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The 2013 INA Fall 
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WHERE: Boise Hotel & Conference 
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 Boise, Idaho
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 available on the INA website at 

http://idahonurses.org
Exhibitor opportunities also available
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our website:

www.IdahoNurses.org

Member 
Spotlight

Sandra Nadelson

Sandra G. Nadelson, RN, MSN, Med, PhD, CNE, 
INA Member Since 2013

I am a faculty member 
at Nevada State College, 
Idaho State University, and 
Georgetown University. I 
have been a nurse for over 
twenty years, working in 
several different areas of 
nursing including neonatal, 
hospice, and legal defense. I 
love education and have been 
a teacher at the high school, 
undergraduate, and graduate 
levels. I am currently a board 
member of the INA. I hope to 
build the nursing leaders of the future. 

In what ways has membership in INA been valuable to 
you? 

Being a part of INA helps me stay connected to what 
is happening in this state and others. Plus, through being 
informed I can help improve nursing and health care in 
Idaho.

Why would you encourage other RNs to join INA?
INA provides opportunities to build leadership 

skills, network with others, and improve health 
care delivery in Idaho.

Vanessa Klaus

from the President...
Vanessa Klaus

There are so many exciting developments on the 
horizon for nursing professionals in our great state. I 
recently had the honor of attending the Idaho Nurse Action 
Coalition Summit as well as the Nurse Leaders of Idaho 
annual leadership conference. It was such a rejuvenating 
experience to interact with and learn from the experts 
and leaders in our profession. Coming together to share 
recent developments, plan for our future, and formulate 
strategies for achieving excellence and advancement in our 
healthcare environment were all foci for the two events. I 
find myself in awe of the talented individuals who are the 
driving forces in moving our state toward the truly “health 
focused” transformation that is unfolding as a result of 
their committed efforts. 

I am a staff nurse in a very 
busy recovery room at St. 
Alphonsus Regional Medical 
Center in Boise. Like many of 
you, I’m part of an incredible 
team that works around the 
clock to care for our patients and families. We strive to do 
our very best with an awareness of efficiency. We cover 
call shifts and support one another when the challenges 
of life pull one of us away from our profession to attend 
to family, friends, or to take a well-deserved and badly 
needed break. I had coordinated my schedule to be able to 
attend the summit and conference. When the week arrived, 
however, between short staffing and exhausting overtime 
I was tempted to forego the summit and conference and 
claim the time for myself. As I was driving home from 
work, I saw a bumper sticker that jolted me to my senses. 
It read, “Comfortably Numb.” I don’t want to be that, 
I thought! Instead, I chose to follow through with my 
commitment to my colleagues. I was so very glad that I 
did! 

I saw many of the same tireless, dedicated, and ever-
energetic leaders that I respect so very much: Margaret 
Henbest, Val Greenspan, Sandie Nadelson, Julie Marcum, 
Lori Stinson, and so many amazing individuals who 
continue to give of their time, talent, and resources 
in support of nursing. One of the speakers at the 
conference was Pat Polansky, the director of policy and 
communications for the Center to Champion Nursing in 
America. She is an advocate for nursing and a champion 
of health care reform. She shared a quote from Margaret 
Mead that I found refreshing:

“Never doubt that a small group of thoughtful, 
committed citizens can change the world; indeed, it is the 
only thing that ever has.”

She also shared a quote of her own:
“Step up, step out, and make things happen- recommit 

yourselves to leading.”
I hope this edition of RN Idaho finds you well as you 

enjoy these last days of summer!
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Mark your Calendar for the Big Event!
Idaho Nurses Association 2010 Spring Conference

“Promoting a Healthy Idaho”April 29-30, 2010
St. Luke’s Regional Medical Center–Boise, Idaho

Presented by:

Idaho Nurses Association • Idaho Public Health Association • Idaho Rural Health Association

With support from: 
Idaho Area Health Education CenterThursday, April 29thINA House of Delegates Meeting ReceptionFriday, April 30th

Spring Conference
Featured Speakers Include:

• Carol Moehrle, RN, Director, Idaho North Central District Health Department

• Carmen Nevarez, MD, MPH, President-elect, American Public Health Association and Public Health 

Institute Medical Director and Vice-President of External Relations
Visit http://idahonurses.org for additional 

information and to register.
Also see article on page 5.

Contact hours for this continuing nursing education activity have been submitted to the Washington State 

Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission 

on accreditation. Please contact Marilyn Floyd at the Idaho Nurses Association for more information about 

contact hours for this event.

Join INA TodayWe need you!Membership application

http://nursingworld.org/joinana.aspx

CHARTING IDAHO 
NURSING HISTORY

Verlene Kaiser Randall Hudspeth

EssEntial

stD Exam skills
13.2 CNE

September 25-26,
2013

Pendleton, OR
Cost $200

For information as it 
becomes available, 

visit us online or call:
www.seattlestdhivptc.org

(206) 685-9850
seaptc@uw.edu

The Seattle 
STD/HIV Prevention 

Training Center
presents

stD UpDatE
with Optional Clinical 

Practicum

13.8 CNE
(8.7 in pharmacology)

September 17-18, 2013
Boise, ID
Cost $100
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Airforce.com/Healthcare

800-588-5260

Just because you move from one nursing specialty to another doesn’t mean you’re 
less valuable. In fact, we think it broadens your skills with new experiences and 
knowledge that can make you even more valuable. That’s why in the U.S. Air Force, 
you’ll have the opportunity to practice in a variety of clinical and nonclinical nursing 
areas without sacrificing your pay level or officer rank.

Colorectal Cancer 
Screening Saves Lives 

“Now THAT I understand.

If you’re over 50, 
get tested for 

colorectal cancer. 

“



August, September, October 2013 RN Idaho  •  Page 3

INA welcomes the following new members who 
joined March 1, 2013 through May 31, 2013:

Yvette K. Boyce
Jessica Carlyle
Wendy De Blaquiere
Kim Froehlich
Kourtney Holder
Seth G. Hurd
Angela L. Johnson
Carrie Kralicek
Brett McAllister
Kylie M. McDougall

Julya L. Miner
Kelly A. Moore
Laura E. Patten
Vanessa Potoski
Kalise Price
Sally Rowse
Maxine Sundman
Reta Sutton
Desiree Uhrig

In Memoriam
INA is pleased to honor deceased registered nurses 

who graduated from Idaho nursing programs and/or 
served in Idaho during their nursing careers. Included, 
when known or when space allows, will be the date 
when deceased and the Idaho nursing program. 
The names will be submitted to the American 
Nurses Association for inclusion in a memoriam 
held in conjunction with the House of Delegates. 
Please enable the list’s inclusiveness by submitting 
information to ed@idahonurses.org 

Bourbonnais, T. Louise Barr Rathke, 05/02/2013- 
Louise will long be remembered for her kindness. 

Cline, Vivian L., Boise Junior College, 05/18/2013- 
Early in her career Vivian became one of the few 
nurse anesthetists in Idaho. 

McAllister, Barbara A., 05/16/2013- Barb devoted 
her life to helping others.

McCluey, Leona Elwood, St. Alphonsus School of 
Nursing, 06/10/2013- A New York model and actress, 
Leona became a Second Lieutenant in the Army in 
1945.

Mosman, M. “Elaine” Hughes, St. Luke’s School 
of Nursing, 02/22/2013- Elaine was a pioneering nurse 
at St. Luke’s Hospital until her marriage.

Neely, Irene Rankin, 05/22/2013- Irene was once 
the private duty nurse to Laura Moore Cunningham, 
and had many fond memories of that time.

Robinson, Steven R., Boise State University, 
01/23/2013- A tireless patient advocate, Steve was 
passionate in everything he did.

Thompson, Arlene M., 03/04/201- She led a rich 
life and was unselfish in every way. 

Willmorth, Josephine L., 03/15/2013- Jo 
exemplified a life filled with love, music, humor, and 
encouragement.

Program for Recovering Nurses

Addiction Intervention and Recovery Services for 
Nursing Professionals

There are two different treatment tracks into 
our recovery program:

Self-Referral: A nurse, or agent of the nurse (colleague, family 
member, friend, or employer) may contact the PRN if the nurse 
has not been reported to the Idaho State Board of Nursing.

Nursing Board Referral: The Idaho State Board of Nursing 
will refer a nurse, if a formal complaint has been filed or if 
the nurse has voluntarily surrendered his/her license to the 
Board of Nursing.

For immediate assistance, please call us at 866-460-9014

www.southworthassociates.net
School of Nursing

(208) 282-2132  • www.isu.edu/nursing

The Doctor of Nursing Practice 
degree program will prepare 

the graduate for 
practice in the Family 

Nurse Practitioner role with an 
emphasis on innovation and 
evidence based practice. The 
application is available at 
www.isu.edu/nursing/dnp.shtml.

The Ph.D. in Nursing program 
will prepare graduates to conduct 

independent research, 
collaborate as scholars, 

and educate for improving health 
and health care globally. The 
application is available at
www.isu.edu/nursing/phd.shtml

DOCTORAL 
NURSING DEGREES

Ph.D.

MS and BSN options are also available at ISU School of Nursing.

N O W  O F F E R E D  A T  I D A H O  S T A T E

D.N.P

Boise State is a progressive learning-oriented, student focused university dedicated to academic 
excellence. At Boise State you will find an academic community that values diversity and prepares 
students to become leaders in nursing.

For over 55 years, the School of Nursing has been recognized as the largest Nursing program in Idaho 
promoting excellence in teaching, research, and service.

A variety of courses and program options are available to fit your needs:

•	 A	student-friendly	RN-BS	program	taught	entirely	online	for	nurses	who	want	to	complete	
their	BS	degree	in	nursing.

•	 Unique	Masters	program	taught	entirely	online.	Focused	on	nursing	care	of	populations.	
Nurses	manage	and	coordinate;	yet	few	programs	prepared	us	to	look	at	aggregates	of	
populations	to	make	data	based	decisions.

We invite you to contact us to determine 
if Boise State’s School of Nursing is the 
right fit for you.

Becky White, Student Recruiter
208-426-4632
Beckywhite1@boisestate.edu

D I S C O V E R  B O I S E  S TAT E  U N I V E R S I T Y

Idaho Sound
Beginnings
Early Hearing Detection
& Intervention

Congratulations INA on 
another successful year!

Babies can’t tell us they can’t hear, but hearing problems 
can now be found in the first months of life.

You can make a difference!

Ensure all babies have a hearing screen.

For more information, please call 
Idaho Sound Beginnings at (208) 334-0829.

39 OFFICIAL 
STATE NURSING 
PUBLICATIONS

nursingALD.com
• Jobs • Events 

• Banners

Advertise with ALD 
to reach the best & 

most qualified Nursing 
Professionals!

800.626.4081
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April E. Byrd, RN, BSN

Vitamin D is an easy, safe, and economical supplement 
that will help prevent falls in the elderly as well as help 
eliminate the detrimental and costly effects that follow 
a fall. Older people are at increased risk of developing 
vitamin D deficiency due to several factors: decreased 
dietary intake, diminished sunlight exposure, reduced skin 
thickness, impaired intestinal absorption and impaired 
hydroxylation in the liver and kidneys (Tinetti, 2003). Fall 
injuries are the most common cause of pain and death in the 
elderly. The financial costs are staggering as are the mental 
and physical repercussions on the patient and family after a 
fall has occurred (Currie, 2008). Although there are many 
factors associated with a fall, an easy preventable measure 
that is cost effective and can begin to help the problem today 
would be vitamin D (World Health Organization, 2007). 

Because people are living longer, people are at risk for 
developing vitamin D deficiency as mentioned above, as 
well as being at risk for falling. Falls are a common and 
serious cause of morbidity and mortality in the elderly. 
According to The World Health Organization (2007), 
approximately 28-35% of people aged 65 and older fall 
each year, increasing to 32-42% for those over 70 years 
of age. In the New England Journal of Medicine, Tinetti 
(2003) purports, “Every year 30% of persons aged 65 and 
older experience a fall, and that rate increases to 50% in 
persons aged 80 and older. Increased risk of falling causes 
admissions to hospitals due to required medical attention 
(20%) and fractures (10%)” (p. 43). These injuries then 
increase the number of nursing home admissions. 

According to Currie (2008), “In the year 2000, there 
was $19 billion in healthcare spending on falls” (p. 1). 
Vitamin D deficiency can decrease muscle mass and muscle 
strength; however, supplementation has been shown to 
improve muscle strength, function, and balance. An ounce 
of prevention is worth a pound of cure is an appropriate 
colloquialism with regard to vitamin D supplementation in 
those aged 65 and older. 

A review of the literature was performed. The search 
conducted included articles published in the last seven years 
from CINAHL, Cochrane Database of Systemic Reviews, 
EMBASE, Google Scholar, Medline (Pubmed), and Science 
Direct. CINAHL subject terms used were: vitamin D, falls 

Vitamin D Supplementation and Falls 
in the Elderly

and then the subheadings: vitamin D deficiency, vitamin 
D, ergocalciferol, cholecalciferol, and accidental falls were 
checked. The majority of the studies are randomized control 
trials with the exception of one cohort study, and one cross 
sectional study. There was a Meta analysis as well as a 
systematic review and Meta analysis that studied the two 
types of vitamin D: D2 and D3 in various aspects of the 
elderly with respect to falls. There is a lot of research with 
regards to vitamin D and falls, and there are approximately 
three ongoing randomized control trials that were found 
during the research on this paper. The strength of the 
evidence is high and because the research has confirmed 
a relatively free side effect and an inexpensive method 
to reduce the risk of falls, several other studies are being 
completed to test the exact dosages and type of vitamin D 
useful for reducing the risk of falls. 

Vitamin D can be easily instituted into the medication 
regiment of any elderly person at risk for falling. Seven 
hundred IU and above is the current recommended dose 
based on research found in the majority of these studies. 
Above 1000 IU is irrelevant when it comes to falls in the 
elderly. The current standard dose tends to be around 800 
IU for most patients. The research also shows that the 
current vitamin D levels that benefit most elderly people 
with this treatment are 50nmol/L (Tinetti, 2003). Elderly 
people with vitamin D levels greater than 50nmol/L do not 
receive the significant benefit of fall reduction like those 
people shown in the studies as below 50nmol/L (Tinetti, 
2003). As a result of these findings practitioners should be 
encouraging patients at risk for falls to take 800 IU vitamin 
D3 per day. Annual monitoring of calcium levels, as well 
as more frequent monitoring with any change in diet, 
medication, or health status would be required. 

References
Currie, L. (2008) Fall and Injury Prevention: Advances 

in Patient Safety. Rockville, MD: Agency for Healthcare 
Research and Quality.

Tinetti, M. (2003). Preventing Falls in Elderly Persons. 
The New England Journal of Medicine, 348(1), 42-49. Doi: 
10.1056/NEJMcp020719.

World Health Organization. Aging and Life Course. 
(2007). Global Report on Falls Prevention in Older Age. 
Geneva, Switzerland: World Health Organization.

Old Age in the 
Garden of Youth

Submitted by Maria L. Daily, RN
April 18, 2013

When all the pretending is over
And all the facades have been tried

We see each other bare naked
Every bulge, every wrinkle, 

nothing to hide.

We stand there struck speechless,
Color drained out of our face,

Our laughter rings hollow,
Suddenly our face is beet red.

How humbling old age is,
To those at the “fountain of youth”

Reveling in youth’s “glory”
Until with age they are stooped!

Life Care Center of Post Falls, located near 
Spokane, Wash., among the scenic lakes and 
mountains of northern Idaho, provides skilled 
nursing care and inpatient and outpatient 
rehabilitation services. Close to many 
attractions, such as ski resorts, golf courses 
and the world’s longest gondola.

Now hiring RNs and LPNs
Full-time positions

Current license and CPR certificate upon hire.

Benefits include: Health, Dental, Vision, 401K

Contact echo_noete@lcca.com
208-777-0318 • Fax 208-777-0328

Apply in person at
460 N. Garden Plaza Court, Post Falls, ID 83854

www.lcca.com
EOE

Contracting for RNs & other Health Professionals
For Educator/Consulting Positions throughout Idaho

Minimal, flexible monthly schedule
http://idahoaeyc.org for description and application

Daleen Nelson 208-338-4727
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Janet V. Willis, RN, BSN, Assistant Director, 
Nursing Education, janet.willis@ va.gov 

Jared Bernotski, BA, Instructional Systems 
Specialist, jared.bernotski@va.gov

Center of Excellence in Primary Care Education
Boise Veterans Affairs Medical Center, 

Boise, Idaho 

In an effort to increase access, coordination, and 
continuity of care, the U.S. Department of Veterans Affairs 
(VA) is converting its primary care health system to Patient-
Aligned Care Teams (PACTs), which according to Klein 
(2012) are virtually synonymous with Patient Centered 
Medical Homes (PCMH). The Boise Veterans Affairs 
Medical Center (BVAMC) stands at the forefront of 
this conversion as one of five competitively selected VA 
Centers of Excellence (CoEs) in Primary Care Education 
that educate interdisciplinary teams of providers and 
trainees about this new model of healthcare (“VA Centers 
of Excellence in Primary Care Education,” n.d.). 

After explaining team-based care practices that have 
made the BVAMC CoE’s PACT team effective, e.g. a 
Protocol for Nurse Care Managed Hypertension Consults 
and Motivational Interviewing (MI), we will focus on the 
BVAMC’s PACT Interdisciplinary Care Update (PACT 
ICU) and how nurses play a vital role in improving high-
risk patient outcomes and team-based care. 

Patient-Aligned Care Teams
While the “T” for “team” forms PACT’s last letter, 

developing the capabilities of interdisciplinary teams 
stands out as central to their success. In terms of structure, 
the PACT primary care team consists of the Veteran 
patient along with the interdisciplinary staff (clinical 
and administrative) necessary to promote the patient’s 
wellbeing. Notice that listing the patient as the first team 
member is intentional; a rising tide of evidence supports 
increased quality improvement, patient satisfaction, and 
a potential decrease in hospital costs due to fewer hospital 
visits and readmissions when patients take an active role 
in their care (Bodenheimer, Edward, & Crumbach, 2002; 
Robinson, Callister, Berry & Dearing, 2008; Barrett, 
Curran, Glynn & Godwin, 2007).

On the part of providers and associated staff, the PACT 
team is comprised of the core team and the expanded team. 
The core team (which the VA calls a “teamlet”) consists 
of the patient’s provider, an RN care manager, a clinical 
staff assistant, and an administrative staff member. The 
expanded team provides support as needed and includes 
behavioral health clinicians, pharmacists, social workers, 
and specialty providers. The RN care manager serves in one 
of the most vital roles and requires working at the top of the 
nurse’s scope in managing a panel of approximately 1,200 
patients. To meet the inherent challenges of this role, we 
would like to emphasize the benefits of care management 
tools and using electronic registries.

Team-Based Care Interventions
Nurse care management tools/protocols. As an 

example that aids in one of nursing’s most critical elements, 
chronic disease management, the BVAMC CoE is piloting 
a tool/protocol for Nurse Care Managed Hypertension 
Consults on its outpatient Silver Team. For such consults to 
be successful, both the core and expanded team are crucial. 
Therefore, the Silver Team utilizes an interdisciplinary 
group of providers and trainees consisting of Internal 
Medicine Residents, Nurse Practitioner students/fellows, 
Behavioral Health, and Pharmacy trainees to provide 
support. The primary care provider (PCP), either a 
physician, nurse practitioner, or physician assistant, initiates 
this tool in the patient’s electronic medical record (EMR) 
which is then sent to the RN care manager for ongoing 
care and follow-up. Often there is a warm hand-off from 
the PCP to the nurse, who then explains the program in 
detail to the patient and invites the patient to participate. 
Supporting the nurse’s ability to work at the top of his/
her license, this tool provides nursing staff with specific 
parameters in medication titration, to include laboratory and 
vital sign guidelines, as well as autonomy to safely titrate 

Team-Based Care in a Patient Centered Medical Home
medications and use motivational interviewing to promote 
healthy lifestyles. The pharmacists and pharmacist trainees 
who are part of the Silver Team are available for expert 
consultation as needed. Further supporting team-based care, 
PCP’s are also notified via the EMR when changes occur in 
medication dosing per the protocol. 

Formal analysis of outcomes from use of this care 
management tool is pending further buy-in and participation 
from providers and patients. However, the initial patient 
group, which took part in nurse managed care using the 
Protocol for Nurse Managed Care Hypertension Consults, 
has had excellent success in reaching blood pressure goals. 
A future endeavor is to make this particular protocol and 
similar types of tools more widely available to support nurse 
care management for a variety of chronic diseases. 

Motivational interviewing (MI). Developing and 
sharing team-based resources is part of the CoE’s endeavor 
to deliver proactive rather than reactive care that empowers 
providers and patients to serve as active members of the 
care team. For example, nurses in the outpatient department 
recognize the need to change patient behaviors ranging 
from longstanding habits such as smoking to improving 
diet and exercise. Instead of invoking guilt or other 
rarely effective, externally-driven approaches, the Silver 
Team nurses are trained in motivational interviewing, 
an evidence-based set of principles and methodologies 
for eliciting and reinforcing the patient’s own behavioral 
change (Rubak et al., 2005). Specific MI techniques are not 
the focus of this article; but in general, nurses work either 
by telephone or face-to-face to assist with the patients’ 
self-management goals and support them in implementing 
healthy lifestyle changes. Nurses use the EMR and warm 
hand-offs to communicate the patient’s current level of 
motivation and draw in support from behavioral health 
providers and trainees as well as other providers who 
continue reinforcing “change talk.”

Patient aligned care team interdisciplinary care 
update (PACT ICU). Another important team-based 
intervention that the BVAMC CoE is finding beneficial 
is the Patient Aligned Care Team Interdisciplinary Care 
Update (PACT ICU). This intervention was developed after 
CoE team members examined the evidence supporting 
the importance of collaborative, team-based approaches 
in patients with multiple medical and behavioral health 
concerns (Lin et al., 2012; Wagner, 2000; Barrett et al., 
2007). 

Despite such evidence supporting the PACT ICU, the 
tracking of progress and the evaluation of outcomes across 
the spectrum of care were a missing link. In response, a 
group of BVAMC CoE providers and trainees decided to 
apply the EFECT model to strengthen collaboration and 
patient tracking across disciplines. Developed by a working 
group at the Society for General Internal Medicine PCMH 
Medical Education Summit (Bitton, Pereira, Smith, Bowen, 
& Babbott, 2011), EFECT stands for: 

E—Elicit the Narrative
F—Facilitate the Case Conference
E—Evidence Based Gap Analysis
C—Care Management
T—Track Changes

Applying the EFECT Model to the PACT ICU
Facilitating the care conference. Each Thursday 

morning, an interdisciplinary group of healthcare trainees 
and supervising providers unite their resources and 
expertise to discuss treatment care plans for complex, 
high acuity patients assigned to trainees on the outpatient 
Silver Team. These PACT ICU conferences bring together 
a multidisciplinary cohort consisting of primary care 
provider trainees (both Nurse Practitioner and Physician), 
nurse care managers, pharmacy and behavioral health 
trainees, social workers, and a Chaplain. Facilitators are 
supervising providers from some of these disciplines 
who are on the patient’s care team and role model 
interdisciplinary practice. Patients for discussion are 
generally selected using the Care Assessment Needs 
(CAN) tool which provides information on patients with 
high morbidity and/or most likely to be admitted into the 
hospital in the next 30 days. 

As with the Nurse Care Managed Hypertension 
protocol which uses the EMR to support team-based 
decision making, technology has been implemented to 
make the CAN report and other pertinent information 
more accessible. With PACT ICU, a secure internal wiki is 
being used to share resources and facilitate evaluation. 

Elicit the narrative. During PACT ICU, generally 
two patients are selected and discussed in 30 minute 
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blocks. Each patient’s EMR is projected on a large screen; to frame the discussion, 
the PCP begins by eliciting the narrative of the patient’s health history. Often, as the 
PCP identifies his/her perceptions of issues in this history, it leads to a more focused 
discussion that draws out each discipline’s sets of expertise and stimulates further review 
of the EMR. The vibe is generally informal and participants are encouraged to contribute 
their thoughts using evidence-based processes derived from their specific field of study. 
Such an approach has improved the ability to communicate as a team and to marshal 
resources that more effectively and collaboratively address complex concerns.

Evidence-based gap analysis and Care management plan. A gap analysis is 
conducted to determine which areas of care are likely to have the greatest impact on the 
patient. Collaboratively, a care management plan is formulated with tasks delegated to 
individuals based on their role in caring for the patient. 

Tracking changes. Finally, the primary care provider summarizes the plan in the 
patient’s EMR and includes the interdisciplinary team members as additional signers to 
the note. Changes are tracked over time as the interventions are implemented.

Evaluating the PACT ICU
Although formal analysis is in the early stages, using the EFECT mnemonic as part 

of the PACT ICU has improved interdisciplinary provider ability to formulate a patient 
care plan that hinges on tracking changes and assessing progress. While research on 
the EFECT framework in PACT ICU still awaits IRB approval, there has been highly 
positive and promising initial feedback from providers and improvements in outcomes 
from high-utilizing patients. Therefore, the Boise CoE plans to evaluate and share more 
lessons learned from the PACT ICU in future articles. 

VA providers from outside the BVAMC have been invited to visit and have responded 
favorably to PACT ICU’s positive implications. They agree that PACT ICU is perhaps 
best thought of as a sign of effective team-based care rather than a cause for such care 
on its own. However, PACT ICU appears to be significantly improving BVAMC’s 
ability to track and improve outcomes for individual high-risk patients. In terms of 
interdisciplinary team development, PACT ICU has helped break down silos between 
disciplines, enhancing the sharing of roles, responsibilities, and resources among 
different health professionals.

Conclusions
Though a universal set of rules for adopting Patient Centered Medical Homes 

(PCMH) has yet to emerge, the BVAMC CoE is pioneering and promoting tools/
approaches in primary care that measurably improve access, coordination, and continuity 
of care among other areas. Since team-based care is critical to the success of PCMH, the 
BVAMC CoE has found ways to facilitate teaching healthcare trainees the importance of 
interdisciplinary collaboration. In particular, our training model immerses trainees in a 

collaborative team-based practice environment on the outpatient Silver Team and in our 
PACT ICU. 

While this article addresses a few tools that are proving to be effective in PACT or 
PCMH teams, an understanding of best practices and the definitions of terms are 
evolving and open-ended. As has been emphasized, the nurse’s role, especially the RN 
care manager, is critical to coordinated, team-based primary care. Therefore, we seek 
to join efforts both inside and beyond BVAMC with more nurses, providers across 
disciplines, and patients to work together in developing and refining the applicable 
resources, strategies, and curriculum that will foster near- and long-term improvements.

Through application of team-based interventions and development of reusable tools 
and curriculum, the BVAMC CoE is paving the way for RN care managers to combine 
their expertise with the wisdom of other interdisciplinary PACT/PCMH team members. 
As providers implement and refine team-based interventions such as PACT ICU, we 
feel confident in our collective ability to improve interdisciplinary, patient-centered 
coordination, communication, access, and outcomes for teams across the spectrum of 
healthcare.
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Update on Activities of the Idaho Board of Nursing

by Sandra Evans, Executive Director

The First Regular Session of the 62nd Idaho Legislature that adjourned April 4, 2013, 
resulted in positive changes to the Idaho Nursing Practice Act and Administrative Rules 
of the Board. Changes in the Board’s rules accomplished full implementation of the future 
U.S. regulatory model for regulation of APRNs. Effective July 1, 2013, APRNs licensed 
in Idaho will be recognized as independent providers with full prescriptive authorization 
consistent with their APRN graduate/post-graduate education and national APRN 
certification in the recognized roles of certified nurse midwives (APRN-CNM), clinical 
nurse specialists (APRN-CNS), certified nurse practitioners (APRN-CNP) and certified 
registered nurse anesthetists (APRN-CRNA). In addition to the above changes, Senate Bill 
1021, effective July 1, 2013, amends the Nursing Practice Act by granting clear authority to 
the Board to share investigative information and to otherwise cooperate with government 
regulatory and law enforcement agencies, a change that supports the Board in its Mission to 
protect the public. 

The Board is already preparing for the 2014 legislative session. At their July 18-19, 2013 
meeting, the Board considered rule changes and amendments to the Practice Act necessary 
to align the Board’s authorities with the changing healthcare environment and the Board’s 
Mission to protect the public. 

On May 2-3, 2013, the nine members of the Idaho Board of Nursing met to address key 
issues related to their strategic goals to: 

1) License/certify qualified persons for practice;
2) Determine, communicate and enforce standards of conduct and scope and standards 

of practice;
3) Receive and investigate alleged violations of the Act/rule and initiate disciplinary 

actions and alternatives to discipline;
4) Determine, communicate and enforce standards for educational programs preparing 

individuals for practice at all levels;
5) Cultivate governance framework and culture that sustains Board relevance and 

supports accomplishment of vision, mission and goals;
6) Foster communication between the Board, its colleagues, internal and external 

stakeholders and the public; and
7) Support organizational infrastructure necessary to accomplish the vision, mission 

and goals.

At their May meeting, the Board:
•	 Adopted/affirmed	new	and	revised	Board	policies	related	to	governance	and	

operations that provide clarity and direction to both staff and Board members in 
efficiently managing various Board processes; 

•	 Granted	continuing	full	approval	for	eight	years	to	nursing	education	programs	
administered by BYU-Idaho, Rexburg (AD and BS/RN); the College of Southern 
Idaho, Twin Falls (AD/RN); Idaho State University, Pocatello (BS/RN); and North 
Idaho College, Coeur d’Alene (AD/RN); 

•	 Granted	provisional	approval	to	Boise	State	University,	Boise,	allowing	for	admission	
of the first class of students to BSU’s new Adult-Geriatric Nurse Practitioner 
program; and 

•	 Approved	curriculum	changes	to	the	nurse	practitioner	and	clinical	nurse	specialist	
programs administered by Idaho State University for implementation fall semester 
2013.

The Board also: 
•	 Appointed	Phillip	Masser,	MD,	and	Dick	Maggard,	RPh,	both	from	Boise,	to	

continuing three-year terms on the Advanced Practice Registered Nursing Advisory 
Committee; 

•	 Appointed	Susie	Bunt,	RN,	Lewiston;	Jill	Humble,	RN,	Boise;	and	Susan	Taft,	
consumer member, Ketchum, to three-year terms on the Program for Recovering 
Nurses (PRN) Advisory Committee; 

•	 Adopted	changes	to	their	current	strategic	plan	and	approved	the	revised	plan	for	the	
period July 2013 through June 2017; and 

•	 Completed	the	annual	Self-Assessment	of	congruence	of	Board	action	with	
governance policies, adherence to adopted values, and progress toward 
accomplishment of strategic goals and objectives. 

Board members considered several non-routine applications for licensure and took 
action to: 

•	 Issue	one	RN	license	by	examination	and	one	RN	license	by	equivalence;	
•	 Reinstate	two	RN	licenses	following	previous	discipline	to	allow	the	applicants	to	

return to practice under conditions of limited licensure; and 
•	 Place	one	LPN	license	on	disciplinary	probation	for	two	years.

In addition, Board members continued their dialogue on the issue of nurse continued 
competence, a conversation initiated in 2011 during a Board business retreat, but one that 
is not new as a discussion item before the Board of Nursing. Since 1977, the Idaho Nursing 
Practice Act has authorized the Board of Nursing to evaluate the continuing competency of 
persons licensed in Idaho and to “…develop standards which will advance the competency 
of licensees in accordance with developing scientific understanding and methods related 

to the practice of nursing” (Idaho Code 54-1404(7)). Over the past many years, the Board 
has considered how it might approach this authority, especially as it relates to licensure 
renewal. A review of past Board meeting minutes provides evidence of the many times the 
Board has considered whether or not nurses should be required to participate in continuing 
education activities as a prerequisite to licensure renewal every two years. 

In 1980, the Board accepted the final report and recommendations of a Board-appointed 
ad hoc committee charged to “investigate competency in nursing and how it can be 
evaluated for the purpose of re-licensure as a registered or licensed practical nurse.” The 
ad hoc committee recommended that “the [Board] not move toward a mandatory process 
combining re-licensure with a measure(s) of continued competency at this time.” The 
committee further recommended that the Board:

1. Survey licensed nurses at the time of licensure renewal as a way to encourage them to 
examine what they were doing to maintain competence; 

2. Promote and report processes that provide continuing nursing education offerings in 
Idaho; 

3. Support the development and use of advisory groups to assist in planning continuing 
education offerings; and

4. Ask the ad hoc committee to evaluate further data gathered through the renewal 
process and to develop strategies to implement recommendations two and three.

In 2011, the Board revisited the issue of nurse continued competence and charged a 
new Board-appointed committee to clarify the Board’s current belief related to continued 
competence. After two years of work by the Committee and on-going Board dialogue and 
deliberation, at their meeting in May 2013, the Board adopted their “Belief Statement on 
Continued Competence and Continuous Professional Development” as the first step in 
moving forward with strategies to assure that nurses remain accountable for their own 
professional competence. Using the adopted belief statement as the foundation, the Board 
will now begin the process of developing processes necessary to assess the engagement of 
all licensees in activities of lifelong learning as a condition of continued active licensure in 
Idaho. 

The Board welcomes Jan Moseley, RN, MSN, Coeur d’Alene, who was recently 
appointed by Governor C. L. “Butch” Otter to a four-year term on the Board replacing 
Janine Baxter, RN, MSN, who completed a second term on April 1, 2013. Ms. Moseley 
joins continuing Board members Susan Odom, RN, Moscow, Chair; Vicki Allen, RN, 
Pocatello, Vice Chair; Whitney Hunter, consumer member, Boise; Jill Howell, RN, Jerome; 
Christopher Jenkins, RN, Homedale; Carrie Nutsch, LPN, Jerome; Rebecca Reese, LPN, 
Coeur d’Alene; and Clay Sanders, CRNA, Boise. 

Future meetings of the Board are scheduled for July 18-19 and October 24-25, 2013 
at locations to be announced. As always, the public is invited to attend any part or all of 
each regularly scheduled meeting, including the ‘Open Forum’ held on the morning of the 
second day of each meeting. The Open Forum provides an opportunity for public dialogue 
with the Board on topics of interest and/or concern that are not necessarily included on the 
meeting agenda. Persons interested in attending a meeting should contact the Board office 
at (208) 334-311 ext. 2476 to clarify meeting location and request accommodations, if 
needed.
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Introduction: 
Suicide is the 3rd leading cause of death for youth ages 

10-24 in the United States and is the 2nd leading cause 
of death in this age group globally (Talifaferro, Oberstar, 
& Borowsky, 2012). It has been suggested that up to 7% 
of adolescents in the United States report a prior suicide 
attempt (Taliaferro et al., 2012). According to SPAN Idaho 
(Suicide Prevention Action Network of Idaho), people in 
Idaho have a higher rate of suicide than people who live 
in most states (SPAN Idaho, n.d.). In 2011, over 280 Idaho 
citizens committed suicide (SPAN Idaho, n.d.). Despite 
these staggering statistics and the undeniable emotional 
toll surrounding these events, prior research has shown 
that primary care providers can do more in terms of 
talking with their patients about mental health and risk 
factors for suicide (Ozer et al., 2009). 

Research Question: 
With this need for more intervention, a research 

question was developed, “Is routine mental health 
screening a safe and effective way to initially identify 
increased suicide risk in youth, ages 10-24?” This question 
is specifically addressing the initial identification of those 
individuals at a higher risk of suicide than the rest of the 
population. Due to limited data and ethical constraints, 
a positive screen will be determined with a standardized 
tool focused on prior/current suicide ideation or attempt 
or the new diagnosis of Major Depressive Disorder, which 
has been shown to be a predominant risk factor for suicide 
(Schwartz-Lifshitz, Zalsman, Giner, & Oquendo, 2012). 
Therefore a causal link between screening and suicide rate 
cannot be established by this review. 

Search Strategy: 
To research this question several databases were used. 

Data bases searched included: CINAHL, PsychINFO, 
Pubmed-MEDLINE, and Google Scholar.

Search terms used: Suicide screen*, Health screen*, 
suicide prevention, suicide risk, primary care, and 
adolescents

Search Results:
The above strategy produced ten articles: eight primary 

studies, one meta-analysis, and one systematic review of 
the evidence with corresponding set of clinical guidelines. 
Each study was critically appraised for reliability, validity, 

applicability, and statistical significance according to the 
Strength of Recommendation Taxonomy or SORT (Ebell 
et al., 2004). The data collected represented levels I and II 
of evidence. 

Summary of Individual Studies: 
Study 1: A study conducted by Gould and colleagues 

in 2005 addressed a long-standing criticism of mental 
health care that the mere suggestion or discussion 
of mental illness or suicide would itself increase the 
likelihood of suicidal ideation and behavior. A randomized 
controlled trial of 2342 students in 6 New York high 
schools investigated a potential change in the level of 
distress and suicidal ideation/behavior with a pretest and 
post-test intervention. It was shown that rates of distress, 
depression, and suicidality reported in the second survey 
were not significantly different in the intervention versus 
the control group, thus dispelling a huge barrier in the 
initiation of mental health care. 

Study 2: In 2010, Wintersteen conducted a pre and 
post replication study in a pediatric primary care setting. 
He wanted to determine whether the insertion of two 
standardized questions related to suicide in the providers 
psychosocial interview would increase detection rates 
of suicidal youth, maintain these levels, and the effect 
on referral rates to mental health services. The specific 
questions used were the following: “Have you ever felt that 
life was not worth living?” and “Have you ever felt like 
you wanted to kill yourself?” (Wintersteen, 2010, p. 940). 
Between the pre and post data a 219% increase was seen 
in the rate of provider inquiry regarding mental health and 
suicide. Overall detection of increased suicidal tendencies 
increased by 392%. Rates of referral to mental health 
services increased proportionally to rates of detection. 

Study 3: An observational study was conducted by 
Husky, Miller, McGuire, Flynn & Olfson (2010), to look 
at the efficacy of mental health screening established 
by providers and facility staff in non-experimental 
atmosphere. Those who accepted screening were 
significantly more likely to already have a diagnosed 
mental disorder in their record than those who declined 
screening. The authors do not endorse a direct link 
between screening and improved outcomes, however they 
call for more research and suggest routine screening is an 
efficient and self-sustaining tool for the early recognition 
and treatment of mental illness. 

Study 4: A 2010 study conducted by Gardner et 
al. found that rates of suicidal detection with the use 
of a standardized screening tool were similar to that 
of expected rates nationally, approximately 1 in 6. 
Suicidal thought was assessed with the Patient Health 

Questionnaire for Adolescents (PHQ-A). Of the 205 
positive screens, 152 were recommended for follow up 
with a mental health professional. The study was able 
to track 109 of those referred within the same system, 
of which 71 received the recommended services. An 
unanticipated benefit of this screening procedure was the 
ability to integrate mental health services with primary 
care. While there is no basis for comparison in this 
particular setting the authors do endorse a successful 
collaboration between primary care and mental health 
services as a result of routine screening. 

Study 5: A study of mental health screening in a 
low-resource pediatric primary care population was 
conducted within a primary care population within a 
practice at the Children’s Hospital of New York. (Berger-
Jenkins, McCord, Gallagher, & Olfson, 2012). The 
Pediatric Symptom Checklist-17 was given to parents if 
they answered yes to a surveillance question regarding 
concerns about their child’s behavior, mood, or learning. 
It was found that parents were eight times more likely to 
disclose a problem after the screening was implemented. 
Pediatricians were significantly more likely to initiate 
a mental health workup after the screening was started. 
The authors suggest the tool empowered providers to 
effectively evaluate for risk factors without burdening 
mental health services in areas with limited resources. 

Study 6: According to a study conducted by King, 
O’Mara, Hayward, and Cunningham (2009) many 
adolescents use the emergency department as their 
source of primary care, and thus should also be included 
as potential venue for routine mental health screening. 
Subjects were provided with the Suicidal Ideation 
Questionnaire-Junior, as well as the Reynolds Adolescent 
Depression Scale 2nd Edition and the Alcohol Use 
Disorders Identification Test. In a cross-sectional study of 
298 adolescents, 16% screened positive for elevated suicide 
risk. One third of whom were not receiving any mental 
health treatment. A positive screen was indicated by severe 
suicidal ideation or recent attempt, or any suicidal ideation 
with a positive depression or alcohol abuse screen. Ninety-
eight percent (98%) of those who screened positive did 
so based on severe suicidal ideation or attempt, leading 
researchers to suggest additional depression and alcohol 
screenings may not be necessary to identify increased 
suicide risk. 

Study 7: Horowitz et al. (2010), determined 
screening of patients in a pediatric emergency room 
with psychiatric as well as non-psychiatric complaints 

The Importance of Standardized Mental Health
Screening in Primary Care
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to be acceptable, practical, as well as warranted by the 
prevalence of suicidal tendencies found in this population. 
Participants were given a 17-item Revised Risk of 
Suicide Questionnaire and a 30-item Suicidal Ideation 
Questionnaire. Sixty percent (60%) of those eligible 
agreed to participate, and 25% of the non-psychiatric 
patients (who would not have otherwise received a mental 
health evaluation) screened positive and were provided 
with follow-up mental health care. The average follow-
up took 12 minutes and did not significantly change wait 
times compared to those who did not participate or who 
screened negative. 

Study 8: A retrospective record review conducted by 
Husky, Sheridan, McGuire, & Olfson (2011) evaluated 
the systematic mental health screening in six public high 
schools. Risk level was determined through use of a 
computerized Diagnostic Predictive Scales-8 test, a brief 
one-on-one interview, and a debriefing for those who 
initially screened positive. It was shown that 19.6% of 
the 2,488 students who were screened were identified as 
being at risk, and 73.6% of these students were receiving 
no current treatment. While the types of referrals varied, 
74% of those referred to school based mental health and 
57.3% referred to community resources successfully 
accessed treatment. The authors concluded that systematic, 
voluntary, routine mental health screening is a feasible and 
effective way to identify high-risk high school students. 
Furthermore, the intervention proved to be successful at 
coordinating follow-up mental health care that may not 
have occurred otherwise. 

Study 9: The U.S. Preventive Services Task Force 
Recommendation Statement (2009) indicates there is 
adequate evidence that screening tests accurately identify 
Major Depressive Disorder in adolescents and should be 
routine practice in primary care visits for those ages 12-18. 
They specifically endorse the Patient Health Questionnaire 
for Adolescents (PHQ-A) and the Beck Depression 
Inventory-Primary Care Version (BDI-PC) as being highly 
sensitive and specific. Their systematic review of the 
evidence also supports the safety of such screening. These 
conclusions were drawn from a collection of six studies 
evaluating the accuracy of screening instruments in 2,781 
adolescents in primary care or school settings (Williams, 
O’Connor, Eder, & Whitlock, 2009, p. iii). The authors 
indicated a lack of randomized controlled trials comparing 
heath outcomes between screened and unscreened 
pediatric patients. A ‘grade B’ recommendation was 
given to the screening of adolescents ages 12-18 for Major 
Depressive Disorder if systems are in place to “ensure 
accurate diagnosis, psychotherapy, and follow-up” (U.S. 
Preventive Services Task Force, 2009, p. 1223). This 
designation indicates, “there is high certainty that the net 
benefit is moderate or there is a moderate certainty that 
the net benefit is moderate to substantial” (U.S. Preventive 
Services Task Force, 2009, p. 1224). 

Standardized Mental Health continued from page 8 Conclusions: 
It is widely accepted that suicide is a tragic and far 

too common cause of death in young Americans. Many 
feel these events are largely preventable with increased 
attention and improved mental health management. 
Numerous aspects of prevention are necessary including 
de-stigmatization, identification of those at risk, and 
effective treatment for underlying disorders. One way to 
accomplish the first two of these steps is routine mental 
health screening. Several avenues exist for screening and 
should include organizations that have the most consistent 
contact with the target population; primary care offices, 
emergency departments, and schools are all possibilities. 
The research has shown such screening to be safe, well 
accepted, easy to use, and effective at increasing the level 
of patient-provider discussion surrounding a sensitive 
topic. 

Translation to Practice: 
Research findings indicate that discussions regarding 

mental health and emotional stability should take place 
during every patient-provider encounter. The literature 
supports the use of a systematic screening tool in patients 
over 12 years of age. Because one standardized tool 
was not used in all of the research, it is recommended 
that individual health systems decide which screening 
procedure best fits the needs of the staff and patients. 
Additionally, as encouraged by the research, it is important 
for facilities to have procedures in place to further manage 
those who screen positive. This can include on site mental 
health professionals, or a strong collaboration with 
community resources who will accept referrals. Finally, 
it is important to educate all staff members involved with 
the screening procedure regarding its use, dissemination of 
results, and follow-up. 
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Meningococcal 
Meningitis: A 

Menace to Young 
College Students

Cathy Deckys, MSN, RN, COHN-S
Clinical Instructor, School of Nursing, 

Boise State University
cathydeckys@boisestate.edu

The Idaho Immunization Coalition, in collaboration 
with nursing programs across the state of Idaho, multiple 
community partners and Novartis, have developed and 
implemented the Idaho Meningitis College Campus 
Campaign. The overall purpose of this project is to lay the 
foundation for statewide meningitis immunization clinics 
in order to increase meningitis awareness and decrease the 
prevalence of meningitis in the state of Idaho.

Meningitis is a deadly disease, sometimes claiming the 
lives of young adults within 24 hours of symptom onset. 
Of those who survive, one in five experience residual 
effects such as brain damage, loss of limbs, and organ 
failure. The meningitis bacteria reproduce so rapidly that 
the body’s immune system is unable to respond. Between 
60-80% of diagnosed cases are vaccine preventable 
(Strunk & Rocchiccioli, 2010), supporting the need to 
increase meningococcal vaccination rates in at-risk 
populations such as adolescents and young adults. Students 
living in communal environments, such as dormitories, 
are at six times the risk for this devastating disease (Erlich 
& Congeni, 2012), yet Idaho law does not require this 
immunization prior to entrance into college.

Know the symptoms. Meningococcal meningitis is 
a great imitator and numerous young people have been 
misdiagnosed with flu and sent home only to become 
more ill or die.

Through the Idaho Meningitis College Campus 
Campaign, free vaccination clinics on college campuses 
increase access to immunizations for students who may 
have never received meningococcal vaccine (MCV) or 
for those who received their first shot at 11-12 years of 
age, but now need a booster dose for complete protection. 
More clinics are planned on college campuses throughout 
Idaho during the summer and fall of 2013. Visit the Idaho 
Immunization Coalition’s website for dates and locations 
of future clinics: http://www.idahoimmune.com

References
Erlich, K. S., & Congeni, B., L. (2012). Importance 

of circulating antibodies in protection against 
meningococcal. Human Vaccines & Immunotherapeutics, 
8(8), 1029-1035.

Strunk, J. A., & Rocchiccioli, J. T. (2010). 
Meningococcal meningitis: An emerging infectious 
disease. Journal of Community Health Nursing, 27, 51-58.

Early Bird Rate
(until 9/5/13)

Standard Rate
(9/6/13 to 9/26/13)

Online RN to BSN Track
DIVISION OF NURSING 
& HEALTH SCIENCES 
Online RN to BSN Track 

Complete your BSN in 
our online track.

Courses in research, 
genetics, professional 

development, leadership 
& community health 
will help you meet the 

challenges of
today’s nursing practice.

 
Continue your professional journey

with us today! Full-time and part-time 
study options available. 

For more information, visit us at
www.lcsc.edu/nurdiv

Memorial Hospital of Converse County is an equal opportunity employer.
www.ConverseHospital.com 

Apply online todAy At

Relocation & Housing 
Assistance

Competitive Wages

Numerous Educational 
Opportunities

Quarterly Incentives

Experienced RNs
Wanted for:

Obstetrics

Med/surg

er/icu

surgery

Sign-on Bonus: $5,000!

NURSING INSTRUCTOR (full-time)
NURSING INSTRUCTOR – CLINICAL (full-time)

For	details,	please	visit	us	at	www.tvcc.cc.	
Click	on	“About	TVCC.”

TVCC	is	EOEE.

REGISTERED 
NURSES

• Per Diem • Short Term 
• Local Contracts • ER • ICU 

• OB • PACU 
BSN encouraged to apply

Visit us online to apply today!
The Difference is Quality

www.elitespecialtystaffing.com

Simplify your nursing research...

Read RN Idaho Online!

nursingALD.com

Access RN Idaho as well as over 5 years of 39 State Nurses 
Association and Board of Nursing Publications.

Contact us at (800) 626-4081 for advertising information.



August, September, October 2013 RN Idaho  •  Page 11

Margaret Wainwright Henbest, RN, MSN, CPNP
Executive Director Idaho Alliance of Leaders in 

Nursing & Nurse Leaders of Idaho
mhenbest@nurseleaders.org

Sandie Nadelson, RN, PhD
Idaho Nursing Action Coalition
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The Idaho Nursing Action Coalition (INAC) was 
developed over three years ago as a voluntary coalition 
led by the Idaho Alliance of Leaders in Nursing (IALN) 
and the Idaho Hospital Association (IHA). The goal of this 
coalition has been to improve the ability of Idaho nurses 
to respond to the health care challenges of the future and 
to deliver quality care that is accessible and affordable. It 
is made up of key partners statewide including nursing, 
business, government and health policy leaders. INAC’s 
priorities are focused on improving nursing leadership 
and collaboration with other healthcare providers, 
nursing education, and access to care. A leadership team 
coordinates the efforts of the action teams. 

Change Is On Its Way To Idaho
The INAC proposal, “Advancing Nursing in Idaho to 

Improve Health,” has received funding to support progress 
on two of the eight recommendations from the Institute 
of Medicine’s report on the future of nursing. In January, 
INAC was awarded $150,000 for the State Implementation 
Project (SIP) from the Robert Wood Johnson Foundation 
(RWJF), which was matched by $78,000 from supporting 
Idaho organizations. The funding from the RWJF provides 
the resources and personnel to make measureable progress 
in the four following areas. 

New Graduate Residency Program. Val Greenspan 
is the project manager who is guided by the INAC 
Education Action team chaired by Lori Stinson and Sandie 
Nadelson. Val oriented the entire group to the work she 
has completed regarding the Idaho Nurse Residency 
program. This work set the framework for the Education 
Action Team’s discussion on which tasks to address for the 
coming year. 

The team’s first task is to agree on a definition of Nurse 
Residency and to clearly distinguish a residency from 
an orientation. The next task is to prepare a presentation 
for nurse executives in Idaho regarding nurse residency 
programs, including the availability and the benefits such 
as the impact on retention of staff. The October 2013 
Idaho Hospital Association meeting in Coeur d’Alene 
has been identified as a venue for such a discussion. Val 
discovered that chief nursing and chief executive officers 
do change in the rural settings and each new individual 
may have an idea or preference regarding a nurse 
residency. Hence, being informed of changes in leadership 
and priorities is very important. 

As a second task, the team plans to prepare materials 
with talking points for faculty members and students in 
nursing programs. Faculty members can then use these 
materials prior to graduations to apprise students of the 
value of a nurse residency program and to inform them 
about employment choices. 

The Action Team determined that in order to expand 
nurse residencies in Idaho, the best approach would 
likely be using an online program that may include a 
face-to-face component. There may be an opportunity to 
collaborate with the existing online Idaho nurse residency 
program for future delivery to the regions of Idaho where 
no nurse residency is currently in place. Local colleges 
could provide the technology for connection with other 

residency students or at least a common meeting place 
where facilitators and students could gather. Sustainability 
was discussed as were various funding options. This along 
with other details will need to be worked out over the 
coming year.

Professional Transition to the Leadership Role. 
Sharon Kensinger is the project reviewer. She is guided by 
the INAC Leadership Team which is currently chaired by 
Buffie Main and by the State Implementation Project (SIP) 
Coordinator, Margaret Henbest. Since last fall, Sharon has 
been involved in this effort to create a leadership course 
for Idaho nurses who are transitioning to a leadership role.

After attending and reviewing a leadership course 
sponsored by the Association of California Nurse Leaders 
(ACNL), Sharon recommends that Idaho adopt this 
course curriculum. Over the next year, Sharon will work 
with other stakeholders and interested nurses to identify 
faculty in Idaho who will teach modules in this course. 
A draft instructor roster is projected to be completed by 
August 31, 2013. Instructor orientation should take place 
by November 1, 2013. The anticipated launch of the 
pilot course is set for the spring of 2014. Please contact 
Margaret Henbest or Sharon Kensinger if interested in 
being considered as an instructor for this important work.

Professional Transition to the Educator Role. Ann 
Hubbert is the project manager and is guided by the INAC 
Education Action team. Ann began in May and will be 
working with a graduate research assistant from Boise 
State University and with Annette Asper, a Jonas Scholar 
from Frontier University. They will be conducting a 
systematic review of the literature on transition programs 
that support clinical nurses in assuming academic/
educational positions. The focus will be on the research 
and design of curriculum and on professional development 
to prepare nurses without an academic foundation in 
nursing education to transition to this role. 

A pilot project comprised of monthly group meetings 
for clinicians who have recently transitioned to education 
will begin in fall 2013 at Boise State University. Adjunct 
faculty will be invited to attend. The spring 2014 Idaho 
Nurse Educator Conference (INEC) will be a site for 
collection of data from nurse educators. Publication of this 
work is anticipated for 2015. 

Improving Access to Care. Julie Marcum is the 
project manager who will be guided by the INAC Access 
to Care Action Team chaired by Cherese Severson and 
Sandy Evans. Julie is working with the chairs and key 
stakeholders to develop statewide Advanced Practice 
Registered Nurse (APRN) practice and employer surveys, 
which will be used to identify barriers to APRN practice 
that limit access to care for Idahoans. The Summit 
working group, consisting of Molly Prengaman, Tracy 
Johnston, Cassi Samway, Cathy Arvidson, Cherese 

Severson, and Julie have reviewed and edited the draft 
APRN survey. Expected outcomes from this work were 
developed at the Summit and include: 

•	 Compiling	suggestions	and	sending	these	to	team	
members for further feedback within one month; 

•	 Obtaining	review	of	the	structure	of	the	survey	from	
Department of Labor representative Cheryl Foster 
(within two weeks); 

•	 Determining	best	ways	to	market	the	survey	to	all	
APRNs; 

•	 Obtaining	expert	review	from	Dr.	Dunnigan/BSU	
(August); and 

•	 Reconvening	the	Access	to	Care	team	to	determine	
the next steps in the process (August). 

The final surveys will be sent in 2014 to all Idaho 
APRN’s and their employers. 

Highlights of the INAC Summit
The INAC Summit and the Nurse Leaders of Idaho 

conference occur annually and have provided many 
opportunities for networking, establishing relationships 
and examining healthcare quality issues and changes in 
healthcare. In June, INAC held its third annual working 
summit as part of the national Campaign for Action, a 
nationwide effort to transform healthcare through nursing. 
The goal of the summit was to inform participants of the 
progress made so far across the nation and in Idaho, and 
also to outline the INAC work for 2013-2014. The meeting 
was highlighted by a presentation from Pat Polansky, 
Director of Policy and Communications for the Center 
to Champion Nursing in America, an initiative of the 
American Association of Retired Persons (AARP) and the 
Robert Wood Johnson Foundation. As a keynote speaker, 
Pat provided an overview of needed changes in healthcare 
delivery. She gave a “call for action” to improve healthcare 
in Idaho and beyond. She offered positive comments on 
the progress that Idaho has made toward the Champion for 
Action goals, and shared that she holds Idaho as a positive 
example to other state’s Action Teams. She praised the 
leadership of INAC for their forward thinking and strong 
leadership in moving forward in establishing the Action 
Team and obtaining the SIP funding. In her words, the 
progress made has put Idaho ahead of many other states.

A Call for Volunteers
Volunteers (both nurses and non-nurses) are needed 

to assist in the meaningful work of INAC in any of its 
initiatives. To become part of the campaign in Idaho and 
to join INAC, please contact mhenbest@nurseleaders.
org or sandienadelson@gmail.com or call 208-367-1171. 
Updates on the progress of INAC can be found at: http://
campaignforaction.org/state/idaho
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