tradition of a healing ceremony for the students and faculty.  
On October 1, 2008, it held its annual Healing Presence 
Ceremony in a local park. 

The ceremony focuses the participants in being a 
healing presence in the lives of their patients. Over 150 
nursing students and faculty dedicated themselves to this 
concept at the most recent ceremony. 

The ceremony was held outdoors in a local park, and 
is open to the public and any health care professional who 
would care to participate. A description is published in the 
International Journal for Human Caring, 2007, 11(4).

Students and faculty circle the table and pick up 
sprigs of sage and lavender.

Students and faculty listen to Dr. Sherrilyn 
Coffman during the healing ceremony.

Orvis School of Nursing Student 
Nurses Association Volunteer: 

Ronald McDonald House

Coming home to a hot-cooked meal never gets old for 
anyone, but especially to the families staying in the Ronald 
McDonald House of Reno. The Ronald McDonald House 
of Reno has one main purpose, to support families of sick 
children by giving them a place to stay while their children 
are hospitalized for treatment. It has been in existence 
for 21 years and serves the families of the communities 
in northern Nevada. Most of the house’s daily meals are 
prepared by local volunteers.

For the past ten years the Orvis Student Nurses’ 
Association (OSNA) within the Orvis School of Nursing at 
the University of Nevada, Reno, has been preparing meals 
for the guests at the Ronald McDonald house. Groups of 
three to five students create a menu, shop for the food and 
prepare the meals in order to help lighten the load of dinner 
preparation of the staff. On occasion the OSNA group has 
taken the opportunity to sit and talk with the families about 
their experiences, both the family’s and the ill child’s. It has 
been an enlightening experience for the students, deepening 
their understanding and empathy for these individuals. 
These experiences have kept this group of student nurses 
coming back for a decade.

Though the residents’ hearts and minds are still with 
their ill child, it’s nice to know that when they come to the 
Ronald McDonald house, one daily task has already been 
taken care of. 

The current president of the OSNA says, “In fact, as a 
representative of the Orvis Students Nurses’ Association, 
and one whose slept many nights in a Ronald McDonald 
house, I can say it’s with great privilege and gratitude that 
OSNA has been a part of and is always invited back (even 
though I burned the garlic bread on my first day) to the 
work done at the Ronald McDonald house.”

University of Southern 
Nevada Student Nurses 

Walk for JDR
The annual Juvenile Diabetes Research walk/run was 

held on the campus of UNLV on October 11, 2008. The 
Student Nurses Association of USN participated with 
35 student walkers. The group raised over $100.00 in 
donations from their walk which supports research into 
Juvenile Diabetes. 

The group is motivated to continue this trend and is 
planning to gather a group of walkers to raise money for 
the National Alliance on Mental Illness walk in the spring.
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Laura A. Stokowski RN, MS

Electronic healthcare. Sounds impersonal, but it may well 
become the savior of 21st-century healthcare. In the not-too-
distant future, our ailing and aging population could easily 
overwhelm the traditional bricks-and-mortar healthcare 
system.[1] Forward-thinking healthcare providers are turning 
to digital solutions not only to cope with the anticipated surge 
in patients with chronic diseases, but also to shift the focus of 
healthcare to prevention, saving money by keeping patients at 
home and out of the hospital.[1] A basic premise of telehealth 
(sometimes called e-health), is that patients can receive 
care when and where they need it. Geography is no longer a 
barrier to care, and healthcare is increasingly accessible to the 
medically underserved in rural or remote areas of the country. 
At the time of the last census, more than 94% of the United 
States was classified as rural. One-fourth of our population 
lives in rural areas, and although their numbers are fewer, 
their healthcare needs are not. Compared with urban-dwelling 
Americans, rural residents have higher poverty rates, a larger 
percentage of elderly, and tend to be in poorer health. Nearly 
half have at least 1 major chronic illness.[2] Access to healthcare 
is, for rural Americans, more difficult, more expensive, and 
more infrequent. Even within urban areas, access to healthcare 
can be problematic and expensive. Millions of dollars are spent 
each year to transport non-ambulatory patients to clinics and 
physician offices for routine care. Home healthcare agencies 
are already struggling to accommodate the population's 
need for services with limited resources, a situation that is 
only expected to worsen.[3] It is for all of these reasons that 
telehealth has been proposed as a bridge to care for medically 
underserved Americans.

What Is Telehealth? 
Telehealth is an inclusive term that describes the wide 

Clinical/Research Corner
Healthcare Anywhere: The Pledge of Telehealth

range of services delivered, managed, and coordinated by 
all health-related disciplines via electronic information and 
telecommunications technologies.[4] The great hope is that 
telehealth (a term that has largely replaced "telemedicine") will 
provide healthcare beyond diagnosis and treatment to include 
services that focus on health maintenance, disease prevention, 
and education. The concept of telehealth is not really new. 
When humans first began space exploration in the 1960s, 
astronauts' health was monitored by transmitting physiologic 
parameters back to physicians on earth.[5] The possibilities 
presented by recent advances in communications technology 
are nearly limitless. In addition to clinical applications, 
telehealth can support patient and professional health-related 
education, public health, and health administration.

Telehealth Technology
Technologies used in telehealth typically include 

videoconferencing, the Internet, store-and-forward imaging, 
remote monitoring, streaming media, terrestrial and wireless 
communications, and even robotics. While new applications 
are being developed for these technologies at a rapid pace, 
significant barriers remain to making these technologies an 
integral part of daily healthcare practice.[4]

Store and Forward. In store-and-forward telehealth, 
digital images, video, audio, and clinical data are captured 
and "stored" on the client computer; then at a convenient 
time transmitted securely ("forwarded") to a clinic at another 
location where they are reviewed by the nurse or other 
specialist. Because transmission and response can take hours, 
store-and-forward technology is best suited to situations that 
don't require an immediate response, such as a consultation for 
dermatology or radiology.

Real-time Telehealth. In real-time telehealth, a 
telecommunications link allows the more advanced 

cont. on page 17

functionality of synchronous interaction. Video-conferencing 
equipment allows 2-way interaction, and the nurse has the 
benefit of being able to see the patient.[6] Peripheral devices that 
transmit patient data such as blood pressure or heart rate can 
also be incorporated. This type of telehealth might be used, for 
example, in mental health, hospice, rehabilitation, cardiology, 
or neurology.

Remote Monitoring. In remote monitoring, sensors are 
used to capture and transmit biometric data. Using infrared 
technology, data are uploaded to a computer and transmitted 
to the nurse. Remote monitoring can be accomplished in either 
real time or as stored and forwarded data. Examples include 
chronic disease management and home dialysis.

Telenursing. Telenursing is a subset of telehealth that 
focuses on the delivery, management, and coordination of 
care and services using telecommunications technology 
within the domain of nursing.[7] Telehealth nurses use the 
nursing process to provide care for individual patients or 
defined patient populations over a telecommunication device.
[7] Importantly, the nursing process and scope of practice are 
the same in telenursing as in traditional nursing practice.[7] 

Among the many diverse clinical functions of telehealth nurses 
are monitoring patients with chronic diseases, helping patients 
manage their symptoms and co-morbidities, and coordinating 
care for patients who require services from numerous health 
professionals.[8] "Telenursing is going through a lot of change 
right now," says Loretta Schlachta-Fairchild, RN, PhD, 
FACHE, president and CEO of iTelehealth Inc. "What started 
with the telephone has evolved into biosensors and wearable 
computers—a whole compendium of devices that transmit 
physiologic data to nurses." A huge side benefit of telenursing 
noted by Schlachter-Fairchild is that when patients start seeing 
all of their own data, they start connecting the dots about their 
disease processes, begin managing their diseases better, and 
dramatically reduce their utilization of acute care services, 
such as emergency department visits and hospitalizations.
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Many healthcare providers, especially those in home care, 
are looking to telenursing applications as a way of providing 
care to more patients without needing more nurses. Saving time 
is achievable because driving time to reach patient residences 
is significantly reduced. Nurses are able to spend more time 
on direct patient care.[8] "When making decisions about a 
telenursing system," explains Bonnie Wakefield, RN PhD, of 
the Harry S. Truman Memorial Veteran's Hospital in Columbia, 
Missouri, "you need to think about who you will use it for, and 
match technology to patient need." Do you really need a video 
component, for face-to-face interaction? Visual contact might 
be more important for hospice or psychiatric patients, but not as 
critical for chronic disease patients. Wakefield and colleagues 
compared nurse and patient communication between 2 
telehealth modes: a standard telephone and a videophone, in 
patients who were being observed for chronic heart failure. 
They found that nurse perception of the communication did 
not differ between the 2 modes, nor did patient satisfaction.[9] 
"In this situation, the added expense and complexity of using a 
videophone was not worth it," says Wakefield.

Nurse Call Centers
Telephone call center nursing is a long-established form of 

telehealth nursing. Call centers can have many different labels, 
such as "Nurse Advice Line," "Ask-a-Nurse," or simply, triage. 
Some call centers are extensive, multi-state systems; others 
provide off-hours coverage for clinics or physician offices. 
Suzanne Wells, manager of a large pediatric call center in St. 
Louis, Missouri, explains "Telehealth nursing used to be called 
telephone triage, a label that didn't accurately describe what 
telehealth nurses do. Triage is only a part of telehealth nursing." 
Telehealth nurses are a unique group of nurses who respond to 
patient healthcare needs over the telephone. And what could 
be easier than talking to patients on the phone all day? No 12-
hour shifts on your feet, no lifting heavy patients, no answering 
call lights. While telehealth nursing does have its perks, it's 
not as simple as it sounds. Imagine if you had to assess your 
patients with your eyes closed and without using your hands 
and you will get an idea of the difficulty that telehealth nurses 
must overcome with every patient encounter. Telehealth 
nurses must maintain the same quality of care, but without the 
advantage of visual and other sensory assessments. Telehealth 
nurses are usually limited to the information they receive 
from patient report, tone of voice, and responses to questions. 
From this, they must develop and communicate a plan of care, 
all in about 10 minutes. Telehealth nurses provide nursing 
care by: (1) using clinical algorithms, protocols, or guidelines 
to systematically assess patient needs and symptoms; (2) 
prioritizing the urgency of patient needs; (3) collaborating 
and developing a plan of care with the patient and supportive 
disciplines, which may include recommendations for care, call 
back instructions, and education; and (4) evaluating outcomes. 
One of the biggest challenges faced by Suzanne Wells' staff of 
nurses is that today's callers are different than those in years 

past. Today's callers, having grown up with technology, have 
higher expectations. They are accustomed to quick responses 
and immediate solutions. The call center is not the place for 
novice or inexperienced nurses. Nurses who respond to caller 
concerns about themselves, their children, or others under their 
care, must have strong clinical and critical thinking skills to 
overcome the disadvantages of practicing without face-to-face 
interaction.

Chronic Disease Management
Patients with chronic diseases are among the costliest who 

require healthcare. In recent years, there has been a dawning 
realization that some chronic conditions can be managed 
effectively, and less expensively, with telehealth services. 
Chronic diseases and conditions that have been the focus 
of telehealth programs include hypertension, heart failure, 
emphysema, coronary artery disease, diabetes, and chronic 
wounds.[10] Nurses are using communication technology to 
provide education, consultation, assess patients, supervise 
procedures, and monitor patients with chronic conditions 
that can be controlled, but not cured, at home). Telehealth 
technologies have been used to help patients achieve long-
term self-management of their chronic diseases.[11] These same 
technologies can also facilitate collaboration among providers, 
an essential element in the management of patients with 
complicated chronic disease and comorbidities. Telenursing for 
patients with chronic disease can not only improve symptom 
management, but also provide an avenue to assess and improve 
compliance and adherence to prescribed regimens of care.[7] 
The most important feature of a telehealth disease management 
program is its clinical content.[3] Rich clinical content provides 
2-way communication of physiologic information as well as 
education and measures of compliance. Patient responses and 
possible comorbidities are taken into account in a system that 
individualizes each telehealth encounter. Utterback provides 
the example of the patient with CHF who demonstrates 
insufficient understanding of shortness of breath or taking 
daily medications. The telehealth system would provide this 
patient with appropriate education to address this problem.[3] 

Avoiding Hospitalization
A primary goal of treating the individual with chronic 

illness is to avoid hospitalization or trips to the emergency 
department (ED).[12] With telenursing, patients become more 
involved in monitoring their own symptoms, which increases 
their awareness of the interplay of their actions and their 
choices on their chronic disease.[11] Individuals with serious 
chronic illnesses, such as asthma, diabetes, or angina may 
be able to avoid hospitalization or expensive visits to the ED, 
if their conditions are monitored on a regular basis by their 
healthcare provider via telehealth devices. "Patients are in 
better shape with telenursing," notes Bonnie Wakefield, "They 
are more balanced." Wakefield and colleagues[13] recently 
completed a telehealth nursing study comparing telephone, 
videophone, and usual care following hospitalization for heart 
failure exacerbation. Although many of these chronic disease 

patients were eventually rehospitalized, 
the telenursing intervention prolonged 
the time before another hospitalization 
became necessary. Other researchers have found that telehome 
monitoring can improve quality of life and functional status in 
patients with chronic illness.[14]

Increasing Safety 
Telenursing is frequently initiated following discharge of 

a patient with a chronic disease, and during this time period, 
can make a huge impact on patient safety. For example, 
when nurses in the study by Wakefield and colleagues began 
contacting patients shortly after they had been hospitalized 
for management of their heart failure, they found that "a 
critical need in the first few days at home was medication 
reconciliation. Patients were often sent home with new 
medications, schedules, or dosages, and they were confused 
about the mix of new and old medications, with potentially 
dangerous consequences. It could take several days to 
straighten out their medications," Wakefield explained.

Telemonitoring
Although home care agencies have many different ways 

of implementing telehome care, most involve some type of 
telemonitoring. Telemonitoring is collecting and transmitting 
a patient's clinical data through electronic information 
technologies. Portable monitoring equipment is delivered to 
the patient's home, where it is set up and the patient is taught 
how to use it. Clinical data may include blood pressure, heart 
rate, pulse oximetry, temperature, weight, and blood glucose.[15] 
These vital statistics can be transmitted directly to a healthcare 
provider using a standard telephone line. When monitoring 
patients remotely, nurses must be skilled in interpreting the 
clinical data and knowing when to intervene. Telehealth allows 
nurses to track health patterns over time and detect deviations 
in physiologic data that may indicate a decline in health before 
it becomes acute.[3] This level of surveillance isn't possible in a 
traditional healthcare delivery model.[3,15] Vasquez notes that it 
is important to refer patients appropriately to a telemonitoring 
program. Patients must be willing and able to use the 
equipment as instructed.[15]

Postoperative Monitoring and Care
The Case of Mr. H. Mr H, a 76-year-old man who had 

received open-heart surgery 6 days earlier, was not feeling 
well. It was Saturday, and he had just had a follow-up visit 
with his cardiologist the previous day. Ordinarily, a patient in 
Mr. H's situation might make a trip into the local ED, but Mr. 
H had what he called "his guardian angel." Mr H. called his 
nurse on the videophone, as he did every day since returning 
home from the hospital. Mr. H's telenurse, Brenda, saw that 
Mr. H was lying on his couch, alert, but complaining of feeling 
poorly. Brenda asked him if he had chest pain or shortness of 
breath, both of which he denied. Mr. H transmitted his vital 
signs with the telemedicine unit. His blood pressure was 98/59, 
heart rate 72, and blood glucose 147mg/dL. Brenda knew that 
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Mr. H's blood pressure medication had been increased the 
previous day. She called Mr. H's cardiologist, who then called 
Mr. H at home and instructed him to readjust his medication 
dosage again. Brenda called Mr. H back later in the day to 
check on him and recheck his blood pressure. Mr. H's blood 
pressure was stable and within normal limits and he was doing 
well. Both the nurse and physician involved in this telehealth 
interaction believed that, at the very least, an ED visit had been 
avoided by their intervention. It is also possible that telehealth 
permitted lifesaving action in the case of Mr. H because the 
negative effects of hypotension for a post-open heart surgery 
patient included reocclusion of vessels, arrhythmias, or even 
death.

The preceding scenario illustrates the tremendous benefit 
that telenursing can offer patients who are "in the gap" between 
cardiac surgery and structured rehabilitation programs. A 
recent study evaluated the safety and feasibility of a remote, 
home-based post discharge cardiac monitoring rehabilitation 
program for postoperative coronary artery bypass graft 
surgery patients. Patients received telenursing monitoring 
visits that included surgical incision assessments, vital sign 
monitoring (heart rate, pulse oximetry, blood pressure, 3-lead 
electrocardiography), a standardized, medically approved pain/
physical assessment and brief educational interventions and 
support during each telenursing visit. Compared with patients 
who received traditional care, the telenursing monitored 
patients scored better on measures such as physical function, 
social functioning, role limitations due to physical health, 
and pain (Smith R, Walker J, Tavaf-Motamen H, Schlachta-
Fairchild L; unpublished research).

Wound Care Management 
Millions of Americans, many of them elderly, are living 

with chronic wounds. A shortage of wound care nurses is a 
significant barrier to healing the wounds of patients living 
at home or in long-term care facilities. Expert wound care 
is a specialized service that may not be available in every 
community. A viable alternative offered by telehealth uses 
videoconferencing and photography equipment to transmit 
images of wounds to wound care nurses in distant locations. 
These nurses can assess and monitor wound healing, and make 
treatment changes without having to visit the home of each 
patient.[16] Remote wound assessment can also be conducted for 
geriatric patients residing in long-term care settings, obviating 
transporting these frail, elderly patients to a wound care clinic.
[17] In the case of chronic wound consultations, nurse experts 
can provide diagnostic and evaluative support to geriatric 
nurses caring for patients with chronic wounds in long-term 
care settings. In addition to improving chronic wound outcomes 
of individual patients, these consultations also provide an 
opportunity to enhance the wound care skills and knowledge of 
the remotely located nurse. Research demonstrates that wound 
assessment using video technology is comparable to in-person 
wound assessment.[18] Wound characteristics such as tunneling, 
undermining, granulation tissue, necrotic tissue, epithelial 
tissue, purulent exudate, erythema, edema, and induration were 
successfully assessed by wound care practitioners using an 
interactive video telecommunications system. The nurse who is 
with the patient assists in the assessment by performing actions 
such as measuring the wound's size and depth, evaluating the 
health of its edges, and looking beneath the skin line to assess 
the presence of undermining and tunneling. This nurse can 
also detect the presence of edema, induration, and granulation, 
how much epithelialization is present, and if the wound has 
an odor. These observations are reported, in real time, to the 
wound care specialist.[19] Studies of telehealth for wound 
assessment and management of long-term care patients have 
demonstrated significant cost savings over traditional care.
[19,20] But lowered cost was not the only benefit observed with 
remote wound management. Several investigators noted an 
increase in knowledge of wound assessment and treatment on 
the part of remote-based nurses who were present during the 
consultations.[18] Wakefield also discovered that when video 
technology was used to send images of wounds to wound 
specialists, some patients with sacral pressure ulcers were 
seeing their own wounds for the first time. These patients were 
shocked at the appearance of their pressure ulcers, and seemed 
to finally understand why nurses encouraged them to change 
position and reduce pressure on these areas.

Telehealth's Vision and Reality
In spite of its great promise, telehealth has not yet gone 

mainstream.[8] We haven't, for the most part, implemented 
what is technically possible to improve healthcare delivery 
on a broad scale. Privacy, security, and reimbursement issues 
are among the impediments to the growth of telehealth.[21] 
Providers can also be barriers to telehealth if managers fail to 
consider ease-of-use and incentives for use when designing 
telehealth programs.[22] Another significant obstacle is 

acceptance of home-based care by patients who are uneasy 
with the idea of distance healthcare or the technology they 
must use. Concern has also been expressed that telehealth 
technologies will be applied to replace needed health services 
with cheaper substitutes for in-person care.[22] Standards should 
be developed to ensure that telehealth technologies are used 
appropriately not to replace but to augment existing services.[23]

Acceptance
Some nurses are more comfortable with computers and 

technology than others. Most did not learn about telehealth 
in nursing school. These 2 facts may explain some of the 
reticence about telehealth voiced by nurses. "Nurses need to 
realize that telenursing is here, and it's growing" maintained 
Schlachter-Fairchild, continuing, "It's not futuristic and it's not 
science fiction. Telenursing is real, and it's doable. It's not a 
cold, impersonal replacement for a nurse, but an enhancement 
to nursing care. Rather than patients feeling more distant from 
nurses, telenursing actually makes them feel more connected, 
because the nurse's presence is extended, and there is a sense 
that someone is watching over them all the time." Bonnie 
Wakefield agrees, noting that "patients don't always recognize 
when they are getting into trouble, but they are reassured to 
know that someone will be calling to check up on them the 
next day." Patient satisfaction with telenursing, according 
to Wakefield and Schlachter-Fairchild, is overwhelmingly 
positive.

Others have even questioned whether nursing care provided 
electronically, over a distance, is truly nursing practice.[12] There 
is a misperception that because telenursing, by definition, isn't 
"hands-on," it isn't nursing. Hutchinson argues that telenursing 
meets the definition of nursing practice that requires nurses to 
use knowledge, skill, judgment, and critical thinking achieved 
through nursing education in providing care. A nurse assessing 
a patient over the telephone using this information to plan, 
intervene, and evaluate the outcomes of care, is undoubtedly 
engaged in the practice of nursing, albeit with a different 
delivery medium.[7,12]

Privacy and Security
It is important to consider privacy when designing and 

implementing telenursing. Patient confidentiality must be 
maintained just as though the patient was being examined and 
treated in the privacy of his/her own home or in an examination 
room. Patient information must be protected and secured 
regardless of the manner in which it is transmitted and stored.[8] 
Patients will need reassurance that privacy and security of their 
healthcare information can and will be protected even with 
new, unfamiliar methods of healthcare delivery.

Reimbursement
It is not really a question of technology, or the willingness to 

use it, but it is the issue of who will pay for it that is impeding 
the widespread application of telehealth. "Our country is 
sorely lagging behind the rest of the world in using telehealth 
because we have no business model for reimbursement," 
explains Schlachter-Fairchild. The issue of who will pay for 
telehealth services is important; so important, in fact, that 
it has slowed the development and adoption of telehealth.
[24] One of the most serious obstacles to the integration of 
telemedicine into health practices is the absence of consistent, 
comprehensive reimbursement policies. Medicare authorizes 
only partial reimbursement. Medicaid policies established 
at the state level vary widely and are inconsistent from state 
to state. The potential savings in healthcare costs can run 
into millions of dollars. The savings in ambulance costs for 
transporting medical assistance patients to providers alone are 
predicted to amount to tens of millions of dollars annually. 
But, unfortunately, because providers are not reimbursed for 
telemedicine services to medical assistance patients, many do 
not offer them.

Future Directions
Telehealth isn't really about the technology. The technology 

is just a tool, and like all tools, it is useless if it doesn't work for 
the people—the patients and professionals —who will use it to 
improve care.[25] Nurses are central in the use of technology for 
healthcare.[8] Technology is an instrument that can be used to 
deliver nursing practice; it cannot replace nurses. Technology 
can facilitate a patient encounter that is similar to the traditional 
face-to-face interaction.[8] Nursing research is needed to 
ensure that telehealth is based on best practices.[8] Studies with 
clearly defined populations, standard outcomes, and standard 
methodologies are urgently needed to demonstrate the cost 
effectiveness of telehealth.[8] In addition, based on the findings 
of studies by Wakefield and others, more research is needed 
to determine which patients may benefit most from specific 
telehealth applications.
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Paynton, S. T. (2008, October 27).
Reviewed by Wallace J. Henkelman, MSN, RN

This article reports on the utilization of a qualitative 
research process to study methods used in communication 
by nurses to be effective as patient advocates. The 
researcher is an Associate Professor of Communication, 
not a nurse. 

Six experienced nurses were interviewed to generate 
narratives of their practices in the use of informal power in 
an attempt to influence patient care. Background material 
in a literature review were used to establish that nurses, 
in general, lack formal power to influence health care 
decisions and must, therefore rely, on informal methods. 

The six nurses were interviewed three times each, 
which generated 183 single-spaced pages of narrative 
for analysis. Four categories of utilization of informal 
power as patient advocates were extracted through the 
analysis of those narratives. The informal strategies used 
were the doctor-nurse game frequently described in past 

Research Grants Awarded and 
Applications Available for 2009: 

Nursing Research and Evidence-
based Practice Projects

Ten teams of nurses have received funding to improve 
the treatment of patients with auto-immune diseases and 
cancer, through a series of grants awarded by the DAISY 
Foundation. The grant recipients, located throughout the 
United States, are conducting research to improve patient 
quality of life and clinical outcomes. Grant amounts were 
up to $5,000.

Applications are now being accepted for the 
foundation's 2009 J. Patrick Barnes Research Grant, 
which funds nursing research and evidence-based practice 
projects. 

The deadline for grant applications is March 1, 2009. 
Additional information and the grant application are 
available at www.DAISYfoundation.org.

Clinical/Research Corner
Uses of Informal Power by Nurses

literature, organizational work-arounds, circumnavigation 
of directives, and direct confrontation. The last would 
probably be better classified as a direct rather than an 
indirect communication method, although the outcomes 
still demonstrated the power of doctors over the nurses. 

This research clearly emphasizes the distance nurses 
have yet to travel to be considered professional members of 
the health care team. Groups that are considered subservient 
or consider themselves subservient and relatively powerless 
in a system play games such as these. More education in 
communication techniques and assertiveness for nurses 
and nursing students might help improve the situation. 
Replication of this research with different groups of nurses 
would certainly be illuminating. 

The informal power of nurses for promoting patient 
care. OJIN: The Online Journal of Issues in Nursing, 
14(1). Retrieved November 7, 2008, from http://www.
nursingworld.org/MainMenuCatagories/ANAMarketplace/
ANAPeriodicals?OJIN/TableofContents/Vol142009/
No1Jan09/ArticlePreviousTopic/InformalPowerofNurses.
aspx

Professional Practice

Paula Schneider MPH, RN, CHPN

During my eight years as a hospice registered nurse 
case manager, I have brought together what I believe to 
be an excellent collection of reading for the lay person 
about death and dying and spirituality. Because I truly 
believe that our American culture is sorely in need of some 
education in the area of death and dying, I would like to 
share with you my list of favorites from my personal 
library.

In Final Gifts, Maggie Callanan and Patricia Kelley 
describe, in a very sensitive and interesting way, what 
happens to dying patients in the weeks and months 
preceding our final transition. I recommend this book to 
many of my families who indicate to me a desire to know 
more about what to expect as their loved ones begin their 
journey to the hereafter.

How We Die: Reflections on Life’s Final Chapter is 
written by a physician, Sherwin B. Nuland, who, in fairly 
simple terms, presents a clear picture of several disease 
processes that eventually end in our demise. He also 
shares various philosophies and theories about why we age 
and die. In my work, I frequently teach other nurses, new 
hospice volunteers, and various lay persons about hospice, 
and this is one book I always recommend. 

At Home with Dying: A Zen Hospice Approach, written 
by Merrill Collett, who worked with a Buddhist hospice 
in San Francisco, gives the reader common, everyday, tips 
on how to interact with and care for someone who has a 
chronic, terminal illness. It contains sections dealing with 
setting up the bedroom, eating, feeding, toileting, as well 
as an interesting section called, Dying: A Scenario. 

Megory Anderson wrote Sacred Dying: Creating Rituals 
for Embracing the End of Life, a book dealing with ways 
families and loved ones can make a person’s last days and 
hours a time of peace and comfort. Her suggestions provide 
numerous ways that caregivers can participate in providing 
a peaceful transition for their loved ones at a time when 
they often feel useless and helpless. 

Handbook for Mortals: Guidance for People Facing 
Serious Illness by Lynn and Harrold gives very practical 
steps and activities that will prepare someone or the family, 
especially in the areas of finances or medical decisions, for 
the final days. 

Making Friends with Death: A Buddhist Guide to 
Encountering Mortality by Judith L. Lief continues to be 
amongst my favorites. This book offers a non-Christian 
perspective on what to expect at the time of death and how 
we can begin now to prepare ourselves for the inevitable. 
The Buddhist tradition has studied death and dying 
and suffering for hundreds of years and, as a result, has 
gathered deep wisdom that is worth looking into. 

The American Book of Dying by Richard E. Groves 
and Henriette Anne Klauser gives many examples of the 
deaths of contemporary people who became aware of their 
spiritual pain as they began living their last chapters of 

this life. It is a very interesting read, especially since each 
example gives detailed methods for looking at spiritual 
pain and working through those issues that tend to hold 
people back from what Groves calls a “happy death.” He 
emphasizes that learning how to die teaches us how to live.

The Tibetan Book of Living and Dying by Sogyal 
Rinpoche is a classic and international bestseller that gives 
the reader a sense of the sacredness of life and death. 
Additionally, he includes a lengthy section on the benefits 
of daily meditation in preparing for the transition we all 
must make eventually. He emphasizes that “there is no 
greater gift of charity you can give than helping a person 
to die well.”

In Who Dies? by Stephen Levine, we learn that life and 
death are seen as the perfect expression of being, each in 
its own moment, in its appropriate time. Stephen served 
with Elisabeth Kubler-Ross, one of the founders of the 
hospice movement in our country, and he brings a wealth 
of wisdom to all his work with dying people.

Halfway Across the River by Annette Childs, PhD, 
presents many different scenarios from the author’s own 
experiences with people who had received diagnoses of 
a terminal condition. Subtitled, Messages of Hope from 
the Other Side, many of the stories she tells are of people 
who have not yet made their transition. I do see these as 
messages of hope, hope that something of us continues on 
after the body has deteriorated past the point of adequately 
serving as our host. I read the book in one sitting!

Nearing Death Awareness, written by Mary Anne 
Sanders, gives example after example of the symbolic 
languaging that dying people use. She subtitles her book, A 
Guide to the Language, Visions, and Dreams of the Dying. 
Some subjects discussed are deathbed visions, pre-death 
dreams, the timing of death, and of course nearing death 
awareness (signs that people know on some level that they 
will be making their transition soon).

Maggie Callanan, in Final Journeys: A Practical 
Guide for Bringing Care and Comfort at the End of Life, 
presents many topics (along with stories from her own 
practice as hospice nurse of 25 years) that are essential 
to understanding hospice philosophy and services. Some 
are: how hospice works, end-of-life decision making 
(especially in the area of resuscitation and nutrition and 
hydration), how to make wise choices when your family 
does not agree, and so on. Truly, the number of issues that 
can arise when considering hospice care are infinite! This 
book is well written and gives interesting examples of each 
scenario she presents. 

It is my desire that you will find comfort, as well as 
helpful guidance, in the information found in these books. 
Each of these books has a wealth of valuable knowledge 
that I use every day in working with clients and families. I 
am fascinated by the depth and range of information found 
in them.

Very soon, the first wave of baby boomers who remain 
—and there are millions of us—will begin choosing our 

Medicare benefit and many will be looking at hospice 
care. As our health care system becomes more and more 
complex, people are forced to make difficult choices. I 
suggest reading these books to educate yourselves about 
the choices you will need to make in the near future. Know 
your own decisions, be clear about them, and make sure 
your family members are ready to execute your decisions 
in the event you are not able to do so.

Paula Schneider MPH, RN, CHPN, is a veteran 
registered nurse of 32 years and has served in hospice 
work for almost eight years. Her mission is to "lead myself 
and others to personal and spiritual health," and working 
in hospice has helped her fulfill her life's work. She 
currently serves as a registered nurse case manager for a 
hospice in Northern Nevada.

Reading About Hospice Care and Spirituality
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Proc (Baylor Univ Med Cent), 19(2), 155-161.
Reviewed by Wallace J. Henkelman, MSN, RN, 

Nevada State College

A growing problem in health care in recent decades 
is the increasing number of antibiotic-resistant 
microorganisms. The production of additional antibiotic 
medications to combat that problem has been agonizingly 
slow. This article presents not only a new antibiotic, but 
also the first of a new category of antibiotics with activity 
against many resistant organisms. 

Tigecycline (Tigacil), approved by the Food and Drug 
Administration in 2005, is structurally similar to the 
tetracyclines, particularly minocycline (Minocin), but has 
been chemically modified to overcome the most common 
mechanisms of bacterial resistance to tetracyclines. As a 
result, it has a broad spectrum of activity including activity 
against methacillin-resistant Staphalococcus aureus 
(MRSA), vancomycin-resistant Enterococcus species 
(VRE), and penicillin-resistant Streptococcus pneumoniae, 

Parent-doctor discussions about whether to maintain 
or withdraw life support from terminally ill or severely 
premature newborns are so plagued by miscommunication 
and misunderstanding that they might as well be in 
different languages, according to a small but potentially 
instructive new study from Johns Hopkins Children's 
Center reported in the September issue of Pediatrics.
In-depth interviews with 26 mothers of babies who died 
shortly after birth at three mid-Atlantic hospitals revealed 
that what mothers said they were told by doctors was often 
at odds with what physicians recorded in the medical 
chart with respect to options offered and accepted. This 
qualitative study explored themes rather than frequencies 
and investigators did not report specific frequencies of 
responses as part of the study.

A range of choices exists for managing critically ill 
newborns, those born with lethal anomalies or at less than 22-
25 weeks gestation, including orders to perform aggressive 
resuscitation to delivering compassionate care only. Parents 
and doctors must often make complex decisions in a matter 
of minutes, a situation compounded by the parents' emotional 
stress and, often, the new mother's own medical status.

Results of the interviews show that few mothers recalled 
discussing the full range of options, from aggressive 
resuscitation to palliative care through the end of life. In 
fact, few recalled discussing resuscitation as an option at 
all, while the written medical records often indicated that 
such options were discussed. For example, one mother 
reported being told nothing could be done for the newborn, 
while the medical chart indicated that various options were 
discussed at length.

Many moms found doctors' language confusing. Few 
recalled being offered comfort end-of-life care, even when 
the discussion was noted in the medical charts.

Tuning out much of doctors' grim predictions about 
morbidity and death, most mothers said they based their 
decisions about life support on things such as hope, 
spirituality and religion.

"What this study tells us is doctors should become 
better at delivering grim prognoses unequivocally, yet 
compassionately, but many doctors are uncomfortable 
expressing emotion during such intense moments," says 
study investigator Nancy Hutton, MD, head of the pediatric 
palliative care program at Hopkins Children's. "Some 
doctors might think showing empathy and being positive 
could give parents a false sense of hope, but there are ways 
to be hopeful and realistic at the same time, we just need to 
train doctors to do it better."

"We found that the parents of gravely ill newborns, 
who are understandably overwhelmed are quite confused 
by the often technical and vague 'doctor speak'," says lead 
researcher Renee Boss, MD, a neonatologist at Hopkins 
Children's. "We, as physicians and caregivers, really need 
to come up with a clearer way of talking with parents 
during this incredibly hard time."

Most mothers said they wanted to make decisions 
together with the doctors, not alone. They reported 
mistrusting physicians who seemed detached and appeared 
to be acting "by the book."

Because mothers in the study reported a deeper sense of 
trust toward physicians who expressed emotion, regardless 
of the prognosis they had for the infant, researchers say 
obstetrics and neonatology training should emphasize 
paying attention to emotion and expressing empathy when 
delivering bad news. Also, physician organizations, such as 
the American Academy of Pediatrics, should address this 
need with new guidelines on how physicians should discuss 
life-sustaining options with parents.

The interviews took place on average three years after 
the infant's death.

Other investigators in the study: Pamela Donohue, ScD, 
Anna West, MHS, and Leslie Sulpar, MSN, all of Hopkins.

Source: Johns Hopkins Medicine

TalkLight Helps Nurses 
Keep a Lid on Noise Levels

TalkLight may look like a traffic signal but it's really 
a sound-level meter that helps hospital units maintain a 
calm and healing environment for patients as well as staff. 
Bayhealth Medical Center's Kent General Hospital in 
Dover, Del., has installed the TalkLight as well as a wireless 
telephone and messaging system to reduce overhead 
pages, and has received positive feedback from patients 
The TalkLights gives out a steady green glow indicating 
low levels of noise, its turns to a flashing yellow as noise 
levels rise and then to red with an audible alert beep when 
the unit becomes too raucous. The TalkLight's settings 
are programmed to be more sensitive to noise during the 
nighttime hours. TalkLight gives a gentle reminder when 
the noise level was creeping up. Bayhealth also is taking 
a multipronged approach to addressing high noise levels. 
In addition to installing the $190 TalkLight, the hospital 
is investigating the installation of ceiling panels designed 
to reduce noise pollution in patient rooms. Bayhealth also 
installed a wireless telephone and messaging system, which 
eliminates most overhead pages. When a patient presses the 
call bell, the nurse is notified by telephone. Staff members 
now communicate with one another by phone, rather than 
yelling to each other across the station. Discussions about 
noise reduction take place at every monthly staff meeting.

HHS Announces Anthrax 
Preparedness Action

Doxycycline Coming to a 
Mailbox Near You? 

The Department of Health and Human Services (HHS) 
announced a new authorization to allow U.S. Postal 
Workers to deliver doxycycline tablets to individual 
residences during an anthrax emergency. This would allow 
individual families to get prophylactic treatment quickly, 
and without having to go to a central distribution site. This 
method has been tested as part of the Cities Readiness 
Initiative (CRI), and will be a part of future exercises in 
Minneapolis and the Washington D.C. area. 

See the links below for more information. A link to the 
entire authorization language is available under the HHS 
link. 
http://www.hhs.gov/news/press/2008pres/10/20081001a.html
http://www.bt.cdc.gov/CRI/ (CRI Web Page)

Drug Interaction Checker
Medscape has developed an innovative system to 

check drug interaction for two or more drugs. For a list of 
interactions related to a single drug, you can look it up in 
their Drug Database.

Take the look at this site. We would appreciate your 
comments:

Is it helpful and useful? Any problems?
http://www.medscape.com/druginfo/druginterchecker? 

src=ads

Professional Practice
Tigecycline (Tygacil): The First in the 

Glycylcycline Class of Antibiotics
among others. It is available only as a powder that must be 
reconstituted for intravenous administration. It is currently 
approved for use in complicated skin infections and 
intraabdominal infections caused by susceptible organisms. 

The usual dose is a 100 mg loading dose followed 
by 50 mg every 12 hours intravenously, with each dose 
administered over 30-60 minutes. Dosage modifications 
based on age, sex, or race are not necessary, but severe 
hepatic disease is a consideration for reducing every 12 
dose to 25 mg. The most common side effects, as with 
many antibiotics, are nausea, vomiting, and diarrhea. 
Significant drug interactions have not been observed.

Tigrecycline use is recommended for use with resistant 
gram-positive organisms, gram-negative organisms, and 
anaerobic organisms. Caution should be used in treating 
organisms susceptible to other antibiotics to reduce the 
possibility of the development of resistance to tigrecycline. 
This drug appears to be a promising candidate as the 
first in a series of new drugs, the glycylcylines, to combat 
antibiotic-resistant diseases.

Parents of Dying Newborns Need 
Clearer Explanation of Options
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Check it Out!
Every Child Matters is an advocacy organization 

dedicated to bringing children and families to the 
forefront of national thinking. Their goal is to partner with 
individuals and groups to effect positive change through 
the legislative process. Priority “smart policies” include

• access to affordable and comprehensive health care

• the prevention of violence against children at home 
and in the community

• the alleviation of poverty 

• the assessment of special needs for children with 
parents in prison

Advocacy efforts include education and outreach 
programs, distribution of information and resources 
(including statistics for Nevada’s children), and networking 
with legislators to raise awareness and seek support for 
legislation benefiting children and families. Their website 
may serve as a valuable resource during the coming 
legislative session.

Please visit Every Child Matters at www.everychild 
matters.org/nevada

Injury Prevention is an online international journal for 
health and injury prevention professionals. First published 
with a focus on children and adolescents, the journal now 
includes adults, and deals with intentional, unintentional, 
and occupational injuries. The journal features original 
articles, book reviews, and news. The website notes that 
the needs of developing countries and the politics that 
influence injury issues generate controversy and worldwide 
debate—and make for very interesting reading!

Please visit Injury Prevention at http://injuryprevention.
bmj.com

Health Scout is a consumer health news, information 
and resource website that covers a wide variety of topics. 
Headings include children, women, men, and seniors. 
“Featured conditions” include the heart, high blood 
pressure, and high cholesterol, and offer “health tools” 
(fitness IQ, BMI and ideal body weight calculators) and 
animations and videos aimed at education.

Please visit Health Scout at http://www.healthscout.com

The Benefits Check Up website is sponsored by the 
National Council on Aging. They believe that many 
elders are in need of basic assistance for health care and 
prescription drugs but are unaware of the local, state, and 
national resources available to them. The website links 
the reader to more than 1550 resources and boasts that as 
of December 2, 2008, they have provided more than $6.7 
billion to more than 2 million people nationwide.

Please visit Benefits Check Up at www.benefitscheckup.
org

If it’s a cold and snowy day, and you’re looking for 
continuing education, check out the options through 
the American Nurses Association website. Recent 
offerings include “Current approaches to managing atrial 
fibrillation,” “Caring for chronic wounds: A knowledge 
update,” and “Urinary incontinence: No one should suffer 
in silence.” The American Nurses Association is accredited 
by the American Nurses Credentialing Center, and an 
approved California CEU provider.

Please visit the American Nurses Association at www.
nursingworld.org

Delegate Specific Tasks 
to Specific People Using 
Appropriate Supervision

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

President, Ed4Nurses, Inc.
www.Ed4Nurses.com

So this can't be simply, "keep an eye on Mr. Smith in 
Room 12." Delegation has to be specific. So we have to 
define parameters that we're assessing for. We have to 
define accountability and measurement of those parameters 
to a specific person who is able to manage that task. In 
other words, if you have an aide that is going to be taking 
vital signs you don't want to tell them, "can you please take 
vital signs on Mr. Smith every 15 minutes because I need to 
know if she has a transfusion reaction?" Instead you need 
to say to her, "please take vital signs on Mr. Smith every 15 
minutes, I'm looking for a transfusion reaction and I will 
check the vital signs that you get every 15 minutes to make 
sure that they remain in the normal range.” 

You don't want to give a specific parameter to somebody 
who doesn't know how to interpret that information. So for 
example, you couldn't tell the aide, "come back and tell me 
if her temperature goes up." Okay, well her temperature 
didn't go up but she's hypotensive and tachycardic; you see, 
that wasn't a good delegation. We need to define specific 
accountability and specific parameters. By doing so you 
will decrease your chance of liability, you'll increase 
accountability for the things that happen with your patients, 
and you will improve outcomes.

News You Can Use
CDC Releases Updated Guidelines 
for Disinfection and Sterilization in 

Healthcare Facilities

The Centers for Disease Control (CDC) has released 
the updated Guideline for Disinfection and Sterilization in 
Healthcare Facilities, 2008. 

These guidelines present evidence-based 
recommendations on the preferred methods for cleaning, 
disinfection and sterilization of patient-care medical 
devices and for cleaning and disinfecting the healthcare 
environment. 

This document supercedes the relevant sections 
contained in the 1985 Centers for Disease Control (CDC) 
Guideline for Handwashing and Environmental Control.

Copy (128 pages) available on the following link:
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/

Disinfection_Nov_2008.pdf

Creating Advocates for 
Family Presence During 

Resuscitation
A Summary of Agard’s Article by Kathy Ryan

Agard discusses the long standing controversy 
surrounding the presence of family members during the 
resuscitation of loved ones. Family members state that 
observing resuscitation efforts confirms the idea that 
everything possible was done to preserve life, and reduces 
anxiety and fear. The new understanding that emerges 
invites a closer relationship and aids in the grieving 
process.

Health care providers share mixed feelings. Doctors are 
more likely to oppose the presence of family, and nurses 
are more likely to support the presence of family. Reasons 
for opposition include concerns for family members such 
as their possible emotional and psychological trauma, 
their lack of knowledge and understanding of resuscitation 
efforts, and their possible responses. Agard cites emergency 
room research where family member responses ranged from 
inappropriate, to interfering, to harmful to resuscitation 
efforts. Additional opposition arises from health care 
provider concerns related to patient confidentiality, loss of 
freedom in professional practice, liability issues, and the 
stress these concerns produce. 

Agard suggests a multidisciplinary team review the 
pros and cons of family presence during resuscitation. The 
following salient points should be considered:

• benefits and risks for family members

• inclusion and exclusion criteria for family presence

• the possible presence of a family facilitator at the 
bedside

• the needs of health care providers in assuring 
compliance

Agard, M. (2008). Creating advocates for family 
presence during resuscitation. Medsurg Nursing, 17, 155-
160.

U.K. Hand Sanitizer Campaign 
Reduces MRSA Rates

U.K. researchers report that a national campaign to 
encourage health care staff to clean their hands seems to be 
working and has led to a threefold increase in the amount 
of hand sanitizer and soap used in U.K. hospitals. The 
study found that for every extra 1/5 teaspoonful of hand 
sanitizer used, MRSA rates fell by 1.

The findings also serve as a reminder that we should 
be washing our hands in the home and workplace. Winter 
is the season when colds and flu abound, and people can 
protect themselves and stop germs from spreading by 
frequently washing their hands."

Although MRSA rates dropped during the "clean your 
hands" campaign, rates of another on-the-rise, difficult-to-
eradicate bug—Clostridium difficile did not.

from: ANA Smart Brief

Forensic Nursing: Scope 
and Standards

Forensic nurses preparing professional portfolios for the 
forensic nursing specialty certification process may wish 
to review the draft Forensic Nursing: Scope and Standards 
document that has now moved into the publishing process. 
The final scope and standards document will be published 
in early 2009 and will be available for purchase at www.
Nursesbooks.org. 

Please note: This is a 43 page pdf document. Please 
allow additional time to download. 

ht tp://nursingworld.org/DocumentVault /Nursing 
Practice/DraftForensicNursingScopeandStandards.aspx 
For additional information available on the ANA website: 
www.NursingWorld.org

Electronic Prescribing 
(E-Prescribing) Incentive 

Program Update
Janet Haebler MSN RN, Associate Director, State 

Government Affairs, janet.haebler@ana.org

The Centers for Medicare & Medicaid Services 
(CMS) is pleased to announce that the specifications 
for the E-Prescribing measure, which will be used to 
determine whether an eligible professional is a successful 
E-Prescriber and may qualify for a 2% incentive payment 
for the 2009 reporting period, has been posted to the CMS 
website. The measure specifications may be found in 
the “Downloads” section of the E-Prescribing Incentive 
Program webpage at http://www.cms.hhs.gov/PQRI/03_
EPrescribingIncentiveProgram.asp#TopOfPage on the 
CMS website. 

An eligible professional does not have to enroll in order 
to participate in the E-Prescribing Incentive Program. 
Furthermore, an eligible professional does not need to 
participate in PQRI in order to participate in this incentive 
program. Eligible professionals include APRNs.

Beginning January 1, 2009, eligible professionals may 
participate in the E-Prescribing Incentive Program by 
submitting information required by the E-Prescribing 
measure on their Medicare Part B claims. 

Detailed information on the implementation of the 
E-Prescribing Incentive Program for 2009 may be found in 
the final 2009 Medicare Physician Fee Schedule rule with 
comment period that was published in the Federal Register 
on November 19, 2008. A copy of the final rule with 
comment period is on display at the Federal Register and 
can be viewed at http://www.cms.hhs.gov/center/physician.
asp on the CMS website.
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(only $241.00/20.58 if dated prior to 3-1-09)

(only $120.50/10.54 if dated prior to 3-1-09)

(only $60.25/5.52 if dated prior to 3-1-09)

(only $99.00 if dated prior to 3-1-09)
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