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New Continued Competency Regulations
The Board of Nursing has adopted regulations 

related to continued competency requirements 
for renewal of RN and LPN licenses. Continued 
Competency Regulations will be in effect for all RNs 
and LPNs on August 1, 2013. These regulations will 
affect licensure renewals beginning August 1, 2015. 
You may view the proposed regulations (18 VAC 
90-20 10 et seq.) by visiting www.dhp.virginia.gov/
nursing. 

The regulations inform you about the nine 
different types of learning/ practice activities that 
are approved, outline how to document compliance, 
and define recognized providers and approved 
entities. They also address persons who hold dual 
licenses.

Beginning August 1, 2013, licensees should 
maintain records of all activities that meet the 
continued competency activities for renewal of 
licensure that are contained in the regulations even 
though no attestation is required until August 2015. 
For many licensees, these requirements may be met 
by those required by employers.

Beginning with August 2015 renewals, licensees 
will be required to attest to meeting the continued 
competency requirements during the preceding 
two years. They will not be requested to submit 
any documents to the Board at the time of renewal 
but will be required to maintain documentation 
of continued competency activities for two years 
following each renewal.

The Virginia Nurses Association and many 
nursing stakeholders worked collaboratively with 
the Board of Nursing in developing the regulations 
related to Continued Competency and licensure 
renewal. All other regulated professions at the 
Department of Health Professions currently have 
continued competency requirements. The Board is 
aware that nurses practicing in a variety of settings 
are already involved in continued competency 
activities. These new requirements are not intended 
to be duplicative of those efforts; please be sure 
maintain your documentation of those activities 
and ensure they are provided by one of the entities 
outlined in the regulations.

Board of Nursing Continued Competency 
Licensure Renewal Requirements

Frequently Asked Questions

 Q – Do I have to submit documentation of 
continued competency with my renewal?

 A – No, however you should maintain your 
documents. (18VAC90-20-222)

 Q – If the Board requests evidence, how long will 
I have to send to the Board?

 A – 30 days from the date requested. (18VAC90-
20-222(A)

 Q – Will the Board prescribe or provide a method 
for documenting?

 A – No, other than described in 18VAC90-20-222. 
You may maintain your records in any format.

Online Bidding Opens on Raffle
The Virginia Nurses Foundation (VNF) is expanding its Raffle to include online bidding. 
Online bidding opens at 8 a .m . Monday, August 19 on more than 20 great items and 
closes at 8 p .m . (sharp!) on September 21 .

We’ve got a fun and exciting selection of great items for you to bid on. Take a look!
www.tinyurl.com/VNFraffle

This is a wonderful opportunity to have some fun while support the work of our 
Foundation and the Virginia Action Coalition (VAC), including initiatives addressing 
interprofessional collaboration, education progression, access to care and leadership 
development.

Here are just a few of the great items available!
•	 Overnight	stay	at	The	Jefferson,	historic	downtown	Richmond	hotel,	plus	package	including	

romantic dinner.
•	 Tailored	Historical	Tour	of	your	choice	of	any	VA	city	for	four	people	+	lunch.	All	with	History	

Prof and VNA Staffer Kathy Mahone.
•	 Basket	of	wine	from	vintners	along	the	Monticello	wine	trail,	which	weaves	its	way	through	

the natural beauty of the Blue Ridge Mountains and Charlottesville.

New Continuing Competency continued on page 4

New Collaborative 
Clinical Leadership 

Program Announced
Today, the landscape of healthcare is 

changing dramatically. Health reform has 
hospitals, physicians, patients, diagnostic 
providers, payers, and device manufacturers re-
thinking traditional structures.

Clinical leadership through collaboration is 
the new norm.

Evolve is a pilot program co-developed by 
the Medical Society of Virginia Foundation 
and Frontier Health, in collaboration with 
other healthcare professional organizations, 
including the Virginia Nurses Association, 
and funded by a grant from The Physicians 
Foundation. 

Clinical Leadership continued on page 6
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President’s Message

Loressa Cole

Loressa Cole, DNP, MBA, RN

As nursing’s professional 
organization, and the voice 
of 100,000 nurses statewide, 
I recognize how important it 
is for the staff and leadership 
of VNA to keep our finger 
on the pulse of the nursing 
community. And so in late 
May, we were joined by our 
chapter leads and board of 
directors for what would be 
a robust strategic planning 
discussion, led by facilitator 
John	 Sarvay.	 The	 varied	
perspectives and experiences afforded by this broad 
group of leaders enriched our discussions and 
strengthened our outcomes.

We started the day with a couple wonderful 
presentations; one from ANA Treasurer and VNA 
member Terri Haller, and the other by Virginia 
Nurses Foundation (VNF) President and Virginia 
Action Coalition (VAC) Co-lead Shirley Gibson.

Terri spoke to ANA’s organizational 
transformation. They’ve made a tremendous amount 
of progress thus far in an effort to ensure their 
relevance to members nationwide. Please join us at 
our Annual Membership Assembly, September 27 at 
The	Jefferson	 in	downtown	Richmond,	where	Marla	
Weston	ANA	CEO	will	 share	 their	 accomplishments	
and their plans. I’m confident you will be very 
proud of our national organization. They truly are 
listening, and are making great strides in meeting 
and surpassing member expectations with a host of 
timely initiatives.

Shirley infused the room with excitement as she 
talked	 about	 a	 Robert	 Wood	 Johnson	 Foundation	
grant VNF has applied for to help see all of the 
great volunteer-driven initiatives to fruition. And as 
we wait for news of the grant, we continue to focus 
our efforts in the areas of Interdisciplinary Team-
based Care, Education Progression, Leadership 
Development and Access to Care.

To start the strategic conversation, each member 
of the group wrote down three of the most important 
issues or challenges that confront nurses (or nursing 
as a profession) today. We then formed small groups 
to identify the most important ideas from all those 
that were shared. Ultimately, four strategic topics 
emerged as most pertinent to the health and vitality 
of the organization and the nursing profession in the 
near future.

The Virginia Nurses Association is focused on 
making significant progress against four strategic 
outcomes by 2015:

➢	 Issue Education and Awareness
 Virginia Nurses Association will be engaged 

and well-informed about issues important to 
nurses, and communicate that information 
to the nursing community in Virginia in a 
timely, engaging and comprehensive way. 

Plus we’re anticipating as many as 70 poster 
presentations.

➢	 Workplace Environment
 VNA will be an effective advocate for a healthy 

work environment for nurses, placing special 
emphasis on workplace safety and incivility 
and nurse fatigue, while underscoring the 
positive impact on nurses recruitment and 
retention that these challenges, successfully 
addressed, can have.

➢	 Relevance/Engagement
 Membership in Virginia Nurses Association 

will be seen as essential to a growing number 
of nurses in Virginia; our members are active 
participants in the work of VNA; and VNA is 
increasingly perceived as speaking for and to 
all nurses in all health care settings.

➢	 Legislative Advocacy
 Virginia’s legislators and policymakers 

proactively recognize VNA as the voice of 
nursing in Virginia and increasingly engage us 
for our insights and expertise on issues that 
truly reflect nurses’ breadth of knowledge and 
expertise.

These four categories form the beginning of 
the VNA strategic framework; a framework that 
we expect to finalize in August and share with 
members during our September 27 Membership 
Assembly. If you’re a VNA member, I hope you will 
be able to join us at your Membership Assembly. 
And if you’re a nonmember, now’s the perfect time 
to become a member of the only organization in 
Virginia that gives voice to all nurses throughout the 
Commonwealth.

Two more great reasons to join us in Richmond 
this September:

1.	 Our	Education Day on September 28 which 
will include a lineup of incomparable nursing 
legends from around the country: Loretta 
Ford,	 Joanne	 Disch,	 Margaret	 “Maggie”	
McClure and Marlene Kramer!

2. The Annual VNF Gala, complete with a 
celebration of nursing leaders at all levels 
and in all areas of nursing and a live Silent 
Auction & Raffle. This is a great opportunity 
to have some fun while enjoying an exquisite 
evening	at	The	Jefferson.

See you in September!	◆

2013 CONTiNuiNg EduCATiON 
CONfERENCES

September 6, 2013—Mid-Atlantic Interprofessional 
Leadership Conference

September 13, 2013—Psychiatric Nursing 
Conference

October 18, 2013—Regional Neonatal and Pediatric 
Nursing Health Conference (co-sponsored with 
HCA Virginia)

October 22, 2013—VCU Palliative Care Symposium
November 4, 2013—24th Annual LPN Conference
November 22, 2013—Heart Matters Nursing and 

Allied Health Conference

for more information, please visit
www.vcuhealth.org

Or Call:
804-828-0418

VWCC is Committed to EO/AA and Diversity

Virginia Western is accepting applications 
for the following:

Nursing Instructor (RN)
Adjunct Instructors (RN)
Adjunct Instructors (LPN)

Only on-line applications are accepted.  

For more details and/or to apply, visit:

www.virginiawestern.edu/hr
and select “CAREER OPENINGS”.

Complete applications and other documents must 
be received by 5:00pm (EST) 

on the deadline date.

TTY: “711” or 1-800-828-1120

Criminal/Credit Background Checks required of 
selected candidates.

Virginia Western Community College is accepting applications
for the following:

•	 Adjunct	Faculty,	Practical	Nursing	(LPN)
 Deadline: Open Until Filled

•	 Nursing	Instructor	(RN)
 Deadline: Open Until Filled

Only on-line applications are accepted. For more information and/
or to apply, visit: http://apptrkr.com/375546 and select “CAREER 
OPENINGS.”

Complete applications and other documents must be received by 
5:00 pm (EST) on the deadline date. TTY: “711” or 1-800-828-1120. 
Criminal/Credit Background Checks required of selected candidates. 

VWCC is committed to EO/AA and Diversity.



www.VirginiaNurses.com Virginia Nurses Today August, September, October 2013 Page 3

Janet Wall, Chief Executive Officer

Nothing would thrill me more than an overflowing in 
box on my computer! Read on if you’re wondering why!

You’ve likely heard the 
expression	before:	“All	politics	
is	 local,”	 a	 popular	 phrase	
coined by former Speaker of 
the	 U.S.	 House	 Tip	 O’Neill	
to encapsulate the principle 
that a politician’s success is 
directly tied to his ability to 
understand and influence 
the issues of his constituents. 
And from nursing’s 
perspective, we know how 
crucial it is to have RNs from 
throughout Virginia engaged 
in the political process… which entails far more than 
your vote.

Spearheaded by VNA, the Kitchen Cabinet is 
a group of concerned nurses from a variety of 
organizations; nurses who are thought leaders, 
politically astute, or simply interested, who have 
joined forces to ensure our voice is heard in a 
process that affects nursing’s future at so many 
levels. If you’re interested in joining our Kitchen 
Cabinet strategy calls, please email me at jwall@
virginianurses .com .

Together, the members of the Kitchen Cabinet, 
led by VNA Board member and Commissioner on 
Government Affairs Linda Ault, have crafted a public 
policy,	“Nursing’s	Public	Policy	Platform,”	which	seeks	
to ensure that Virginians have access to sufficient 
numbers of nurses, that an increasing supply of 
nurses and nursing faculty are positioned to educate 
the future nursing workforce, and that nursing’s voice 
is heard on public policy issues. Please help us spread 
our message, and share our vision with our policy 
leaders. We are 100,000 voices strong… let that voice 
be heard!

1 . Enable Advanced Practice Registered Nurses 
(APRNs) to contribute to the health care 
solution by practicing to their full scope of 
education and training .

 APRNs (nurse practitioners, nurse anesthetists, 
nurse midwives, and clinical nurse specialists) 
have provided safe and effective care in the 
United States for more than four decades. 
When the Affordable Care ACT (ACA) is fully 
implemented millions will gain coverage 
under the law. APRNs in the US currently 
have barriers to practice which include 
requirements for being supervised by or having 
a collaborative agreement with a physician, 
inability to admit patients into hospice or 
home health and restrictions on prescription of 
controlled drugs. There is currently a shortage 
of primary care physicians and the restriction 
to APRN practice limits patients’ access to care. 
Advanced practice registered nurses’ autonomy 
is imperative to avoiding a crisis in the delivery 
of health care, and they should be allowed to 
practice to their full scope of education and 
training.

 While Virginia has enabled collaborative 
agreements for APRN practice, it’s essential 
that we continue to remove the barriers that 
restrict their full scope of practice.

2 . Increase educational capacity and faculty 
salaries at the state’s schools of nursing 
in order to ensure an adequate supply of 
registered nurses to meet the future needs 
of the residents of the Commonwealth .

 An influx of millions of patients in our health 
care system in the next several years will 
result in a nursing shortage. To mitigate this 
problem, it is imperative that our schools 
have the capacity to accommodate a growing 
number of nursing students. In 2007, the 
Governor submitted a budget request for a 10% 
increase in nurse faculty salaries at all public 
colleges and universities. It is imperative, that 
this again be addressed in order to ensure that 
Virginia’s educational institutions are able to 
retain existing faculty and compete to attract 
new faculty.

3 . Ensure efficient regulatory process 
for the Board of Nursing and support 
excellence in nursing education through 

effective regulations . Timely action by the 
administration will ensure a timely turn-
around on regulations.

4 . Increase the number of nurses on public 
policy and regulatory boards .

 Nurses have a wide spectrum of health care 
knowledge and expertise, and should be 
engaged at the board level to benefit from 
their acumen. Nurses are also pivotal to 
addressing the challenges we will confront 
with implementation of the Affordable Care Act, 
and their voice should be part of public policy 
discussion as a voting member of key boards 
and councils.

A downloadable PDF of Nursing’s Public Policy 
Platform is available online at www.tinyurl.com/
VNAPolicy/Platform. It’s now essential that we 
all work together to share this platform with our 
gubernatorial candidates Terry McAuliffe and Ken 
Cuccinelli, the lieutenant governor candidates and 
Virginia’s General Assembly. Attend their public 
presentations… listen… ask questions… share the 
platform… ENGAGE!

Your voice at the local level matters! Sign up 
today (email me at jwall@virginianurses.com) for 
information on where the gubernatorial candidates 
and their lieutenant governor running mates will be 
speaking publicly and to receive issues and campaign 
updates. And yes, here it is, nothing would thrill me 
more than to have you all decide to become engaged 
at some level in the process… so overflow my in box, 
won’t you?!	◆

Janet Wall

Nursing’s Public Policy Platform Advances issues 
Critical to the Profession

I’m inventing a new model of health care.
I’m not just a nurse.

Apply Today: VAcareers.va.gov/nursing Follow VA Careers

Arlette, VA RN
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New Continuing Competency continued from page 1

 Q – May I submit a CE course for the Board to approve before taking it?
 A – The Board has no mechanism for review and approval of CE courses. 

Please ensure the course is approved by one of the entities listed in 
18VAC90-20-221(B).

 Q – Am I required to engage in these activities now even though I will not 
have to attest until August 2015?

 A – Yes, as of August 1, 2013, and you will need to maintain documentation.

 Q – If I renew in 2015, but prior to August, do the requirements apply?
 A – Yes, the requirements apply as the regulations are effective August 1, 

2013; however you will not have to attest to meeting the requirements until 
August 2015. (18VAC90-20-220(B)

 Q – What happens if I do not meet the requirements?
 A – Progressive disciplinary action may occur if you do not respond to Board 

communications and do not engage in activities to meet the requirements.

 Q – If I currently engage in these continued competency activities in my 
employment or volunteer setting can they be used to meet this requirement?

 A – Yes. If you are involved in activities that meet the requirements.

	 Q	 –	 Are	 faculty	 hours	 or	 non	 “hands	 on”	 clinical	 hours	 counted	 as	 active	
practice?

 A – Yes. See definition of active practice in 18VAC90-20-10.

 Q – Must the education hours provided by a hospital or health care provider 
association be approved by an accrediting body such as ANCC, ANA?

 A – No. The regulations deem these entities as approving bodies. (18VAC90-
20- 221(B)

 Q – What resources will be in place for consultation during the renewal 
period?

 A – Board of Nursing website www.dhp.virginia.gov/nursing announcements 
and regulation sections. Board staff are not authorized to further interpret 
laws and regulations.

 Q – Are online, webinar education offerings acceptable?
 A – Yes, as long as otherwise meets the requirements in 18VAC90-20-221 (A) 

and (B). The regulations do not specify the educational modality or method 
of delivery.

 Q – Would nurses be able to roll-over CE credits if they complete more than 
is required in a two-year period?

 A – No. The credits have to be obtained during the current renewal cycle.

 Q – What are examples of credit that would not be acceptable?
 A – Basic life support; CPR; courses that are not nursing related such as 

emergency evacuation procedures, art therapy classes, general Spanish 
course	(note	–	if	course	was	“Spanish	for	Health	Care	Providers”	it	would	be	
accepted).

 Q – If I am using option #1 in the regulations (national certification), do I 
have to maintain national certification for the entire renewal period?

 A – Yes. (18VAC90-20-221(A)

 Q – If national certification is the option someone takes and they are 
certified for 4 or more years, can that be applied to two renewal cycles?

 A – Yes.

 Q – If I maintain national certification as a clinical nurse specialist or 
licensed nurse practitioner, will this meet the requirements for my RN 
license?

 A – Yes.

 Q – If I hold a LPN and RN license or a NP and RN license will I have to 
perform separate activities for each license?

 A – No. (18VAC90-20-221(C)

 Q – If I hold a license with another Board in the Department of Health 
Professions that requires continued competency activities for renewal 
in addition to my RN or LPN license, may I use the continued competency 
hours/activities for my nursing license renewal?

 A – Yes, however you may only use the hours/activities that are nursing 
related.

 Q – If I am not practicing or retired and want to keep an active license, can I 
renew my RN or LPN license?

 A – Yes, as long as you meet one of the options for continued competency. 
(18VAC90-20-221(A)

 Q – If I have an inactive RN or LPN license, do I have to meet the 
requirements?

 A – No. The continued competency requirements are for active licenses only.

 Q – Can I combine parts of more than one option to meet the requirements?
 A – No. You must complete one of the options fully in order to meet the 

requirements.

START THINKING AHEAD.

START AHEAD OF THE CURVE.

START BECOMING A LEADER.

START ON THE CUTTING EDGE.

START MAKING A DIFFERENCE.

START READY FOR THE FUTURE.

STAY STRONG.

©2008. Paid for by the United States Army. All rights reserved.

Contact 910-528-5836 or visit
goarmy.com/rotc/courses-and-colleges/programs/nursing.html

for more information.

ARMY STRONG.

There’s strong. Then there’s Army Strong. By 
enrolling in Army ROTC as a nursing student in 
college, you will receive advanced training from 
experienced Army Nurses working with state-
of-the-art equipment on real patients. After 
graduation, you will care for Soldiers as an Army 
Nurse. And lead others as an Army Officer.

SM

®®

®

START ACCOMPLISHING MORE.

The Lynchburg College
Master of Science in Nursing

lynchburg.edu/msn

MSN PROGRAM OPTIONS:
Clinical Nurse Leader Emphasis provides advanced
nursing leadership education for nurses who pro-
vide expert bedside care in health facilities

Nursing Education Emphasis offers specialized
preparation for the role of nurse educator in aca-
demia, clinical education, and staff development

The RN to MSN pathway allows registered nurses
without a bachelor’s degree (or with a non-nursing
bachelor’s degree) to complete the master’s program.

For additional information, contact:
Dr. Jean St. Clair, 434.544.8740 or 
stclair.j@lynchburg.edu

Lynchburg College is accredited by the Southern
Association of Colleges and Schools Commission
on Colleges to award baccalaureate, master’s,
and doctoral degrees.  Questions about the ac-
creditation of Lynchburg College should be di-
rected to the Commission on Colleges at 1866
Southern Lane, Decatur, Georgia 30033-4097,
404.679.4500, or by going to http://www.sac-
scoc.org.  All other inquiries about the College
should be directed to Lynchburg College, 1501
Lakeside Drive, Lynchburg, Virginia 24501-3133
or 434.544.8100, not the Commission. The MSN
program is approved by the Virginia State Board
of Nursing and accredited by the Commission
on Collegiate Nursing Education.

� ONLINE LEARNING FORMAT
� FLEXIBLE CLASS SCHEDULES
� FULL-TIME OR PART-TIME

HCA Virginia is looking for great nurses! Are you an experienced nurse looking to move 
your skills to a progressive hospital environment? We are currently recruiting for several units 
including labor and delivery, operating room, ICU and emergency department.

WE’RE GROWING
TO BETTER SERVE VIRGINIA.

FOR INFORMATION ON THESE AND ALL CAREER 
OPPORTUNITIES WITH HCA VIRGINIA, VISIT 
HCAVIRGINIA.COM.

CHIPPENHAM  /  HENRICO DOCTORS’  /  JOHN RANDOLPH  /  JOHNSTON–WILLIS
PARHAM DOCTORS’  /  RETREAT DOCTORS’  /  SPOTSYLVANIA REGIONAL
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Three Nurses Appointed
to Board of Nursing

On	 July	 12,	 2013,	 Governor	 Bob	 McDonnell	
appointed three members to the Virginia Board 
of Nursing. We would like to extend special 
congratulations to Kelly S. McDonough, DNP, 
RN. Dr. McDonough is an active member of 
VNA and is employed with Mary Washington 
Healthcare in Fredericksburg.

Also named to the Board of Nursing was 
Louise E. Hershkowitz, CRNA, MSHA, a 
Certified Registered Nurse Anesthetist with 
FOAA	 Anesthesia	 Services	 in	 Reston.	 William	
Traynham, a retired nurse residing in Glen 
Allen, was reappointed.

Nurses Protect and Promote the
Health of Virginians

Cynthia Romero, MD, FAAFP

Throughout my career 
as a private practice family 
physician in Virginia Beach, 
as	 the	 Chief	 Medical	 Officer	
at Chesapeake Regional 
Medical Center and as 
President of the Medical 
Society of Virginia, I have 
developed strong professional 
relationships with nurses. 
The Virginia Nurses 
Association and the Virginia 
Council of Nurse Practitioners 
hold a special place in my 
heart because of our collaborative effort with HB 
314, our 2012 team care legislation. This is evidence 
that nurses and physicians can work together when 
we do what we do best: focus on what’s best for the 
patient.

Now, as Virginia’s State Health Commissioner, 
I see more opportunities to work with Virginia’s 
nurses. With the ever-changing health care 
environment, health care reform, growing number 
of patients with chronic diseases and increasing 
health disparities, the interface between public 
health and the private health care sector is 
becoming more of a necessity and less of a luxury. 
Clinicians of all medical professions must seek ways 
to work closer together to achieve higher quality 
of care. As a health care community, we must 
collaborate to identify populations at high-risk for 
chronic diseases, illnesses and injuries, to prevent 
those conditions and to treat these individuals as 
appropriately as possible.

I invite you as individuals and as organized 
nurses to bring your professionalism, your 

experience and your expertise to advocate for 
the most effective public health policies and safe 
practices for patient care in Virginia. Your efforts 
will substantially help support the noble mission 
of the Virginia Department of Health: to protect and 
promote the health of all Virginians.

Thank you for your partnership and your 
friendship.	◆

Cynthia Romero, MD
State Health Commissioner

Dr. Cynthia Romero was appointed Virginia’s Health 
Commissioner in January, 2013. She is the principal 
public health advisor to the Governor, Secretary of 
Health and Human Resources, the Virginia General 
Assembly and the Board of Health. The Virginia 
Department of Health’s mission is to promote and 
protect the health of all Virginians. It fulfills this 
mission through the delivery of public health services 
by 4,500 employees and 119 health departments that 
are organized into 35 health districts throughout the 
Commonwealth.  For more information, visit http://
www.vdh.state.va.us/

Cynthia Romero
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Virginia Beach Psychiatric Center is a 100-bed freestanding hospital 
offering acute psychiatric and substance abuse services for adult 

and geriatric populations.  

Seeking	RNs	to	join	our	expanding	team	of	Healthcare	Professionals.

Apply on line at – www.vbpcweb.com

EEO/AA/M/F/D/V/ Drug Free Work Place
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Legislative & Regulatory Roundup
by James Pickral, VNA Lobbyist

Pickral Consulting, LLC

The General Assembly set a path for Medicaid reform with the potential for 
expansion during the last session. To that end the Medicaid Innovation and 
Reform	 Commission	 held	 its	 first	 meeting	 in	 June.	 This	 meeting	 was	 largely	
organizational and educational. Additional meetings are to be held throughout 
the year.

We have made significant progress in having regulations that affect nursing 
signed by the Governor. The patient care team and continuing competency 
regulations have now been signed however regulations dealing with nursing 
education are still under review.

In November the Commonwealth will be holding elections for all 100 seats 
in the House of Delegates and the offices of the Governor, Lt. Governor, and 
Attorney General. With the nominating processes over we now have our slate 
of	candidates.	For	the	Office	of	the	Governor	the	candidates	are	Terry	McAuliffe	
(D)	and	Ken	Cuccinelli	(R),	for	Lt.	Governor	we	have	E.W.	Jackson	(R)	and	Ralph	
Northam	(D),	and	for	Attorney	General	Mark	Herring	 (D)	and	Mark	Obenshain	
(R).

We will continue to monitor the elections and issues before the state that are 
important to nursing throughout the year.	◆

Evolve is intended for clinical teams as much of the program will involve 
collaboration with a clinical partner. We encourage duos of nurses, physicians, 
nurse practitioners, physician assistants, physical therapists, and other 
providers to apply together. The cohort will be limited to 20 clinical teams. 
Those who wish to apply individually (not as a member of a team) should contact 
Frontier Health directly.

The aim is to bring together a group of rising clinical leaders from around 
Virginia. The program is designed to involve, inform and entertain while 
delivering cutting edge content through a distinctive approach. We call it 
leadership by design.

Applications	will	be	accepted	starting	June	17th,	2013	and	will	be	reviewed	
on a rolling basis. We encourage you to apply today.

Online	application:
fhc.bz/evolveapp

Questions? Contact us:
nick@frontierhealthconsulting.com 804.658.4318	◆

Clinical Leadership continued from page 1

Master of Science in Nursing 
Family Nurse Practitioner
(post-master’s certificate option)

Doctor of Nursing Practice

Nursing scholarships available

Marymount University
Arlington, Virginia

Nursing Programs

Information Luncheon  •  September 20, noon
MU’s Ballston Center, 1000 North Glebe Road
RSVP: (703) 284-5902 or marymountinfosessions.com

www.marymount.edu

“The ADCP at EMU gave me, a 
full-time employee and mother, a 
wonderful opportunity to enhance 
my education and broaden my 

career with endless possibilities.”
 Julie Knowles, RN, BSN

It’s time for that next step…
•  Attend one night a week on campus
•  Accelerated – complete your nursing  

major in about 17 months
• Accredited academic excellence
•  No direct patient care clinical requirements
• Now transferring 45 credits for RN diploma
•  Study in a small group with other  

practicing RNs

Adult Degree Completion Program
1-888-EMU-ADCP • degreecomp@emu.edu
Harrisonburg, Va. • emu.edu/adcp

RN to BS
program
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ANA News

New National Standards for Safe Patient Handling and Mobility 
Aimed at increasing Commitment to Health Care Culture of Safety
New national standards for safe patient handling 

and mobility (SPHM) were unveiled, with the aim 
of infusing a stronger culture of safety in health 
care work environments and providing a universal 
foundation for policies, practices, regulations and 
legislation to protect patients and health care workers 
from injury.

Developed by an interprofessional coalition of 
national safe patient handling subject matter experts 
convened by the American Nurses Association (ANA), 
the standards apply to multiple health care settings 
across the care continuum, such as hospitals, long-
term care, rehabilitation, and hospice. The standards 
provide a framework for establishing a comprehensive 
program to eliminate the manual handling of patients, 
tasks that commonly lead to injury for both health care 
workers and patients.

Safe Patient Handling and Mobility: 
Interprofessional National Standards are based 
on evidence of effectiveness in improving patient 
outcomes and reducing patient and health care 
workers’ musculoskeletal injuries, and include eight 
key principles: 1) establishing a culture of safety; 
2) creating a sustainable program; 3) incorporating 
ergonomic design principles; 4) developing a technology 
plan; 5) educating and training health care workers; 
6) assessing patients to plan care for their individual 
needs; 7) setting reasonable accommodations for 
employees’ return to work post-injury; 8) implementing 
a comprehensive evaluation system. They include 
guidelines for both health care employers and workers.

“Creating	 a	 safe	 patient	 care	 work	 environment	 is	
much more complex than simply providing technology 
to	caregivers	and	presuming	they’ll	use	 it,”	said	Mary	

Matz, MSPH, CPE, CSPHP, chair of the SPHM Working 
Group and national program manager for Patient Care 
Ergonomics	at	the	Veterans	Health	Administration.	“To	
address such complexity, we brought together an array 
of professionals from a variety of settings along with 
their differing perspectives and expertise to collectively 
develop standards that work for patients and health 
care	professionals	in	all	patient	care	settings.”

Health care workers continue to get injured from 

ANA Holds inaugural Membership Assembly 
Meeting ushers in new strategic direction for association

manual patient handling at an alarming rate. For 
example, the U.S. Bureau of Labor Statistics reported 
that registered nurses suffered the fifth most injuries 
and illnesses related to musculoskeletal disorders 
in 2011 that involved missed work days, behind such 
jobs as truck drivers and laborers. Nursing assistants 
topped the list.

For more information on the Standards, visit www.
NursingWorld.org/SPHM-Standards.	◆

The American Nurses Association (ANA) held its 
inaugural	 Membership	 Assembly	 June	 28-June	 29	
in Crystal City, Va. The Assembly brought together 
representatives from ANA’s constituent and state 
nurses associations, Individual Membership Division, 
ANA Board of Directors and ANA’s specialty nursing 
organizational affiliates to develop a framework for 
shaping the future of the association and the nursing 
profession.

The Membership Assembly, ANA’s new governing 
and policy-making body, replaced the previous 
governing body, the House of Delegates, which ANA 
members voted to dissolve in 2012. Using the theme, 
“A	 Look	 into	 the	 Future:	 Advancing	 the	 Association;	
Advancing	 the	 Profession,”	 representatives	 explored	
pressing nursing and health care issues as part 
of an environmental scan to better position ANA 
to anticipate trends that may impact the nursing 
profession. The environmental scan also laid the 
foundation for policies and positions to ensure a 

stronger nursing presence in the emerging health care 
delivery system. Assembly representatives discussed 
the important and sometimes competing interests 
regarding access to care, care coordination, patient 
outcomes, and licensure issues. In terms of specific 
actions, they referred a licensure jurisdiction proposal 
back to the ANA Board of Directors. The board will 
further review licensure implications for nurses who 
provide technology-enabled care, including follow-up 
phone calls after patient discharge, across state lines.

Representatives also voted on bylaws, or governing 
amendments, which included approving a timeline for 
smoothly transitioning to a smaller board of directors. 
Additionally, representatives adopted a structure that 
acknowledges registered nurses who are full members 
of a constituent/state nurses association as holding 
concurrent membership in ANA. Assembly attendees 
also welcomed two new state nurses associations from 
Illinois and New York and celebrated the Alabama State 
Nurses Association’s centennial.	◆

© 2013 KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC. PRINCIPALS ONLY. DRUG-FREE WORKPLACE. EEO/AA EMPLOYER.

The nation’s leading not-for-profit integrated health plan, Kaiser
Permanente is a recognized health advocate in the communities
in which it resides. Here, in the Mid-Atlantic, we provide quality
health care to our more than 500,000 members in Maryland, the
District of Columbia, and Northern Virginia. Ready to advance
your skills with us? Consider the following opportunities:

➞ Clinical Educator (Emergency) - MD, VA, DC

➞ Clinical RNs – Various Specialties – MD, VA, DC  

➞ Clinical RNs – ER and Critical Care – Capitol Hill, DC 
and Tyson's Corner, VA

➞ Perioperative Educators – Tyson's Corner, VA/Capitol Hill, DC,
and Largo/South Baltimore, MD

➞ Psychiatric Advanced Practice Nurse – Largo, MD

➞ RN First Assistant – South Baltimore, MD

➞ Wound Care RN – Largo, MD

For more information
about these and other
opportunities, and to
view complete
qualifications and job
submission details,
please visit our website.

jobs.kp.org

My unique skills and knowledge give me the confidence and enthusiasm to face new
challenges—in my career and beyond. At Kaiser Permanente, I work in an environment
that encourages me to reach my potential. With the support of my colleagues and the
organization, I am able to push myself to greater heights and grow in new ways every
day. Being the best I can be motivates me to set and achieve new goals. Which is
something I pass on to our members. If you believe in discovering your own limitless
potential, join us at Kaiser Permanente.

i build
ON THE POSITIVE
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ANA News

Nationally Speaking…
Nurses Converge on Capitol Hill for a discussion of the issues

by Janet Wall, Chief Executive Officer

In	 late	 June	 I	was	 fortunate	 to	be	 able	 to	 attend	
ANA’s Inaugural Membership Assembly. It was 
a tremendous opportunity to continue my re-
introduction	to	ANA	(it’s	been	20+	years	since	I	 last	
worked with ANA in my role with the Pennsylvania 
Nurses Association), become more familiar with 
the work of the organization, and get [better] 
acquainted with state leadership from across the 
country. It’s a tremendous group of individuals who, 
along with an impressive ANA staff and leadership, 
forms the foundation of a strong nursing advocacy 
organization. I encourage you to read more about the 
Membership Assembly in the article below.

While VNA advocates on behalf of the nursing 
profession and our 100,000 nurses statewide to 
VA’s legislators (see Nursing’s Public Policy Platform 
on page 3), ANA works with federal legislators to 
influence public policy relevant to the profession. 
The day prior to the launch of the Membership 
Assembly, I was joined by VNA board members 
Linda Ault (Commissioner on Government Relations), 
Thelma Roach-Serry (Vice President), newly-
appointed state board of nursing member Kelly 
McDonough (see article on page 5) and other VNA 
members as we converged upon the Capitol during 
ANA’s Annual Lobby Day to advocate for critical 
nursing issues including safe staffing, safe patient 
handling and eliminating scope of practice barriers. 
We were in great company: about 150 nurses in total 
met with their federal legislators that very steamy 
June	day!	

Below is a synopsis of the issues. Please become 
familiar with them, keep track of their status, and 
be prepared to reach out to your legislators when 
ANA contacts you for your support.

➢	 RN Safe Staffing Act (H .R . 1821)
This legislation would mandate the 
development of committees within hospitals 
to create and implement unit-by-unit nurse 
staffing plans, in coordination with direct 

care nurses, and based on each unit’s unique 
needs. To be clear, this is not about setting a 
universal staffing ratio, but rather utilizes a 
committee to develop staffing plans created 
in coordination with direct care registered 
nurses (RNs) themselves, and based on each 
unit’s unique circumstances and changing 
needs. The bill also provides public reporting 
of staffing information.

Safe staffing is among nurses’ top concerns 
and is key both to patient safety and retention 
of nurses at the bedside as we face a growing 
nursing shortage. The link between patient 
safety and nursing care is well-established. 
According to a 2002 study by Linda H. Aiken, 
PhD, RN, each additional patient added to the 
average workload of staff registered nurses 
(RNs) increased the risk of death following 
common medical procedures by 7%, and 
the risk of death was more than 30% higher 
in hospitals where nurses’ mean workloads 
were 8 patients or more each shift, than in 
hospitals where nurses cared for 4 or fewer 
patients. Furthermore, research has shown 
that when there are more RNs, there are 
lower mortality rates, shorter lengths of stay, 
reduced costs and fewer complications.

When it comes to addressing the nursing 
shortage it’s important that we address both 
recruitment and retention. The latest RN 
National Sample Survey of RNs by the Health 
Resources and Services Administration showed 
that on average in the U.S. 16.8% of Registered 
Nurses are not practicing in nursing. Higher 
patient care assignments put nurses in stressful 
situations where it becomes difficult to provide 
the level of care needed to assure the best 
possible outcomes for their patients. Under these 
circumstances, it is not surprising that staffing 
conditions are among the chief reasons nurses 
leave the bedside.

➢	 The Nurse and Health Care Worker 
Protection Act of 2013 (H .R . 2480)
This bill would protect registered nurses 
(RNs) and other healthcare workers from 
costly, potentially career-ending injuries and 
musculoskeletal disorders (MSDs) caused 
by manual patient handling, such as lifting, 
transferring, and re-positioning. Crafted 
with input from ANA, the bill is sponsored by 
Congressman	 John	 Conyers	 (D-MI),	 a	 long-
time champion of safe patient handling and 
mobility (SPHM) issues.

Data from the Bureau of Labor Statistics in 
2011 showed that RNs ranked fifth among 
all occupations for the number of MSD-
related injuries and illnesses resulting in 
days away from work. Research from the 
National	 Institute	 for	 Occupational	 Safety	
and	 Health	 (NIOSH)	 in	 2006	 reported	 that	
the implementation of a SPHM program is 
associated with improved quality of care, 
resident safety, comfort, and satisfaction. 
Regarding cost, a study by the Centers 
for Disease Control and Prevention (CDC) 
found that the investment in equipment and 
training was recouped in less than three 
years in lower worker compensation claims.

Among its provisions, the bill would require 
the	 Occupational	 Safety	 and	 Health	
Administration to develop and implement a 
safe patient handling and mobility standard 
that will eliminate manual lifting of patients 
by direct-care RNs and healthcare workers. 

➢	 Home Health Planning and Improvement 
Act, H .R .2267/S . 227
This bipartisan Act was introduced during 
the 112th Congress by Representatives Greg 
Walden	 (R-OR)	 and	 Allyson	 Schwartz	 (D-PA)	
and Senators Susan Collins (R-ME) and Kent 
Conrad (D-ND). The bill should be introduced 
for the 113th Congress in the near future, and 
would allow APRNs and physician assistants 
to order home health services and meet the 
face-to-face requirement under Medicare in 
accordance with state law.

Medicare has recognized the autonomous 
practice of APRNs for nearly two decades. 
Unfortunately, a quirk in Medicare law 
has kept APRNs from signing home health 
plans of care and from certifying Medicare 
patients for the home health benefit. A 
new requirement states that patients see 
a physician or APRN in a face-to-face 
meeting before home health services can be 
authorized. Current law does allow APRNs to 
satisfy the face-to-face requirement. However, 
it does not allow them to sign the final plan 
of care. This puts an undue burden on the 
patient. In areas where access to physicians 
is limited, this prohibition has led to delays 
in home health services. Moreover, the 
delays in care inconvenience patients and 
their families, and can lead to increased 
costs to the Medicare system when patients 
are unnecessarily left in more expensive 
institutional settings or are readmitted when 
discharged without the needed support 
at home. As the demands for home care 
increases, the supply of qualified health care 
providers decreases. The inability of APRNs to 
certify home health plans of care often leads 
to delays in care for home health patients.

Learning more about the issues and getting 
involved with ANA’s efforts at the Congressional 
level is easy! Check out the advocacy section of their 
website. It’s loaded with ideas on how you can ensure 
your voice is heard, from suggested social media 
posts to emailing members of Congress. Learn more 
at http://tinyurl.com/ANA-Advocacy.	◆

ONLINE IN LESS TIME

Fulfill your CE requirements & advance your career with 

NCSBN Learning Extension's convenient online courses

Pay only $15-$30
for nurse CE courses*

Course topics include:

• Managing patient outcomes
• Compassionate care
• Standards of practice
• Relationships with co-workers

* Visit learningext.com for current
  pricing and CE credits by course

Advance your career. Register online today at 

www.learningext.com

• Ethics of Nursing Practice

• Critical Thinking Skills

• Professional Boundaries

• Documentation

• Delegating Effectively

To	apply,	call
804-716-9200

www.carepartners.net

• Your choice of assignments • Short 
and long term contracts • Per Diem • 

Flexible hours • and more!
Central, Northern, Southwest of Virginia

24-hour support team

The	#1	Choice	for	Nursing	Professionals!
Immediate	need	for
ER,	L&D,	ICU,	CCU,
PCU,	and	Med/Surg

nursingALD.com
A FREE RESOURCE FOR NURSES

Register today to begin your search for the 
perfect Nursing Job!

Search job listings across the United States! 

Registration is FREE and your information is 
not sold or shared!
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Are there innovative, more effective ways to 
achieve optimal nurse staffing? What unique 
strategies can nursing leaders use to address long-
standing nurse staffing issues? To explore answers 
to these questions, the American Nurses Association 
(ANA) is elevating the dialogue on optimal staffing 
at	“Fostering	Innovative	Staffing	Solutions,”	Nov.	8-9	
at the Washington Hilton in Washington, DC. This 
unique conference will empower nurses to discover, 
learn and create inventive solutions to the complex 
challenge of determining and delivering the best 
possible nurse staffing.

Co-hosted by the American Nurses Foundation 
(ANF), the conference will be grounded in the latest 
research and provide attendees with new tools, 
strategies, approaches and other practical solutions 
to help nurses develop staffing plans that will elevate 
patient care and foster more efficient, affirming work 
environments.

“We	know	 that	when	 there	are	appropriate	nurse	
staffing	 levels,	 patient	 outcomes	 improve,”	 said	
ANA President Karen A. Daley, PhD, RN, FAAN. 
“Nurse	 staffing	 has	 long	 been	 a	 priority	 for	 ANA,	
and this conference will facilitate new conversations 
around these issues and arm nurses with the tools 
necessary to deliver exceptional patient care and 
develop	more	supportive	work	environments.”

The keynote speakers at this day-and-a-half 
conference	 will	 set	 the	 tone	 for	 each	 day.	 On	 Nov.	
8, Daley and ANA past President Barbara Blakeley, 
MS, RN, FNAP, innovations specialist, Center for 
Innovations in Care Delivery, Massachusetts General 
Hospital, will discuss leadership and innovation as 

ANA News

ANA, ANf Co-sponsor inaugural
Staffing Conference

it	 applies	 to	 staffing.	On	Nov.	 9,	 Sean	Clarke,	 PhD,	
CRNP, FAAN, director, McGill Nursing Collaborative 
for Education and Innovation in Patient and Family 
Centered Care, will discuss the relationship of 
organizational climate to patient safety, and how 
nurse staffing and work environments affect patient 
outcomes.

Attendees can expect engaging multimedia 
presentations from dynamic nurse staffing 
experts, idea-generation activities and stimulating 
discussions focused on real-life examples of specific 
staffing solutions. Attendees will also learn about 
the latest technological advances in staffing 
designed to optimize staffing, reduce costs and 
improve patient outcomes.

In addition to engaging nurses around best 
practices and innovative staffing strategies and 

tools, ANA will solicit attendees’ input to shape an 
economic framework for optimal staffing.

For	 CNOs,	 nurse	 managers,	 staff	 nurses	 on	
staffing committees, and others involved in staffing 
decisions, this conference provides a unique 
opportunity to converse with recognized leaders in 
staffing, share leading practices with colleagues and 
walk away with practical ideas to re-shape staffing 
practices.

To register and participate in this staffing 
evolution, visit www.anastaffingconference.org.	◆

Healthcare Data Collection Professionals
Careers with Q-Centrix, the national leader in 

abstraction outsourcing services. 
Abstraction Employment Opportunities
• Core Measures
• NCDR - ACC, STS & NSQIP Registries
• Abstraction experience required
• RN license preferred

Join the Q-Centrix quality data team
• Work from home flexibility, FT or PT
• Management positions
• Attractive compensation/benefits

Send	resume	to:
careers@q-centrix.com

Adjunct faculty Positions Available

Unencumbered VA RN license, recent med/surg 
experience and BSN required, MSN preferred.
Join a dynamic, student success focused faculty 
where YOU will make a difference.

Submit resume to:
Lucy Smith, RN MS CNS PMHCNS-BC 

at  LSmith@fortiscollege.edu
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The Virginia Action Coalition’s Access to Care 
workgroup convened a group of nursing leaders 
and scholars from across the state of Virginia 
to synthesize the available literature regarding 
empowering nurses to practice to their fullest extent. 
In attendance were Deborah Zimmermann, DNP, RN, 
Lauren Goodloe, PhD, RN, Carolyn McCrocklin, PhD, 
RN,	 Paula	 Saxby,	 PhD,	 RN,	 Jay	 Douglas,	 MS,	 RN,	
Shirley	 Gibson	 MHSA,	 RN,	 FACHE,	 Jeanne	 Salyer,		
PhD, RN, Linda Burnette, MSN, RN, Roy Brown, and 
Kathy Baker, PhD, RN.

Below is a executive overview of their findings 
and recommendations. For more information, please 
contact Kathy Baker at kbaker@mcvh-vcu.edu.

Purpose
To synthesize the available literature regarding 

determinants that empower nurses to practice to 
their fullest extent and make recommendations 
for supporting the implementation of these 
determinants in the Commonwealth of Virginia.

Methodology
Using	 the	 John	 Hopkins	 Evidence	 Practice	

Framework as a guideline, an evidence-based 
practice question was developed. The group 
defined the major determinants addressed in the 
literature on this topic including education level 
of the RN; competence of the RN; organizational 
culture including MD and RN trust relationships; 
and practice scope in relation to attributes of the 
work environment. The group compiled the major 
themes found in the literature under each of the 
identified determinants. Positions statements and 
recommendations were subsequently developed 
based on the literature synthesis in each of the 
areas.

Results

I . Determinant - Level of Education/
 RN Competence

Major Themes
Based on the work of multiple nursing 

researchers (Aiken; Estabrooks; Needleman) – 
BSN prepared RNs are associated with improved 
patient outcomes. Specific educational preparation 
and competencies that BSN-prepared RNs possess 
include critical thinking skills; advocacy, leadership 
and evidence based practice skills. Multiple barriers 
still exist for nurses seeking to achieve a BSN level of 
education. These include differences in curriculum 
requirements amongst ADN programs; differences 
in articulation requirements amongst BSN 
programs; and misunderstanding of the differences 
between board-approved educational programs 
and accredited educational programs. In addition, 
students in rural areas have particular difficulty in 
progression to a BSN level of preparation and these 
students are a critical workforce pipeline for rural 
health systems.

Areas for further exploration in the future – 
differentiated levels of practice and curriculum 
requirements in proprietary schools.

Position Statement
This subgroup recognizes the value of BSN level 

of education as necessary for nurses to practice to 
their fullest extent. Even though there is single 
licensure, different levels of education for licensure 
provide significantly different levels of preparation 
in key areas of competency critical to the practice 
of nursing now and in the future. These include 
critical thinking, evidence based practice knowledge, 
advocacy skills, professionalism; and perspectives on 
population health.

BSN level of education must be readily accessible 
for all qualified and willing nursing students. 

Recommendation
This subgroup fully supports the work of the 

VAC Education Progression initiative focused on 
increasing the percentage of BSN-prepared nurses 
in the Commonwealth. We believe the following areas 
should be included in this initiative:

1. Reduce barriers to BSN progression in Virginia
a. Promote affiliation agreements between 

BSN programs and ADN programs.
b. Examine barriers that exist with differing 

pre-requisites between BSN programs.
c. Explore differences in curriculum 

requirements in ADN programs.
d. Review best practices of states that have 

smooth progression to BSN.

2. Educate students and all consumers regarding 
differences between board approved and 
accredited programs.  The education must 
be robust and suggested mechanisms 
of education include websites and video 
dialogues.

3. Explore Practice Partnerships to support 
access for rural students and rural hospitals 
including options for part-time BSN programs.

II Determinant - Organizational Culture 
including MD and RN trust relationships .

Major Themes
Every major organizational behavior theory 

focused on creating positive, productive 
organizational cultures validates the importance 
of trust relationships and positive communication. 
Contemporary researchers that have validated these 
propositions in health care include Clark, Gittell, 
Weick, Sutcliffe, and Shortell. Behaviors that must 
be present and fostered in organizational cultures 
in order for empowered nursing practice to emerge 
(including advocacy and effective decision making) 

include promotion of transformational styles of 
leadership; elimination of blame and fear and 
management of stress and work intensity. Lateral 
violence has been demonstrated in the literature to 
undermine positive work culture.

Position Statement
Healthcare leaders must promote organization 

cultures that allow nurses to practice to their fullest 
extent based on the recommendations for positive 
work cultures found in the patient safety literature 
and the framework for healthy work environments. 
These include transformational leadership styles 
and effective communication. In addition, while 
the negative effects of lateral violence amongst 
health care workers has been acknowledged; lateral 
violence has not been eliminated from the work 
place in health care. Clear defined expectations for 
behavior for all levels of health care personnel must 
be established and cultivated in health care systems.  

Recommendations
1. Create a statewide best practice curriculum 

for nurse preceptors to promote work 
behaviors conducive to patient safety and a 
healthy work environment.

2. Convene an interdisciplinary consortium 
of professionals including Nursing, Human 
Resources, and Risk Management to create 
a best practice tool kit for eliminating lateral 
violence in health care.

III . Determinant – Practice scope in relation to 
attributes of the work environment

Major Themes
The contribution of nurses in regards to early 

detection of impending patient problems as well 
as monitoring a patient’s situation and progress 
is undisputed in the literature (Redman, Kramer, 
Gaba, Blegan and Aiken). The ability to sanction 
autonomous decision making, practice, and 
intervention in nursing is more often limited by 
organizational policies than by state practice scope.

Position Statement
In order to provide safe, timely, equitable, efficient, 

effective patient centered care, organizational 
policies should support nurse decision making to 
the fullest extent of their scope. There is significant 
variation in how this is implemented in various 
organizations. There is a need for increased 
awareness and education for health care leaders in 
this area.

Recommendations
1. Develop a statewide consortium including 

CNOs	 from	 acute	 care,	 ambulatory	 settings,	
home health and long term care to develop 
guidelines for organizational policies that 
allow nurses to practice to their fullest extent. 
Consider the following:
a. Share best practices of organizational 

policies that maximize nursing practice 
within nursing’s’ current scope.

b. Develop tools that help assess 
organizational policies (qualitative 
software may be helpful).

c. Consider partnering with nursing 
professional organizations to accomplish 
this	work	(VONEL)

2. Explore how the role of the Clinical Nurse 
Specialist can help advance this initiative.

3. Explore billing opportunities for specialty 
nursing practice: forensics; diabetic educator; 
wound care specialists - in order to promote 
the value of autonomous nurse practice in 
these areas.	◆

Empowering Nurses to Practice to the full Extent of Their Training

®

Rehabilitation Hospital of Petersburg

Join us as we complete our new expansion!

NOW HiRiNg RNs:
•	 Full-Time	7a-7p
•	 Full-Time	7p-7a
•	 RN	Wound	Care
	 Coordinator	Full-Time 

HealthSouth offers a professional work 
environment with comprehensive and competitive 
benefits packages for both full and part-time with 

first day coverage! 

Apply online at:
www.healthsouthpetersburg.com/careers

HEALTHSOUTH
Rehabilitation Hospital of 

Petersburg
95 Medical Park Boulevard

Petersburg, VA 23805

EOE
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“Every Nurse A Leader” Conference and Gala

Please join the Virginia 
Nurses Association for 
our annual Membership 
Assembly on September 
27, 2013 from 1 – 4 p.m. 
at	 the	 Jefferson	 Hotel	 in	
Richmond. This event 
is complimentary and 
features a keynote address, 
ANA’s Race for Relevance, 
by Marla Weston, PhD, 
RN,	Chief	Executive	Officer	
of the American Nurses 
Association.

Marla Weston, 
CEO, American 

Nurses Association

Join	 the	 Virginia	 Nurses	 Association,	 the	 Virginia	
Council of Nurse Practitioners, and the Virginia 
Organization	 of	 Nurse	 Executives	 and	 Leaders	 for	
Education Day on September 28, 2013 This year, 
Education	 Day	 focuses	 on	 the	 theme	 “Every	 Nurse	 a	
Leader”	and	features	legendary	nursing	leaders	sharing	
their insights and best practices.

Attendees will also have the opportunity to learn 
more about the work of colleagues from around Virginia 
during Poster Presentation networking sessions. For 
more information and to register, please visit http://
tinyurl.com/EdDay2013.

Speakers

Marlene Kramer, PhD, RN, FAAN
Marlene Kramer received 

her BSN from St. Louis 
University, her MSN from 
Case-Western Reserve 
University, and her PhD in 
education and sociology from 
Stanford University in 1966. 
In the late 1960’s, while Dean 
of the Undergraduate program 
at the University of California, 
San Francisco, Dr. Kramer 
commenced a Research 
Program to identify the process, facilitators and 
deterrents to effective transition of students to the work 
world. This study led to the publication in 1974 of her 
seminal work Reality Shock: Why Nurses Leave Nursing. 
In 2007, Kramer earned the Living Legend designation 
from the American Academy of Nursing. A University 
of Connecticut alumni award for nursing research is 
named after Kramer. The Academy of Medical-Surgical 
Nurses	 awarded	 her	 the	 2012	 Anthony	 J.	 Jannetti	
Award, its highest honor.

Joanne Disch, Ph .D ., RN, FAAN
Joanne	 Disch,	 Ph.D.,	 RN,	

FAAN is clinical professor and 
director	 of	 the	 Katharine	 J.	
Densford International Center 
for Nursing Leadership, and 
holds the Katherine R. and 
C. Walton Lillehei Chair in 
Nursing Leadership at the 
University of Minnesota 
School of Nursing. She has 
held numerous national 
leadership positions, including 
president of the American Association of Critical-Care 
Nurses. She is a Fellow in the American Academy of 
Nursing, and, after two years as President-elect and 
board member, Dr. Disch was named President of the 
American Academy of Nursing in 2011. Currently she 
is on the editorial board of the American Journal of 
Nursing. Dr. Disch has received numerous awards 
including the Dorothy Garrigus Adams Award for 
Excellence in Fostering Professional Standards from 

Sigma Theta Tau International and, most recently, 
the GE Pioneering Spirit Award from the American 
Association of Critical-Care Nurses.

Loretta C . Ford, EdD, RN, PNP, FAAN, FAANP
An internationally renowned 

nursing leader, Dr. Loretta C. 
Ford, EdD, RN, PNP, FAAN, 
FAANP, served as a First 
Lieutenant in the US Army 
Air Force. She currently is 
professor and dean emeritus, 
University of Rochester, N.Y. In 
the 1960s, Dr. Ford discovered 
that, because of a shortage 
of primary care physicians 
in the community, health 
care for children and families was severely lacking. So 
she partnered with a pediatrician at the University of 
Colorado Medical Center to create and implement the 
first pediatric nurse practitioner model and training 
program. After the program became a national success, 
convinced of the need to meld nursing education, 
practice and research, Dr. Ford provided administrative 
leadership for a Unification model in nursing at the 
University of Rochester Medical Center. Dr. Ford is the 
author of more than 100 publications on the history 
of the nurse practitioner, unification of practice, 
education, and research, and issues in advanced 
nursing practice and health care and has served as 
a consultant and lecturer to multiple organizations 
and universities. She holds many honorary doctorate 

Education day
September 28, 2013 • 8 a.m. – 3 p.m. • The Jefferson Hotel, Richmond, VA

degrees and is the recipient of numerous awards, 
including the Living Legend Award from the American 
Academy	 of	 Nursing	 and	 the	 Gustav	 O.	 Lienhard	
Award from the Institute of Medicine of the National 
Academies. She was inducted into the National 
Women’s Hall of Fame in 2011.

Margaret “Maggie” McClure, EdD, RN, FAAN
Margaret	 “Maggie”	McClure	

is professor and retired chief 
nursing officer at New York 
University Medical Center. 
Dr. McClure was a nursing 
student in a hospital-based 
diploma school when she 
realized	 that	 “the	 person	 at	
the top has a terrific impact 
on everything you could and 
couldn’t	do”	and	decided	to	go	
into nursing administration. 
Dr. McClure quickly rose through the ranks: Army 
corpsmen nurse supervisor, night supervisor in 
a hospital ED and then nurse manager, while 
earning bachelor’s and master’s degrees during and 
between jobs. As a member of the American Nurses 
Association, she has chaired a four-person task force 
to examining the nationwide nurse shortage, resulting 
in a book, Magnet Hospitals: Attraction and Retention 
of Professional Nurses. Dr. McClure is a member of 
Sigma Theta Tau and a past president of the American 
Academy of Nursing. She is the recipient of numerous 
awards, including an honorary doctorate degree from 
Seton Hall University.	◆

VNf gala
The	Virginia	Nurses	Foundation	 (VNF)	Gala	will	be	held	on	Saturday,	September	28,	2013,	at	The	Jefferson	

Hotel in Richmond. This annual event supports VNF’s scholarship programs, research initiatives, and the 
important work of the Virginia Action Coalition.

The	theme	of	the	Gala	(also	highlighted	throughout	Education	Day	on	September	28)	is	“Every	Nurse	a	Leader,”	
so it is fitting that this year, VNF introduces the Leadership Excellence awards. These annual awards will honor 
outstanding nurse leaders in all areas of nursing from throughout Virginia.

Margaret G. Lewis, RN FACHE, president HCA Capital Division, senior executive - HCA Virginia, will serve 
as the Gala’s Honorary Chairperson. She has been president of HCA’s Capital Division since 2006, and began 
her career with HCA as a student nurse at Chippenham Medical Center in Richmond, subsequently earning 
promotions to such senior-level positions as chief nursing officer of HCA’s Richmond/Tri-Cities market (1997); chief 
operating	officer	of	748-bed	CJW	Medical	Center	(1998);	and	chief	executive	officer	of	CJW	(2001).	Lewis	is	highly	
engaged in supporting nonprofit community causes and active in professional and business organizations.

Ticket	Options
•	 Table	-	$1200
 Includes premium table, tickets for eight, table signage, and recognition in the event program
 (Premium tables are located closer to the stage.)
•	 Benefactor	-	$600
 Includes four tickets and recognition in the event program
•	 Individual	Tickets	-	$100
 (Individual ticket prices will increase to $125 on September 1.)

Ticket sales close September 18, 2013 . For more information and to purchase tickets, visit http://
tinyurl .com/VNFGala .	◆

Dr. Weston is the chief executive officer of both 
the American Nurses Association and the American 
Nurses Foundation. Prior to joining ANA in 2009, 
she served at the U.S. Department of Veterans 
Affairs in the Veterans Healthcare Administration. 
Weston also served four years as the executive 
director of the Arizona Nurses Association. 
Dr. Weston has been widely recognized for her 
leadership for nurses, including being inducted as 
a member in the American Academy of Nursing in 
October	2012.

VNA members will be invited to stay after the 
keynote address for a members-only session, which 
includes an overview of the work of VNA and VNF, 

a legislative update, the announcement of new 
board members, and more!

Membership Assembly activities have been 
submitted to the North Carolina Nurses Association 
for approval to award contact hours.  The North 
Carolina Nurses Association is accredited as 
an approver of continuing nursing education 
by the American Nurses Credentialing Center’s 
Commission on Accreditation.

For more information and to register, please 
visit http://tinyurl .com/VNAassembly .

VNA Membership Assembly
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State Health insurance Marketplaces: A Policy update
Joyce Hahn, Associate Professor

George Washington University School of Nursing,
Brenda Sheingold, PhD, RN, Assistant Professor, 
George Washington University School of Nursing,
Karen Ott, DNP, RN, Clinical Executive, Office of 
Nursing Services, Veterans Health Administration

The Affordable Care Act (ACA), the accepted term 
for the Patient Protection and Affordable Care Act 
and the Health Care and Education Reconciliation 
Act combined, was signed into law by President 
Obama	 on	March	 23,	 2010.	 On	 June	 28,	 2012	 the	
Supreme Court rendered a final decision to uphold 
the health care law (U.S. Supreme Court, 2012). 
All Americans will be mandated to have health 
insurance	 beginning	 January	 1,	 2014	 and	 the	
individual states will determine Medicaid expansion. 

The ACA sets federal minimum standards and 
aims to achieve health care quality and affordable 
near-universal health insurance coverage through 
shared federal, state, employer, and individual 
responsibilities (Rosenbaum, 2011). Health care law 
implementation is a dynamic work in progress and 
this article is written to describe the state health 
insurance marketplace as currently known.

State Health Insurance Marketplaces
ACA authorizes states to develop insurance 

marketplaces that can operate as an independent 
state plan, participate in a federal partnership 
marketplace or become part of a Federally Facilitated 
Exchange marketplace. The creation of state health 
insurance marketplaces is a key component of the 
small group and individual health insurance reforms 
in ACA. Their creation is to benefit the uninsured 
and small business owners. All consumers whether 
uninsured or who utilize group plans through their 
employers may maintain their employer plan or 
choose to participate in a state health insurance 
marketplace plan.

Marketplaces are meant to simplify health 
insurance purchasing by creating a one-stop 
shopping market for insurance products that 
qualify for federal tax subsidies and that meet 
federal and state standards and, thus, are certified 
as	 “qualified	 health	 benefit	 plans.”	 ACA	 empowers	
state marketplaces to select qualified health plans, 
provide information and enrollment assistance, 
coordinate enrollment with state Medicaid programs, 
calculate subsidy eligibility, oversee plans, and 
provide information to the federal government 
regarding subsidy eligibility and plan performance 
(Rosenbaum, 2011).

Cost Sharing and Consumer Benefits
ACA mandates state insurance marketplace 

plans must cover a package of benefits identified 
as Essential Health Benefits (EHB) (see Table 1). 
There are four levels of coverage for EHB coverage: 
Bronze, Silver, Gold and Platinum (see Table 2). 
Each level affects the monthly premium cost to the 
consumer and the plan reimbursement percent for 
medical care. Premiums will be higher for plans 
with higher reimbursement rates. The cost sharing 
or out of pocket expenses for the consumer is based 
on actuarial value. The actuarial value reflects the 
relative amount of cost sharing that may be imposed 

and	ACA	provides	for	“HHS	Secretary	to	promulgate	
regulations regarding the determinations of the level 
of	plan	generosity”	 (Congressional	Research	Service,	
2013, p.30).

Consumer Quality Protection
A newly created Center for Consumer Information 

and	 Insurance	Oversight	 (CCIO)	as	a	division	of	 the	
Centers for Medicare and Medicaid Services (CMS) 
will have the responsibility to address the ACA 
aims	 for	 consumers.	 There	 are	 three	 areas	CCIO	 is	
developing that are of interest to nurses.

First, according to ACA all consumers must be 
provided with a document detailing the Essential 
Health Benefits. This document must be in an easy 
to read format and made available by the health 
plan at four strategic junctures: (1) at the time of 
the original marketplace search, (2) at the time of 
signing up for the health plan or insurer, (3) at each 
yearly renewal, and (4) whenever it is requested by 
the consumer to be received within 7 working days 
from	the	health	plan	or	insurer	(CCIO,	2013).

Second, ACA requires a comparison tool 
be provided to the consumer to assist in their 
understanding of coverage. The comparison tool is 
to be designed with clear simulations, illustrations, 
and	 scenarios	 to	 aid	 the	 consumer	 to	 “shop”	 for	
the insurance coverage that best meets their 
personalized	needs	(CCIO,	2013).

Third, ACA requires the health plan or insurer 
provide consumers with a glossary of common 
terminology	 when	 requested	 (CCIO,	 2013).	 The	
glossary will be standardized for use by all health 
plans and will be posted by the U.S. Department of 
Labor and HHS on their website www.healthcare.gov 
(CCIO,	2013).

Quality Improvement
As a blueprint for quality, ACA is inclusive of 

a national strategy for quality improvement that 
mandates HHS to prioritize care for all Americans 
based on population health, service delivery, and 
outcomes (Congressional Research Service, 2010). 
These priorities have been available publicly included 
in an annual report to Congress for two years. The 
National Quality Forum (NQF) played an integral 
role in identifying these priorities by utilizing a 
consensus approach with 52 nationwide health care 
partners. (NQF, 2013). NQF also convened the ACA 
mandated Interagency Working Group on Health 
Care Quality comprised of more than 23 different 
federal	 agencies.	 One	 of	 the	 key	 responsibilities	
of this working group is to unify federal and state 
quality programs and projects (HHS, 2012).

State Health Insurance Marketplaces
The establishment of health insurance 

marketplaces and the role of the states have been 
dynamic and continue to evolve. The language in 
ACA originally mandated states would choose to 
run their own exchanges or default to a federally 
facilitated exchange. The federal government is 
continually providing additional direction and 
guidance for the implementation of the marketplaces. 
What	 has	 evolved	 is	 a	 “continuum	 of	 options	
in which states and the federal government, to 
varying degrees, share responsibilities for the core 
exchange functions of eligibility and enrollment, 
plan management, consumer assistance, outreach 
and	 education,	 and	 financial	 management”	 (Dash,	
S., Lucia, K., & Monahan, C.,2013). As of April, 2013 
the federally facilitated exchange marketplace option 
was expanded to include a new option known as 
“marketplace	plan	management”	arising	out	of	state	
requests, such as Kansas to maintain regulatory 
authority over their insurance markets (Dash, S., 
Lucia, K., & Monahan, C., 2013).

Additional guidance from HHS allowed another 
marketplace exchange model. Utah requested 
a	 “bifurcated”	 exchange	 in	 which	 the	 state	 will	
operate a small business exchange and the 

federal government will operate the exchange for 
individuals. New Mexico and Idaho have expressed 
interest in allowing the federal government to 
provide the IT infrastructure to enroll consumers in 
the individual marketplace exchange while the state 
runs the small business exchange (Dash, S., Lucia, 
K.& Monahan, C., 2013).

State Marketplace Implementation
Sixteen states and the District of Columbia will 

run state based marketplaces. These states are 
California, Colorado, Connecticut, Hawaii, Idaho, 
Kentucky, Maryland, Massachusetts, Minnesota, 
Nevada,	 New	 Mexico,	 New	 York,	 Oregon,	 Rhode	
Island, Vermont, and Washington State, additionally, 
Washington, D.C.

Thirty-three states have defaulted to a federally 
facilitated exchange giving the federal government 
ultimate authority to run the marketplace. However, 
states can now opt to function through a state 
partnership exchange or the marketplace plan 
option. Here’s the breakdown of these 33 states:

•	 Seven	 states,	 Arkansas,	 Delaware,	 Illinois,	
Iowa, Michigan, New Hampshire, and West 
Virginia, chose to pursue a state partnership 
exchange. This allows the states to conduct 
plan management activities and/or consumer 
assistance, outreach, and education functions.

•	 Seven	 states	 chose	 the	 marketplace	 plan	
management option. These states are Kansas, 
Maine,	 Montana,	 Nebraska,	 Ohio,	 South	
Dakota, and Virginia.

•	 Nineteen	states	are	 in	 the	 federally	 facilitated	
exchange without a state formal role in the 
exchange marketplace operations. These 
states are Alaska, Alabama, Arizona, Florida, 
Georgia, Indiana, Louisiana, Mississippi, 
Missouri,	 New	 Jersey,	 North	 Carolina,	 North	
Dakota,	 Oklahoma,	 Pennsylvania,	 South	
Carolina, Tennessee, Texas, Wisconsin, and 
Wyoming

•	 One	 state,	 Utah,	 chose	 a	 bifurcated	 model	
which	 was	 formalized	 by	 HHS	 on	 June	 14,	
2013.

The source of the above information is taken 
from The Commonwealth Fund Blog by Dash, S., 
Monahan, C. & Lucia, K., (2013). For the most 
updated information visit http://healthcare.gov and 
search by your state.

On	 March	 15,	 2013	 CCIO	 released	 guidance	
on how ACA’s insurance market reforms will be 
enforced. States are the primary regulators of the 
insurance	and	CCIO	will	be	responsible	for	enforcing	
reforms in states that lack the authority or ability to 
do so. These reforms include guaranteed access to 
health care coverage and the assurance consumers 
with pre-existing health conditions will not be 
denied coverage by health insurance companies 
(Keith, & Lucia, 2013) 

Implications for Nursing
The current policy environment is a remarkable 

opportunity to demonstrate the value of nursing. 
Nurse leaders, nurse practitioners, and nurse 
researchers are in a unique position to demonstrate 
clinical outcomes, identify wasteful practices, and 
eliminate	 inappropriate	 care	 (Hahn,	 Sheingold,	Ott,	
2013).

Nurse executives who are well versed in their 
state’s health care policy will be well positioned to 
determine the financial impact on their facility’s 
workforce and budget projections.  As health 
care system leaders nurse executives have the 
opportunity to lead their organizations into 
becoming	 an	 Accountable	 Care	 Organization	 (ACO)	
utilizing quality improvement outcomes based on 
evidence-based care (Cady, 2012).

APRNs will be afforded opportunities to 
participate in the delivery of the Essential Health 
Benefits package contributing to increased quality, 
access, and cost savings. APRN led medical home 
models operating with evidence-based team care 
delivery will enhance value and improve patient 
outcomes resulting in increased reimbursement 
(Bryan,	Buzby,	&	O’Sullivan,	2012;	Cady,	2012).

Researchers will find the current health care 
environment as an opportunity to validate nursing’s 
value to health care demonstrating a link between 
quality patient outcomes and staffing methodologies 
incorporating nursing hours per patient day or between 
quality outcomes and adherence to evidence-based 
practice guidelines (Paradis, Wood, & Cramer, 2009).

Table 1 . Essential Health Benefits

1. Ambulatory Care Services

2. Emergency Services

3. Hospitalization

4. Maternity/Newborn Care

5. Mental Health and Substance Use Disorder 
Services, including behavioral health 
treatment

6. Prescription Drugs

7. Rehabilitative and Habilitative Services 
(health care services that help a person keep, 
learn, or improve skills and functioning for 
daily living

8. Lab Services

9. Preventive/Wellness Services, and Chronic 
Disease Services

10. Pediatric Services (including dental and 
vision care)

Source: https://www.healthcare.gov/glossary/
essential-health-benefits

Table 2 . Coverage for Essential Health Benefits 
Package Cost-Sharing

Levels Actuarial Value
 (Insurance plan contribution)

Bronze 60%

Silver 70%

Gold 80%

Platinum 90%

Source:	U.S.	Government,	Obama	Care	Facts,	
2013

State Health Insurance Marketplaces continued on page 13
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Nurses in all practice settings will have the 
opportunity to participate in the current health care 
environment. Nurses knowledgeable about their own 
state’s health insurance marketplaces, particularly 
case managers, will aid patients in their decision 
making. Nurses may find themselves involved with 
the design and implementation of health information 
technology in their workplace (Paradis, et al, 2009).

Conclusion
The implementation of ACA regulations is a 

dynamic process affecting consumers and health 
care providers alike. Nurses have a tradition of 
providing a voice advocating as both consumers and 
health care professionals. Consider contacting the 
VNA to determine how you can volunteer to serve 
on an influential board. Communication between 
nursing colleagues statewide and nationally through 
specialty and state nursing organizations to share 
best practices and experiences will keep nursing 
abreast of the changing dynamics. The state health 
insurance marketplaces will impact how health care 
is accessed and delivered. There is no doubt it will 
impact the professional lives of nurses practicing in 
all professional roles.	◆

References
Bryan,	 R.H.,	 Buzby,	 M.,	 and	 O’Sullivan,	 A.	 (2012).	

The healthcare reform law and APRN practice 
Medscape Nurses News. Retrieved from http://
www.medscape.com/viewarticle/762350_2

Cady. R.F. (2012).  Healthcare reform after the 
supreme court ruling:  Implications for nurse 
executives. JONA’s Healthcare Law, Ethics, and 
Regulation 14(3), 81-84

Congressional Research Service R42663. Health 
Insurance Exchanges under the Patient Care 
Affordability	 Act.	 January	 31,	 2013.	 Retrieved	
from

Dash, S., Monahan, C . & Lucia, K. (2013). Evolving 
Dynamics of Health Insurance Exchange 
Implementation. The Commonwealth Fund Blog. 

State Health Insurance Marketplaces continued from page 12

Retrieved from http://www.commonwealthfund.
org/Blog/2013/Jun/Evolv ing-Dynamics-of-
Exchange-Implementation.aspx?omnicid=20

Hahn,	 J.A.,	 Sheingold,	 B.H.,	 &	 Ott,	 K.M.	 (2013).	
Demystifying the State Health Insurance 
Marketplace. Nursing Economics. 31(3), 119-143.

Keith, K. & Lucia,K. (2013). New guidance: Federal 
Regulators	 allow	 “collaborative	 arrangements”	
for enforcement. The Commonwealth Fund Blog. 
Retrieved from http://www.commonwealthfund.
org/Blog/2013/Jun/Evolv ing-Dynamics-of-
Exchange-Implementation.aspx?omnicid=20

National Quality Forum. National Priorities 
Partnership. Retrieved from http://www.
qualityforum.org/NPP/

Paradis,	M.,	Wood,	J.	&	Cramer,	M.		(2009).	A	policy	
analysis of health care reform: implications for 
nurses. Nursing Economics, 27(5), 281-287.

Rosenbaum, S. (2011). The Patient Protection and 
Affordable Care Act: Implications for public policy 
and practice. Public Health Reports 126(1). 130-135. 
Retrieved from http://www.ncbi.nim.nih.gov/pmc/
articles/PMC330001814.

U.S. Department of Health and Human Services 
(HHS). (2013). Health Insurance Marketplace. 
What does the healthcare Marketplace insurance 
cover? Retrieved from http://healthcare.gov.

U.S. Department of Health and Human Services. 
2012 Annual Progress Report to Congress. 
National Strategy for Quality Improvement in 
Health Care. Retrieved from http://www.ahrq.gov/
workingforquality/nqs2012annlrpt.pdf.

U.S.	 Government	 (2013).	 Obama	 Care	 Facts.	
Dispelling the Myths. Retrieved from http://
oba mac a re fac t s .com/oba mac a re -hea l t h-
insurance-exchange.php.

U.S. Government. (2013). Supreme Court of the 
United States. National Federation of Independent 
Business v . Sebelius No. 11-393. Retrieved from 
http://www.supremecourt.gov/opinions/11pdf/11-
393c3a2.pdf.

Each year, Nurse Leadership Institute 
(NLI) Fellows design and implement Change 
Projects. These projects provide Fellows with 
the opportunity to select, design and implement 
a small-scale project to address a problem in 
his/her regular work environment by leading a 
change and applying the leadership principles 
covered at the NLI with support and guidance 
from a preceptor. The problems identified to 
address via the Change Project relate to either 
nurse retention or improved patient outcomes. 
Change Project problems are selected, in part, 
to further advance the employer’s mission and 
strategic plan.

VNT will feature selected outstanding Change 
Projects in our next several issues. For more 
information, please contact Denise Daily Konrad 
at DKonrad@rmhfoundation.org.

The Nurse Leadership Institute of Virginia (NLI), 
a statewide program of the Richmond Memorial 
Health Foundation, is a nine-month leadership 
development course for nurse leaders working in 
all sectors of healthcare across the Commonwealth. 
The Institute helps Virginia’s RNs who serve as, or 
have been identified as having the potential to be, 
a nurse manager or a member of the management 
team strengthen his/her leadership competencies.

by Kimberly C. Jarrelle, BSN, RN, RNC-OB
Nurse Leadership Institute of Virginia Fellow

New technology, innovations and research 
make change in healthcare inevitable. As leaders 
in healthcare, we are charged with guiding and 
directing these changes. What happens when the 
change is the result of a tragedy? Nurses know 
how to care for grieving patients and their families, 
but when they are faced with the sudden death 
of a co-worker who reaches out to support them 
(Constantino & Smart, 2004, p. 64C)? When a 
colleague dies suddenly, staff is not prepared for 
the severity of the loss (Constantino & Smart, 
2004, p. 64C). This change project focused on the 
dysfunctional response of staff while grieving the 
loss of a co-worker.

The setting is a unit divided into 2 floors, a 17-

bed antepartum unit and a 13-bed gynecologic 
surgery	unit.	Over	one	third	of	 the	47	nursing	staff	
on the unit have worked there for more than 15 
years.	 On	 January	 16,	 2013,	 the	 call	 came	 to	 the	
unit that the Assistant Nurse Manager had been 
taken to the emergency room, unresponsive. At 51 
years old, she had suffered from a massive stroke 
and passed away 3 days later. She had no risk 
factors and appeared to be otherwise a very healthy, 
happy lady.

Her last 25 years of service at the hospital had 
been spent on this unit. The staff referred to her 
as the unit mom, the rock of the unit, and the glue 
that held the unit together during tough times. Staff 
dissatisfaction had already become a challenge 
when the unit split between two separate floors 
a year prior to her death. The devastating news 
of her death only exacerbated the already sour 
morale, as the staff began to express feelings of 
anger and sadness. Several nurses spoke out and 
questioned the stability of the two units. They felt 
certain that without her the unit would fall apart. 
The staff was profoundly affected by the elements 
of this unexpected death and the powerlessness to 
change the outcome of this catastrophe (Feinstein, 
Ramatowski, and Reagan, 1995, p. 535).

According to Feinstein, Ramatowski, and Reagan 
(1995, p. 540) it is crucial for staff to feel supported, 
and the management team needs to be helpful in 
meeting their grief needs. This support is imperative 
for nurses to work through their grief so that they 
can provide a caring, therapeutic environment for 
patients (Pelletier & Poster, 1990, p. 28). The goal 
for this project was to have all staff members report 
feeling employer support during their grieving and 
display healthy responses to the grieving process.

Initially, communication was key. When updates 
were provided by family members, the staff was 
immediately notified. When they were notified 
that she would only live a few more hours, they 
gathered in a circle holding hands and began to 
pray and shared stories of times with their beloved 
assistant nurse manager. It did not matter that she 
was in a locked intensive care unit; the doors were 
open to all staff throughout the hospital. A study 
done by Feinstein, Ramatowski, and Reagan (1995, 
p. 539), revealed staff perceived the time viewing 
the deceased was very helpful and a memorable 
intervention. Many staff from other units came to 

stand in for those nurses who worked on the unit 
that day so that they were able say their goodbyes. 
If staff is not afforded the opportunity to say 
goodbye, disbelief can hinder the ability to come 
to the realization of the death of their colleague 
(Constantino & Smart, 2004, p. 64C). Pastoral care 
was notified and an emergency debriefing session 
was facilitated for all staff the next very next day.

Over	 the	next	 several	weeks,	objectives	were	put	
in place. The first objective was to find staff to work 
on the unit during the funeral services. Calls were 
made to nurse managers on other units soliciting 
help during the time of the funeral. The staff not 
only attended the funeral; they were invited by the 
family to participate in the services.

The second objective was facilitating a hospital 
memorial service. The staff made the request and 
the management team handled all arrangements. 
Many nurses and employees from other 
departments, including physicians attended.

The third objective was the creation of a memorial 
picture to display on the unit. The goal was to not 
just hang up a picture of her but to have the staff 
participate in creating this sentimental memorial. 
The staff chose the picture and brought in small 
memorabilia to place in the matting of the picture. 
The memorial allowed staff to remember wonderful 
times with their assistant nurse manager.
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Leadership Through Tragedy: Bringing a unit Back to its Potential

director - Nursing Program
The Nursing Program seeks a Director for its CCNE accredited 
baccalaureate program, and accelerated program.  This is a 
twelve month, tenure track position and it requires a doctorate 
in Nursing or related field and a master’s degree in a clinical 
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and or Clinical Nurse Leader MSN tracks. 
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and Human Performance.  The Nursing Program is one of six 
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and research productivity, and three letters of recommendation 
to:  Dr. Jean St. Clair, Dean, School of Health Sciences and 
Human Performance, Lynchburg College, 1501 Lakeside Drive, 
Lynchburg, VA 24501-3199.

Electronic submissions are also welcome and should be sent 
to stclair.j@lynchburg.edu. Review of applications will 
begin immediately and continue until the position is filled.  
For more information about Lynchburg College, visit our 
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Loudoun County Health Department

Nurse Practitioner Senior

Loudoun County Health Department, located in Leesburg, Virginia, is 
currently seeking to fill the position of Public Health Nurse Practitioner. This 
position will perform patient care as a nurse practitioner with limited access 

to a physician for guidance and oversight. Actions performed at this level 
require licensure as a Certified Nurse Practitioner by state code. Successful 
candidate of this wage/hourly position will work up to 29 hours per week.   
Must be licensed as a Registered Nurse and as a Nurse Practitioner with 

prescriptive authority by the Virginia Board of Health Professions.

Loudoun County Health Department accepts only online applications. 
Faxed, mailed, or e-mailed applications will not be considered. A completed 

application, including all previous employment, salary history, and 
education, must be submitted on-line.  

For a more detailed description, salary, and job requirements and to submit your 
application, please visit: https://jobs.agencies.virginia.gov 
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A fourth objective was to attempt to schedule 
another debriefing session with pastoral care two 
months later. Staff was not able to attend despite 
phone reminders. The meeting was canceled and 
staff was surveyed the next week to assess the 
lack of attendance. The most common reason noted 
was the feeling that the debrief was scheduled too 
soon as staff emotions were still unstable. They 
commented	that	in	six	months	“after	getting	through	
our	 busy	 summer	 we	 should	 regroup”	 and	 “when	
the patient census slows down in the fall is when it 
will	 hit	 us	 again”	 and	 	 taking	 this	 into	 account,	 a	
debriefing will be scheduled in the fall.

The staff expressed a wish to organize an act of 
kindness in her honor and requested to set up a 
nursing scholarship in her name. This work has 
begun with Virginia Commonwealth University 
School of Nursing.

During yearly staff evaluations, open discussions 
were solicited to assess the staff’s feelings of 
grief. It was during these discussions that the 
effectiveness	 of	 the	 objectives	 were	 measured.	 One	
hundred percent of staff reported feeling satisfied 
with the support given by the management team. 
The negative side bar conversations have not 
been observed. Morale has improved and staff is 
participating in peer recognition activities as well as 
unit celebrations.

Conclusion
It is the duty of leaders in healthcare to not only 

be knowledgeable of the complications associated 
with not addressing the loss of a colleague, but also 
processes needed for staff to successfully proceed 
in a healthy manner (Feinstein, Ramatowski, and 
Reagan, 1995, p. 539). The intimate relationship 
nurses share is unique to most professions. In 
emergency situations they must pull together as a 
team. If a nurse gets behind during her shift, it is 
the help of the other nurses that assists her through 
and sees that her patients are safely cared for. When 
a nurse dies, the framework of their team becomes 
shattered (Pelletier & Poster, 1990, p. 26).

Maintaining a psychologically safe work 
environment during the loss of a colleague will not 
only assist the staff’s emotional and spiritual health; 
it will ultimately maintain a safe setting for the 
patients.	◆
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Nasogastric tube confirmation and documentation 
should be a priority prior to usage. This change 
project focused on vascular staff adhering to the 
policy and procedure for safe nasogastric tube 
placement and management 100 percent of the time. 
To accomplish this, re-education and electronic 
medical record audits were used.

According to Peter and Gill (2008), nasogastric 
(NG) tube placement occurs in hundreds of 
thousands of hospitalized patients every year and 
they are an integral part of the management of many 
medical and surgical conditions (p. 3). Such uses 
may include abdominal decompression, medication 
administration and enteral feeding. Confirming tube 
placement is crucial prior to utilization. If the tube 
is used without doing so, the patient is placed at a 
potential risk for complications. These complications 
may include the risk of the device being located in 
the wrong place or dislodgment of the tube.

Tho, Mordiffi, Ang and Chen (2011) stated in their 
study the finding below:

Between 2002 and 2004 the National Patient 
Safety Agency (NPSA), a national reporting body, 
reported 13 incidents involving nasogastric (NG) 
feeding, out of which at least 11 patients died as 
a result of misplacement of the NG tube. Although 
the number of serious and fatal complications 
may appear to be small, it can affect a significant 
number of people, as NG tube feedings are widely 
used in patients of all ages (p. 52).

According to the American Association of Critical 
Care Nurses (AACN) Practice Alerts (2010), the only 
reliable method for confirming a blindly inserted 
NG tube placement is radiography. Several methods 
have been suggested for verifying the placement of 
the NG tube, including auscultation, measuring the 
pH of aspirates from the tube, and chest x-rays. In 
addition, the use of colorimetric capnography has 
been	 demonstrated	 recently	 (Kim,	 Jeong,	 Choi	 and	
Park, 2012, p.1). The problem identified for this 
project was that the nurses were not adhering to 
the current policy and procedure for safe NG tube 
placement and management.

The current policy states that an anteroposterior 
chest (AP) or kidney, ureters and bladder (KUB) 
x-ray will be obtained prior to the use of the NG 
tube. This verification is to be documented in the 
electronic medical record (EMR) along with the 
measurement of the distal length of the tube. The 
Vascular Education Committee (VEC) identified a 
need for further education related to nasogastric 
tube placement and documentation. To assist with 
improving the nursing practice a change project was 
developed and implemented to educate staff on the 
facilities’ current NG tube blind insertion policy and 
documentation.

The VEC’s main goal for the change project 
was to have the vascular staff adhere to the policy 
and procedure for safe NG tube placement and 
management 100 percent of the time by April 2013. 

The following objectives were established to assist 
with further meeting the goal: 

1. The vascular staff will complete NG tube 
education and have validated competencies 
related to placement and EMR documentation 
by February, 2013.

2. The EMR audits will show 100 percent 
compliance related to documentation of the 
NG tube confirmation within thirty days of 
education.

3. The vascular staff will adhere to the policy 
and procedure for safe NG tube placement and 
management 100 percent of the time by April, 
2013.

The established team was comprised of three 
unit directors, two clinical team leaders, four unit 
preceptors, one human resources clinical educator 
and one clinical nurse specialist. The team worked 
diligently to develop an effective plan and timeline 
to accomplish the goal and objectives. The project 
change team met for the first time in December 
2012. Portions of the team met on a weekly basis 
and the entire team met on a monthly basis for 
approximately four months. There were several ad 
hoc meetings as necessary to address issues as they 
presented. Kouzes and Posner’s leadership principles 
such as enlisting others, experiment and take risks, 
relationship building, developing competence and 
confidence and celebrating were utilized throughout 
the project (Kouzes and Posner, 2007).

The project was divided in to three phases: 
assessment of current knowledge and practice, 
education and auditing.

The assessment of the staff’s current knowledge 
was obtained through a written pretest that 
was referred to as part of a Vascular Education 
Committee quality improvement project. The 
chairperson administered the assessment survey 
to the VEC at the first meeting. The VEC was asked 
to circle the answer to three questions that closely 
resembled their current practice related to NG Tube 
placement. They were reminded that the survey was 
anonymous and that the answers would assist with 
a quality improvement project.

The same survey was administered during two 
consecutive Vascular Intensive Care Unit (VICU) 
and Vascular Progressive Care Unit (VPCU) staff 
conferences. The results of all surveys were analyzed 
and compared.

With the assessment completed the second 
phase of the project, education, began. A 
PowerPoint presentation, poster, and handouts 
were developed and presented based on the AACN 
practice guidelines for blind insertion of NG tube 
and on the facility’s current policy and procedure. 
The five established unit conference dates and 
times were utilized for this education. Smaller 
educational sessions were held to incorporate staff 
that was unable to attend the other presentations. 
The Clinical Educator provided further detailed 
information related to the EMR documentation and 
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requirements	 at	 each	 presentation.	 One	 person	
was selected at the beginning of each session to 
document questions that could not be readily 
answered or staff suggestions. These were presented 
to the Adult Practice Council by the unit staff 
representative.

The third phase of the project was auditing the 
EMR to further evaluate staff compliance related to 
NG tube documentation. Several manual audits were 
completed by the Unit Directors and the Clinical 
Educator to assess if a problem really did exist.

In addition, there was an established automated 
EMR report that was shared with the VEC by the 
Trauma Clinical Nurse Specialist. She had developed 
this report to track similar information for a 
previous study. The report was designed to audit for 
tube confirmation by audible air or by x-ray and to 
verify if the tube was being measured and marked.  
The report was configured to provide the needed date 
range for this project.

The outcomes of this project were diverse. As 
stated previously, the goal was to have the vascular 
staff adhere to the policy and procedure for safe NG 
tube placement and management 100 percent of 
the time by April 2013. The goal was unrealistic for 
this short time frame. Nonetheless, many positive 
outcomes were observed.

One	of	the	positive	outcomes	was	the	re-education	
of the nursing staff through live education sessions. 
There	 were	 many	 staff	 comments	 such	 as	 “I	 never	
knew	 that,”	 “I	 have	 always	 done	 it	 that	way	 since	 I	
was	 taught	 in	 nursing	 school,”	 and	 “what	 can	 we	
do	 to	 get	 the	 policy	 revised?”	 Several	 of	 the	 nurses	
commented that they were now more aware of the 
policy and the education made a difference when 
they were caring for their patients with NG tubes.

A second outcome is that the EMR documentation 
has improved but there is further work to be 
completed. The audits showed an increase in NG 
tube documentation overall but there was still a 
high usage of audible air as placement confirmation. 
The automated reports will continue and will be 
presented on a quarterly basis.

Another outcome that arose from this project 
related to the needed radiology order. This 
requirement is due to a physician order being 
embedded in a nursing policy. It was further 
discovered that the policy approval listing did not 
indicate that it had progressed through or had 
been to the Medical Executive Committee (MEC) for 
approval. Also it was identified that there may be a 
need for an established NG tube protocol. Each of 
these items is currently being worked on in their 
respective committees.

Correct NG tube placement and documentation 
is extremely important as a part of the care of the 
hospitalized patient. Nurses need to be aware of the 
possibility of NG tube misplacement and movement 
throughout the patient’s admission. Even though 
there are many ways to confirm placement, the only 
reliable method for confirming a blindly inserted NG 

tube placement is radiography (AACN, 2010).
The change project resulted several positive 

outcomes including nursing staff awareness and 
positive engagement. Change behaviors take time 
and new patterns need to be established. Consistent 
reminders and follow up will need to continue on a 
quarterly basis to sustain positive change.	◆
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by Phyllis C Everett, NP-C
President, Virginia Council of Nurse Practitioners

Are you like me, waiting 
to eat tomatoes until they 
are fresh off of the vine? I 
will sometimes be fooled by 
the outward appearance of a 
tomato	in	June	because	I	am	
so anxious for a fresh one. 
The	 tomato	 in	 June	 is	 red	
and shiny on the outside but 
is not always what I expect 
on the inside.

So how is my less than 
perfect tomato like the 
current environment in 
Virginia related to scope 
of practice? My colleagues 
and I in the Virginia Council of Nurse Practitioners 
(VCNP) and other Advanced Practice Registered 
Nurses (APRNs) around the Commonwealth have 

VCNP

growing the Perfect Collaboration
been busy planting seeds. We, like the farmer, hope 
to harvest perfect fruit as a result of our labor. As 
most farmers will tell you, and those of you who have 
tried gardening know, that does not always happen.

Some not involved in the negotiations for HB346, 
a collaborative effort with the Medical Society of 
Virginia, have questioned the bill because it was 
not everything they hoped for. At the most recent 
national meeting of the American Academy of Nurse 
Practitioners (AANP), one of the keynote speakers 
likened our bill to a Trojan horse.

However, HB 346 was just a beginning – the 
planting of a seed. We see the scope of practice 
vision just as the authors of the Institutes of 
Medicine	(IOM)	report,	the	AANP,	and	the	American	
Nurses Association  (ANA). We also recognize the 
current state of our garden. It needs more – more 
care, more water, and more fertilizer – to help all 
involved to see the vision as we do and produce the 
best	 fruit.	 Our	 careful	 attention	 to	 the	 continuing	
relationship we have cultivated with our colleagues 
at the Medical Society of Virginia (MSV) will also be 

a part of the fruits of our labor.
The American Medical Association has used part 

of our legislative language and encouraged other 
state medical associations to adopt it as a model for 
practice	 in	 other	 states.	 Just	 as	 some	 plants	 can	
grow only in certain areas of the country, our bill 
cannot be used as one-size-fits-all bill. The aspect 
of our work that VCNP and MSV wish to encourage 
in other states is the collaboration itself and how 
our ongoing partnership serves to strengthen final 
outcomes.

We know it is not perfect and there is more 
work to be done to improve access to care for the 
citizens of Virginia, but we are eager to plow ahead 
together to improve the health of all Virginians. 
Physicians, nurse practitioners and all members of 
the team are needed for optimal patient care, not 
one above the other, but as equals with different and 
complementary skills and abilities that complete 
each other.

I am hopeful both for the future of my garden and 
the future of nurse practitioner practice in VA.	◆

Linda Thurby-Hay MS, RN, ACNS-BC, BC-ADM 
President, Virginia Association of

Clinical Nurse Specialists

The Virginia Association of Clinical Nurse 
Specialists (VaCNS) has embarked on a journey 
to showcase the effectiveness of clinical nurse 
specialists’ work and move regulation of CNS 
practice into alignment with the Consensus Model 
for APRN Regulation: Licensure, Accreditation, 
Certification and Education.

We are a young organization started by our 
colleagues in the Roanoke Valley in 2010, including 
Donna	Bond,	Phyllis	Whitehead,	Sheila	Delp,	Jackie	
Martin,	Nancy	Altice,	Stephanie	Baynton,	Jill	Bass,	
Leigh	 Pollard,	 Ellen	 Harvey,	 Cathy	 Jennings,	 Kim	
Hall and Charmaine Hall. This group grew to include 
28 members who drafted a petition to the Virginia 
Board	 of	 Nursing	 to	 “examine	 (the	 regulations)	
governing the practice of clinical nurse specialists 
...(for its) consistency and congruency with the 
National Council of State Boards of Nursing’s 
(NCSBN)	 Consensus	 Model.”	 You	 will	 find	 the	

original petition on our website, www.vacns.weebly.
com.

The Virginia Board of Nursing responded to the 
petition, suggesting we 1) differentiate clinical nurse 
specialist practice from the practice of Registered 
Nurses, and 2) engage key stakeholders as licensure 
would require legislative action before moving 
forward with the petition.

Since May of 2012, I have had the privilege 
of leading this organization, and am committed 
to engaging as many practicing clinical nurse 
specialists as possible. Sarah Conner, a Liberty 
University CNS student at the time, and I developed 
a survey to locate the CNS’s in our own organization, 
Virginia Commonwealth University Health System 
(VCUHS) in the summer of 2012. We found 59 
nurses, educated as clinical nurse specialists, in the 
VCUHS Nursing community. We were amazed at the 
sheer numbers and are eager to find the rest of you.

Becky Bowers-Lanier orchestrated our inclusion 
on	the	agenda	of	the	Virginia	Organization	of	Nurse	
Executives	 (VONEL)	 in	 October	 of	 2012	 to	 garner	
their support in our efforts to change CNS regulation 

and locate more clinical nurse specialists; this group 
suggested we find clinical nurse specialists through 
Virginia Nurses Today, the publication that reaches 
all Virginia nurses.

The theme of creating relationships with other 
groups vested in clinical nurse specialists continued 
when the leaders of Virginia’s nursing programs 
(VACN) heard our concern for continuation of CNS 
programs at the American Association of Colleges 
of Nursing (AACN) meeting in Washington, DC 
in	 late	 October.	 This	 group	 graciously	 agreed	 to	
create a consortium to share faculty resources in 
support	of	CNS	education.	Old	Dominion	University	
shared the restart of their CNS program because of 
employer demand for our skill set. VaCNS agreed to 
provide the nursing schools with preceptors for CNS 
students.

As a result of that meeting, VaCNS was invited 
to an afternoon tea at George Mason University to 
discuss future directions of their advanced practice 
nursing program. Kim Nelson and I shared our 
thoughts regarding the pursuit of the BSN to DNP 
and the MSN to DNP educational options.

The Virginia Action Coalition (VAC) has been 
organized to address major issues outlined in the 
Future of Nursing Campaign for Action initiative. 
Phyllis Whitehead has represented us on the 
Access to Care Workgroup. Several VaCNS members 
attended the 2012 Annual Roundtable held. A 
professional video production has been produced 
that showcases all the APRN roles, and is intended 
to assist in the effort to educate the public about 
Advanced Practice Nursing. You may view the final 
product on both the VNA and VaCNS websites.

Kim	Nelson	has	been	involved	in	the	“Educational	
Progression”	 Workgroup	 whose	 directive	 is	 to	
streamline the process for nurses to further their 
education, making it seamless. Donna Bond has 
participated in the Workforce Data Workgroup which 
developed a document outlining the infrastructure 
needed to collect data on all categories of nursing.

Finally, the legislative task force of VaCNS met 
in	Lynchburg	in	June	of	this	year	to	forge	an	action	
plan to prepare for the General Assembly 2014. 
Becky Bowers-Lanier has agreed to be our lobbyist 
and assisted us in establishing a timeline. The focus 
will be on changing the language in the Nursing 
Code to recognize clinical nurse specialists as 
Advanced Practice Registered Nurses (APRN).

Join	 us	 as	 we	 tackle	 the	 challenges	 of	 today’s	
healthcare environment together. We want to 
highlight your work and the effectiveness of the 
clinical nurse specialist role, as we move to align 
regulation with the Consensus Model for APRN 
Regulation. We meet by videoconference call on the 
second Monday of each month at 5pm. Check out our 
website and contact the leadership to get involved. 
We	want	YOU!	◆

Phyllis C. Everett
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The Evolving Role of the Nurse Advocate
by the VNA Committee on
Ethics and Human Rights

Diane E. Brothers, BS, RN MA,
Esther H. Condon, RN, PhD,

Barbara A. Cross, APRN-BC, CBIS,
Kathryn M. Ganske, PhD, RN

The Nurse as Advocate
There is little within the role of the nurse that 

has	 not	 changed	 over	 time.	 One	 important	 aspect	
that is not likely to change is the role of the nurse 
as advocate for patients, families and communities. 
It is in this role that nurses are frequently called 
upon to examine the ethical dimensions of 
nursing situations as they affect patients, families, 
communities and colleagues. Nurses have become 
much more involved in formal groups within health 
care organizations that can benefit from their 
advocacy.  There are many supporting reasons and 
directives from professional nursing organizations 
that inform the advocacy role in ethical situations 
that nurses must understand and use to guide their 
actions.

Examples of these are the American Nurses 
Association’s (ANA) Nursing’s social policy statement: 
the essence of the profession. (2010), The code of 
ethics for nurses (2001), and the many ethical 
position statements intended to guide nurses in 
practice. The fact that these guidelines are generated 
by nurses for nurses and that they do not represent 
externally imposed standards should be appreciated. 
These are reviewed and revised at regular intervals 
with the input of many practicing nurses. When 
nurses act according to their professional ethical 
guidelines, they can be sure that they are practicing 
autonomously.

As the acquisition of ethical knowledge has 
progressed, research studies in ethics reported, 
and incorporated into evidence-based practice, 
nurses are now expected to bring some expertise 
to roles that involve ethical decision-making in 
practice. As moral agents, nurses are increasingly 
responsible for advocating for the patient, family, 
or community point of view, and for supporting the 
moral agency of others in finding resolutions to 
difficult practice situations. Nurses now enact roles 
that are particularly focused on resolving ethical 
issues and participate with nursing and other health 
related colleagues on ethics committees, professional 
practice committees, and in other contexts that 
impact practice. Nurses should be able to discuss 
and uphold a moral point of view on issues, and to 
be able to participate in the analysis and possible 
resolution of issues using accepted guidelines as 
well as knowledge of the wishes of patients and their 
families.

Changing Roles in Advocating for
Patients and Families

In the past, decisions both ethical and non-ethical 
regarding the care of patients were considered the 
responsibility of the physician. Today, nurses no 
longer	participate	 in	the	“doctor-nurse	game”	 (Stein,	
1967). Nursing has evolved as a profession with its 
own code of ethics that explains the role of nurses 
in ethical decision-making.  The ANA Code of Ethics 
for Nurses with Interpretive Statement (2001) entreats 
nurses to be attentive to and recognize issues that 
may cause ethical conflict and the impact they have 
on the patient, family, and community. Advances in 
medical technology and their implications for patient 
care, along with other issues in healthcare, can 
cause moral distress for nurses that require ethical 
discussions among all members of the healthcare 
team. Nurses are now better prepared to advocate for 
the rights of patients, families and communities and 
are frequently their advocate when ethical issues 
present themselves. Not only are nurses advocates 
for patients, families, and communities, they are 
also involved in ethical discussions and decision-
making regarding issues such as:

•	 hospital	 staffing	 patterns	 that	 may	 endanger	
patients

•	 patients	right	of	refusal
•	 informed	consent
•	 use	of	restraints
•	 quality	of	life	and	prolonging	life

Ethical Decision-Making Models
There are many models that can be used to 

address ethical issues in practice.
The Four Topics Approach to Ethical Decision 

Making	 (Jonsen,	 Sieglar	 &	 Winslade,	 2006)	 is	 one	

model  used to address ethical nursing issues. With 
this approach the nurse or ethical consultation 
team gathers all the relevant information and 
moves forward to the resolution of the issue using a 
structural analysis approach. Analysis of the issue 
utilizes the following four fundamental principles of 
ethics:

•	 Beneficence	–	the	duty	to	do	no	harm
•	 Autonomy	–	the	right	to	self	determination
•	 Non-maleficence	–	 the	obligation	not	 to	 inflict	

harm
•	 Justice	 –	 the	 equitable	 distribution	 of	 risks	

and benefits

These principles are applied within the context of 
the following:

•	 Medical	 Indications	 –	 what	 is	 the	 patient’s	
medical problem? History? Diagnosis? 
Prognosis? acute vs. chronic? Critical vs. 
emergent vs. reversible?

•	 Quality	 of	 life	 –	 prospects	 with	 or	 without	
treatment? Physical, mental, social deficits 
likely experienced if treatment succeeds? 
Biases that might prejudice the evaluation 
of patient’s quality of life;  present or future 
condition such that continued life might be 
judged undesirable; plans and rationale for 
foregoing treatment? Plans for palliative or 
comfort care?

•	 Patient	 preference	 –	 patient	 mental	 capacity;	
evidence of incapacity; can patient state 
treatment preferences? Patient informed 
of benefits and risk and understands the 
information and gives consent; are Advanced 
Directives in play? Is patient willing 
or unwilling to cooperate with medical 
treatment? Is the patient’s right to choose 
respected?

•	 Contextual	 features	 –	 family	 issues	 that	might	
influence treatment decisions; provider’s 
issues that might influence treatment 
decisions; financial or economic factors; 
religious or cultural factors; allocation of 
resources; legal issues, conflicts of interest 
for provider (nurse or physician) or the 
institution?

A second decision-making model is offered by The 
New York State Nurses Association. This Ethical 
Assessment Framework (EAF) addresses ethical 
decision-making as follows:

•	 Assessment:	 identify	 problem;	 gather	 relevant	
facts; identify methods of ethical justification 
to resolve the dilemma; consciously clarify 
relevant values, rights, duties of patient, 
self, significant persons; identify ethical 
dilemma; identify guidelines from nursing and 
professional codes of ethics; identify and use 
relevant interdisciplinary resources; identify 
and prioritize alternative actions and options

•	 Plan	 of	 Action:	 select	 a	 morally,	 justifiable	
action plan or alterative plan

•	 Implementation:	act	on	the	plan
•	 Evaluation:	 evaluate	 actions	 taken;	 address	

short-term and long-term goals

A third model is the CASES Model from the 
National Center of Ethics in Healthcare. The CASES 
Model was designed to standardize the approach 
to addressing ethical issues as they present in the 
Veterans Affairs healthcare system. The steps in that 
model are as follows:

•	 Clarify the Consultation Request – does the 
requester need help resolving an ethical 
concern; obtain relevant information to 
address the ethical issue; establish realistic 
expectations about the ethical consult; 
formulate the ethical questions.

•	 Assemble the Relevant Information – consider 
the types of information needed; identify the 
appropriate sources of information; gather 
information systemically from each source; 
summarize the information and the ethics 
question.

•	 Synthesize the Information – determine 
whether a formal meeting is needed; engage 
in ethical analysis; identify the ethically 
appropriate decision maker; facilitate moral 
deliberation about ethically justifiable options.

•	 Explain the Synthesis – communicate 
the synthesis to key participants; provide 
additional resources; document the 
consultation.

•	 Support the Consultation Process – follow 
up with all participants; evaluate the 
consultation using critical review of the issue 
addressed; determine participants’ satisfaction 
with the consult process; obtain feedback from 
participants involved; adjust the consultation 
process and consider results of follow up and 
evaluation steps; identify underlying systems 
issues; consider underlying systems issues 
that need to be addressed; bring significant 
systems issues to the attention of the 
individual or body responsible for handling 
such issues.

These models should be used in conjunction 
with the Code of ethics for nurses with interpretive 
statements (ANA, 2001). In addition, the services 
of a nurse ethicist may be available, as well as an 
established multidisciplinary ethics committee. 
Nurses should acquaint themselves with 
institutional ethics resources and committees, as 
well as institutional policy statements related to 
ethics.

From the Perspective of the Nurse Ethicist
Ethics and nursing intertwine continuously 

for the professional nurse dealing with patients 
and their families. The role of the clinical ethics 
specialist is to serve as resource to all. The 
clinical ethics specialist (CES) is a registered 
professional nurse who demonstrates expertise in 
the ethics arena that has been further developed 
through a Masters degree in Clinical Ethics.  The 
CES functions as a clinical resource, providing 
clinical, professional, educational and quality 
improvement consultation to the health system’s 
Associates in pursuit of improved care delivery and 
improved patient outcomes.  The scope of practice 
encompasses education, policy and procedure 
development and implementation, consultation, data 
collections, audits, and surveys as appropriate for 
identified organizational needs. This position must 
demonstrate a commitment of quality service to 
patients, the public, physicians, and our Associates.

The clinical ethics specialist meets with patients, 
families, associates and physicians to facilitate 
discussions related to these concerns. The role 
encompasses consults, education, regulatory 
readiness, and policy review. Clinical, professional, 
and organizational ethics are woven into the daily 
interactions throughout the hospital and together, 
they offer a template for creating and maintaining an 
ethical culture where quality, professionalism, and 
values flourish.

It is the policy that anyone can ask for an ethics 
consult. Requests come from patients, families, 
doctors and nurses for a wide variety of reasons. 
As a facilitator for the consult, it is imperative 
that the nurse ethicist assures that the voices of 
those involved are heard so that the patient and/
or medical power of attorney can then make the 
best decision for the patient’s plan of care. The 
consultation process may be initiated by contacting 
any member of the Clinical Ethics Committee or by 
a physician’s order for an ethics consult through a 
Health Information System.

After hours, requests can be made through the 
patient care supervisor (PCS), nurse manager, or 
the patient flow coordinator who can access the 
appropriate persons for assistance. The telephone 
operator contacts either the medical director for 
clinical ethics or the clinical ethics specialist. 
There will be a conversation with the care team 
for the patient and a chart review, after which 
a determination will be made as to whether a 
full ethics consult is needed or simply an ethics 
“conversation.”	The	“conversation”	is	usually	all	that	
is needed when the question is straightforward, as 
with	 the	question,	 “Who	 is	 the	appropriate	decision	
maker	for	the	patient?”

Nurses are often the first to recognize an 
ethical situation in the making. They have a large 
presence in the day–to-day activities of the patient 
and frequently recognize issues as they develop.  
Sometimes the issues stem from multiple consulting 
physicians with different perceptions of the 
patient situation. What follows is that the families 
and patients become overwhelmed and cannot 
distinguish the appropriate path to take. When 
this scenario presents itself, the nurses quickly 
identify the potential problem and ask for an ethics 
consult. Most often, it is nurses who are the first to 
know that there may be a problem in identifying the 

Nurse Advocate continued on page 18
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medical decision maker or that there is no one to be the health care proxy for 
the patient; in that situation, the nurses notify the Clinical Ethics Committee. 
When nurses experience conflict related to the plan of care for a patient, they 
consult the Clinical Ethics Committee to try to resolve the moral distress they 
are experiencing.

The	 ANA	 Code	 of	 Ethics	 states,	 “The	 nurse	 promotes,	 advocates	 for,	 and	
strives	 to	 protect	 the	 health,	 safety,	 and	 rights	 of	 the	 patient,”	 (ANA,	 2001,	
p.6), clearly incorporating ethics in all nursing interventions. Above all, the 
clinical ethics specialist role calls for advocacy on behalf of patients, families, 
communities and colleagues.

Resources for Nurse Advocacy
Nursing education programs now include content and coursework and there 

are formal programs of study leading to a bachelor’s, master’s or PhD degree 
in ethics. Many professional organizations address ethics specific to the area of 
practice. The ANA and its Ethics and Human Rights Advisory Board (EAB) is a 
significant resource for nurses in the role of advocate.  As a component of the 
ANA, the EAB offers recommendations and position statements that provides 

Nurse Advocate continued from page 17

nurses with information on many ethical situations encountered in daily 
practice.

Advocacy and ethics-related position statements are readily available in print 
and online from the American Nurses Association website: www.nursingworld.
org. Position statements on various ethics-related topics provide clarity and 
guidance for advocacy in clinical practice. Statements on ethical issues related 
to end of life care such as feeding, pain management, assisted suicide are 
accessible and of immense value to nurses in ethics consultations and decision-
making among colleagues and families. These position statements are accessible 
via the website without password requirements, once the nurse has accessed 
the ANA website and clicked on the Ethics tab.

As a resource, the ANA Ethics Web page includes other sources in topic areas 
such as moral distress and moral courage, genetics and genomics, the Code 
of Ethics with Interpretive Statements, as well as other ethical situations. The 
Online Journal of Issues in Nursing	 (OJIN)	 is	 an	 excellent	 source	 of	 guidance	
for nurses with articles that focus on a number of ethical situations. Nurses 
can click on topic areas and are then directed to related sources such as 
conferences	 or	 OJIN	 articles	 posted	 on	 the	 Ethics	 web	 pages.	 The	 nurse	 can	
obtain perspectives from a number of these available sources while forming 
a valuable personal perspective on advocacy to then be shared with other 
colleagues and nurses new to practice. Advocacy is a hallmark of practice that 
must be reinforced continually to develop strength and consistency in practice. 
Commitment to this level of strength and consistency at difficult times is what 
patients and families remember and why they continue to describe nurses as 
the most trusted professionals.	◆
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Assistant	Director	of	
Nursing	on	Skilled	
Nursing	Floor

As Assistant Director of Nursing 
Services, you will be responsible 

for providing assistance and 
supervision of the clinical care 
and services to residents in the 
skilled nursing operations, in 

accordance with federal, state 
and local standards and Sunrise 

Senior Living policies. Supervising 
the team members in the skilled 
nursing center to include but not 
limited to training, development, 
scheduling. Understanding and 

assisting with the Resident 
Assessment Instrument (RAI) 

Please	apply	at	
http://sunrise-careers.com/
Position located at “The Fairfax in 

Fort Belvoir” EOE

Riverside	Health	System	is a major provider of comprehensive healthcare in preventive, acute, long 
term, rehabilitative, ambulatory, educational and behavioral health services. Our mission is “To care 
for others as we would care for those we love.” We are seeking experienced Registered Nurses and 
Licensed Practical Nurses who want to join an integrated health system, trusted to provide people in our 
communities with care and services that enhance their quality of life. If you are interested in learning more 
about the opportunities listed below, visit our employment site at www.riversideonline.com/careers

JOIN OUR TEAM

WILLIAMSBURG

Doctors’	Hospital
Emergency Room - RN
Operating Room - RN
PACU – RN
Critical Care – RN

Cancer	Infusion	Center
LPN

NEWPORT NEWS

Home	Care	/	Hospice
Staff RN
On-Call RN

Riverside	Regional	Medical	Center
Surgical Services - RN
Emergency Room – RN
Oncology – RN
Critical Care – RN

Hampton	Roads	Specialty	Hospital
Long-term Acute Care Unit – RN/LPN

Warwick	Forest/The	Gardens
Nurse Supervisor - RN
Assisted Living – LPN

Cancer	Infusion	Center
LPN

GLOUCESTER

Riverside	Walter	Reed	Hospital
Nurse Manager Performance Improvement –RN

HAMPTON

Hampton	Rehab	Center
RN/LPN

Riverside	Behavioral	Centers
RN Nurse Manager – Adolescent Residential

Hampton	Surgery	Center
Clinical Coordinator - RN
Operating Room – RN

EASTERN SHORE

Shore	Memorial	Hospital
Nurse Supervisor - RN
Operating Room - RN

Shore	Rehabilitation	Center
RN/LPN

TAPPAHANNOCK/WARSAW

Riverside	Tappahannock	Hospital
Emergency Room - RN
ICU/CCU - RN

Home	Health
RN

The	Orchard	Rehab
RN

www.riversideonline.com/careers			(757)	534-5627			employment@rivhs.com
EOE	*Program	of	the	Commonwealth	of	VA

Join VNA Today!

Visit
www.VirginiaNurses.com

for more information
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Are you prepared for a career in 
Electronic Health Records? Health 
Information Technology is a rapidly 
growing field; don’t get left behind.

Northern Virginia Community 
College (NOVA) is proud to offer the	
Health Information Technology 

Career Studies Certificate 
Program

 Get your training in as little 
as TWO semesters

 Train in a growing field
 23 total credit hours
 All courses offered online

Visit	us	online	today
www.nvcc.edu

or	simply	call	703-822-0061

Discover all that VCU Health System has to offer at www.VCUHS.jobs.
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HEALTH CARE LEADERS ARE BUILT 
ONE TEAM MEMBER AT A TIME.

The benefits of working at VCU Health  
System are clear. We are a Magnet®  
hospital  –  the first in Richmond to achieve 
this prestigious designation. In 2012 and 
2013, we were recognized by U.S.News & 
World  Report ® as a #1 Hospital in Virginia. 
And in 2013, we were named Virginia’s  

first, and only, Level 1 Pediatric Trauma  
Center by the American College of Surgeons. 
Competitive pay, extensive medical benefits, 
flexible work options, prepaid tuition and 
on-site child and elder care all mean that 
everything you need for a wonderful career 
– and balanced life – can be found at VCUHS.

EOE

These are exciting times at the Winchester Medical Center, our award-winning Magnet facility within Valley Health! 
Our $160 million expansion is now complete, featuring our architecturally stunning new North Tower. Here, you will 
fi nd our four spacious state-of-the-art Critical Care Units, including our BEACON CVSICU. Urgent, newly emerging 
and chronic health conditions are expertly diagnosed and treated utilizing evidence-based practice guidelines by our 
highly qualifi ed and compassionate staff. We are NOW expanding our team of Magnet RNs – in short, this is your 
chance to be among the best of the best in Nursing today.

RN OPPORTUNITIES
WINCHESTER MEDICAL CENTER

New! Float Per Diem Pool – PREMIUM RATES OF PAY
Home Health – Clinical Manager

Charge Nurse – Medical Telemetry or Surgical Telemetry
$10K SOB! Neuro/Trauma/Med-Surg ICU – Clinical Nurse Specialist

$15K SOB! Surgical Services – CRNA
Looking for a bigger and brighter future? We are seeking Registered Nurses with a dedication to excellence 
that matches our own. We offer competitive salaries and a dynamic professional practice ladder program. Our 
comprehensive benefi ts package includes up to 100% in tuition reimbursement to further advance your nursing degree. 
To see a listing of all currently available openings, visit www.valleyhealthnurse-jobs.com. To view our openings 
on a mobile device, visit m.valleyhealthnursing.jobs. Join our Nursing Talent Community and then apply online to 
be given immediate consideration to become a Magnet nurse. We look forward to hearing from you!

Offi ce of Nurse Recruitment, Valley Health, 333 West Cork Street, Winchester, VA 22601
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I AM A CENTRA NURSE
ANd CARINg foR My CoMMUNITy IS whAT I do bEST

Telemetry/Medical/Surgical Nurse
Centra Southside Community Hospital

Dion Tomer, R.N. III
Dion is a Captain with the Blackstone 
Volunteer Fire Department in Blackstone, VA.

At Centra, our nurses strive for excellence, dedication and professionalism. 
It’s why Centra Lynchburg General and Virginia Baptist hospitals earned the 
coveted Magnet™ designation, the nation’s highest nursing honor. As we aim 
even higher, Centra Southside Community Hospital in now on their journey 
to achieving Magnet status. This experience and commitment to nursing 
excellence is why Centra is the region’s top choice for healthcare. Centra 
nurses, like Dion, aim to ensure our patients get Excellent Care...Every Time.

Become a part of one of the finest healthcare 
systems in the country, serving central and 
southside Virginia. Learn more about our nurses 
and Centra by visiting CentraNursing.com. 

When it comes to fighting fires or treating patients post-surgery, Dion is 
dedicated to serving and caring for the people of his community.

 Visit us at www.nursing.vcu.edu

    Thinking about going back to school? 
Choose a national leader. 

•  Consistently ranked in the top 25 Schools of Nursing for NIH-funded research
•  Ranked in the top 10% of nursing graduate programs nationwide by 
  U.S. News & World Report
•  Nationally renowned nurse scientists as faculty

•  A Ph.D. Hybrid format (online courses with limited on-site requirements)

•  State-of-the-science clinical learning and biobehavioral research facilities
•  A partnership with the VCU Medical Center, a Magnet hospital

An Equal Opportunity/Affirmative Action University 


