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long with every 
New Year comes 
the resolution to 
commit to a change 
in our behaviors 

and/or lives. The ONA Board 
of Directors resolution was to 
hit the New Year prepared for 
action. As John F. Kennedy 
stated “Change is the law of 
life. And those who look only 
to the past or present are 
certain to miss the future.” 
On November 14 and 15th, 
2008 the Oklahoma Nurses 
Association new Board of Directors met for a two-
day retreat to develop the 2009 Strategic Plan, which 
will continue to energize and revitalize Nursing’s 
future in the state of Oklahoma. A few topics of focus 
were refinement of the strategic goals including 
recruitment and retention of members, advancement 
of nursing profession through leadership and 
professional practice, and empowering nurses in 

by Jane Nelson, CAE
ONA Executive Director

ust over a hundred 
years ago, ONA was 
founded by a group 
of forward thinking 

graduate nurses striving to 
professionalize nursing. This 
year, our activities will focus 
and build on the work of the 
Giants whose Shoulders we 
now Stand! 

In the beginning ONA 
was named the Oklahoma 
Graduate Nurse Association 
which was changed to 
Oklahoma State Nurses 
Association (OSNA) and then again to its current 
name Oklahoma Nurses Association. However, no 
matter its name, the essential purpose is the same: 
bringing together the nursing profession to promote 
and protect nursing practice, tending concerns for 
patient safety, and moving the profession forward.

Our founders wisely forged ahead with a plan 
to develop legislation that would provide a way for 

PRESIDENT’S MESSAGE

Happy New Year ONA Members!

A
their professional practice through education and 
legislative advocacy. 

Also, the Board is very interested in understanding 
what is important to our members and to ensure 
that the future course of action being taken by ONA 
is aligned to meeting membership needs. As a result, 
a member of the Board, the Executive Director, and I 
will be attending the Regional “Town Hall” meetings 
over the next several months. Board members are 
seeking feedback related to the revised mission 
statement, ONA’s strategic plan, and the overall 
healthcare issues for the Oklahoma community 
where our nurses practice. In order to maintain and 
increase membership ONA is reaching out to provide 
value to our members. So, please take the time to 
attend these future Town Hall Meetings as they come 
to your region.

ONA wants to support the future of nursing in 
Oklahoma by empowering nurses to improve health 
care throughout our communities. “Nothing limits 
achievement like small thinking. Nothing equals 
possibilities like unleashed thinking” (William 
Arthur Ward). ONA’s Board of Directors are thinking 
big for the future, and we invite you to please share 
your thoughts with us.

Chris Weigel

Celebrating the Oklahoma Nurses Association 
100 Years of Caring: Standing on the Shoulders of Giants

Executive Director’s Report

the nurses in the state to register with a separate 
Board. This Board provides oversight by nurses in 
order to protect the public from those that were not 
educated or trained as nurses. It is very fitting that 
ONA has continued to be mindful of the actions of 
our founders. 

It is very clear from the actions of the American 
Medical Association and the Oklahoma State 
Medical Association and the Oklahoma Osteopathic 
Association over the last couple of years 
that we must be mindful of both nurses and 
advance practice nurses scope of practice. 
These groups seem to want jurisdiction of 
all of health care, and they don’t want other 
health care providers to use the terms doctor, 
resident, residency. Many of these terms 
are generic in definition. Nurses have been 
achieving doctorates for years; many other 
health professions such as physical therapists 
and pharmacists have a doctorate as a 
terminal degree. Nurse Residency programs 
are being developed to provide a link between 
education and practice as a way to ensure that 
our new graduates transition successfully into 
practice.

The best example of physicians’ and/or 

their professional associations’ lack of understanding 
of nursing and their intents to oversee it, exist 
in an opinion piece written by the president of the 
Oklahoma Osteopathic Association, Gilbert Rogers 
D.O., he states that “A nurse’s work should be carried 
out under the supervision of a licensed physician.” 
We all know that Nurses do not practice under the 

Jane Nelson

Continued on page 3
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published quarterly by the Oklahoma Nurses 
Association and Arthur L. Davis Agency. All rights 
reserved by copyright. Views expressed herein 
are not necessarily those of Oklahoma Nurses 
Association.
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ADVERTISING
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advertising. Responsibility for errors in advertising 
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of price of advertisement. The ONA and the Arthur L. 
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any consequences resulting from purchase or use of 
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Any advertising in The Oklahoma Nurse is neither 
an endorsement of the advertiser nor of the products, 
services, or claims advertised. The Oklahoma Nurses 
Association is not responsible or liable for any 
claims made in the advertisement. Rejection of an 
advertisement does not indicate that this association 
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ONA Core Values
ONA believes that organizations are value driven 

and therefore has adopted the following core 
values:

Code of Ethics for Nurses
Cultural Diversity

Health Parity
Professional Competence

Embrace Career Mobility and Professional Development
Human Dignity and Ethical Care

Professional Integrity
Quality and Safe Patient Care

Committed to the Public Health of the Citizens of 
Oklahoma

ONA Mission Statement
The ONA is a professional organization representing 
a community of nurses across all specialities and 

practice settings.

Oklahoma Nurse Editorial 
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Materials Due Oklahoma Nurse
Date to Editor: Issue Date: 

April 3, 2009 June 2009 Issue

1. Manuscripts should be word processed and 
double-spaced on one side of 8 1/2 x 11 inch white 
paper. Manuscripts should be emailed to Editor at 
ona@oklahomanurses.org. 

•	 Manuscripts	 should	 include	 a	 cover	 page	
with the author’s name, credentials, present 
position, address and telephone number. In 
case of multiple authors, list the names in 
order in which they should appear. 

•	 Style	must	conform	to	the	Publication	Manual	
of the APA, 4th edition, 1995. 

•	 The	 Oklahoma	 Nurse	 reserves	 one-time	
publication rights. Articles for reprint will 
be accepted if accompanied with written 
permission. 

•	 The	 Oklahoma	 Nurse	 reserves	 the	 right	 to	
edit manuscripts to meet style and space 
limitations.

•	 Manuscripts	may	be	reviewed	by	the	Editorial	
Staff. 

2. Photographs should be of clear quality. Black & 
white photographs are preferred but not required. 
Write the correct name(s) on the back of each photo. 
Photographs will be returned if accompanied by a 
self-addressed, stamped envelope. Mail photographs 
to:

Julie Clermont
Editor, The Oklahoma Nurse

6414 N. Santa Fe, Ste. A
Oklahoma City, Oklahoma 73116

3. E-mail all narrative to ona@oklahomanurses.com

Contact the ONA
Phone: 405.840.3476

Toll Free: 1.800.580.3476
E-mail: ona@oklahomanurses.org

Web site: www.oklahomanurses.org
Mail 6414 N. Santa Fe, Ste. A

Oklahoma City, OK 73116

Questions about your nursing license?
Contact the Oklahoma Board of Nursing at 

405.962.1800.
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Arthur L. Davis Publishing: 
Excellence in Publication Award

The Arthur L. Davis Publishing Agency proudly 
announces a $1000 award to be awarded to the ONA 
Member who submits the ‘most excellent’ manuscript 
for publication in The Oklahoma Nurse. This Award 
is offered in celebration of the agency’s 24 successful 
years in publishing and to affirm nursing. The 
award will be presented at the Awards Banquet 
and the manuscript printed in a future issue of The 
Oklahoma Nurse.

Manuscript Submission Guidelines:
1. The manuscript must be an original, scholarly 

work addressing topics of interest to readers 
of The Oklahoma Nurse. Examples of topics: 
Integrative literature reviews, clinical topics, 
evolving/emerging professional issues, and 
analysis of trends influencing nurses and 
nursing in Oklahoma. 

2. Manuscripts must not exceed 15 double spaced 
pages and must conform to APA guidelines.

3. Manuscripts must be received in an email or 
diskette as Word Documents by September 
1, 2008 to be considered. A cover sheet listing 
author (s) name, credentials, address, and 
work and residence telephone numbers and 
email address must be included. The author (s) 
name must not appear anywhere else on the 
submission. 

4. The topic must be relevant to nurses/nursing in 
Oklahoma and provide new insights and/or a 
contrarian view to promote debate and discussion.

5. Ideas must be supported with sound rationale 
and adequate documentation.

6. If the manuscript describes a research project, 
quality initiative, or organizational change 
process, methods must be appropriate and 
participant confidentiality protected (as indicated).

7. The manuscript must be grammatically 
correct, organized, and submitted according to 
guidelines to be considered.

Manuscripts must be accompanied by a 
statement signed by each author indicating 1) the 
manuscript is NOT being considered for publication 
in any other journal; 2) the manuscript WILL NOT 
be submitted to another journal until notification 
of acceptance or rejection is received from the 
Oklahoma Nurses Association; and 3) willingness 
to sign a copyright release form upon publication of 
the manuscript in The Oklahoma Nurse.

Submit Manuscripts to the Oklahoma Nurses 
Association, 6414 N Santa Fe, Ste. A, Oklahoma 
City, OK 73119 or via email at ona@oknurses.com.

Correction
In the last Oklahoma Nurse, an article about 

the 2008 Convention invited readers to “Bring 
their RN pins, caps, capes and other memorabilia 
representative of your nursing experience.” Our 
readers are RNs, LPNs, student nurses, and more. 
Please accept our apologies if this wording caused 
you to feel excluded. It was certainly not our intent.



March, April, May 2009 The Oklahoma Nurse  •  Page 3  •  

 Regional Presidents
 Region 1:
President: Lucille Cox

Region 2:
President: Vacant

Region 3:
Diana Mashburn

Region 6:
President: Joseph Catalano
Email: jcatalan@ecok.edu

Region 7:
Vacant

Oklahoma Regional
Nurses Association

Region 4:
President: Kay Farrell
kay-farrell@ouhsc.edu

Region 5:
Maureen Running

license of a physician. Nursing is an independent 
practice with its own Practice Act from medicine. 
Our predecessors made sure of that over 100 years 
ago. Currently, Registered Nurses, Licensed Practical 
Nurses and Advance Practice Nurses are all licensed 
by the State Board of Nursing—we need to keep it 
that way. 

The next 100 years will be no different that our 
first 100 years—filled with challenges. Margaret 
Mead has been quoted as saying, “Never doubt that 
a small group of thoughtful, committed citizens can 
change the world; indeed, it’s the only thing that 
ever has.” Time and time again, we have proven 
this but our Association must continue to grow. 
We as nursing leaders must mentor those new 
to the profession encouraging them to grow as a 
professional and to get involved with the Oklahoma 
Nurses Association. 

We need nurses in all practice areas and 
specialties to join and become active. We need their 
voice and insure that we have a resounding voice 
in protecting and forwarding nursing practice and 
the nursing profession. Members should be asking 
nurses around them to get involved in ONA and 
become a member. If you aren’t a member take a look 
at what we have to offer. It is imperative that we all 
work together to protect nursing and nursing practice 
while also advancing health care for Oklahomans. 

Let us keep our Voices Raised! Policy makers in 
Oklahoma—Legislators, the Governor and other 
elected officials must hear the voice of nurses on 
issues that affect nursing practice, access to health 
care, affordable insurance, coverage for chronic 
health issues, mental health and preventive health 
provided by all health care providers.

Jane Nelson, CAE, Executive Director of the 
Oklahoma Nurses Association is available by phone 
(405) 840-3476 or email ona.ed@oklahomanurses.org.

Executive Director’s Report
(Continued from page 1)
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Randy Badillo, RN, BSN, CSPI

Over the winter months, clutter has accumulated in 
the garage and you now find yourself, and your young 
child, attempting to do some major spring cleaning. As 
you hurriedly begin clearing shelves, an unusual quiet 
alerts you. As the mother of a busy, noisy and curious 
toddler, you know that quiet is often a disturbing signal. 
Your toddler, from across the room, informs you that he 
has just drank a glass of “kool-aid.” It only takes a second 
for you to spot the open container of antifreeze nearby. 
Panic instantly sets in. Who are the resources available 
to you to make sure that your young child receives the 
best care possible related to an antifreeze exposure? 

I was recently consulted by a local emergency 
department about a case not too different from this. A two 
year old child had ingested a windshield washing solution 
that contained methanol, one of the more common active 
ingredients found in antifreeze. The ED resident, knowing 
that methanol is highly toxic in small amounts, contacted 
our center for recommendations. 

The child was asymptomatic and 2 hour post ingestion 
labs revealed a venous CO2 of 20 mEq/L, venous ph 
7.4 and base excess of -6.0. After speaking with the 
resident, I explained to her that classic methanol toxicity 
presentation includes a high anion gap metabolic acidosis 
with an elevated osmolar gap. The measured serum 
osmolality was 289 mOsm/kg. We went through the 
calculated osmolality using the formula 2Na + Glucose/18 
+ Bun/2.8 which gave us a calculated osmolality of 278. 
The difference between the measured and calculated 
levels revealed an osmolar gap of 11. 

Through consultation with the poison center’s Medical 
Director, Dr. William Banner, it was our recommendation 
that in the absence of the high anion gap acidosis and 
the minimal elevation of the osmolar gap, we would not 
aggressively treat the child with fomepizole (the antidote 
used to stem the formation of the toxic metabolite of 
methanol). We recommended close observation and 
a repeat of the chemistry panel at 4-5 hours post 
ingestion. We also advised that if the patient had any 

ONA News
How Nursing Profession Can Impact 

Poison Control Centers
changes in condition, arterial blood gases and a complete 
chemistry panel should be obtained immediately and re-
consultation with the poison center expedited. These labs 
were recommended as the methanol level was not readily 
available, which is not an uncommon problem at many 
hospitals throughout the country. As it turns out, the 
subsequent labs showed a decrease in the osmolar gap 
to 8 and venous ph staying within normal limits. The 
resident wanted to admit overnight for observation but 
the child’s mother decided against this advice and the 
child was discharged home from the ED without incident 
to return for any changes or problems. 

This is just one example of the many thousands of 
calls that are managed by poison control centers daily 
across the country. Poison centers are contacted about 
everything from snakebites to organophosphates, carbon 
monoxide to cyanide, chemical agents to biological agents, 
acetaminophen to aspirin, and everything in between. 

Prior to joining the staff of the Oklahoma Poison 
Control Center, I worked as an RN in both the ICU and 
Emergency Department. My experience and knowledge of 
what the poison center had to offer was limited at best. 
Because we are a program of the University of Oklahoma’s 
College of Pharmacy, the majority of the training is 
heavily based in pharmacy practices. Our center is 
staffed 24 hours a day by highly trained pharmacists and 
registered nurses who specialize in toxicology. As one of 
the three nurses in the center, I was determined to find a 
way to take advantage of all that a nurse can offer to the 
poisoned patient. It became clear to me that the health 
care professionals we are in contact with most are the 
ER, ICU, and non-critical care nursing staff. My goal was 
to increase the awareness of what poison centers do, who 
we are and how we function, especially in the role of the 
nurse. My first thought was how do I reach the largest 
number of nurses? I concluded that the nursing schools 
would be the best avenue. 

Working in conjunction with the University of 
Oklahoma’s College of Nursing, the Poison Control 

Continued on page 5
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Center has established several approaches to reaching 
students and spreading the word about the nursing role 
in toxicology. With the assistance of Professor Maribeth 
Moran, I became a volunteer instructor at the college of 
nursing where I present lectures each semester related to 
the management of the poisoned patient and the function 
of the poison center. I discuss real cases, such as the 
one above, helping the students apply theory to practice. 
Students listen to actual taped calls to the Poison Control 
Center and discuss phone assessment and nursing 
interventions for each case. They are actively engaged 
and have many questions about how poisoning is treated. 
Before my lectures, most students were unaware that 
nurses work in Poison Control Centers. Afterwards, they 
are pleased that they learned about the unique ways 
nurses can help in managing these patients and families. 

Another approach to increasing awareness of Poison 
Control Centers is through an on site clinical toxicology 
rotation for students. “Our students shadow and learn 
much in this experience including the philosophy, mission 
and organization of the PCC. They see the daily variations 
of calls and interdisciplinary working together responding 
to critical situations and information giving. They learn 
about the qualifications, experience and certifications 
that are important for the nurses and pharmacists. 
They see active problem solving, use of protocols, data 
gathering and analysis processes including the follow-up 
of hospitalized patients. They are in awe of the knowledge 
that the nurse demonstrates and are so appreciative of 
the opportunity to experience even though briefly this 
very important community resource. Several students 
have needed to use this valuable resource for family and 
friends. Many had no idea that such an organization was 
available locally and yet responds to calls from the whole 
state and other areas as needed” stated Elaine Wood, 
MS, RN, CNE, Assistant Professor OU College of Nursing. 
Through these clinical experiences, I have a wonderful 
opportunity to help students see first hand what an 
impact nurses can have in such critical situations. The 

relationship between the Poison Control Center and the 
College of Nursing has been ongoing for several years now 
and the experience has fostered a better understanding 
of what poison control centers offer. In fact, the results 
have been so positive that the center now hosts nursing 
students from other nursing schools and also presents 
toxicology overviews to those students. 

Despite the fact that poison centers are routinely 
contacted by health care providers and the lay public, we 
suspect that many exposures go unreported for a variety 
of reasons. It is our opinion that a large number of people, 
including the general public and health care providers, 
are not familiar with the services, expertise, and 
surveillance capabilities of poison control centers. During 
our interactions with nursing students, we concluded that 
a large percentage did not know the poison center should 
be contacted in the event of any exposure: no matter how 
insignificant it may appear. Through lectures, nursing 
students were informed of the role poison centers play in 
surveillance as well as how the gathering of information 
is vital in the management of the poisoned patient. 
Also, members of these groups overwhelming denied 
awareness of the breadth of knowledge and expertise 
available in the center. 

Treating and managing the poisoned patient requires 
input from a variety of health care professionals. From 
the responding emergency medical technicians, to 
the receiving hospital emergency department nurses 
and physicians, and the subsequent consultation with 
Poison Control Center staff; a collaboration of resources 
is put into motion to provide the best treatment options 
for the presenting patient. For this reason, our Poison 
Control Center is reaching out to those other health care 
providers to increase their awareness of our availability 
and expertise in the areas of the management of the 
poisoned patient and the need to perform epidemiological 
studies related to exposures. 

The treatment of the exposed patient is constantly 
evolving. In today’s health care system, a plethora of 
resources are involved—directly and indirectly —in 
the management of the poisoned patient. One of the 
struggles our center faces is the ability to obtain thorough 

ONA News
How Nursing Profession Can Impact Poison Control Centers
(Continued from page 4)

histories, responses to therapies, laboratory results, and 
clinical effects. Part of the reason that this process may 
be impeded is the lack of understanding of why this 
information is so valuable. During our interactions with 
the various health care providers, we have found it much 
easier to explain how and why protocols are established. 
It is noted that by raising our visibility to a variety of 
providers, the ability to access information has improved. 
The entire health care team—from first responders, 
nurses, poison control center staff, attending physicians 
and medical toxicologists—plays a role in the care of 
the exposed patient. In order to raise the awareness of 
the Poison Control Center’s services, we have found it 
highly beneficial to educate a wide range of health care 
professionals. 

Randy Badillo, RN, BSN, CSPI (Certified Specialist in 
Poison Information) Oklahoma Poison Control Center.
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During this Centennial Year the photographs 
of ONA Past Presidents will be featured in each 
issue along with other pieces of our history. The 
presidential photos were presented to the Oklahoma 
Nurses Association by the Past Presidents Club and 
were maintained during its existence. The materials 
presented here were collected as a result of the efforts 
of the Centennial Committee: Evelyn Acheson, Sheryl 
Buckner, Lucille Cox, Terry Cox, Claudine Dickey, 
Clare Delaney, Eileen Stephens, Karen Tomajan, 
Joyce VanNostrand, Francene Weatherby, Chris 
Weigel, Deborah Wipf, and Lisa Watkins. A special 
thanks to UCO Nursing Students: Krystal Bills, 
Brandi Bybee, Kathleen Dalke and Ashton Semsch. 
1908 The Oklahoma State Association of Graduate 

Nurses is organized by 22 nurses under the 
leadership of Rae L. Dessell. Association dues 
are established at $2. Immediate work begins 
to introduce Legislation for the registration 
of nurses. This bill is signed by Governor 
Haskell, March 1909. The Oklahoma Board 
of Nurse Examiners held their first meeting 
October 4, 1909 in OKC.

1909 The First Annual meeting of the Association 
convenes in Guthrie October 5th and 6th. 
At the convention, Oklahoma becomes a 
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constituent member of the Nurses Associated 
Alumni of the United States (ANA). The 
Association designs a pin to be worn by all 
Registered Nurses.

1914 The Oklahoma State League of Nursing 
Education is organized.

1916 State Board of Examiners announces that 
Oklahoma “has a sufficient number” of 
graduate nurses, and that each year the 
training schools are adding to this number. 
There were 19 schools of nursing with an 
average class of 3.

1925 Nursing Law expanded to recognize Licensed 
Practical Nurses. No schools established but 
women with experience were licensed.

1931 Stock Market Crashes and unemployment 
rises, even among nurses. US President urged 
shorter hours for the employed. ANA issues 
a statement saying nurses should not be 
expected to work more than 8 hours out of 24.

1935 State Legislative Bill #107 raises education 
requirements of RNs to 4 years of high 
school and graduation from a training school 
connected with a general hospital where 
at a minimum of 36 months of training 
is required. Each student must then pass 
examination before the Board of Nurse 
Examiners. Nursing services begin to expand 
and a trend of hiring nurses develops verses 
nurses working private duty.

ONA’s History In Review
1908-1947

1938 The Oklahoma State Association of Colored 
Nurses was organized.

1940 WWII brings a major interest to “The Nurse 
and Preparedness.”

 Convention was held in Oklahoma City and 
jointly sponsored in part by the State League 
Of Nursing Education, State Organization 
for Public Health Nursing and the State Red 
Cross Nursing Service.

1943 ONSA 35th Annual Convention focused on the 
theme “Nursing For Victory” with highlights 
that included nursing care of poliomyelitis, 
Army nurse recruitment and a visit with a 
public health nurse. State Legislature passes 
Senate Bill 69 revising the State Registration 
Law for nurses so that the temporary licenses 
could be issued to those nurses temporarily 
in the state because their husbands were in 
the Military service; permitting those under 
21 to take the state board examination if the 
Federal Government would permit them to 
enter federal service, and; giving the Board 
authority to adjust the course in nursing as 
necessary.

 Total of 1,147 active nurses in Oklahoma 
with the largest number being under 45 
and equally divided between married and 
single. Of the 1,147 nurses, 481 were worked 
in Institutions, 133 in Public Health, 87 
Industrial, 298 Private Duty.

1945 Survey conducted jointly by OSNA and State 
Hospital Association on hospital’s personnel 
practices and policies for Staff Nurses as a 
way to ensure placement of returning veteran 
nurses, relieve acute shortages and how 
personnel practices may affect employment. 
Results of this study reveal that there is a 
need for over 200 RNs to staff hospitals and 
86 nurses needed to supplement work of 
graduate nurses. Recommendations were 
made to hospitals to increase salaries, in-
service education, educational leaves, annual 
vacations, improved working facilities and the 
number of hours worked per week.

1947 OSNA Dues increase from $3.00 to 10.00—$3 
to ANA; $5.75 State and remainder to District. 
National study reveals that the average nurse 
working a 44 hour week earned $40.
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by Dr. Barbara Sattler 

Recombinant Bovine Growth Hormone (rBGH) 
is a genetically-engineered growth hormone that is 
injected into cows on 10–15% of the U.S. dairy farms 
to increase their milk production. Unfortunately, the 
use of rBGH also increases disease rates in cows and 
creates the potential for human health risks. Nurses 
have an opportunity to help eliminate this practice 
by encouraging their hospitals (and nursing homes 
and schools) to purchase dairy products from dairies 
that do not use rBGH. 

Also known as rBST (recombinant Bovine 
Somatotropin), rBGH has been shown to increase 
the incidence of 16 different veterinary conditions 
in cows. These include mastitis, chronic diarrhea, 
reproductive problems, and low birth weight calves.

The American Nurses Association adopted a 
resolution in June of this year calling for healthier 
food in health care, including the elimination of 
rBGH in dairy production. The ANA has also adopted 
the Precautionary Principle to guide our practice and 
advocacy and calls for us to act on early and credible 
scientific warnings rather than delay action until 
more scientific evidence is developed. In addition to 
the adverse health impacts on dairy cows, there are 
a number of indicators that rBGH may pose human 
health risks. For example, dairy cows treated with 
rBGH produce milk with greater levels of insulin-like 
growth factor (IGF-1). Studies indicate that elevated 
levels of IGF-1 promote an increased risk of cancer in 
humans. 

An additional concern is that cows who receive 
rBGH are more likely to suffer from mastitis and 
therefore require antibiotic treatment. The use of 
antibiotics in agriculture creates the conditions 
for antibiotic resistant organisms to develop in the 
affected animals, and in our air, soil and water, thus 
contributing to the significant and costly problem 
of antibiotic resistance that we face in health care 
today. This additional use of antibiotics in dairy 
production could simply be avoided by eliminating 
the use of rBGH. 

Worldwide, the vast majority of dairy farms 
are producing milk without the use of rBGH. The 
European Union, Canada, Japan and other countries 
have, in fact, banned its use. The Humane Society 
has also condemned its use.

In the U.S., there are no restrictions on the use 
of rBGH. Nurses have the ability to help stop the 
use of rBGH through the purchasing power of the 
hospitals (and nursing homes and schools) where 
we work. We are calling upon the nursing profession 
to help eliminate the use of rBGH by asking these 
institutions to purchase rBGH-free dairy products. 

To this end, we have created a template for a letter 
that you can use to send to the Director of Food 
Services and the administrators in the hospitals 
where you work and throughout your state. You can 
find this letter in our online Nurses’ rBGH Toolkit, 
along with a factsheet, summary of the scientific 

literature, and a video that you can use to educate 
yourself, other nurses, patients and the decision-
makers who establish the food purchasing policies 
at your institutions. To visit the online Nurses’ rBGH 
Toolkit, go to: www.noharm.org/us/nurses/rbgh. 
We encourage you to download this information and 
share it with others. We also encourage you to print 
out and send a postcard to Dannon and to Yoplait 
which asks them to provide yogurt that is rBGH-free. 
Finally, included in the toolkit is a dairy purchasing 
guide for hospitals and a state-by-state listing of 
the brands of dairy that are rBGH-free. Nurses can 
use this listing when choosing dairy products for 
personal consumption, and to advise patients and 
food services.

Health Care Without Harm, an international 
coalition working to create the healthiest, safest, 
and most sustainable hospitals, has taken a 
formal position on rBGH and calls for eliminating 
its use. (See: http://www.noharm.org/details.
cfm?ID=1104&type=document). There is also an 
excellent eight-page referenced booklet, Know Your 
Milk, developed by Oregon Physicians for Social 
Responsibility. (See: http://www.psr.org/site/Doc 
Server/Brochure2007_Final.pdf?docID=4521). 

We are confident that our voices, as nurses, will 
be an important addition to the choir of concerned 
consumers who are demanding that our food be safe 
and healthy. 

If you have any questions or if you would like to 
get more involved, please contact Louise Mitchell 
(410) 706-1924 or lmitc001@son.umaryland.edu, 
a member of Health Care Without Harm’s national 
Food Work Group, a liaison to the Nurses Work 
Group, and the Sustainable Foods Coordinator for 
Maryland Hospitals for a Healthy Environment.

What Nurses Can Do About rBGH in Dairy 
Production

Use the online Nurses’ rBGH Toolkit at:
www.noharm.org/us/nurses/rBGH

 
1. Educate yourself and other nurses 

2. Ask your hospital to purchase rBGH-free 
dairy products

3. Educate your patients

4. Educate the public and other hospital staff

5. Purchase organic or rBGH-free dairy 
products

6. Send Dannon and Yoplait a postcard asking 
them to provide rBGH-free yogurt

7. Start a green team or food committee at your 
hospital or health care facility

This article is being reprinted with permission 
of the University of Maryland School of Nursing’s 
Environmental Health Education Center.

Mercy Nurses and 
Pharmacists Reduce 

Patient Falls
Oklahoma City—Thanks to the innovation of 

a team of Mercy pharmacists and nurses, Mercy 
Health Center has reduced the number of patients 
injured by falls by almost half. The team developed 
a tool to assess a patient’s risk for falls by looking 
at medications and because of its impact, Mercy was 
one of six health facilities in the nation this month 
awarded the American Society of Health-System 
Pharmacists (ASHP) Best Practices Award. 

“Our program at Mercy has had a significant effect 
on patient safety and that’s why we are receiving 
calls from around the world about how we reduced 
patient falls—a national problem among health 
care facilities,” said Burl Beasley, MPH, DPh, Mercy 
pharmacist. “Many medications, including over-the-
counter drugs, and the combination of them can 
cause dizziness, especially in patients 65 and older. 
By scoring patients at risk, we are preventing falls.”

Mercy nurses and pharmacists work together 
to generate a medication-specific fall risk score for 
each patient admitted. If a patient scores high, it 
triggers the pharmacist to review the patient’s full 
medication profile along with recommendations to 
reduce the risk of a fall, including suggested changes 
in the drugs and/or doses prescribed, laboratory 
surveillance and additional patient and family 
education.

“Our staff nurses fill out risk assessments on 
every patient and work together with our pharmacy 
to decrease falls,” said Linda Fanning, RN, MS, 
Mercy’s chief nursing officer. “Together, we are 
making a difference in patient safety.” 

In addition to this year’s award, last year Mercy 
was awarded $10,000 by ASHP and given a 10th 
Annual Institute for Safe Medication Practice Cheers 
Award for the innovative fall prevention program.

Mercy Health Center, the first Magnet hospital 
in Oklahoma, is a member of Mercy Health System 
of Oklahoma and the Sisters of Mercy Health 
System. Magnet-designated facilities: report higher 
patient satisfaction rates, deliver better patient 
outcomes, provide more nursing care at the bedside 
of patients and consistently outperform non-magnet 
organizations.

Artificial Hormones in Dairy Production: 
What Nurses Can Do
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SMILE 
by Diane Sears, RN, MS, ONC

I was buffeted in the parking lot of Kohl’s by the 
45 mph gusts of relentlessly blowing winds that 
preceded the massive blue northern descending 
upon Oklahoma, barely saving the delicate ornament 
clutched in my hand. What was my 90 year old 
momma doing on this same day? She was hanging 
her clothes outside on the line to dry because, “I’ve 
done it my whole life that way and I’m not going to 
stop now. You know how sometimes the towels are 
somewhat rough? Well, they’re not today. They’re just 
as fluffy as can be,” she said. She proudly explained 
that, “only one pillow case got away” and was 
eventually retrieved from the north 40. 

Humor can be just as refreshing to our bodies, as 
the overwhelming experience of luxuriating in the 
smell of her freshly made bed with the sunshine, 
wind blown sheets. Hope you enjoy the following 
excerpts!

Womanly Truisms
❖  Blessed are those who hunger and thirst, for 

they are sticking to their diet. 
❖  One of life’s mysteries is how a two pound box 

of candy can make a woman gain five pounds.
❖  The real art of conversation is not only to say 

the right thing in the right place, but also to 
leave unsaid the wrong thing at the tempting 
moment. 

❖  Time may be a great healer but it’s also a lousy 
beautician.

❖  Life not only begins at forty, it begins to show.
❖  If at first you don’t succeed, see if the loser 

gets anything.
❖  It is bad to suppress laughter; it goes back 

down and spreads to your hips.
❖  Age is important only if you’re cheese and wine.
❖  The only time a woman wishes that she were a 

year older is when she is expecting a baby.
❖  Freedom of the press means no-iron clothes.

Two little old ladies were sitting on a park bench 
outside the local town hall where a flower show 
was in progress. The thin one leaned over and 
said, "Life is so darned boring. We never have any 
fun anymore. For $5.00, I'd take my clothes off and 
streak through that stupid flower show!" "You're on!" 
said the other old lady, holding up a $5.00 bill. The 
first little old lady slowly fumbled her way out of her 
clothes and, completely naked, streaked (as fast as 
an old lady can) through the front door of the flower 
show. Waiting outside, her friend soon heard a huge 
commotion inside the hall, followed by loud applause 
and shrill whistling. The smiling and naked old 
lady came through the exit door surrounded by a 
cheering crowd. "What happened?" asked her waiting 
friend. "I won 1st prize as Best Dried Arrangement." 
(e-mail 2005)

“Using an approach designed to involve every 
member of the healthcare team in conflict resolution, 
two nurses from Providence Newberg (Oregon) 
Medical Center created a quick way to diffuse 
a tense situation. SMILE—developed by Donell 
Campbell, RN, BA, and Kathi Norberg, RN, ADN—is 
an acronym to ensure employees are communicating 
with respect.

When a patient expresses discontent, try the 
SMILE technique: 

State your positive intention. Tell your patient 
that you want to understand his situation and that 
you are willing to help. 

Make the other person feel important. Reinforce 
your patient's feelings by telling him or her that you 
understand why he or she is upset. 

Involve the other person in the solution to the 
situation. Offer your patient the chance to give his or 
her own solutions to the problem. Allow him or her 
to communicate his or her needs before offering your 
solution. 

Let the other person know you care. Use empathy 
and compassion in communication. Apologize for the 
inconvenience and offer alternatives. 

Encourage dialogue, questions, and discussion. 
Listen to your patient's concerns. Sometimes 
listening can provide more comfort than a solution. 

Be sure to provide honest answers to your patient's 
questions.” (Moyce, 2008)

Just putting your zygomatics into the shape of a 
smile, whether you feel happy or not, may be enough 
to release some endorphins. You can fake yourself 
into actually feeling better, by acting the way you 
want to be.

Formal Rules of Etiquette During a Power Outage 
(for the next time)

1. All clothing rules such as matching and ironing 
are null and void during a power outage and it 
is extremely rude to point out that navy blue 
pants, black shoes and a dark gray t-shirt don't 
really go together. Everything matches when it's 
pitch black inside your closet and nothing looks 
wrinkled in the dark. 

2. If you are fortunate enough to have power, 
you should not fix your hair until all of your 
co-workers also have power. Nothing is more 
irritating to those of us with flat, straight hair 
than to sit next to Miss Bouncy Hair who had 
the advantage of a working hair dryer, curling 
iron, and hot rollers in a heated bathroom. 

3. If your power comes back on but your neighbors 
has not, it is in very poor taste to turn on all 
100,000 of your outdoor Christmas lights. Give 
it a rest. We are sitting in the dark burning 
our 1 remaining candle and the glow of your 
Christmas lights across the street is not giving 
us a warm, fuzzy feeling. 

4. If you have power, don't ask the have-nots 'Did 
you see the news last night?' or 'Did you watch 
Law and Order? It was the best show ever.' Or 
'Did you read that article in the Joplin Globe?' 

5. Don't call in to work to say you're running a few 
minutes late because the homemade cookies in 
your oven are not quite done. And don't come to 
work without at least 2 dozen of them. 

6. You power (P) people stop telling us non-power 
(NP) people to stay warm—What don't you 
understand about 'WE DON'T HAVE POWER'. 
There is no way to stay warm! 

7. Don't be asking 'What's that smell' when you 
are sitting next to a non-power person. Showers 
are a luxury that the NP's do not have unless 
one of you P's wants to give us access to yours. 
(e-mail, 2007)

Humor
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Former Honor Society of Nursing, Sigma Theta Tau 
International president, Vernice Ferguson, to accept honor 

 
Indianapolis—For the first time in the 34-year 

history of the FREDDIE Awards, the top honor will be 
conferred on a nurse. Former honor society president, 
Vernice Ferguson, RN, MA, FAAN, FRCN, will be 
presented with the 2008 Lifetime Achievement Award 
at the 34th Annual FREDDIE Awards, known as the 
“Oscars of health and medicine.”

Vernice Ferguson, a true leader, has paved the way 
for many success stories throughout her 50 years in the 
profession. For 12 years, Ferguson was the assistant 
chief medical director for nursing programs at the 
Department of Veterans Affairs. With its 60,000 nurses, 
the department is the largest organized nursing service 
in the world. For most of her career, she has served as 
the chief nurse at two Veterans Administration medical 
centers and as the chief of the nursing department, 
Clinical Center, at the National Institutes of Health.

She is the recipient of eight honorary doctorates and 
two fellowships. In addition to being a past president of 
the honor society, Ferguson is a past president of the 
American Academy of Nursing and the International 
Society of Nurses in Cancer Care. She is a fellow at the 
Royal College of Nursing in the United Kingdom, the 
second American nurse to receive this honor.

“I was thrilled to receive the news of this award,” 
Ferguson says. “I come from a family that values 
serving others—everyone is a teacher, minister, or 
lawyer—and nursing is one of the highest calls of 
service. This award is a true honor, not just to me, but 
to nurses everywhere. The more a nurse’s contributions 
are recognized, the better it is for patients, the 
profession and health care as a whole.”

Ferguson isn’t done yet. Though retired, she sits on 
four nursing-related boards and acts as a mentor to 
younger nurses, a role she cherishes.

“Being available to lead is very important to me,” 
Ferguson says. “Mentoring is essential to nursing. It 
paves the way for other nurses to be successful. I hope 

that by being the first nurse to ever receive the Lifetime 
Achievement Award, I can show other nurses what’s 
possible.”

“We at the honor society are immensely proud that 
the first nurse in history to be given this tremendous 
honor is one of our own,” says honor society president, 
Carol J. Huston, RN, MSN, DPA, FAAN. “Vernice 
Ferguson is a role model for all of our honor society 
members and nurses everywhere.”

As the newest FREDDIE Award Lifetime Achievement 
honoree, Ferguson will join the luminous ranks of past 
winners, including: Bill and Melinda Gates; Christopher 
Reeve; Marlo Thomas; Jerry Lewis; Jack LaLanne; 
Mary Tyler Moore; Doctors Without Borders; Jonas 
Salk, MD; Sens. John Glenn, Bob Dole and Elizabeth 
Dole; Magic Johnson; AmeriCares; Erik Weihenmayer; 
the American Red Cross; and Michael DeBakey, MD.

The FREDDIE Lifetime Achievement Award will be 
presented to Ferguson at the MediMedia Foundation’s 
black-tie gala awards ceremony, honoring the best in the 
year’s health and medical productions. The ceremony 
will be conducted 14 November at Philadelphia’s elegant 
Crystal Tea Room.

For more information on the FREDDIE Awards, 
please visit www.thefreddies.com.

The Honor Society of Nursing, Sigma Theta Tau 
International is a nonprofit organization whose mission 
is to support the learning, knowledge, and professional 
development of nurses committed to making a difference 
in health worldwide. Founded in 1922, the honor 
society has inducted more than 400,000 members in 86 
countries. Members include practicing nurses, instructors, 
researchers, policymakers, entrepreneurs and others. 
The honor society's 463 chapters are located at 571 
institutions of higher education throughout Australia, 
Botswana, Brazil, Canada, Colombia, Ghana, Hong 
Kong, Japan, Kenya, Malawi, Mexico, The Netherlands, 
Pakistan, Singapore, South Africa, South Korea, 
Swaziland, Sweden, Taiwan, Tanzania, the United States 
and Wales. More information about the honor society can 
be found online at www.nursingsociety.org.

For First Time in History, FREDDIE 
Lifetime Achievement Award

Bestowed Upon Nurse
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ONA Merchandise

Order Form
Name ____________________________________________________________________________

Address __________________________________________________________________________

Phone _________________________________________  E-mail_____________________________

2008 Centennial Edition, Book of Annual Reports FREE  ____________________
Blue ONA Coffee Mug $6.50  ____________________
1908 Centennial Lapel Pin $17.50  ____________________
Red Koozie Insulated Lunch Bag $8.95  ____________________
Centennial T-shirt S-2X $10.00  ____________________
 3X $12.00  ____________________
Book: Cherry Ames Student Nurse $13.95  ____________________
Centennial Medallion $17.50  ____________________
ONA Black Tote Bag $3.00  ____________________
1908 Centennial Tie Tack $17.50  ____________________
 Shipping & Handling  ____________________
Payment Method TOTAL  ____________________
Check ________ P.O. ________ Money Order ________
______ MC ________ Visa _______AmEx ________ Discover
Credit Card Number _____________________________________  
CVV ___________ Expiration Date _________________________
Signature ____________________________________________

FREE! Book of Annual Reports
2008 Commemorative Centen-

nial Edition With Photos and ONA 
Timeline—While Supplies Last!

Book:
Cherry Ames Student Nurse

$13.95

Blue ONA Coffee Mug
Acrylic, Microwave & Dish-

washer Safe
$6.50

Centennial Medallion
3 inches wide, Double Sided

$17.50

Gold and Green
1908 Centennial Lapel Pin

$17.50
(14 left!)

ONA Black Tote Bag
$3.00

Centennial T-Shirt
S-2X $10
3X $12

Red Koozie
Insulated Lunch Bag

10” tall, 7” wide, 
4” Bottom

$8.95
(8 left!)

Antiqued Gold 
Tie Tack

1908 Emblem
$17.50

Free Bonus Gift 
with Every Order!

At the ONA Store you will find just what you need for the Nurse 
that makes a difference in your life. At the same time you will be 
helping the Oklahoma Nurses Association support the nurses of 
Oklahoma as they bring us the best available healthcare. Thank 
you for showing your support!

Order online or use the form below. Sales Tax, Shipping, and 
Handling are included in the prices listed.

www.oklahomanurses.org
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Marianne Matzo, PhD, GNP-BC, FAAN
Professor and Frances E. and A. Earl Ziegler 

Chair in Palliative Care Nursing
Sooner Palliative Care Institute

University of Oklahoma College of Nursing
Adjunct Professor, Department of Geriatric 

Medicine
1100 N. Stonewall Ave

Oklahoma City, OK 73117
(405) 271-1491, ext 49160 fax (405) 271-1224

Purpose: The purpose of this article is to enhance 
nurses’ knowledge of Palliative Care and to enhance 
their understanding and acceptance of Palliative Care 
in a Mass Casualty Event. 

Objectives:
1. Describe characteristics of Palliative Care.
2. Discuss the role of Palliative Care in a Mass 

Casualty Event.
3. Explain the rationale for incorporating Palliative 

Care into the emergency response system and 
training. 

4. Identify challenges and recommendations related 
to incorporating Palliative Care into Oklahoma’s 
Disaster Planning and Response. 

We live in a world where a whole range of man-
made and natural disasters (and situations that mix 
the two) are increasingly of concern to communities 
across America. Terrorism, epidemics, hurricanes, 
earthquakes, fires, floods—all of these are all-too-
possible in an industrialized and inter-dependent 
world. Ever improving worldwide transportation and 
communication systems increase our vulnerability to 
those motivated by destructive ideologies. These same 
systems also make possible the “jet spread” of new 
infectious disease.

Catastrophic mass casualty events (MCEs), such 
as major earthquakes or hurricanes, pandemic flu 
outbreaks, or large-scale terrorism-related events, have 
the potential to result in thousands of victims whose 
needs will overwhelm local and regional health care 
systems, personnel, and resources. Such conditions will 
require the allocation of scarce resources in a manner 
that is different from the more common single-event 
disaster. Palliative care can play an important role in 
MCEs where resources are scarce. 

What is the role of palliative care in a mass casualty 
event with resulting scarce resources? 

The World Health Organization defines palliative 
care as “an approach which improves the quality of life 
of patients and their families facing life-threatening 
illness, through the prevention, assessment, and 
treatment of pain and other physical, psychosocial, and 
spiritual problems” (WHO, 2004). The U.S. National 
Consensus Project for Quality Palliative Care states that 
palliative care focuses on the “relief of suffering and 
distress for people facing serious, life-limiting illness to 
help them and their families to have the best possible 
quality of life, regardless of the stage of the disease 
or the need for other therapies” (National Consensus 
Project for Quality Palliative Care 2004). Palliative 
Care is patient and family centered interdisciplinary 
care that relieves suffering, strives to ensure physical 
comfort, attends to practical care needs and improves 
the quality of life for patients/residents that begins 
at the time of diagnosis of a life-threatening, chronic, 
debilitating, advanced illness or injury, and continues 
with the family into the bereavement period. It is offered 
simultaneously with all other appropriate medical 
treatment, including curative and integrative therapies. 
Key experts recommended that all parties (planners, 
responders, health care providers, and the public) 
understand that palliative care, in ordinary times or 
during an MCE, eliminates the sense that the patient 
has been abandoned or put to death (Wilkinson, Matzo, 
Gatto, & Lynn, 2007). Instead, palliative care respects 
the humanity of those who will die soon and assures 
their comfort while supporting their loved ones.

home health, disability support services, and hospice 
and palliative care providers.

What training is needed? 
Principles of good palliative care, pain and symptom 

control will need to occur wherever the patient is and 
the community should be prepared and educated 
regarding the basic principles of palliative care in a 
disaster situation. Adequate and aggressive palliative 
care services should be made available to all who 
experience a mass casualty event as an integral part 
of existing mass casualty event disaster training, 
planning, and response (Wilkinson et al., 2007).

Training in palliative care must occur prior to an 
MCE and can be incorporated into current Community 
Emergency Response Team (CERT) training activities. 
Disaster planners should build on existing models of 
emergency response training to develop and implement 
a variety of training methodologies that incorporate 
generic and “just in time” palliative care services for 
all disaster response team members. Cross-training 
of personnel from other areas of expertise, other areas 
of the state and region, and the lay public (e.g., bus 
drivers, mail deliverers, etc.) could augment the work of 
palliative care providers. 

In such a world, serious and systematic disaster 
planning and preparedness at the community level is 
absolutely essential. Palliative care professionals should 
participate in disaster planning, response and recovery 
training, and public education for MCEs. Plans should 
direct moving people expected to die to care sites 
other than acute care hospitals. First responders and 
health care providers at all disaster care sites (event 
sites, alternative care sites, and hospitals should have 
training in effective pharmacological pain and symptom 
management and psycho-social support). Only if plans 
are developed in advance, critiqued, rehearsed and 
refined will the community be able to respond effectively 
to a disaster.

Visit the AHRQ Website: http://ahrq.gov/browse/
bioterbr.htm 

Community Planning Guide: http://www.ahrq.gov/
research/mce 

Continuing Education

Palliative Care Considerations in Disaster Planning with Scarce Resources

Continued on page 12

Table 1.

Palliative Care Is: Palliative Care Is Not:

•	Evidence-based		 •	Abandonment
   medical treatment

•	Vigorous	care	of	pain		 •	Euthanasia
   and symptoms 
   throughout illness

•	Care	that	patients		 •	Hastening	death
   want 

What should triage and ensuing treatment decisions 
be for those “likely to die?”

These casualty decisions will include triage of 
existing sick, elderly, disabled and terminally ill patients 
already under medical and nursing care at the time of 
the MCE. These patients may be brought to triage and 
treatment sites for lack of their usual alternatives, or 
they may already be in institutional settings being used 
as treatment sites for casualties. Figure 2 presents 
a model of response and triage for victims of an MCE 
and the potential impacts on the prevailing health and 
social service system. 

The triage attempts to classify all people in need of 
medical care, whether their injuries or illnesses result 
from the MCE, from ensuing resource scarcity, or from 
pre-existing conditions, into the following three general 
categories: 1) Those “unscathed” by the event or too 
well to require more than first aid; 2) Those too sick 
or injured to survive days or weeks (the “not likely to 
survive”); and 3) Those casualties deemed appropriate 
for acute medical treatment and transport to an acute 
medical care facility (Wilkinson et al., 2007).

What palliative care services should be provided?
An MCE will overwhelm and may eliminate some 

or all available health care resources, including EMS 
services, emergency departments (as EMS transport 
destinations), hospital capabilities to admit casualties, 
and resources to handle death and dead bodies. At a 
minimum, disaster response palliative care services 
should include relief of severe symptoms. In addition, 
the key experts recognized the potential psychological 
impacts of catastrophic MCEs, noting that palliative 
care requires attention to the psycho-social needs of 
dying patients and their families (Wilkinson et al., 
2007). They recommended that mental health providers 
(e.g., psychologists, chaplains, etc.) be integrated into 
palliative care disaster planning and response to 
provide support services for both the public as well as 
disaster response personnel. 

Palliative care and long-term care professionals, 
retired health care professionals, and lay volunteers 
could be recruited and trained in a defined palliative 
care role during emergencies. Local “Disaster 
Palliative Assistance Teams” (DPATs) could combine 
interdisciplinary experience from diverse of practice 
settings (e.g. hospitals, hospice, long-term care, etc.) 
which could be part of the Medical Reserve Corps, 
or organized under the National Disaster Medical 
System (NDMS) (Acquaviva, 2006). Disaster planning 
should link with supportive service organizations 
and personnel, e.g., traditional vulnerable population 
service providers such as long-term care providers, 
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The provision of palliative care in the context of 
an MCE is a new component of disaster planning; 
there is a lack of understanding of how to incorporate 
community-based health care, mental health and 
social service professionals into planning efforts.

RECOMMENDATIONS FOR PLANNERS
Leadership

¬ Request aid of disaster planning leadership at a 
national level to engender a network of leaders 
in home health, palliative and hospice care, and 
long-term care that will be engaged in disaster 
planning.

Incorporating Palliative Care into MCE Planning
¬ Incorporate community-based long-term care 

and palliative care providers in all phases of 
planning, response, and recovery as integral 
members of the response team.

¬ Integrate specific planning for those likely not 
to live long in all established scenarios (“all-
hazards approach”) and established response 
plans. Include pediatric-specific palliative care 
issues in planning.

Training
¬ Incorporate palliative care training for MCE 

responders as an integral part of exercises, 
planning, and response, building on existing 
disaster planning and command and control 
structures.

Triage and Treatment Decisions
¬ Work with first responder personnel and local 

and regional disaster response planners (e.g., 
EMS, fire, police, departments of public health, 
community health clinics, local and regional 
governmental entities) to identify and develop 
clear guidelines and protocols to address issues 
of:
° Triage
° Alternative care sites (ACSs) for palliative care
° What levels of care are to be delivered in what 

settings and by whom
° Lines of authority and the clear identification 

of responsible personnel
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Figure 2
Reprinted with permission from Agency for 

Healthcare Research and Quality (Phillips & Knebel, 
2007)

Table 2
Palliative Care in the Context of a Mass Casualty Event (MCE):

Issues and Recommendations at a Glance

MAJOR PALLIATIVE CARE-RELATED CHALLENGES

Continuing Education

Continued on page 13

Palliative Care (Continued from page 11)

Join ONA Today!
Reduced rates for nursing students and 

retired but active nurses!
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How to Earn FREE Continuing 
Education Credit

—This course is 1 contact hour—

1. Read the Continuing Education Article
2. Take the test on this page. Complete the 

entire answer form. (Answer forms may be 
photocopied.)

3. Send 
4. Mail or fax the completed answer form to:
 Mail:  Oklahoma Nurses Association
  6414 N. Santa Fe Ave., Suite A
  Oklahoma City, OK 73116
 Fax: 405-840-3013
 _________________________________________________

SCORES
To earn 1 contact hour of continuing 
education, you must achieve a score of 80% 
(8 of 10 correct.) If you do not pass the test, 
you may take it again. Certificates indicating 
successful completion of this offering will bear 
the date your answer form is received at ONA. 
Continuing education credit offered through 
May 30, 2010.
 _________________________________________________

ACCREDITED
Oklahoma Nurses Association, Provider 
#08-285890-B, is an approved provider of 
continuing nursing education by the Texas 
Nurses Association, an accredited approver by 
the American Nurses Credentialing Center’s 
Commission on Accreditation. 
 _________________________________________________

QUESTIONS
•	 Phone:	(405)	840-3476	
•	 E-Mail:	ona@oklahomanurses.org
 _________________________________________________

CE Disclosure—
As an approved provider it is the practice of 
the Oklahoma Nurses Association to ensure 
balance, independence, objectivity and scientific 
rigor in all continuing nursing education 
activities. This educational program was 
developed free from control from a commercial 
interest, has no product endorsement, or off 
label product use.
 _________________________________________________

Post-test for Palliative Care Considerations
Answer Form
Please complete this form and return to ONA, 6414 
North Santa Fe, Suite A, Oklahoma City, OK 73116.

Name __________________________________________

Address ________________________________________

City  ___________________________________________

State__________________ Zip ___________________

Professional Credentials: (Please circle) 

RN  LPN   student other
 
Employer ______________________________________

Employer Address (including zip code)

 _______________________________________________

Please mark an “x” in the appropriate box to 
respond to test questions.

 A B C 

1.    

2.    

3.    

4.    

5.    

6.    

7.    

8.    

9.    

10.    

Purpose: The purpose of this article is to 
enhance nurses’ knowledge of Palliative 
Care and to expand their understanding 
and acceptance of Palliative Care in a Mass 
Casualty Event.

Evaluation
Are you a Registered Nurse?  Yes No 

Objectives: How well did the program meet the  1 2 3 4 5
following objectives? 1=not at all 5=completely 

Palliative Care Considerations

1. Describe characteristics of Palliative Care.

2. Discuss the role of Palliative Care in a Mass 
 Casualty Event.

3. Explain the rationale for incorporating Palliative 
 Care into the emergency response system and 
 training. 

4. Identify challenges and recommendations related 
 to incorporating Palliative Care into Oklahoma’s 
 Disaster Planning and Response. 

5. Something I learned today enhanced my 
 knowledge of Palliative Care and expanded my 
 understanding and acceptance of Palliative 
 Care in a Mass Casualty Event. 

Were the objectives relevant to the overall purpose? 

Was this teaching/learning method effective?
    

 Yes No 

Did you perceive any inappropriate bias? 

Were you informed of the disclosures at the beginning of the presentation?

 Hour Minutes

How long did it take you to complete this entire activity?

1. Which of the following disasters is an example of 
a Mass Casualty Event (MCE)? 
a. Pandemic Influenza outbreak
b. Ice storm with power outages
c. Isolated tornado

2. Delivery of Palliative Care includes all of the 
following except:
a. Vigorous Management of Pain
b. Hastening Death
c. Evidenced-based medical treatment

3. Palliative Care is NOT:
a. Family Centered
b. Relief of Suffering
c. Abandonment

4. During a Mass Casualty Event triage of those 
needing care will include
a. Only those victims directly impacted by the 

event
b. MCE victims & all existing terminal and 

critically ill
c. Only those victims within the hospital system

5. Identify the minimum service which should be 
provided as Palliative Care in an MCE.
a. Relief from severe symptoms
b. Diagnosis of causative factors
c. Treatment that includes heroic measures

6. Who could be trained to deliver Palliative Care in 
a defined role during a Mass Casualty Event? 

Post-test Palliative Care in a Mass Casualty Event
a. Only physicians
b. Retired health care providers
c. Only nurses

7. The article suggests that which of following 
teams could be developed within the Medical 
Reserve Corps or NDMS? 
a. Disaster Palliative Assistance Team
b. Disaster Medical Response Team
c. Medical Reserve Corps Nurses

8. Which of the following is identified as the 
primary challenge to the provision of palliative 
care during a MCE?
a. A shortage of healthcare workers
b. A lack of need
c. A lack of understanding 

9. Integrated Palliative Care Disaster Response 
Planning would include transporting those 
victims expected to die:
a. To an alternate Care Site
b. To the nearest hospital emergency room
c. To a tertiary-care trauma center

10. Critical training for individuals participating 
in delivering Palliative Care in a Mass Casualty 
Event includes:
a. Airway Management
b. Pain Management
c. Complications of Immobility

Continuing Education
Palliative Care (Continued from page 12)
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Are You Involved In Your 
Community?

Join thousands of Oklahomans who are actively 
involved in public health initiatives, emergency 

response and health promotion of individuals living 
in and around their community

For more information visit
WWW.OKCMRC.ORG

    

Oklahoma Medical Reserve Corps
1111 Classen Drive

Oklahoma City, OK 73103

Medical Reserve Corps

Psychological First Aid 
Training Provided 

by MRC & ONA
What is Psychological First Aid?

What is the best thing to say to someone who has 
just suffered a disaster? What is the most important 
thing to do? Psychological First Aid answers these 
questions.

Psychological First Aid or PFA is an evidenced 
based intervention for assisting children, adults 
and families in the early aftermath of disaster 
and terrorism. It is designed to reduce the initial 
distress caused by disasters and to foster short- 
and long-term adaptive functioning. In PFA training 
participants will actively learn and practice the 
interactive skills needed for effective delivery of PFA 
training. 

PFA is for everyone; it is intended not only for the 
mental health professional, but also for the wide 
range of disaster response workers who provide early 
assistance to survivors. PFA is appropriate for first 
responder teams, primary and emergency health 
care teams, school crisis response teams, faith-based 
organizations and other disaster relief agencies and 
organizations. 

The Psychological First Aid version used for 
our trainings is the Medical Reserve Corps (MRC) 
adaptation which has been approved by the US 
Surgeon General. This version was developed 
through the National MRC Mental Health Work 
Group working with the National Child Traumatic 
Stress Network and the National Center for PTSD. 
The Medical Reserve Corps recommends that 
Psychological First Aid be adopted as the standard 
model of mental health intervention in early response 
to disasters and other traumatic events. 

PFA is a full day course that covers the following 
content: 

1. Contact and Engagement
2. Safety and Comfort
3. Stabilization
4. Information Gathering
5. Practical Assistance
6. Connection with Social Supports
7. Information on Coping
8. Linkage with Collaborative Services
Attending PFA training will allow you to gain 

the skills needed to implement the intervention 
strategies of Psychological First Aid. 

Look for postings in 2009 for training in 
Psychological First Aid on the ONA website!

Articulation in Nursing 
Education: Bypassing the 

Arterial Plaque
by Marvel L. Williamson, PhD, RN, CNE, ANEF, 

Vice-Chair of the Board of Directors of the 
Institute for Oklahoma Nursing Education (IONE) 

and Dean, Kramer School of Nursing,
Oklahoma City University

At its next Summit on February 20, 2009, the 
Institute for Oklahoma Nursing Education will focus 
on moving articulation into the next phase. Oklahoma 
nurse educators have spent many hours over the 
past decades working on this issue, and for some it 
undoubtedly seems like a never-ending task. They are 
right. As long as we care about helping nurses advance 
in their careers, as long as we believe the research 
showing that nurses with higher degrees produce better 
patient outcomes, and as long as we have multiple 
points of entry into the profession, articulation will 
continue to be an ongoing issue needing our attention 
and modification to reflect the changing environment.

Recently Dr. Carole McKenzie, Chair of the Division 
of Nursing at Northwest Oklahoma State University, 
shared a definition of articulation from http://wordnet.
princeton.edu that I had not considered before and 
found illuminating. Among its other meanings, 
articulation is “the act of joining things in such a way 
that motion is possible.” In health care we know all 
about anastomoses, artery bypass surgery, and other 
ways of creating articulation pathways by connecting 
anatomical parts in new ways that allow for the 
motion of physiologic substances. These surgeries treat 
blockages or other conditions that obstruct the flow 
of blood, the passage of food, or movement of other 
substances necessary for good health. Sometimes they 
create new pathways around diseased areas.  

This type of articulation is relevant to nursing 
education as well. Our schools are plagued by 
blockages and diseased areas that prevent movement, 
but in this context we are hindering the progress of 
nurses through higher education. Systems become 
self-reinforcing, bureaucracy begets more bureaucracy, 
and some people validate their worth by creating 
roadblocks for others trying to achieve the same goals. 
We must, therefore, continue to ask the questions, “How 
am I a hindrance to someone else’s success? What is 
my program doing to facilitate the progress of nurses? 
What am I requiring of nurses that they have already 
proven by other means? How can I simplify the system? 
Am I the arterial plaque that others have to bypass in 
order to achieve career health?” 

Let’s embrace the articulation challenge. The self-
analysis will be therapeutic, leading to diagnoses of 
problems and plans of care that will improve the quality 
of life for nurses. As we move toward implementing 
a truly statewide articulation plan, let’s agree to 
detach ourselves from assumptions about what we 
have formerly thought must be, and begin instead to 
ask “Why not?” as we develop and respond to novel, 
inspirational solutions that will emerge if we let them.

IONE News

Join ONA Today!
Rates as low as $11.25 per month!
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The Importance of 
Nurse of the Day

Oklahoma Nurses Association’s Nurse of the 
Day program serves as an effective advocacy tool 
for nurses across the state to talk one on one with 
Legislators. Everyday of the legislative session a 
registered nurse has the opportunity to actively 
participate in the legislative process. The Nurse of 
the Day has the opportunity to visit with legislators, 
attend various committee meetings and assist in 
the First Aid station at the Capitol. So that those 
participating in the Nurse of the Day or Doctor of the 
Day program are not tied to the First Aid station, 
there is a paid ER Nurse that oversees the care 
provided. The program allows nurses to voice their 
thoughts and opinions on currently legislation that 
affects nurses and healthcare.

This program serves as an ideal time way 
to let nursing’s voice be heard! The Nurse of 
the Day will get a sense as to the respect and 
appreciation nurses have among legislators as 
they will hear related comments often while 
they are at the Capitol. Also it will provide an 
opportunity for nurses to learn more about the 
legislative process.

Now that the session has begun, many 
professional associations are trying to get legislators 
to take notice of their views. It is imperative that we 
have nurses to serve as Nurse of the Day. During 
the day the Nurse of the Day is introduced on the 
chamber floor at the beginning of the session 
and presented with a personalized certificate of 
appreciation. During the legislative session access 
to the chamber floor is reserved to a few privileged 
people, which includes the Nurse of the Day. This 
honor allows the Nurse of the Day beneficial one on 
one time with the legislators to discuss their views 
on current bills.

Please consider serving as Nurse of the Day 
sometime from February 5 to May 30. Nurses 
are the largest group of health care providers 
in the state. There are many issues that come 
before the Legislature that may affect the 
delivery of care, the nursing profession and 
nurses in general during the next session. It 
is imperative that Nurses are there to weigh 
in on these issues. The Oklahoma Nurses 
Association’s Nurse of the Day has proven 
thought the years that it provides visibility and 
an opportunity for nurses’ voices to be heard 
throughout the Capitol. Sign-up as Nurse of the 
Day using the form provided in this issue of the 
Oklahoma Nurse or on the ONA website www.
oklahomanurses.org.
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The Tobacco Free Nurses’ mission is to ensure that 
the nursing profession is prepared to actively promote 
health by reducing nurses’ barriers to involvement in 
tobacco control, including lack of education, smoking 
among professionals, and lack of nursing leadership. 
Nurses must be equipped to assist with smoking 
cessation, prevent tobacco use, and promote strategies 
to decrease exposure to second hand smoke. The 
Tobacco Free Nurses initiative accomplishes its mission 
through: 

1) Supporting and assisting smoking cessation 
efforts of nurses and nursing students;

2) Providing tobacco control resources for use in 
patient care;

3) Enhancing the culture of nurses as leaders and 
advocates of a smokefree society.

Tobacco Free Nurses Team 
Linda Sarna, RN, DNSc, FAAN; School of Nursing, 

University of California Los Angeles 
Stella Aguinaga Bialous, RN, MScN, Dr.PH; 

President, Tobacco Policy International, San Francisco 
Mary Ellen Wewers, RN, MPH, Ph.D, FAAN; College 

of Nursing, Ohio State University 
Erika Froelicher, RN, Ph.D, FAAN; School of Nursing, 

University of California San Francisco

QuitNet® and The Tobacco Free Nurses Brochure 
This is the first national initiative focused on 

providing support for nurses who smoke and 
establishing a framework for engaging nurses in 
tobacco use prevention and cessation. 

ANA News

Tobacco Free Nurses
Together with QuitNet we have created a smoking 

cessation site tailored for nurses and nursing students 
who want to quit smoking. From this site you can 
freely access QuitNet’s special Nurses section, where 
you’ll find tools and resources you can use to help 
quit smoking, scientific guides about quitting, expert 
counselors available to take your questions, and most 
importantly, other nurses like you who want to quit! 

Visit QuitNet® (see link below) to take advantage 
of your membership sponsored by the Tobacco Free 
Nurses project. 

This web site also has an extensive cessation 
resources for health professionals section, designed 
to provide you with smoking cessation information, 
research, international links, and information about 
trying to quit. 

For more information please visit www.
tobaccofreenurses.org.
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Brenda Priegel, BSN, RN
Graduate nursing student:

OUCN-Administration Pathway

What exactly is job satisfaction? And, to 
whom does responsibility for staff nurse (RN) job 
satisfaction belong: Administration/management? 
The professional staff RN? What exactly is 
engagement and to whom does the responsibility for 
staff RN job and organizational engagement belong?

Dr. Kupperschmidt (A.K.A. Dr. K.) made the 
assignment for us to seriously consider this issue 
within the context of the ANA Code of Ethics (2001). 
Armed with the assignment, due date, and Code of 
Ethics (and Dr. K’s opinion, which I will not share 
but I will tell you that I knew I was being a risk taker 
with how I was choosing to approach the assignment 
—something Dr. K. consistently encourages), 
I began. The ANA Code of Ethics provides the 
framework for ethical analysis and decision making 
for all professional nurses. According to the Code, 
under Provision 5.2 (p. 18), professional growth and 
maintenance of competence involves the control of 
one's own conduct in a way that is primarily self-
regarding. Maintenance of personal and professional 
competence affects one's self-respect, self-esteem, 
professional status, and the meaningfulness 
of work. "The control of one's own" is a powerful 
statement, especially in relation to "meaningfulness 
of work." The criterion maintenance of personal and 
professional competence relates more to engagement, 
defined as emotional involvement or commitment to 
the job/organization, whereas satisfaction means the 
fulfillment of a need or want (Webster's, 1995).

How does the distinction between engagement and 
satisfaction relate to the Nurse Executive (NE) role? 
Fulfilling needs and wants or fostering involvement/
commitment: Which is more likely to bring long-
term benefits to the organization? In my opinion, 
engagement suggests an employee will be committed 
and therefore concerned with the future of the 
organization. To complete the assignment, I chose to 
look outside of nursing to identify if other professions 
were grappling with this issue. Three studies in 
business administration literature were reviewed 
to explore the concept of engagement further. 
These researchers found that engagement is a 
personal responsibility supported by administrators’ 
who assure that certain elements are accessible 
to facilitate engagement. The following section 
discusses the studies and integrates the Code of 
Ethics as appropriate.

Study 1: Britt, Thomas, and Dawson (2006) 
studied Army Reserve Officer Training Corps cadets 
participating in a 5 week leadership assessment 
course. The focus of this study was the relationship 
between engagement and qualitative overload.

Hypothesis High levels of qualitative overload
  (QO) would have a greater effect on
  the rated performance of individuals 
  who were highly engaged in the 
  course.

Definitions	 •	QO	=	extent	to	which	individuals	
  feel that they have the skills and 
  knowledge needed to perform 
  effectively
	 •	Engagement	=	individual	feels	a
  sense of responsibility for and 
  commitment to a performance 
  domain so that performance 
  matters to the individual

Scale  5 item assessment tool measuring 
  whether the cadet believes he/she 
  "has what it takes" to succeed in the 
  course

Results Perception of a lack of skills 
  necessary for effective performance 
  has a stronger relationship with 
  actual performance among 
  individuals who are engaged 
  personally in the domain.

Application  ANA Code of Ethics 3.4 Standards
to nursing and Review Mechanisms: Nurse 

  administrators are responsible 
  for assuring that the knowledge and 
  skills of each nurse in the 
  workplace are assessed prior to the 
  assignment of responsibilities 
  requiring preparation beyond basic 
  academic programs (p. 13).

Study 2: Gorter and Hoogstraten (2008) studied 
dentists to investigate levels of job engagement and 
to determine which environmental job resources in 
particular could account for differences in dentists' 
engagement.

Hypothesis Job resources would relate   
  positively to job engagement. 

Definitions	 •	Engagement	=	characterized	by
  energy, involvement, and efficacy
	 •	Job	resources	=	aspects	of	job	
  that: 1) reduce job demands, 2) 
  function in achieving goals, 3) 
  stimulate personal growth
	 •	Examples	of	job	resources	=
  idealism/pride, immediate & long-
  term results, craftsmanship, 
  professional contacts, 
  entrepreneurship, patient care, 
  material benefits

Scale  Utrecht Work Engagement Scale: 
  measures 1) vigor, 2) dedication, 3) 
  absorption 

Results Certain aspects from the dentists' 
  work environment explained 
  differences in engagement scores: 
  idealism and pride they feel about 
  their profession, patient care, 
  professional contacts,    
  craftsmanship, and long-
  term patient results.

Application ANA code of ethics 4.4 Delegation
to nursing of Nursing Activities: Nurse 
  administrators should provide 
  appropriate orientation to staff, 
  assisting less experienced nurses 
  in developing necessary skills and 
  competencies and establishing 
  policies & procedures that protect 
  both the patient and nurse from 
  the inappropriate assignment or 
  delegation of nursing 
  responsibilities, activities, or tasks 
  (p. 17).

  Examples of job resources for 
  nurses = interdisciplinary 
  collaboration, thorough orientation, 
  mentors/preceptors, leadership 
  training, continued education to
  assure safe patient care, & long-
  term patient outcome/results

Study 3: May, Gilson, and Harter (2004) studied 
the relationship of three psychological conditions in 
employees' work engagement.

Hypothesis	 •	Job	enrichment	will	be	positively	
  related to psychological 
  meaningfulness (PM).
	 •	Supervisor	and	co-workers'	
  relations will be positively related 
  to psychological safety (PS).
	 •	Resources	will	be	positively	
  related to psychological 
  availability (PA).
	 •	PM,	PS,	and	PA	will	be	positively	
  related to engagement at work.

Definitions PM = Value of a work goal or 
  purpose judged in relation to an  
  individual's own ideals or   
  standards.
  PS = Feeling able to show and 
  employ one's self without fear of 
  negative consequences to self-  
  image, status, or career.
  PA = Individual's belief that he/
  she has the physical, emotional, or 
  cognitive resources to engage self at  
  work.

Scale  Researcher-designed questionnaire 
  integrating elements from the Job 
  Diagnostic Survey (JDS). The JDS 
  measures job enrichment in relation 
  to skill variety, task identity, task 
  significance, autonomy, and 
  feedback

Results Please see model in appendix 

Application ANA code of Ethics: 1.1 Respect 
  for human dignity: Nurses take into 
  account the needs and values of all 
  persons in all professional 
  relationships (p. 7). 
  1.5 Relationships with Colleagues:  
  Nurse values the distinctive   
  contribution of individuals   
  or groups and collaborates to meet  
  the shared goal of providing quality  
  health services (p. 9). 

From these studies, several implications related to 
staff RN engagement and the NE role can be drawn. 
NE's should be aware that engaged professional 
nurses will:

•	 more	closely	identify	with	the	success	or	failure	
of their unit;

•	 fear	failure	if	they	lack	the	knowledge/skills	to	
complete assignments;

•	 be	 positively	 influenced	 by	 available	 job	
resources; and

•	 require	 effective	 job	 designs	 and	 trustworthy	
relations with administration.

Studies show that even when nurses are 
engaged, real or perceived obstacles to effective job 
performance can lead to poor work performance. The 
following potential obstacles should be anticipated by 
NE's in order to prevent decreased productivity:

•	 factors,	 such	 as	 lack	 of	 communication,	
interdisciplinary collaboration, training, and 
effective leadership may prevent nurses from 
succeeding at a task; 

•	 knowledge	 that	 one’s	 skills/experience	 are	
inadequate for the assignment may decrease 
engagement and productivity; and

•	 perceiving	 that	 resources	 are	 inadequate	
for effective job performance may decrease 
engagement and productivity.

When these obstacles (real or perceived) are 
not adequately addressed, the engaged nurse 
may become overwhelmed and have a sense of 
hopelessness leading to turnover or decreased 
productivity.

In summary, satisfaction or engagement: Is 
there a difference? This author believes that most 
professional nurses begin new positions with the 
desire to commit and perform at their best. They 
are on the journey of becoming engaged with their 
job/organization. Why would the NE not want to 
encourage this desire and smooth the way for job 
engagement? When job satisfaction becomes the 
goal, the realization that everyone has different 
needs/wants (and these may change over the course 
of time) becomes overwhelming and frustrating. The 
focus of engagement emphasizes making resources 
available and allowing the nurse to make a conscious 
decision to be engaged. Job engagement allows for 
greater performance and leads to better patient 
outcomes, which is ultimately the goal for all health 
care providers.

Job Satisfaction? Engagement? Different or the Same?

Continued on page 19



March, April, May 2009 The Oklahoma Nurse  •  Page 19  •  

Figure 1. Steps to Facilitate Interdisciplinary 
Collaboration (Given and Simmons, 1977) 

Establish	new		 •	No	superior-inferior	basis	for
professional   interaction and decision making
interaction		 •	Cooperation	replaces	competition
patterns	 •	Mutual	trust	and	respect	replaces		
  the quest for power and control

Accept		 •	Status	and	prestige	affect
changes  interaction and collaboration
in	authority	 •	Acts	of	leadership	rather	than	one	
and status  leader are vital to team functioning
	 •	Agreement	on	goals,	
  communication with ongoing 
  feedback, and group interaction to 
  serve as the control mechanism in 
  providing patient services

Develop	modes		 •	Unclear	structure	boundaries	and
of conflict   roles within the team process will
resolution and   also contribute to conflict
decision	 •	Conflict	within	a	group	is	usually	
making  means-oriented rather than end-
  oriented
	 •	Conflict	resolution	is	one	issue	
  which should be addressed in the 
  formative stages

Figure 2. Factors Essential for True 
Interdisciplinary Collaboration (Schmalenberg, 
Kramer, King, et al., 2005).

Trust	 •	Knowing	the	other	person	has	
  integrity
	 •	Built	by	meeting	others'	
  expectations 

Respect	 •	Be	aware	of	what	the	person	has		
  to offer 
	 •	Look	past	personality	
  differences

Open		 •	Saying	what	is	meant	and		
communication  meaning what is said, not 
                           playing games
	 •	Put	the	issue,	not	ego	first

Teamwork	 •	Include	other	professions	and	
  personnel not just the nurse-
  physician dyad
	 •	Realize	the	power	in	the	team	
  vs. the individual

Acknowledgement:
The author thanks Dr. K for the challenge to 

seriously examine engagement within the role of the 
NE and her assistance with this manuscript. Her 
persistence and encouragement fostered the courage 
to broaden horizons.
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Appendix
May, Gilson, and Harter (2004)

Job Enrichment
Work role fit
Coworker relations
Meaningfulness
Supervisor relations
Safety
Coworker norms
Self-Consciousness
Resources
Outside activities
Availability
Engagement

Brenda Priegel, BS, RN and 
Betty R. Kupperschmidt, EdD, RN, NEA-BC. 

It seems that many nurses may not have a good 
working definition of collaboration. Discussions 
in the literature frequently center around issues 
such as is collaboration a competency that nurse 
leaders need? Is collaboration a formal process 
or can collaboration be more of an informal 
interaction? Is collaboration just another big word 
to describe teamwork? Although teamwork has 
been used interchangeably with the process of 
collaboration, collaboration is much more than 
teamwork. According to Nylen (2007), collaboration 
can be informal, consisting mainly of spontaneous 
communication among individuals or, alternatively, 
it can be more structured and pursued through 
regular meetings and/or involve the creation of 
formalized partnerships. 

The Institute of Medicine urges nursing, medicine 
and other disciplines to work together more 
effectively to identify needed patient care services. 
It is not uncommon for hostile relationships to 
develop when several clinical disciplines attempt to 
prioritize patient care services. This does not need 
to be the case. Given and Simmons (1977) break 
down activities necessary to aid interdisciplinary 
collaboration into the steps listed in Figure 1.

What must each team member bring to the table 
to facilitate collaboration? Given and Simmons (1977) 
list the following personal qualities and competencies 
as essential for effective interdisciplinary 
collaboration.

•	 Accept	differences/perspective	of	others
•	 Function	interdependently
•	 Negotiate	role	with	other	members
•	 Form	new	values,	attitudes	and	perceptions
•	 Tolerate	constant	review	and	challenge	of	ideas
•	 Take	risks
•	 Possess	personal	identity	and	integrity
•	 Accept	philosophy	of	care
Successful collaboration is vital to developing 

protocols, policies, and procedures, and decision 
making and priority setting. Successful collaboration 
in these situations is achieved through the process 
of correctly and clearly framing the issue or problem 
to be addressed (Ponte, 2004). To assure effective 
collaboration, when framing an issue the following 
steps should be taken:

1. Create the context
2. Describe the assumptions
3. Describe the criteria that must be met
4. Assert the principles guiding the decision
5. Present straw models for consideration
6. Define metrics that will demonstrate sustained 

improvement or resolution

7. Define a time period within which a decision 
can resonate with the group

8. Identify leadership for implementation, 
timetable, and monitoring

There is an abundance of available literature 
discussing the nurse leaders’ role in interdisciplinary 
collaboration. You may be asking: Is all this 
collaboration information really important to me if I 
am a staff nurse? The answer to that question is an 
emphatic YES! According to the ANA Code of Ethics 
(2001), collaboration is the ethical standard for all 
nurses. Provision 2.3 states as follows:

Nurses should actively promote the collaborative 
multi-disciplinary planning required to ensure 
the availability and accessibility of quality 
health services to all persons who have needs 
for health care. (p. 10)
From a nursing perspective, successful 

collaboration has been found to decrease costs 
and increase quality of health care (Lassen, et al, 
1997). With limited resources and an increasing 
aging population, professional nurses must be 
knowledgeable of effective methods to collaborate 
with other disciplines so that resources can be used 
more efficiently and effectively.

Flowing from their many years of studying nursing 
issues, Schmalenburg, Kramer and colleagues (2005) 
assert that the factors listed in Figure 2 are essential 
for true interdisciplinary collaboration to occur. 

In closing, collaboration is a complex concept 
that has received a lot of attention. Too frequently, 
the focus is mainly on the nurse administrator’s 
accountability to collaborate. However, collaboration 
is the responsibility of each professional nurse. Staff 
professional nurses can and must enhance their 
understanding of and ability to collaborate for the 
good of our patients. 

References
American Nurses Association. (2001). Code of ethics for 

nurses with interpretive statements. Silver Springs, MD.
Givens, B. & Simmons, S. (1977). The interdisciplinary 

health-care team: Fact or fiction? Nursing Forum, 16(2), 
165-184

Lassen, A. A., Fassbinder, D. M., Minton, S., et al. (1997). 
Nurse/physician collaborative practice: Improving health 
care quality while decreasing cost. Nursing Economics, 
15(2), 87-104

Nylon, U. (2007). Interagency collaboration in human 
services: Impact of formalization and intensity on 
effectiveness. Public Administration, 85(1), 143-166

Schmalenberg, C., Kramer, M., King, C., et al. 
(2005). Excellence through evidence: Securing collegial/
collaborative nurse-physician relationships, part 1. Journal 
of Nursing Administration, 35(10), 450-458

Collaboration: RX for Effective Interdisciplinary Relations

Job Satisfaction
(Continued from page 18)

Oklahoma Medical Reserve Corps, Oklahoma Department of Mental Health and Substance 
Abuse Services, the Oklahoma Nurses Association and Redlands Community College present

PSYCHOLOGICAL FIRST AID: THE ACUTE DISASTER 
INTERVENTION OF CHOICE

March 10, 2009 at Redlands Community College in El Reno

Purpose 
Psychological First Aid is the “acute intervention of choice” when responding to the psychosocial 

needs of children, adults, and families affected by disaster and terrorism

Target Audience
The target audience for this training is MRC volunteers, mental health providers, public health 

professionals, healthcare professionals, first responders, including fire and law enforcement 
officials, as well as clergy, educators and others who may be providing humanitarian services 
immediately post-disaster.  

Location
Redlands Community College
Conference Center – Rooms A-B-C
1300 S. Country Club Road
El Reno, OK  73036
20 min. west of OKC on I-40

There is no cost for this seminar; however, pre-registration is required.  Continuing Education 
is available for Psychologists, Social Workers, RN and Professional Counselors.  CLEET and EMS CE 
credit available.  Oklahoma Nurses Association is an approved provider of continuing nursing education 
by the Texas Nurses Association, an accredited approver by the American Nurses Credentialing Center’s 
Commission on Accreditation.  

More information available on the ONA website, www.oklahomanurses.org and the ODMHSAS website, 
www.odmhsas.org or e-mail Sherry Wietelman, wietelmans@redlandscc.edu or call 405-422-1465

Time
Registration begins at 8:00 a.m.
Seminar starts at 9:00 a.m. 
Seminar finished about 4:30 p.m.

Instructors
Thomas R. Thomson, M.Ed., LPC, CPM. 
Loren N. M. Stein, RNC, MSN, BSN
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Becky Reinholz, BS, RN, Clinical Manager, 
PICU & Jimmie K. Cash, MS, RN, NEA-BC Exec.
Dir Patient Care Service, CNE of Saint Francis 

& Betty Kupperschmidt, EdD, RN, NEA-BC, 
Associate Professor, OUCN

Introduction
The Joint Commission (JC) mandates that 

hospitals must have a policy addressing staff/
employee bad behavior effective January 1st, 
2009. The purpose of this article is to provide a 
brief overview of selected authors’ thoughts about 
bad behavior and unhealthy or abusive work 
environments. The article culminates with strategies 
to address bad behavior using Kotter’s 8-step Model. 

Bad Behavior Defined
Webster (2004) defines bad as failing to reach 

an acceptable standard. Behavior can be defined 
as the response of an individual or group to their 
environment. From an operational perspective, bad 
behavior can be seen as an individual or group that 
fails to meet acceptable standards set by workplace 
policies, regulatory agencies, professional practice 
guidelines and legal governing bodies. The groups 
are inclusive of MDs, RNs, and ancillary service 
personnel. Currently, under this JC mandate, a 
major emphasis seems to be physician bad behavior. 

The term disruptive behavior is also used. 
Disruptive behavior refers to behavior identified as 
yelling or raising voices, disrespect, condescension, 
berating colleagues, and use of abusive language 
(Rosenstein, 2002). 

Institute of Medicine (IOM) and Institute of Safe 
Medication Practice (ISMP)

The IOM and ISMP, two national groups intimately 
involved in health care issues, refer to bad behaviors 
as intimidation ranging from subtle to explicit 
threatening behavior, including condescending 
language to verbal abuse to threatening body 
language. These organizations decry intimidation, 
noting that physicians, pharmacists, and nurses 
are guilty of behaviors classified as intimidation. 
Literature published by these organizations show 
that intimidation clearly impacts patient safety 
through unsafe medication practices. 

Horizontal Hostility
In addition, there is a growing body of nursing 

literature addressing horizontal hostility and 
bullying among nurses. The result of this behavior 
is an unhealthy work environment, increased 
turnover, and an increase in medical errors. It is a 
sad but true statement that a number of physician 
and professional nurse interactions frequently can 
be classified as bad behavior, and nurse to nurse 
interactions classified as horizontal hostility. In the 
following paragraphs, a number of strategies are 
proposed to address bad behavior. 

Thoughts on Addressing Bad Behavior
Application of Kanters Theory of Organizational Power

Upenieks (2002) used selected aspects of Kanter’s 
model of power in organizations to address successful 
nursing leadership that apply here. She noted that 
under structure of power, the formal power structures 
to consider are the physician leadership and the 
Nurse Manager, as each has power as a result of 
their positions. Informal power is best represented 
as potential power when physicians form an alliance 
with nursing. These alliances dispelling the myth 
that many physicians view middle management as 
a nuisance rather than a potential source of power 
to affect positive patient and staff outcomes. Under 
Kanter’s structure of opportunity, Upenieks (2002) 
noted that both nursing and physician must be seen 
as supportive of each profession’s goals. 

ANA Code of Ethics
The ANA Code of Ethics (2007) speaks directly 

to nurses’ expected behavior as members of a 
profession. Specifically, Standard 1.5 notes that 
professional nurses (RNs) are to avoid any prejudicial 
actions, any forms of harassment or threatening 
behavior, or disregard for the effect of one’s actions 
on others. Standard 6 asserts professional nurses’ 
are responsible for attaining and maintaining work 
environments consistent with the values of the 
profession. 

Laws Addressing Abusive Work Environments
Key behaviors that result in abusive or unhealthy 

work environments are comprised of bullying, verbal 
abuse, humiliation and intimidation. Abusive work 
environments can cause physical or psychological 
harm. Oklahoma is the 2nd state to pass an Abusive 
Work Environment Act (House Bill 1467). Employer 
liability under this act can be as high as $25,000 
if the agency is found guilty of an abusive work 
environment. Pulling the above information into a 
coherent whole leads to the potential to successfully 
address bad behavior by being fully informed about 
what constitutes bad behavior and to consider 
Kotter's Model as a key strategy to address and 
change this behavior. 

Kotter’s Model proposed as a strategy to address a 
culture of safety

Kotter’s Model (Campbell, 2008) is very direct 
and cogent. Steps are comprised of creating a sense 
of urgency; building a guiding coalition; developing 
a common vision; communicating the vision; 
empowering individuals; celebrating short-term wins; 
consolidating improvements; and institutionalizing 
new approaches. The JC lends credence to the urgent 
need to expect physicians (and nurses) to behave 
differently. A coalition is formed based on individuals 
with relevant knowledge, credibility, formal authority, 
and leadership skill. A vision for a culture of safety 
with emphasis on behavior management, quality, 

and performance improvement must be developed 
and communicated. The vision must be seen as 
cohesive and compelling. Common language should 
be used to communicate a culture of safety among 
the diverse disciplines and individuals. 

Staff, especially professionals, must be empowered 
and held accountable to take action against bad 
behavior. Empowerment strategies comprise 
carefronting (Kupperschmidt, 2006) and team 
building. Short term wins should keep the urgency 
alive for change to occur and lessen the potential 
that negative team members opposing the change 
from gaining momentum. Improvements can be 
consolidated by establishing initiatives that unite 
staff to work towards a culture of safety, and new 
approaches to a healthier work environment can 
be institutionalized by recognizing and rewarding 
accomplishments. 

Summary
In summary, bad behavior is prevalent in many 

acute care settings. Kupperschmidt (2006) once 
asked if it would take a mandate from a regulatory 
agency to get nurses to address horizontal hostility. 
Perhaps the answer to that question is “Yes” and 
we now have that mandate. Nursing Managers and 
Executives are challenged to demonstrate competence 
in effective behavior management. Role modeling 
integrity by adherence to standards and governing 
policies motivates employees to follow such examples. 
Inspiring environments that allow professionals to 
share talents and skills in a “safe” culture of practice 
promotes healthy work environments and defines 
successful behavior management. 
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Thank You for Becoming a Member
Your Membership Counts

ONA is the professional association for all 
Registered Nurses in Oklahoma. It is a community 
of nurses across all specialties and practice settings 
working to promote the profession of nursing. 

Membership makes our community possible!
Because of members like you, ONA will continue 

working as a community to address the issues that 
face nursing on a daily basis as well other issues of 
importance – nurse-force numbers, workplace safety, 
standards of care, scope of practice and patient 
safety.

Spring Membership Incentives of the 2009 
Membership Drive 

Win a FREE Gym Membership* When You Join 
ONA in January or February*

or
When you Refer Two New Members*

We are currently recruiting Fitness Centers in the 
Oklahoma City Region to participate in the January/
February Membership Drive. So far, over twenty 
memberships to area fitness centers have been 
donated. ONA is making the memberships available, 
first come, first serve basis. If the fitness center 

Wondering why you should become a member of 
the Oklahoma Nurses Association? Similar to the 
reason we try to eat as many fruits and vegetable 
as we can each day. It’s good for us individually 
and professionally! As a member you have access 
to things that matter most and make a difference 
in your daily life. From workplace advocacy to 
discounts on books, shoes, and scrubs, we have 
what matters to you. 

ONA works for nurses and patient concerns 
through your participation as a member. Our 
strength is in our numbers when we want to make 
change happen. Membership dues are collected 
and pooled together to deliver outstanding service, 
strength, protection, and community for ALL 
nurses in Oklahoma. 

The Oklahoma Nurses Association does this for 
you!

•	 Protecting nursing practice. ONA works 
to ensure that nursing priorities are 
incorporated into legal and regulatory 
decisions affecting you.

•	 Strengthening the voice of nurses. ONA is 
a powerful political advocate. We actively 
support legislation to advance nursing 
practice, provide guidance on new laws 
impacting nursing, and educate lawmakers 

You are Invited!
and other policy makers about nursing 
priorities.

•	 The Oklahoma Nurse. ONA’s quarterly 
publication keeps you informed of 
legislation, changes in practice and current 
events affecting your profession.

As a member you receive these other 
valuable benefits:

•	 The American Nurse, ANA’s official 
publication

•	 American	Journal	of	Nursing
•	 Access	to	information	on	ONA’s	web	site
•	 Continuing	 education	 opportunities	 at	

regional, state and national levels
•	 Discounts	 to	 ONA-sponsored	 continuing	

education programs
•	 Money	 Saving	 offers	 on	 Name	 Brands	 &	

Retailers
•	 Substantial	discount	on	ANCC	certification
•	 Reduced-cost	life	insurance	and	professional	

liability programs
•	 Retirement	savings	programs	
•	 And many more benefits!

To learn more about the benefits of being an 
ONA member, give us a call at (405) 840-3476 
or go online to www.oklahomanurses.org.

Membership Drive 2009 Oklahoma Nurses Association
Empowering Oklahoma Nurses to Improve Healthcare

membership incentive is successful, we hope to 
expand the promotion to other regions. Please email 
us information about fitness centers in your area so 
that we can ask them to participate.

How It Works:
The American Nurses Association handles the 

membership registration, dues, and billing for the 
Oklahoma Nurses Association. To activate your ONA 
membership, call 1-800-923-7709 or go online to 
www.nursingworld.org and click join. 

New Members: Once you have subscribed online 
or over the phone call or email the ONA office with 
your name and membership ID number. After your 
new membership and membership history has been 
verified, the ONA Membership Coordinator will send 
you the Gift Certificate for Free Membership at the 
Fitness Center of your choice as available. (New 
Members are defined as individuals that have not 
been a member with ONA in the last 12 months.)

Referrals: Once the two or more nurses you have 
referred are registered as members send an email or 
call the Membership Coordinator with their names 
and/or membership IDs for verification. After the 
information is confirmed, we will mail/email you a 
Gift Certificate for Free Membership at the Fitness 
Center of your choice as available.

Learn More: Go online to the Oklahoma Nurses 
Association website www.oklahomanurses.org to see 
the list of available fitness center memberships and 
discounts.
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6414 North Santa Fe, Suite A • Oklahoma City, OK 73116-9114 • Phone: 405-840-3476 • 1-800-580-3476 • Fax: 405-840-3013
Please type or print clearly. Please mail your completed application with payment to: ONA.

Last Name _________________________________________ First Name ______________________________________ Middle Initial  ___________

Street or PO Box Number ______________________________________________________________________________________________________________

City _________________________________________________________________ State_______Zip_________________ County ____________________

Last Four Digits of Social Security Number _________________ Email _____________________________________________________________________

Home Phone ________________________________Work Phone______________________________ Cell Phone  ______________________________

Home Fax __________________________________ Work Fax _________________________________ Pager  _________________________________

Employed at _____________________________________________________________  as ___________________________________________________

Employer’s Address ___________________________________________________________________________________________________________________

Academic Degree(s) _______________________________________________________________  Certification(s) _________________________________

Graduation from basic nursing program (Month/Year)_______/_______ RN License # State________________ Date of Birth ______/______/_______

Membership Categories (please choose one category)

❏  ANA/ONA Full Membership Dues
  Employed full or part-time $22.00 per month or $258.00 annually. Includes membership in and benefits of the American Nurses 
  Association, Oklahoma Nurses Association and the ONA District Association.

❏  ANA/ONA Reduced Membership Dues
  Not employed RNs who are full-time students, newly-licensed graduates, or age 62+ and not earning more than Social Security allows 
  $11.25 per month or $129 annually. Includes membership in and benefits of the American Nurses Association, Oklahoma Nurses 
  Association and the ONA District Association.

❏  ANA/ONA Special Membership Dues
  62+ and not employed, or totally disabled $5.88 per month or $64.50 annually. Includes membership in and benefits of the American 
  Nurses Association, Oklahoma Nurses Association and the ONA District Association.

❏  ONA Individual Membership Dues
  Any licensed registered nurse living and/or working in Oklahoma $10.92 per month or $125.00 annually. Includes membership in and 
  benefits of the Oklahoma Nurses Association and the ONA District Association.

American Nurses Association Direct Membership is also available. For more information, visit www.nursingworld.org.

Communications Consent
I understand that by providing my mailing address, email address, telephone number and/or fax numbers, I consent to receive communications 
sent by or on behalf of the Oklahoma Nurses Association (and its subsidiaries and affiliates, including its Foundation, District and Political 
Action Committee) via regular mail, email, telephone, and/or fax.

Signature _________________________________________________________________________________________  Date_________________________

Dues Payment Options (please choose one)

Oklahoma Nurses Association Membership Application

SIGNATURE REQUIRED BELOW
❏ Automatic Monthly Payment Options

This is to authorize monthly electronic 
payments to American Nurses 
Association, Inc. (ANA). By signing 
on the line, I authorize ONA/ANA to 
withdraw 1/12 of my annual dues and any 
additional service fees from my account.
*SEE AT RIGHT

__________________________________
Automatic Monthly Payment Authorization Signature

❏ CHECKING ACCOUNT: Please 
enclose a check for the first month’s 
payment, which will be drafted on or 
after the 15th day of each month using 
the account designated by the enclosed 
check.

❏ CREDIT/DEBIT CARD: Please 
complete the credit card information at 
right and this credit card will be debited 
on or after the 1st of each month (VISA 
and MasterCard Only).

❏ Annual Payment
Make check payable to ONA or fill out 
credit card information below.

SIGNATURE REQUIRED BELOW
❏ Automatic Annual Credit/Debit Card 
  Payment

This is to authorize annual credit 
card payments to American Nurses 
Association, Inc. (ANA). By signing below 
I authorize ONA/ANA to charge the credit 
card listed below for the annual dues on 
the 1st day of the month when the annual 
renewal is due.
*SEE AT RIGHT

__________________________________
Automatic Annual Payment Authorization Signature

Charge to My Credit/Debit Card
❏ VISA (Available for Annual or Monthly Draft Payments)

❏ MasterCard (Available for Annual or Monthly Draft 
Payments)

Number ____________________________
Exp. Date ___________________________
Verification Code ____________________
Signature ___________________________

* By signing the Automatic Monthly 
Payment Authorization or the 
Automatic Annual Credit Card Payment 
Authorization, you are authorizing ANA 
to change the amount by giving the 
undersigned thirty (30) days advance 
written notice. Undersigned may cancel 
this authorization upon receipt by ANA 
of written notification of termination 
twenty (20) days prior to deduction 
date designated above. Membership 
will continue unless this notification is 
received. ANA will charge a $5.00 fee for 
any returned drafts or chargebacks.

ONA/ANA Dues
Membership Categories

ANA/ONA Full Membership Dues—Employed 
full or part-time $22.00 per month or $258.00 
annually. Includes membership in and benefits of 
the American Nurses Association, Oklahoma Nurses 
Association and the ONA District Association.

ANA/ONA Reduced Membership Dues—Not 
employed RNs who are full-time students, newly-
licensed graduates, or age 62+ and not earning 
more than Social Security allows $11.25 per 
month or $129 annually. Includes membership in 
and benefits of the American Nurses Association, 

Oklahoma Nurses Association and the ONA 
District Association.

ANA/ONA Special Membership Dues—62+ 
and not employed, or totally disabled $5.88 per 
month or $64.50 annually. Includes membership 
in and benefits of the American Nurses 
Association, Oklahoma Nurses Association and 
the ONA District Association.

ONA Individual Membership Dues—Any licensed 
registered nurse living and/or working in Oklahoma 
$10.92 per month or $125.00 annually. Includes 
membership in and benefits of the Oklahoma Nurses 
Association and the ONA District Association

American Nurses Association/Oklahoma Nurses Association 
Membership—It’s Your Privilege!


