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School nursing is a specialty that has been 
evolving since nurses began working in schools in 
the 1800’s. At the time, their main job was to identify 
illnesses, quarantine those with communicable 
diseases, and reduce truancy. 

School nursing has advanced since its early days 
and now has a much broader definition as “the 
specialized practice of professional school nursing 
that advances the well-being, academic success, and 
lifelong achievement and health of students. To that 
end, school nurses facilitate normal development and 
positive student response to interventions; promote 
health and safety including a healthy environment; 
intervene with actual and potential health problems; 
provide case management services; and actively 
collaborate with others to build student and family 
capacity for adaptation, self-management, self-
advocacy, and learning (NASN, 2011). 

Regardless of the accomplishments of individual 
school nurses and strides made within the profession, 
school nursing continues to be plagued by myths.

Myth: We really don’t need school nurses. Kids 
should stay home from school if they are sick.

Reality: It is estimated that more than three 
quarter of school aged children (45 million) missed 
at least one school day in the past 12 months due to 
illness or injury. About 5% of school-aged children 
missed 11 or more days of school due to illness 
or injury in this same time period (NCHS, 2011). 
Research shows that absenteeism contributes to lower 
graduation rates. The school nurse supports student 
attendance and academic success by providing health 
care through assessment, intervention, and follow-up 
for all children within the school setting.

A student’s health status is directly related to 
the ability to learn. Healthy children are successful 
learners; children with unmet health needs 
have a difficult time engaging in the educational 
process.  Today, more than 25% of children and 
adolescents have chronic health conditions that may 
impact the student’s ability to be in school and ready 
to learn. Students come to school with increasingly 
complex medical problems, technically intricate 
medical equipment, and complicated treatments. 
The school nurse addresses the physical, behavioral, 
emotional, and social health needs of students and 
supports their achievement in the learning process. 
The school nurse provides for the safety and care of 
students and integrates health solutions into the 
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Mythbuster: Demystifying School Nursing
educational environment. The school nurse is a vital 
member of the academic team who leads change to 
advance health, thus keeping students safe at school, 
healthy, and ready to learn.

Myth: School nursing is easy – anyone can do it. 
Reality: School nursing is a challenging, fast-

paced and demanding job. On any given day, 5 to 10% 
of the school’s population may visit the health office 
for school nursing care. School nurses perform their 
duties with very limited medical resources that are 
readily available to nurses in traditional health care 
settings. Generally, school nurses function as the sole 
health care professionals in their buildings and must 
function with little consultative support from peers. 

In Virginia, licensed RNs and LPNs may provide 
health care in schools. Their roles vary in terms 
of scope of practice and years of educational 
preparation. The professional school RN plans, 
implements, monitors, and coordinates the care 
delivered by members of the school health team, 
and is supported by LPNs and unlicensed assistive 
personnel. School nurses are skilled health care 
providers who work independently and collaboratively 
within the education and health care teams. School 
nurses apply a broad knowledge of public health, 
pediatrics, other nursing specialties, behavioral 
health, occupational health, school law, and policy 
to practice. This specialty requires strong skills 
in critical thinking, problem solving, creativity, 
adaptability, resourcefulness, leadership, and 
case management. School nurses translate broad 
knowledge into health promotion and intervention 
strategies in both the student health office and the 
classroom. They also provide health counseling and 
emotional support to their clients. School nurses 
ensure that children are safe, healthy, and in school 
learning. 

Myth: A school nurse is not a real nurse like those 
working in hospitals. 

Reality: According to the Bureau of Labor 
Statistics (2013), 20% of nurses are employed outside 
of hospitals and medical care facilities. School nurses 
have completed a rigorous credentialing process to 
become licensed and many are nationally certified. 

School Nursing continued on page 8

Virginia Receives Grant 
from Robert Wood Johnson 

Foundation to Help Lead 
Efforts to Transform Health 

Care through Nursing

The Robert Wood Johnson Foundation (RWJF) 
announced earlier this week that the Virginia Action 
Coalition will be part of a $4.5 million initiative, 
the Future of Nursing State Implementation Program . 
The program is helping states prepare the nursing 
profession to address our nation’s most pressing 
health care challenges—access, quality, and 
cost. RWJF announced 10 states that are joining 
the program today; it launched with 20 states in 
February. 

The State Implementation Program bolsters efforts 
already underway in 50 states and the District 
of Columbia—the Future of Nursing: Campaign for 
Action—to improve health and health care through 
nursing. A joint initiative of AARP and RWJF, the 
Campaign is working to implement the Institute of 
Medicine’s (IOM) evidence-based recommendations 
on the future of nursing. It provides a vehicle for 
nurses at all levels to lead system change to improve 
care for patients and families through collaboration 
with business, consumer, and other health 
professional organizations.

“We are confident that this grant will help spur 
progress in Virginia which already is doing notable 
work to transform nursing practice, education, and 
leadership,” said Susan B. Hassmiller, PhD, RN, 
FAAN, RWJF senior adviser for nursing and director 
of the Future of Nursing: Campaign for Action . “The 
Foundation is committed to helping states build a 
more highly educated, diverse nursing workforce so 
that everyone in America can live a healthier life, 
supported by a system in which nurses are essential 
partners in providing care and promoting health.”

The State Implementation Program is providing 
two-year grants of up to $150,000 to a total of 30 
state-based Action Coalitions that have developed or 
made substantial progress toward implementing the 
IOM recommendations. States must obtain matching 

Virginia Receives Grant continued on page 8
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The 2010 Institute 
of Medicine report, The 
Future of Nursing: Leading 
Change Advancing Health, 
recommends that nurses 
must be prepared to lead 
change in order to enhance 
and reform our healthcare 
system. The Future of 
Nursing: Campaign for 
Action, a collaboration of 
the Robert Wood Johnson 
Foundation and the AARP 
Foundation, was created to 
implement the key recommendations of The Future 
of Nursing Report in order to fulfill the vision of 
providing high quality, patient-centered healthcare to 
all citizens. 

The Virginia Action Coalition (VAC), an initiative 
of the Virginia Nurses Foundation (VNF), AARP 
Virginia, and the Campaign for Action, formed 
a Leadership Workgroup focused on creating a 
structure that ensures nurses are prepared to lead 
from the bedside to the boardroom. The initial 
work of Virginia’s Leadership workgroup focused 
on assessing Virginia’s “current state” of nursing 
involvement on strategic boards. 

In mid-January, I was thrilled to represent VAC 
at a CCNA “Leadership in Action” meeting, along 
with Dr. Shirley Gibson, VNF president , Janet Wall, 
VNA CEO, and Lindsey Cardwell, VAC Leadership 
Workgroup co-lead. Dr. Susan Hassmiller, senior 
advisor for nursing from the Robert Wood Johnson 
Foundation and director of the Future of Nursing: 
Campaign for Action, introduced a key objective in 
her opening comments: In order for nurses to take a 
leadership role in healthcare decisions, change must 
occur . She stated, “This is the year of the nurse!” 

Over the next two days, coalition leaders from 
multiple states learned from each other and utilized 
the staff and resources provided by CCNA to create 
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President’s Message

Loressa Cole

strategic state-specific work plans to increase 
nursing involvement on strategic boards, including 
hospital and health system boards. Dr. Gibson and 
I were very proud to present the accomplishments 
of the VAC Leadership Workgroup to attendees. 
Considered an “exemplar” state, our work to increase 
nurse leader involvement “from the bedside to the 
boardroom” is being highlighted for other states, and 
they are encouraged to consider implementation of 
similar programs and initiatives using our state as 
a model. 

Our accomplishments include:
•	 Conducting	 a	 survey	 to	 determine	 nurses	

who are serving on or interested in serving on 
boards

•	 Targeting	 key	 boards	 for	 nurse	 participation	
and sourcing candidates for successful 
placement onto strategic boards

•	 Establishing	 a	 leadership	 development	
program (The Nursing Leadership Institute) for 
emerging nurse leaders

•	 Providing	mentoring	assistance	 for	new	board	
members

•	 Creating	 a	 pipeline	 of	 future	 board	 members	
through leadership recognition programs such 
as “40 under 40” (2011) and “Every Nurse a 
Leader (2013) campaigns

•	 Producing	a	video	 that	highlights	 the	benefits	
of nurses serving on hospital boards

At our meeting, we benefited from a presentation 
from the New Jersey Action Coaltion, another 
exemplar state, and our group brought back many 
exciting new ideas and approaches to engage 
Virginia’s nursing leaders. 

We want nurses to be present and help lead the 
important decisions that will shape the future of 
healthcare in our state. I look forward to an exciting 
2014 and the continued work of our VAC workgroups 
and other nurse leaders Virginia. This IS the year of 
the nurse, and we have much work to do! 

Virginia Nurses Association Would Like to Extend 
a Special Thank You to Our 

29th Annual Legislative Day Sponsors:

Platinum
Virginia Commonwealth University Health System

Gold
HCA Virginia 

Silver 
James Madison University School of Nursing 

The Year of the Nurse

2014 Mid-Atlantic Telehealth
Resource Center Annual Summit

Adding Value through 
Sustainable Telehealth

March 30 - April 1, 2014
Fredericksburg Expo & Conference Center

Fredericksburg, VA

Examine the ways in which telehealth adds value to patients, 
practitioners, hospitals, health systems and other facilities. Explore 
the concept of “value-added” through a highly interactive program 
built around the case history of “Mr. Doe” as he meanders through 
primary care, inpatient hospitalization and post-discharge environs. 
The Summit will conclude with a session on financial and business 
models for providing sustainable telehelath services.

Visit www.matrc.org today!
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Make a difference!
BRBH provides services for adults and children 

with mental health disorders, intellectual disability, 
or substance use disorders.

Current Job Openings:
Registered Nurses in our Crisis Stabilization 
& Detox Team provide psychiatric nursing and 
medical detoxification to adults in a short-term 

residential therapeutic environment.
We offer great benefits!

Apply online at BRBH.org 
Click on “Employment Opportunities”
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Janet Wall

CEO Report

Over the years I’ve worked with numerous 
organizations, both those I was employed by and those 
with which I volunteered, and along the way I became 
aware of some alarming realities of strategic planning.

Pitfall #1: If you build it they will come. 
Strategic plans are the antithesis of the Kevin 

Costner film, Field of Dreams and the mantra, “If you 
build it they will come.” In reality, the players won’t 
come out of the field unless you’ve done the legwork to 
make it happen, and that goes way beyond building a 
baseball diamond in a field. Too many organizations 
forget that the real work begins after the strategic plan 
is created, and in 80% of cases, often due to a lack of 
actionable items in the strategic plan, the document does nothing more than 
collect dust on some virtual shelf.

Why our plan will succeed: We’ve taken great pains to ensure that each 
goal in our strategic framework is a stretch for our organization, but doable. 
And more importantly, we have the action steps and frames in place to ensure 
this happens, because we recognize that without action steps, the big picture 
strategy is useless. 

Pitfall #2: Accountability flies out the window. 
It can happen all too easily. Staff has worked hard to set up a strategic 

planning session, from coordinating the logistics to orienting a facilitator in 
order to ensure a meaningful outcome. And post-planning, staff works to turn 
concepts and goals into a measurable, achievable, time-stamped action plan 
that the board will ultimately vote to approve. This takes time. And after it’s all 
said and done, the temptation for staff is to jump to other projects calling their 
name.

Pitfalls of Strategic Plans… 
and Why Ours Won’t Fall into that Pit!

Why our plan will succeed: Accountability is crucial, and not losing the 
momentum gained during the strategic planning process is essential. We’ve 
created a strategic plan grid for each of our goals and action items to ensure 
that nothing gets lost. Further, I will be reporting to the board at each of the 
five board meetings throughout the year on our progress toward achieving our 
goals. And then there’s you. Keep us on point, share your ideas and experiences 
relevant to our goals, and help propel us toward success with your continuing 
commitment to this organization.

Pitfall #3: A Strategic Plan that attempts to be the “be all, end all.” 
To be clear, strategic plans are not intended to capture all of the work and 

all of the goals of the organization. Rather, their purpose is to elevate certain 
organizational priorities, be they new initiatives or existing ones that have 
perhaps lost a bit of their mojo and need an infusion of ideas and energy.

Why our plan will succeed: The overarching framework of our plan includes 
four goals focused on 1).Education & Awareness, 2). Workplace Environment, 3). 
Relevance / Engagement, and 4). Legislative Advocacy, with very specific action 
items. This is far from the totality of our work as nursing’s voice in Virginia; but 
these are very important areas – identified by our members, board and staff – 
for which we want to ensure we make significant headway over the course of the 
next couple years. 

Our detailed strategic plan as well as the grid showing action items and 
timelines is available for your review as a member. Members can access the 
VNA Strategic Plan by visiting www.virginianurses.com and logging into 
the “Members Only” section. Not a member? Now’s a great time to consider 
becoming one; just visit us at www.virginianurses.com and click on “Join.”

Done right, strategic planning can drive an organization to new heights… and 
that’s precisely what we intend to do.

When you’re ready 
to advance.
You are ready for American Public University.

Expand your opportunities with a CCNE-
accredited RN to BSN program. APU 
can help you balance your personal and 
professional life while pursuing a respected 
degree online — at the university that is the 
only 3-time Effective Practice Award 
winner from the Sloan Consortium.

Visit: StudyatAPU.com/ALD

We want you to make an informed decision about the university that’s right for you. 
For more about our graduation rates, the median debt of students who completed 
each program, and other important information, visit www.apus.edu/disclosure.

Come see what makes SRMC different 
from other hospitals…. 

At SRMC, we’ll make sure your nursing 
talents are used to make a difference 
in the lives of our patients and their 
families. You’ll have input into new 
processes and be a part of our ongoing   
efforts to enhance the services we offer. 

Experience the difference in our delivery 
of  healthcare. Call us today and see why 
we are unlike any other place you’ve ever 
worked.

View a video of our new facility at 
srmconline.com or call 804.765.5771

for more information about
our nursing opportunities.

Health Informatics Graduate 
Certificate Program

•	 Totally	On-Line
•	 12	Graduate	Credits	and	
	 Complete	in	2	Semesters

Call:	(540)	678-4382	or	visit	online:
www.nursing.su.edu

Join VNA Today!
Visit 
www.VirginiaNurses.com
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By Patty Schweickert, RN, FNP-BC, DNP, Nurse 
Practitioner, Interventional Neuroradiology, 

University of Virginia Health System and 
Carolyn Rutledge, PhD, FNP-BC, Director DNP 
Advanced Practice Program Co-Director DNP 

Executive Program and MSN Administrator 
Program,School of Nursing,

Old Dominion University

What is telehealth?
Telehealth is the use of technology in healthcare 

and healthcare delivery. These technologies include 
real-time videoconferencing using computers and 
cameras to connect patients and clinicians (for 
consultation, evaluation, treatment, and education) 
and remote transfer of patient diagnostic and 
physiologic data (such as blood pressure, EKG, 
or radiologic images) from one site to another for 
evaluation and interpretation.

Healthcare is changing and its effects are 
palpable, from the initiation of the Affordable Care 
Act (ACA) to the changing of the fee for service 
model. Telehealth is part of this revolution. We have 
entered the age where it is possible to bring the care 
to the patient rather than have the patient travel for 
care through the use of technology. The healthcare 
system of tomorrow is being developed today by 
those who can creatively apply these telehealth 
technologies to patient care. The ability to connect 
with patients remotely allows creation of innovative 
models of practice by increasing access to care, 
allowing for improved outcomes, reduced costs and 
better utilization of healthcare resources. 

Why the impetus for using telehealth now?
American Telemedicine Association (ATA) 

President Dale Alverson, MD, gave a presentation 
at the 2011 Annual Meeting in which he described 
a “perfect storm” of factors that have been set into 
motion that will fundamentally transform healthcare 
and healthcare delivery. 

“This is a time for telemedicine,” he said. He 
was right. Factors including increased acuity of 
patients, increased chronicity of disease, shortage 
of nurse and medical providers, widespread changes 
throughout the country with implementation of the 
ACA combined with the technological advances meld 

Telehealth Nursing Education: 
The Time is Now!
these entities creating the perfect storm. Now, with 
the enhanced recognition of the importance of our 
roles as nurses in the healthcare system, we are well 
positioned to address the healthcare crisis through 
telehealth. 

What is the nurse’s role in telehealth?
Nurses are in a prime position due to their 

direct contact with patients to integrate telehealth 
technology into nursing care and develop innovative 
ways to improve patient care outcomes while 
addressing the pressing issues in healthcare today. 
The time for nurses to learn about telehealth is now. 
There is strong support from influential groups, 
such as the Institute of Medicine (IOM) and the 
Health Resources and Services Administration 
(HRSA) to fully incorporate technology into nursing 
practice and work interprofessionally to provide 
patients access to care. Telehealth is an important 
skill set as the ACA is implemented, and it is one 
solution to the nursing shortage and misdistribution 
of healthcare services and providers, making better 
use of scarce resources. Nurses knowledgeable about 
telehealth can serve as leaders who are proficient 
in applying telehealth technologies to patient 
care, leading the way in developing new models of 
care for the 21st century. However, knowledge of 
telehealth and skill in utilizing this technology is not 
widespread in nursing or nurse education today. 

How will telehealth change nursing practice? 
As a novice nurse, I was fortunate to work with 

many experienced nurses, some that had been 
practicing for over twenty years. Many nurses still 
wore their white nursing caps and told stories of 
sharpening needles and reusing equipment. As 
I have layered on my own nursing experiences, 
I can tell my stories of using glass chest tube 
bottles, Sengstaken-Blakemore Tubes, and intra-
aortic balloon pumps. All these devices have been 
replaced with 21st century technologic innovations. 
The nurses of today are going to have this same 
experience with telehealth. In the years to come, 
they will be able to tell the younger generation of 
nurses, that they practiced before telehealth was 
standard practice. This will be the revolution in 
healthcare that we are going to experience in our life 
time. 

As telehealth pioneer Dr. Karen Rheuban said, 
telehealth is a “transformation tool for healthcare.” It 
is transforming care by providing access to care and 
improving outcomes for many. Nurses trained and 
proficient in telehealth technologies can creatively 
apply this tool to routine and complex patient care 
issues. Nurses knowledgeable about telehealth can 
promote new models of practice that improve the 
effectiveness and efficiency of patient care. 

Using telemedicine, nurses in Virginia are 
already:

•	 Connecting	 with	 patients	 in	 their	 community	
from a major medical center hundreds of miles 

away, enabling them to get the wound and 
ostomy care they need without having to travel 
long distances

•	 Providing	 diabetes	 education	 to	 patients	 in	
remote sites to improve their health literacy 
and self-care knowledge

•	 Educating	high	 risk	 stroke	patients	 on	 stroke	
risk reduction from more than 300 miles away, 
improving the patients’ knowledge of stroke 
and increasing their likelihood to decrease 
stroke risk factors

•	 Incorporating	 telehealth	 into	 their	 nurse	
practitioner owned and managed clinic to 
provide patients access to specialty care from 
their rural site to major medical centers.

•	 Providing	 care	 to	 patients	 confined	 in	 the	
state’s prisons.

How can nurses gain education, experience, and 
skills using telehealth?

Nurses are more likely to engage in telehealth if 
they have knowledge, experience, and skills using 
telehealth. Telehealth knowledge and skills can be 
gained through formal and informal means. Formal 
means include enrolling in nursing programs 
that incorporate telehealth education into their 
curriculum or offer telehealth courses. Nurses can 
also explore telehealth webinars and conferences 
offered by telehealth organizations, such as ATA 
or the Mid-Atlantic Telehealth Resource Center 
(MATRC). 

Informal ways to explore telehealth include 
collaborating with telehealth programs within the 
state, reading articles on telehealth, participating 
in discussion groups, and joining telehealth 
organizations. As nurses empower themselves 
with telehealth knowledge, they must develop 
communication and collaboration skills in 
order to utilize telehealth as a tool to enhance 
interprofessional endeavors. Nurses can collaborate 
with those using telehealth and connect with the 
clinical experts within the interdisciplinary team 
with the technology to address common patient care 
goals. They can build relationships with others by 
finding partners in the telehealth community who 
can help them move forward with their creative 
telehealth ideas. 

How can nurses knowledgeable in telehealth 
contribute to nursing and healthcare?

Nurses educated in telehealth can make strong 
contributions to nursing and healthcare as they 
emerge as the future nursing leaders. The issues 
facing healthcare and healthcare resource allocation 
can be improved with telehealth systems of care 
developed and implemented by nurses. How are 
nurses going to use telehealth creatively in their 
practices if they do not have the education and 
skills to do so? It is essential that nurses become 
empowered with telehealth knowledge and hands 
on technical telehealth skills because telehealth has 
forever changed healthcare. Telehealth is here and is 
transforming healthcare as we know it. Nurses will 
be left behind in this new era if they do not educate 
themselves for this challenge and produce innovative 
nursing leaders in telehealth that are at the forefront 
of healthcare. ◆

I’m inventing a new  
model of health care. Follow VA Careers

VAcareers.va.gov/ALDApply Today:

No Campus Visits
    Liberal Credit Transfers
        Competitive Tuition
            Classes That Fit Your Schedule

Adult/Gerontology Clinical Nurse
Specialist/Educator Program
45-credit advanced practice MSN program

Prepares students for clinical and academic roles as expert clinicians 
and educators in adult/gerontology care with opportunity to develop a 
secondary role focus in a specialty area of one’s own choosing.
Graduates of this program are eligible to sit for the American Nurses 
Credentialing Center (ANCC) Adult-Gerontology Clinical Nurse 
Specialist Certification Exam 

Application deadline for fall 2014 admission is May 15, 2014

http://ww2.hs.odu.edu/nursing/academics/nurse_specialist/index.shtml

For additional information contact:
Dr. Debra Murray,
Program Director

757-683-4303
dmurray@odu.edu
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Joyce Hahn, PhD, APRN-CNS, NEA-BC & 
Brenda Helen Sheingold, PhD, RN

The Affordable Care Act (ACA) offers the potential 
to improve population health, health care access, 
and health care quality, while slowing the rate of 
increase in health care costs. Accomplishing these 
goals has proven to be complex and implementing 
the new law is creating challenges within the states. 
The expansion of Medicaid eligibility to cover nearly 
all low-income adults is a principal component of the 
health care coverage provisions in ACA.

The Supreme Court’s ruling on June 28, 2012 
(Supreme Court, 2012) upheld the constitutionality 
of the ACA with one exception, which allows 
individual states to opt out of Medicaid expansion. 
Twenty-six states brought the suit to the Supreme 
Court arguing that mandating Medicaid expansion 
was “an overreach by the federal government” that 
placed a large financial burden on the state budgets 
(Frakt & Caroll, p. 166). Individual state decisions on 
Medicaid participation remains dynamic and this a 
rticle will address what is currently known. 

Background History of Medicaid
President Lyndon Johnson signed legislation 

that created the Medicaid program in 1965. 
Medicaid is a jointly funded federal-state health 
insurance program that has since grown from its 
origins as a health coverage program for welfare 
recipients into a public health insurance program 
for the nation’s low-income population covering 
millions of additional children and adults in added 
categories living in or near poverty (Rosenbaum 
& Westmoreland, 2012). The Medicaid federal-
state partnership is funded largely by the federal 
government with contributions averaging from 50% 
to 74% of expenses (Henry J. Kaiser, 2013a). Today, 
it is the nation’s single largest insurer covering 
an estimated 70 million children and adults 
(Rosenbaum & Westmoreland, 2012). 

Medicaid Expansion: A Policy Update
Medicaid and ACA

The ACA expands Medicaid eligibility to 
Americans with an annual income below 138% of 
poverty (133% plus a 5% income disregard allowed 
by the legislation). By 2013 standards, “138% of 
poverty would be about $15,400 for a single person 
and $31,800 for a family of four” (Price & Eibner, p. 
1031). Children with annual family incomes below 
200% of poverty would continue to be covered under 
the Children’s Health Insurance Program (CHIP).

The federal government will have a generous 
Medicaid match rate under ACA starting at 100% in 
2014 and gradually declining until it reaches 90% in 
2020 (Center on Budget and Policy Priorities, 2013). 
This is a more generous federal contribution than 
the current Medicaid Federal Medical Assistance 
percentages (Henry J. Kaiser, 2013a). Indeed, if 
all states were to expand Medicaid, the federal 
government would cover 93% of the incremental cost 
during the course of the next 10 years (Holahan, 
Buettgens, Carroll, & Dorn, 2012).

Coverage Gap 
In states that do not expand Medicaid, nearly five 

million poor, uninsured adults have incomes above 
Medicaid eligibility levels but below poverty and may 
fall into a “coverage gap” of earning too much to 
qualify for Medicaid but not enough to qualify for the 
State Health Insurance Marketplace premium tax 
credits (Henry J. Kaiser, 2013b). Legal immigrants 
who have been in the country for five years or less 
and immigrants who are not lawfully present in 
the U.S. will not be eligible for Medicaid. Medicaid 
expansion does not alter the entitlement criteria for 
immigrants compared to current Medicaid eligibility 
requirements. 

These nearly five million poor, uninsured adults 
would have been newly-eligible for Medicaid if they 
lived in states that had chosen to expand coverage. 
A recent Kaiser Family Foundation report (2013b) 
analyzed the coverage gap revealing that more than 
a fifth of coverage gap adults reside in Texas, 16% 

in Florida, 8% in Georgia, 7% in North Carolina and 
6% in Pennsylvania. For coverage gap Americans, 
the barriers to obtain needed health care services 
will continue. 

Community Health Centers, sometimes known 
as Federally Qualified Health Centers (FQHCs) 
will continue to be a resource for the coverage gap 
uninsured. These health centers have operated as 
“safety net providers” since their creation by Civil 
Rights legislation in the 1960s and their expansion 
in 1990s and into the 2000s when they doubled in 
size under President George Bush. These centers 
are sustained by nearly $3 billion a year in federal 
funding and can be found serving inner-city and 
rural area low income populations. (Dunn, 2013). 
They accept all patients regardless of ability to pay. 
Hospital emergency rooms will continue to stretch 
their resources and provide care for the uninsured 
as “safety net providers.” 

Medicaid Expansion and State Decisions
States are divided in their intent to participate 

in Medicaid Expansion. To date, 25 states and 
the District of Columbia have said they would 
participate in Medicaid expansion, 22 states have 
said they would not move forward with expansion, 
and 3 states are undecided (Table 1). 

There is no deadline for states to decide to 
participate in expansion and additional states 
may still decide to move forward. The potential 
benefits to their economies, their providers and 
their populations will continually be reassessed and 
evaluated.

States to Watch
In North Carolina, democratic lawmakers and 

several advocacy groups are reconsidering the 
state’s decision not to expand Medicaid under 
ACA. To date, Governor Pat McCrory will not call a 
special session on Medicaid expansion. McCrory has 

Medicaid Expansion continued on page 6
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pushed for Medicaid reform legislation stating it would be foolish to expand the 
system that has been plagued by cost overruns. House Minority Leader Larry 
Hall went on record declaring North Carolina lawmakers are experiencing some 
buyers’ remorse as they watch federal tax dollars flow into other states. Hall 
opined rural hospitals are on the verge of closing because of lower Medicaid 
reimbursements, and as many as half a million uninsured people in North 
Carolina are finding out they’re too poor to qualify for federal subsidies for 
coverage under the ACA (Leslie, L, 2013).

Table 1. State decision to expand Medicaid, November 18, 2013

Not Moving Forward Debate Ongoing Moving Forward

Alabama New Hampshire Arkansas
Alaska Pennsylvania Arizona
Florida Tennessee California
Georgia  Colorado
Idaho  Connecticut
Indiana  Delaware
Kansas  District of Columbia 
Louisiana  Hawaii
Maine  Illinois
Mississippi  Iowa
Missouri  Kentucky
Montana  Maryland
Nebraska  Massachusetts
North Carolina  Michigan
Oklahoma  Minnesota
South Carolina  Nevada
South Dakota  Nevada
Texas  New Jersey
Utah  New Mexico
Virginia  New York
Wisconsin  North Dakota
Wyoming  Ohio
  Oregon
  Rhode Island
  Vermont
  Washington
  West Virginia

Source: Holahan, Buettgens, & Dorn (2013), kff.org (Sept. 3, 2013)

In Tennessee the associations representing the state’s doctors and nurses are 
working collaboratively to ask Gov. Bill Haslam and the legislature to expand 
TennCare, the Medicaid program in Tennessee. Dr. Chris Young, president of the 
Tennessee Medical Association, and Jill Kinch, immediate past president of the 
Tennessee Nurses Association are making an economic argument for expansion 
citing access to care issues and loss of revenue. One such argument from 
Kinch proports Tennesseans are paying high federal taxes and not expanding 
Medicaid would see those dollars going to other states. They are asking their 
state leadership to make pragmatic decisions until future national elections can 
determine the final fate of ACA (Wilemon, 2013). 

Pennsylvania’s Governor Tom Corbett is promoting his Healthy Pennsylvania 
plan which calls for accepting the federal funding to expand Medicaid with 
caveats. Healthy Pennsylvania would place newly eligible people, mostly low-
income adults without children, into the state health insurance marketplace 
to purchase private coverage insurance. Corbett’s idea utilizes the federal 
expansion funds to subsidize people to purchase individual plans instead of 
placing additional people into an entitlement program (Gordon, 2013).

In October Ohio became the 25th state to expand Medicaid coverage after 
an extended fight between Republican Gov. John Kasich and the Republican 
dominated legislature. Gov. Kasich was unable to bring his Republican 
colleagues on board to approve Medicaid expansion. The Governor bypassed the 
Ohio General Assembly going to the state’s bipartisan Controlling Board instead 
for approval. This board is charged with providing legislative oversight over 
certain capital and operating expenses. They voted to accept $2.55 billion from 
the federal government to expand the Medicaid program through July 2015. 
This sparked a lawsuit by the conservative 1851 Center for Constitutional Law 
over the decision to go through the Controlling Board. They are looking for the 
Ohio Supreme Court to reverse the vote because it was done without the vote of 
the legislature (Trip, 2013).

Economic Consequences for the States
Literature and studies indicate there will be significant coverage and fiscal 

implications tied to the state decisions regarding Medicaid expansion. States 
not implementing the expansion will not experience the large reductions in 
the uninsured that would have been gained by implementing the Medicaid 
expansion. Increased Medicaid expansion is projected to decrease an 
estimated 30% of uncompensated care expenditures paid for by state and 
local governments. (Henry J. Kaiser, 2013c). State spending would be modest 
to implement Medicaid expansion and federal funds would greatly exceed 
increases in state costs. States do have a fiscal concern over the budgetary 
effects of eventually picking up the final 10% of the Medicaid expansion cost 
and a concern over the cost of “ACA related woodwork effects” (Frakt & Carroll, 
2013). Woodwork effects refers to all of the ACA related activities to include 
outreach activities that may result in individuals currently eligible for the 
marketplace deciding instead to enroll for Medicaid. New state level studies find 

Medicaid Expansion continued on page 7
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HEALTH CARE LEADERS ARE BUILT 
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The benefi ts of working at VCU Health 
System are clear. We are a Magnet® 
hospital  –  the fi rst 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 

fi rst, and only, Level 1 Pediatric Trauma 
Center by the American College of Surgeons. 
Competitive pay, extensive medical benefi ts, 
fl exible 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.
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positive macroeconomic effects of the expansion 
for states including increases in production, 
employment, wages and state tax revenues directly 
related to the new spending on Medicaid (Dorn, 
Holahan, Caitlan, & McGrath, 2013). It is important 
to remember that budgetary implications will vary 
and change from state to state. 

Economic Consequences for Health Care 
Facilities

It is estimated U.S. hospitals provided over $40 
billion in uncompensated care in 2011 (American 
Hospital Association, 2013). A significant portion of 
this amount is likely the result of care provided to 
uninsured patients. As a result of ACA, hospitals 
stand to realize significant financial benefits from 
expanded coverage. Medicaid expansion could 
increase revenues to hospitals that would offset 
hospital reimbursement reductions also included 
in the ACA legislation. ACA reduces Medicare 
and Medicaid disproportionate share payments 
(DSH) to hospitals by $56 billion over this 10 year 
time period. Health care facilities in states not 
participating in Medicaid expansion will then face 
a double penalty of not realizing the financial gain 
from expansion but still being subject to the DSH 
cuts (Dorn, Buettgens, Holahan & Carroll 2013).

If all states implemented the Medicaid expansion, 
hospitals would see a 23% increase in Medicaid 
reimbursement over the 2013-2022 period (Henry 
Kaiser, 2013c). The Urban Institute estimates 
that full Medicaid expansion would provide a net 
financial gain to hospitals of $180 billion from 
2013-2022 (Dorn, et al. 2013). These gains will be 
substantially reduced for hospitals in states that do 
not expand Medicaid. 

Public Support for the ACA’s Medicaid Expansion
Collins, et. al. (2013) reporting from a recent 

health insurance marketplace survey for The 
Commonwealth Fund found widespread public 
support for Medicaid expansion. More than two-
thirds (68%) of adults strongly or somewhat favor 
making Medicaid available to more residents in their 
states. Support is strongest among adults who will 
benefit most should their state choose to expand 
Medicaid: 78% of respondents who were uninsured 
for a time over the previous 12 months and 82% of 
adults earning less than 138% of poverty are in favor 
of providing Medicaid to more residents (p.7). 

Concluding Thoughts
Since participation in Medicaid expansion by 

the states is voluntary and without a timeline 
individual state decision-making remains a dynamic 
process. Hospitals, other provider associations, and 
consumer groups have to date lobbied to influence 
their state decisions, and may continue to press 
noe nexpansion states to reconsider. Nurses can 
continue to successfully advocate for Medicaid 
expansion on behalf of their patients as evidenced 
this fall in Michigan (Michigan Nurses Association, 
2013) and again late fall in Tennessee (Wilemon, 
2013). As advocates, nurses may continue to exert 
influence individually and through their professional 
organizations by discussing the benefits of 
Medicaid expansion with their state representatives 
and Governors (Hahn & Sheingold, 2013). The 
information in this article together with the citations 
and tables provides useful resources for following 
this dynamic policy issue. The reader is directed to 
Table 2 for websites with interactive updated maps 
following state Medicaid expansion decisions for the 
most current state decisions. 

References
American Hospital Association. (2013). 

Uncompensated hospital care cost fact 
sheet. Retrieved from http://www.aha.org/
content/13/1-2013-uncompensated-care-fs.pdf

Center on Budget and Policy Priorities (2013). Status 
of the ACA Medicaid expansion after the supreme 
court ruling . Retrieved from http://www.
cbpp.org/files/status-of-the-ACA- medicaid-
expansion-after-supreme-court-ruling.pdf

Collins, S.R., Rasmussen, P., Doty, M. & Garber, 
T. (2013). What Americans Think of the 
New Insurance Marketplaces and Medicaid 
Expansion. Retrieved from http://www.
commonwea lt h fund.org/~/med ia/F i les/
Publications/Issue%20Brief/2013/Sep/1708_
Collins_hlt_ins_marketplace_survey_2013_rb_
FINAL.pdf

Dorn, S, Holahan, J, Caitlan, & McGrath, M. 
Medicaid expansion under ACA: How states 

Medicaid Expansion continued from page 6 analyze the fiscal and economic trade-offs, Urban 
Institute, June 2013.

Dorn, S, Buettgens, M, Holahan, J, & Carroll, C. 
The financial benefit to hospitals from state 
expansion of Medicaid, Urban Institute, 
2013. Retrieved from http://www.urban.org/
uploadedpdf/412770-The-Financial-Benefit-to-
Hospitals-from-State-Expansion-of-Medicaid.pdf

Dunn, P. (2013). Community Health Centers: On 
the Front Lines of Obamacare. U.S. News and  
World Report. Retrieved from http://health.
usnews.com/health-news/hospital-of-tomorrow/
articles/2013/10/28/community-health-centers-
on-the-front-lines-of-obamacare

Frakt, A. B. & Carroll, A. E. (2013). Sound policy 
trumps politics: States should expand  
Medicaid. Journal of Health Politics, Policy and 
Law, (38)1, 165-178.

Gordon, E. (2013). Pennsylvania Governor Talks Up 
Plan To Expand Medicaid His Way. NPR. All 
things considered. Retrieved from http://www.
npr.org/blogs/health/2013/10/25/240762178/
pennsylvania-governor-ta lks-up-plan-to-
expand-medicaid-his-way

Hahn, J.A., Sheingold, B.H. & Sheingold, S.H., (2013) 
Medicaid expansion: The dynamic health care 
policy landscape. Nursing Economics, 31(6).

Holahan, J., Buettgens, M., Carroll, C & Dorn, S. 
(2012). The cost and coverage implications of 
the ACA Medicaid expansion: National and 
state-by-state analysis. The Urban Institute . 
Retrieved from http://www.urban.org/
UploadedPDF/412707-The-Cost-and-Coverage-
Implications-of-the-ACA-Medicaid-Expansion.
pdf

Leslie, L. (2013) McCrory says no special session on 
Medicaid expansion. WRAL.com Retrieved from 
http://www.wral.com/mccrory-says-no-special-
session-on-medicaid-expansion/13045944/

Michigan Nurses Association. (2013). Medicaid 
expansion benefits Michigan . Retrieved from 

http://www.minurses.org/legislation/issues/
medicaidexpansion

Price, C.C. & Eibner, C. (2013). For states that 
opt out of Medicaid expansion: 3.6 million 
fewer insured and $8.4 billion less in federal 
payments. Health Affairs, 32(6), 1030-1036.

Rosenbaum, S. & Westmoreland, T.M. (2012). The 
Supreme Court’s surprising decision on the 
Medicaid expansion: How will the federal 
government and states proceed? Health Affairs, 
31(8), 1663-1672.

The Henry J. Kaiser Family Foundation. (2013a). 
Federal medical assistance age (FMAP) for 
Medicaid and multiplier. Retrieved from http://
k f f.org/medica id/stateind icator/federa l-
matching-rate-and-multiplier/

The Henry J. Kaiser Family Foundation (2013b). The 
coverage gap: Uninsured poor adults in states 
that do not expand Medicaid. Retrieved from 
http://kff.org/health-reform/issue-brief/the-
coverage-gap-uninsured-poor-adults-in-states-
that-do-not-expand-medicaid/

The Henry J. Kaiser Family Foundation. (2013c). 
Analyzing the impact of state Medicaid expansion 
decisions . The Kaiser commission on Medicaid 
and the uninsured. Retrieved from http://kff.
org/medicaid/issue-brief/analyzing-the-impact-
of-state-medicaid-expansion-decisions/

Trip, G. (2013). Medicaid expansion set for Ohioans. 
New York Times. Retrieved from http://www.
ny t imes.com/2013/10/22/us/med ica id-
expansion-is-set-for-ohioans.html?_r=0

U.S. Government. (2012). Supreme Court of 
the United States. National Federation of 
Independent Business vs .  . Sebelius No. 11-393. 
Retrieved from  http://www.supremecourt.gov/
opinions/11pdf/11-393c3a2.pdf

Wilemon, T. (2013). Tennessee medical groups urge 
expansion of Medicaid. Tennesseean. Retrieved 
from http://www.tennessean.com/apps/pbcs.dll/
article?AID=2013310270062&gcheck=1&nclick_
check=1 ◆

Table 2. Medicaid Expansion Website Resources

Organization Website

The Commonwealth Fund http://www.commonwealthfund.org/ 

Kaiser Family Foundation http://kff.org/ 

Center on Budget and Policy Priorities http://www.cbpp.org/files/status-of-the-ACA-medicaid-
 expansion-after-supreme-court-ruling.pdf 

U.S. Department of Health and  https://www.healthcare.gov/do-i-qualify-for-medicaid/
Human Services (HHS) 

Centers for Medicare & Medicaid Services http://www.medicaid.gov/index.html
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School nurses practice in public, private, 
alternative, early childhood, vocational, tribal, and 
charter schools. Their primary responsibility is to 
provide multi-faceted nursing care that supports 
the physical, mental, emotional, and social health of 
students. School nurses serve as trusted health care 
experts within their communities and are a valued 
resource for students as well as for parents, teachers, 
administrators and community leaders. Serving as 
a school nurse provides the opportunity to serve the 
individual student, the whole school population and 
the broader community as a care coordinator, health 
care advocate and consultant. School nurses practice 
real nursing in a unique non-medical setting. 

Myth: There is a shortage of nurses to adequately 
fill school nurse positions.

Reality: The problem for schools is a shortage of 
adequately funded positions for school nurses. 

Funding for school nurse positions is a local 
educational agency decision. Virginia’s instructional 
standards require staffing ratios for teachers, 
resource teachers, counselors, librarians, clerical 
personnel, and administrators. However, there is no 
required nurse staffing to student ratio. Depending 
on the school’s model of service delivery and funding 
pattern, a school nurse may be assigned to one school, 
travel between assigned schools, or serve as a nurse 
supervisor to health assistants who are assigned to 
school buildings. The nurse may be on duty full or 
part time. Virginia’s average school RN to student ratio 
is 1:900. The National Association of School Nurses 
recommends a ratio of 1 full time RN to 750 well 
students. A school nurse in every school building all 
day, every day, allows teachers to teach and enables 
students to be healthy, safe, and in school, ready to 
learn. Every child deserves a school nurse.

Do You Want to Be a school nurse?
School nursing has the benefits of regular school 

hours, weekends off, and vacation over the summer. 
If you think that school nursing may be for you, learn 
more about it by talking to a school nurse. Contact the 
Virginia Association of School Nurses at www.VASN.US 
for more information. It is an exciting and rewarding 
career path that is filled with meaningful impact and 
life-enriching experiences. 

References: 
Bureau of Labor Statistics, U.S. Department of Labor, 

Occupational Outlook Handbook, 2012-13 Edition, 
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cdc.gov/nchs/data/series/sr_10/sr10_254.pdf  ◆

funds to receive the grant. The Virginia Nurses 
Foundation matched the RWJF grant in with support 
from the Virginia Council of Nurse Practitioners 
and AARP Virginia. In addition to Virginia, grants 
were announced this week in: Alabama, Alaska, 
Arkansas, Illinois, Minnesota, Nevada, Ohio, South 
Carolina and Vermont.

The 20 states that received grants in February 
are: Colorado, Connecticut, Florida, Georgia, Iowa, 
Idaho, Kansas, Louisiana, Maryland, Michigan, 
Missouri, Mississippi, Nebraska, New Jersey, 
Pennsylvania, Rhode Island, Tennessee, Utah, 
Wisconsin, and Wyoming. 

“The diverse leadership of our Action Coalition 
and our focus on meaningful outcomes that improve 
care were key factors in Virginia being selected,” said 
Dr. Shirley Gibson, Virginia Action Coalition co-lead 
and Associate Vice President of Nursing, VCU Health 
System, “We are part of a powerful movement that 
is improving health care for all Americans. Virginia 
Action Coalition is grateful to RWJF for this support, 
which will strengthen our work immeasurably.” 

Dr. Gibson noted that the Virginia Action 
Coalition plans to focus on the areas of education 
progression, interprofessional team education and 
diversity. 

The Center to Champion Nursing in America 
(CCNA), an initiative of AARP, the AARP Foundation, 
and the Robert Wood Johnson Foundation, serves as 
the national program office for the Future of Nursing 
State Implementation Program . 

“This new program will help Action Coalitions 
get the strategic and technical support required to 
advance their goals,” said Susan Reinhard, PhD, 
RN, FAAN, senior vice president of the AARP Public 
Policy Institute and chief strategist at CCNA. “Our 
hope is that with this support, Virginia will be even 
more effective in improving health outcomes for 
patients, families, and communities.”

About the Future of Nursing: Campaign for Action
Virginia Action Coalition is part of the Future 

of Nursing: Campaign for Action, a joint initiative of 
AARP and the Robert Wood Johnson Foundation 
(RWJF), working to implement the Institute of 
Medicine’s evidence-based recommendations on the 
future of nursing . The Campaign includes Action 
Coalitions in 50 states and the District of Columbia 
and a wide range of health care professionals, 
consumer advocates, policy-makers, and the business, 
academic, and philanthropic communities . The Center 
to Champion Nursing in America, an initiative of 
AARP, the AARP Foundation and RWJF, serves as 
the coordinating entity for the Campaign, as well as 
the national program office for the Future of Nursing 
State Implementation Program . Learn more at www .
campaignforaction .org . Follow the Campaign for Action 
on Twitter at @Campaign4Action and on Facebook at 
www .facebook .com/CampaignForAction .

About the Robert Wood Johnson Foundation
The Robert Wood Johnson Foundation focuses on 

the pressing health and health care issues facing our 
country . As the nation’s largest philanthropy devoted 
exclusively to health and health care, the Foundation 
works with a diverse group of organizations and 
individuals to identify solutions and achieve 
comprehensive, measurable, and timely change . 
For more than 40 years the Foundation has brought 
experience, commitment, and a rigorous, balanced 
approach to the problems that affect the health and 
health care of those it serves . When it comes to helping 
Americans lead healthier lives and get the care they 
need, the Foundation expects to make a difference in 
your lifetime . For more information, visit www .rwjf .org . 
Follow the Foundation on Twitter at www .rwjf .org/
twitter or on Facebook at www .rwjf .org/facebook .

About AARP
AARP is a nonprofit, nonpartisan organization, 

with a membership of more than 37 million, that 
helps people turn their goals and dreams into real 
possibilities, strengthens communities and fights 
for the issues that matter most to families such 
as healthcare, employment and income security, 
retirement planning, affordable utilities and protection 
from financial abuse . We advocate for individuals in 
the marketplace by selecting products and services 
of high quality and value to carry the AARP name 
as well as help our members obtain discounts on 
a wide range of products, travel, and services . A 
trusted source for lifestyle tips, news and educational 
information, AARP produces AARP The Magazine, the 
world’s largest circulation magazine; AARP Bulletin; 
www .aarp .org; AARP TV & Radio; AARP Books; 
and AARP en Español, a Spanish-language website 
addressing the interests and needs of Hispanics . 
AARP does not endorse candidates for public office 
or make contributions to political campaigns or 
candidates . The AARP Foundation is an affiliated 
charity that provides security, protection, and 
empowerment to older persons in need with support 
from thousands of volunteers, donors, and sponsors . 
AARP has staffed offices in all 50 states, the District 
of Columbia, Puerto Rico, and the U .S . Virgin Islands . 
Learn more at www .aarp .org . ◆

EASTERN VIRGINIA  NEEDS YOU!
DON’T  WAIT,  AFFILIATE

We	all	have	a	role	to	play	in	preparing	Virginia	
for	the	challenges	of	responding	to	a	public	health	or	

healthcare	emergency.
Medical	Reserve	Corps	Units	in	the	Eastern	Region	of	

Virginia	are	actively	committed	to	improving	
Public	Health,	Emergency	Response,	and	building	

community	resiliency.

WE ARE ACTIVELY RECRUITING!

If you are a medical professional, or interested in 
providing general support in Eastern Virginia, 

visit us online today and find the local unit near you.

www.VAMRC.org

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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Take Health Risk 
Appraisal to Evaluate 
Your Health, Wellness, 

Safety

ANA HealthyNurse™ Program Positions 

RNs as Role Models

You are always encouraging your patients to adopt 
healthy lifestyle behaviors, reduce their stress and 
improve their wellness. But how much attention do 
you place on your own health and wellness? If you 
consistently felt your best, how might that affect the 
quality of care you provide and outcomes for your 
patients?

Now you can compare your health, safety 
and wellness to the overall U.S. population and 
other nurses within demographic categories, 
including nursing specialty, by taking ANA’s new 
HealthyNurseTM Health Risk Appraisal. This HIPAA-
compliant online survey, which takes about 20 
minutes to complete, also allows you to assess your 
workplace risks such as patient-lifting injuries, 
workplace violence, and sharp device hazards. 

The appraisal is a component of ANA’s 
HealthyNurseTM program, which encourages 
nurses to focus on self-care so they can be at their 
healthiest – physically, mentally, emotionally, and 
spiritually – to provide the highest quality of care 
and serve as role models, advocates, and educators 
for their patients. 

“When we model the healthiest behaviors 
ourselves, it becomes easier to help our patients 
to do the best things for their health,” said ANA 
President Karen A. Daley, PhD, RN, FAAN. “This 
appraisal will help each nurse to optimize their 
health and serve as an online check-up on the 
health risks they face in their personal and work 
lives.”

A partnership between ANA and Pfizer Inc, the 
data-gathering tool is combined with an interactive 
“Web Wellness Portal,” a website for you to obtain 
information and educational resources based on 
your individual results and interests. The appraisal 
will become a continually accumulating database 
that will enhance the nursing profession’s ability to 
track trends and set policy and advocacy priorities 
and strategies. 

All RNs and RN nursing students are encouraged 
to take the appraisal for free and access the Web 
Wellness Portal at: www.ANAhra.org. ◆

By Peter McMenamin, ANA senior policy fellow, 
for ANA’s policy blog One Strong Voice

In the December 2011 issue of Health Affairs, Peter 
Buerhaus and colleagues surprised a number of 
people with a finding that there had been a resurgence 
in the number of relatively young RNs entering the 
health care workforce. They had analyzed Census 
data from the Current Population Surveys and the 
American Community Surveys (CPS/ACS) that include 
individuals’ occupations. Lead author David Auerbach 
was quoted, “Back in 2000, we published a paper in 
the Journal of the American Medical Association that 
predicted an acute nursing shortage. Organizations 
such as Johnson & Johnson and HRSA started 
gearing up to promote nursing. It’s unusual to see 
a turnaround like this, and what that points to is an 
incredible policy story: We forecast a problem, and it got 
fixed.” 

In fact, there are a variety of other nursing related 
data that are consistent with the CPS/ACS results 
for the years following the turn of the 21st Century.   
Perhaps more importantly, however, there is what 
appears to be a strong association between changes in 
funding for nurses’ education and subsequent changes 
in nursing student enrollments, graduations, and 
successful completion of NCLEX examinations leading 
to RN credentials. Further, this association is not new 
in the 21st Century but could also have been observed 
during the 1960s and 1970s.

There are many factors affecting individuals’ 
decisions to pursue and complete the educational 
requirements to become a registered nurse. As Dr. 
Auerbach mentioned, there was a substantial effort by 
the Johnson & Johnson Company to encourage young 
people to become registered nurses. The Johnson 
& Johnson Campaign for Nursing’s Future, was a 
public-awareness campaign launched by Johnson & 
Johnson in 2002, to address the nursing shortage in 
the U.S. by recruiting new nurses and nurse faculty 
and help to retain nurses currently in the profession.   
The VA also had started a program in the early 2000s 
to increase the educational requirements for RNs it 
employed. Another program was also started in 2001 to 
allow military medical corpsmen to receive accelerated 
retraining to become RNs. Many “Second Career” 
programs to encourage career switches to nursing were 
also started by colleges and universities around that 
time.

But one also needs to review the primary source of 
funding for nurse training: Title VIII, the legislation 
that covers nursing education and practice. Originally 
referred to as the Nurse Training Act, Title VIII was 
added to the Public Health Service Act in fiscal year 
1964 initiated with funding at $9.9 million. This 
Act was a response to a 1963 report of the Surgeon 

Following the Money in 
Nursing Education

General’s Consultant Group on Nursing. The report, 
Toward Quality in Nursing, Needs and Goals, 
anticipated a shortage of nurses and recommended 
that the supply of nurses be increased from a total of 
550,000 professional nurses in practice, to a total of 
850,000 by 1970. There were relatively rapid increases 
during President Johnson’s term to $66.7 million in 
fiscal 1968. Funding during the next two years under 
Nixon dropped, but saw increases in 1970 and 1971. 

There was a very important change in 1971. The 
Comprehensive Health Manpower Training Act of 
1971 significantly amended the Health Professions 
Educational Assistance Programs contained in the 
Public Health Service Act. With respect to Title VIII, 
funding increased by $15 million in fiscal 1971 to $69.4 
million. Funding nearly doubled in fiscal 1972 to $138 
million, and increased again to $160.6 in fiscal 1973. 
There was a decline in funding from $160 million in 
fiscal 1973 to the $50 million range in 1983 and Title 
VIII funding continued at relatively unchanged levels 
between 1985 and 1995. Minor increases in funding 
could be observed over the remainder of the decade.

In fiscal year 2001 Title VIII funds were increased 
by 20% over the prior fiscal year. Subsequent 
Congressional deliberations led to the passage of 
the Nurse Reinvestment Act of 2002. The 2002 law 
reauthorized programs for Basic Nurse Education 
and Practice, Advanced Education Nursing, Nurse 
Education Practice and Retention and Nursing 
Workforce Diversity and created new ones, 
including the programs for Nurse Faculty Loans 
and Comprehensive Geriatric Education. Funding 
increases continued through 2005, although Title VIII 
funding remained flat for the remainder of the Bush 
Administration.

In 2010 President Obama announced his intentions 
to increase funding for training of primary care 
clinicians. Support would be provided to train an 
additional 500 primary care physicians, 500 physician 
assistants, and 500 registered nurses, reallocating 
public health funds available under the Affordable Care 
Act. Title VIII funding was increased by nearly $73 
million to $244 million in fiscal 2010, a 43% increase. 
Subsequent funding has been somewhat reduced but 
the fiscal year 2012 amount was nearly $232 million.

Data from the American Association of Colleges 
of Nursing (AACN) on total students enrolled in 
baccalaureate nursing programs and the number 
of graduates from 2000 to 2011 also fit this pattern. 
Baccalaureate RN graduates are approximately 40% 
of total RNs passing the NCLEX each year. (This 
percentage has increased from 36.5% in 2000 to 40.8% 
in 2011.) The most distinct phenomenon observable 
is the substantial growth in nursing students and 
new nurse graduates that appeared early in the 21st 
century, particularly around 2002 and 2003. ◆
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A note from the editor - On September 28, 
2013, the Virginia Nurses Association held our 
annual Education Day conference, and this year, 
we had a record number of poster presenters 
(79!) participating our poster session. Nurses 
from throughout the state shared their research, 
evidence based best practices, innovation 
projects, and performance improvements. 
We were so impressed with the quality of the 
work on display that we’ve asked some of our 
presenters to share the content of their poster 
with the readers of Virginia Nurses Today . We’ll 
be including poster presentation write-ups in 
the next several editions of this publication. 
Our hope is that you’ll read them, share them, 
and be inspired by the outstanding work of your 
fellow nurses. 

Customizing Orientation to Improve RN Satisfaction
One of the challenges facing hospital systems 

today is how to efficiently and adequately orient 
new nurses. Training nurses to “float” competently 
between units is even more of a challenge. The 
Resource Team of Centra Health, serving Lynchburg 
General and Virginia Baptist Hospitals, is 
responsible for effectively preparing nurses to work 
across five different divisions of nursing. This team’s 
approach has been customized to fit the needs of the 
new hire while encouraging growth in mentoring 
among their seasoned staff. 

The Resource Team is comprised of five distinct 
divisions: Acute Care, Critical Care, Women’s and 
Children’s, Mental Health, and Surgical Services. 
Each one of the 80 nurses belonging to the team 
is hired into their specific division, maintaining 
competencies and functioning as a staff nurse on 
those units within their specialty. When working 
outside of their assigned division they assume 
a “float” role, assisting with nursing tasks and 
responsibilities inside of their scope of practice, 
without accepting full responsibility for an 
assignment of patients. 

An employee engagement survey suggested room 
for improvement in the orientation of the Resource 
Team nurses. Scoring lower than average on the 
question “I know what is required to perform my job 
well,” the team drilled into the data and discovered 
the newer hires of the team had scored this question 
lower than those with tenure. This prompted a task 
force of staff nurses, led by representatives of their 
NGB (Nursing Governance Board), to assess the 
current process of orienting new hires into their 
team, and construct a new method for ensuring their 
ability to perform competently across the various 
settings. 

The current orientation manual was evaluated 
by a group of nurses from each division and 
completely revamped. This manual now consists 
of all procedures relevant to the Resource Team’s 
structure and guidelines, as well as information 
specific to each unit served by the team. Unit 
specific information was updated and streamlined 
for a more efficient learning experience. Additional 
resources were added to the manual for the benefit 
of the new hires.

Changes were made to the preceptor role, 
adapting it into a mentoring position. All preceptors 
were required to attend a preceptor workshop, 
designed and taught by the leaders of the task 

force responsible for the changes. Preceptors 
learned to assume the role of mentor and accepted 
full responsibility for customizing the new hire’s 
orientation through the workshop. This new process 
pairs a seasoned nurse on the Resource Team with a 
new hire. The seasoned nurse takes full ownership 
of the preceptee’s orientation process, initiating 
contact, completing a guided tour through both 
hospital campuses, constructing their schedule to 
meet their needs, evaluating their progress during 
orientation, adjusting accordingly, and finally, 
serving as a future resource to that nurse after 
orientation is complete. 

Seventeen nurses completed the Preceptor 
Workshop as mentors for the team. 100% of them 
rated the new process as “excellent” on a follow up 
survey. New hires were surveyed before the changes 
took place and those hired after the changes were 
implemented were also surveyed. The statement 
“I received adequate orientation time on each 
unit” increased from 40% pre-change to 100% 
post change. “There was nothing lacking in my 
orientation” increased from 75.5% to 83%. Overall 
the new hires have expressed positive experiences 
and 100% answered “yes” to the question “Do you 
feel you were adequately prepared for your job as a 
Resource Nurse?” 

In today’s ever changing healthcare system, a 
strong foundation is the key to improving nurse 
satisfaction and boosting retention. Involving 
seasoned nurses while giving them autonomy and 
ownership is essential to building a strong team of 
leaders who feel a sense of partnership with their 
manager and coworkers. Engaging employees within 
the team has increased a commitment to excellence 
and a desire by all for the new hires to succeed in 
their new role.

As many organizations struggle with finding 
the best process to orient new nurses, this team’s 
approach sets an example of a proven method 
that provides a solid foundation for new hires an 
environment where the entire team is invested 
in the success of the new nurse. This process, 
whereby new hires are mentored by a trained staff 
nurse overseeing their entire orientation process 
ad tailoring it to specific needs has increased 
RN satisfaction and cohesiveness of the team. 
While this process has been specifically used by a 
supplemental “float” pool, the method could be easily 
be applied to any environment in which nurses are 
hired. ◆
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Studies conducted in the US reported that 
30-40% of patient care was not congruent and 
consistent with current evidenced-based guidelines 
for optimal care delivery (Grishaw & Eccles, 2004). 
According to Grol (2001), one way of increasing 
quality care improvement is through effective 
development, dissemination and implementation of 
evidenced-based practice guidelines (EBPG). One of 
many important considerations of having EBPG is 
that they help with the reduction of morbidity and 
mortality, plus offer the health care professional a 
consistent reference guide to acceptable practices 
(Miller & Kearney, 2004). 

The primary goal of this article is to report 
a systematic review of the current literature 
regarding strategies or methods of dissemination 
and implementation of EBPG. The secondary goal 
is to propose a framework of universal barriers that 
obstruct dissemination or impede compliance of 
EBPG in acute care settings. 

METHODS
Search strategy for the identification of EBP 
studies

This article covers a period of 10 years of 
literature from 2002 to 2012. The following 
steps were used: computerized search using the 
MEDLINE, CINAHL, and Cochrane databases; 
articles limited to English; key words included 
nursing, knowledge, evidenced-based guidelines, 
compliance, implementation and dissemination; and 
search of titles and abstracts followed by full article 
reviews. 

RESULTS
The review of literature identified a total of 77 

relevant articles with abstracts. Twenty (20) of these 
articles met the inclusion criteria.

Dissemination or Translation Strategies:
Of the selected group of articles, two articles 

provided detailed approaches for the dissemination 
of EBPG.

Eight articles mentioned of the use of unit 
educational outreach to disseminate EBPG 
information to health care professionals. This 
approach included information provided by a 
staff member who went outside to professional 
meetings and brought back relevant content to the 
organization. This approach was reported as one of 
the less effective ways of disseminating information 
(Oh, 2008). Alternative approaches included utilizing 
clinical experts from either the same organization 
or from outside (Oh, 2008) and audit-feedback 
procedures that update staff with new information 
on EBPG.

Barriers to Dissemination of EBP Guidelines: 
Figure 1 is offered as a useful way of thinking 

about the multiple factors that can affect 
dissemination and adherence to EBPG. The model 
includes primary, secondary and tertiary barriers 
derived from the literature, and influenced by 
the earlier work of Krein and colleagues (2006). 
Primary or local level factors include staff behavior 
and practice unfamiliarity about guidelines, lack of 
staff education & training, inexperience and lack of 
staff competency. Secondary barriers or systematic 
level factors include ineffective communication, 
high workloads of staff, lack of necessary supplies, 
ambiguity, and non- permanent staffing. Tertiary 
barriers or environmental level factors include lack 
of leadership support, organizational commitment, 
and organizational accountability. Environmental 
factors also include lack of a safety culture, and 
lack of policy and procedure effectiveness. The 
primary, secondary, and tertiary domains contribute 
individual and cumulative forces on adoption 
practices, which contribute to a climate of low 
energy and low tolerance for the changes required to 

Dissemination and Translation of Evidenced-Based 
Guidelines to Practices for Nurses:
A Systematic Review of Literature

improve patient outcomes. Ultimately, EBPGs can be 
devalued and ignored by the staff. With no support 
or incentive for change, compliance rates fall and 
patient care stagnates. 

DISCUSSION:
Though the search provided useful information 

about what others have used to disseminate 
guidelines to clinicians, many other strategies may 
also be useful and should certainly be explored 
within the context of the proposed model. For 
example, annual competency testing can quickly 
reveal knowledge and practice gaps that need 
attention. Employment testing may help pinpoint 
knowledge gaps among new employees so that 
job orientation can be better targeted to the 
needs of new staff members. There must also be 
more organizational level investments in helping 
staff members understand the significances of 
implementing EBPG. Identifying research mentors 
and opinion leaders in the organization who have 
influence and resources is critical for success. 

CONCLUSION: 
Despite barriers to implementing EBPG, it should 

be noted that there is generally a positive attitude 
among health care professionals for EBPG (Heiwe et 
al, 2011). This is good news because, if the proposed 
model is correct, environments where staff members 
are respected, valued, educated, and rewarded; and 
where organizational leadership is effective, will 
readily overcome most barriers to implementing 
EBPG. 
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In our hospital-based dialysis unit at Hunter 
Holmes McGuire Veterans Administration Medical 
Center (VAMC), the nurses noted an increase in the 
number of spinal cord injured (SCI) end-stage renal 
disease (ESRD) patients requiring dialysis. Due to 
the multiple comorbidities of the SCI population, the 
SCI nurses approached the dialysis interdisciplinary 
team about the need to turn patients while on 
dialysis. The SCI nurses are dedicated to the 
prevention of skin breakdown in their patient 
population. To the SCI nurses this seemed like a 
reasonable request. However, this proposal to turn 
SCI patients while on dialysis created problems for 
the dialysis nurses. 

Pressure Ulcer Prevention in the Spinal Cord Injured 
Hemodialysis Patient

Patients incur little movement during their 
time on the dialysis machine. Dialysis nurses 
are concerned about dislodging needles, blood 
loss due to access problems and machine alarms. 
The dialysis nurses discussed the request at the 
interdisciplinary team meeting and identified a 
need to develop a method to relieve pressure and 
avoid pressure ulcer development without needle 
dislodgements or the incurrence of machine alarms. 

Pressure ulcers occur when there is constant 
pressure on an area of skin, usually over a bony 
prominence. The areas are usually sacrum, elbows, 
knees, occiput, ischium, coccyx and the ankles 
(Lyder, 2003).The skin becomes compressed between 
the bone and the object. This pressure decreases 
the blood supply to the area. Though prolonged 
pressure is considered the main factor, other 
factors contribute to risk; such factors are age, 
moisture, immobility, spinal cord injury, friction 
and shear (Brindle, 2012). Renal patients, especially 
those with diabetes, may be at risk for developing 
wounds. Patients with kidney disease have wound 
impairment due to their decrease in dietary intake 
and metabolic acidosis. 

Upon admission into the hospital, each patient 
has a skin assessment performed. The patient is 
assessed on sensory perception, moisture, activity, 
mobility, nutrition, and friction and shear. The skin 
assessment template format is based on the Braden 
Scale (Braden, 1988) used to predict the risk for 
pressure sore development. The SCI patient has 
impairment of sensation that can be incomplete or 
complete. Some patients are able to feel pressure, 
heat, cold or pain and others have no sensation. In 
addition to lack of sensation, many SCI patients are 
unable to independently move below their level of 
injury and quadriplegics are unable to move from 
their neck down. It is vital to be able to provide 
pressure relief to this population that is often unable 
to care for themselves.

The wound care nurse and a core team of dialysis 
nurses created a plan to prevent pressure ulcer 
development. The plan was similar to a study done 
by Todd Brindle on surgical patients at Virginal 
Commonwealth University Medical Center in 
Richmond, Virginia. A silicone border sacral shaped 
dressing was applied pre operatively on all surgical 
patients admitted to the surgical trauma intensive 
care unit to prevent pressure ulcer development. 

(Brindle, 2012) We felt this strategy could be used in 
our patient population.

Spinal cord injured patients were dialyzed at the 
bedside or transported to the dialysis unit in their 
bed. Prior to initialing dialysis the patient was 
turned on to his nonaccess side. The sacral area 
was assessed, cleansed with a pH balanced skin 
cleanser, dried well and a silicone non-adhesive 
sacral border dressing was applied. The patient 
was positioned on his side and supported with a 
wedge/trunk positioner. The patient was positioned 
for comfort and to ensure easy accessibility to his 
dialysis access. Two hours into dialysis treatment, 
the wedge was removed, allowing the nurse to 
reposition the patient for comfort. As a result, 
pressure was shifted and this was considered 
a turn. Turn documentation was charted in 
the bedside computer, FMiS (Fresenius Medical 
Information System). After the completion of the 
treatment the turns and pressure relief are included 
the hand-off report given to the SCI nurse. 

At the conclusion of this ninety-day quality 
improvement project, there were no pressure ulcer 
development in the spinal cord injured hemodialysis 
patient. Overall, the results confirm dialysis nurses 
can and should be aware of and involved with 
pressure relief in the spinal cord injured hemodialysis 
patient. As we become more task oriented, the 
skin needs of the patient may be ignored. Nursing 
assessment of the skin and boney prominences 
are necessary and require diligence to prevent 
skin breakdown and leading to pressure ulcer 
development. It is our responsibility to provide quality 
care during the time the patient is on dialysis. It is 
always our goal to help prevent any complications 
that could occur during treatment. Outcomes can be 
improved by continued communication between the 
nephrology nurse and spinal cord nurses. The nurse 
must take the lead in the interdisciplinary meetings 
to promote accurate assessment of the skin.
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Many times a change is driven by management 
and does not always include staff nurses in 
the decision making process. This top down 
approach often creates a barrier to a successful 
implementation of a change initiative (Fitzsimmons 
and Cooper, 2012). Shared governance is an 
organizational model through which nurses control 
their practice as well as influence administrative 
areas” (Hess, 2004). The concept of shared 
governance may come with feelings of apprehension 
from both management and staff. It takes a 
concerted effort with management support to start 
unit-based shared governance councils (Porter-
O’Grady, 2012).

Organization is the key to starting a shared 
governance meeting. Educating managers and 
staff about the purpose and goals and getting the 
team excited about having a voice is an important 
developmental step (Banford-Wade and Moss). In 
addition, it is vital to get results quickly so the team 
can see outcomes and want to move forward.

In 2007, Bon Secours Memorial Regional Medical 
Center, Women’s and Children’s Services Team 
developed unit-based shared governance councils. 
Three councils were created:

•	 Quality	and	Practice
•	 Education	and	Research
•	 Recruitment	and	Retention

Initially, a clinical educator facilitated these 
councils, but after approximately one year, staff 
nurses were encouraged to take the lead position for 
each of the meetings. This created an even greater 
sense that change was being implemented at the 
grass roots level.

Reviewing and updating policies was the 
initial focus of the Quality and Practice Shared 
Governance Council. Prior to shared governance, 
updates in policies were made by the educator 
and/or unit managers and these changes were 
inconsistently communicated to bedside care 
providers. With the development of the council, 
each member was assigned a policy and required to 
evaluate current evidence. During monthly council 
meetings, policy changes were discussed, and then 
the new policies were approved by management and 
physicians. Policies were shared with all unit staff. 
Within two months, five policies were changed with 
staff nurse input. Within two years, all of the unit 
policies were updated by direct care nurses utilizing 
current evidence.

The Quality and Practice Council has evolved 
to utilizing email communication to meet in order 
to accommodate night shift nursing schedules. 
The members meet in person as needed to work 
on policies that affect more than one unit and to 
welcome new members. As new nurses join the 
council, they are paired with a mentor to explain the 
process and expectations.

The Education and Research Shared Governance 
Council initially worked on the unit-based skills 
validation education fair. Decisions were made as 
to what topics would be covered and each council 
member helped to coordinate the assigned stations. 
The annual fair progressed to include not only 
hands-on skills stations but poster presentations 
from staff as well. Although this is a mandatory 
event for staff, the input from council members 
make it relevant and enjoyable to attend.

Another event coordinated by the Education and 
Research Council was a four-hour conference for the 
nurses in Labor and Delivery Unit, Mother Infant 
Unit, Neonatal Intensive Care Unit and Women’s 
Services Unit. The members of the council asked 
physicians to present on topics most requested 

Unit-Based Shared Governance 
Councils for Staff Nurses 

Impact Care at the Bedside
based on the annual needs assessment. The overall 
evaluations were very good and with this positive 
feedback from peers, the council members were 
encouraged to provide other educational events.

This conference has become a much anticipated 
annual event and continues to be supported by 
leadership. It is a free, local event which keeps non-
productive unit costs low. Additionally, it offers 
continuing education hours which can be used for 
the hospital’s clinical ladder portfolio as well as for 
certification renewals.

Fundraising and planning the annual summer 
and holiday parties were initial focuses for the 
Recruitment and Retention Shared Governance 
Council. However, this team continued to transform 
by updating the unit-based staffing guidelines 
which included holiday schedules and flexing 
protocol when census was low. Additionally, they 
developed incentives for long-term employees. With 
management approval, and after ensuring staffing 
was adequate, some options given to team members 
with more than ten years of service were decreased 
call hours, an additional holiday off, or limited night 
shifts.

The Recruitment and Retention council members 
also create a unit-based newsletter featuring 
physician bios, new employee pictures, and other 
news from around the units. They organize 
gatherings to welcome new employees and plan 
recognition events for current employees. Monthly 
bulletin boards are also maintained by these 
members with themes such as “Who’s that baby?” 
and “Where did you go on vacation?” 

Beyond the result of three engaged Shared 
Governance Councils, Women’s and Children’s 
Services can share that these councils have 
transformed care at the bedside as indicated by the 
following examples: 

•	 Updated	 recommended	 practices	 for	 surgical	
attire from the Association of Operating Room 
Nurses (AORN) changed the dress code for 
Women’s and Children’s Services resulting in 
decreased hospital acquired infection rates 
and increased infant security.

•	 Late	preterm	and	developmental	care	practices	
have decreased infant length of stay. 

•	 Evidence	 based	 nursing	 assessments	 to	
evaluate for congenital heart defects have been 
implemented for all newborns.

Despite adjustments in membership and 
leadership changes over the years, the Shared 
Governance Councils continue to thrive. The data 
collected from the Agency for Healthcare Research 
and Quality (AHRQ) Hospital Survey on Patient 
Safety Culture demonstrates improvement in nurses’ 
overall perception of safety, hospital handoffs 
and transitions, and organizational learning and 
continuous improvement with the development of 
shared governance councils.

The Bon Secours Memorial Regional Medical 
Center Women’s and Children’s Services team 
celebrates more than six years of Shared 
Governance Council success. Sustainability starts 
at the beginning with a clear understanding 
of the process and educating the team. Seeing 
results quickly and providing the staff nurses the 
opportunity to lead are vital change agents. However, 
the most important aspects of making a change to 
implement unit-based Shared Governance Councils 
are leadership and physician support and the 
recognition of success from the entire team.
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Program Director
757-398-4174

napatov@odu.edu

Nurse Anesthesia Program
80-credit, 28-month, MSN Program (Fully accredited)

•	 New	location	with	new	classrooms	and	facilities	at	the	ODU	
Virginia Beach Higher Education Center including a world class 
state of the art operating room/anesthetizing suite simulation lab 

•	 Excellent	faculty
•	 Excellent	clinical	training	sites	primarily	in	Hampton	roads	area
•	 Students	learn	to	practice	full	scope	of	anesthesia	to	include	

central line placement, neuraxial and regional anesthesia

Application deadline for 2015 admission is October 1, 2014

http://ww2.hs.odu.edu/nursing/academics/nurse_anesthesia/nurse_anesthesia.shtml
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Elizabeth Edwards RN/Charge Nurse
Jamie Pruitt RN/Assistant Director of Behavioral 

Health

Evidence based research shows that psychiatric 
patient falls happen twice as often as patient falls 
in medical inpatient settings. Behavioral health 
patients are typically more mobile, have greater 
freedom to move around the unit, and often take 
medications that can contribute to a higher risk for 
falling. 

At Lewis Gale Medical Center’s Pavilion 
(LGMCP), a behavioral health facility, a team of 
staff members wanted to prevent patient falls from 
occurring. Together, facility leadership, pharmacy 
staff, and nurses worked to determine the causes 
of patient falls and to subsequently develop and 
implement new initiatives to prevent them from 
occurring. Leadership and pharmacy staff began by 
researching the total number of falls, the average fall 
occurrences on specific days of the week, and also 
complied a list of medications used by each patient 
experiencing a fall.

Pharmacy department members educated the unit 
staff on the half-lives of medication and alerted staff 
to medications that may contribute to an increased 
risk of patient falls. LGMCP patients, like many 
patients in behavioral health facilities, often require 
anti-psychotic, anti-depressant, sedatives, anti-
convulsant, and/or anti-hypertensive medications; 
all of these medications can contribute to a higher 
risk of falling. 

In addition to increased education on the effects 
of medication on patients, LGMCP implemented the 
use of a Falls Risk Worksheet that prints along with 
unit censuses. This sheet is designed to give a fast, 
comprehensive overview of any patient fall risk and 
is included in the unit safety rounds workbook, 
allowing all staff to be alerted to any potential 
risk. The Falls Risk Worksheet Worksheet contains 

LGMC-Behavioral Health: Gaining the 
Upper Hand in Fall Prevention

important individualized information on patients, 
including:

•	 current	length	of	stay
•	 age
•	 last	documented	blood	pressure
•	 current	list	of	medications	
•	 times	when	medication	was	given	

Patients at LGMCP are often able to use the 
restroom on their own, unlikely to ask for nursing 
staff assistance when getting up, and can move 
freely around the unit while subsequently requiring 
much redirection. To help eliminate the risks related 
to these mobile patients unlikely or unable to ask 
for assistance, the nursing staff implemented a new 
camera observation room on each unit. This room 
allows the nurses to to more easily observe mobile 
patients determined to be a higher fall risk, and staff 
includes the observation as a important component 
of the patient’s individualized treatment plan.

Finally, as part of implemented protocol, a facility-
wide Falls Committee meets weekly to discuss any 
fall that occurs, the circumstances leading into 
that fall, and any further action plan that should be 
implemented.

At LGMCP, staff members are aware that 
even with the utmost attention and care, falls do 
sometimes happen. However, rather than accept 
patient falls as the norm, interdisciplinary staff 
worked to research the causes and implement 
evidence based strategies minimize fall percentages 
and ultimately increase the safety and well-being of 
patients. 

Resources
Patient Falls in Healthcare: Ergonomic Interventions. 

Hill-Rom 2006.
Malik A, Patternson N. Step up to prevent falls in 

acute mental health settings. Nursing. 2012 
July; 65-66.

Doctor of

Nursing 
Practice
Earn Your DNP at Georgetown University!
•	Preparing nurses to be systems-level leaders in complex health 

care environments
•	Executive format ideal for APRNs working full-time nationally
•	 Join us for an online information session (see website for 

details) or call to set up an individual meeting

APPLY NOW for Fall 2014 Enrollment
Visit nhs.georgetown.edu/nursing/dnp or call (202) 687-3203

Start your future 
here!

Find the perfect nursing job that meets 
your needs at

nursingALD.com
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ONLINE PROGRAMS
BEST    

GRAD NURSING

Have you thought about advancing your career?

ADN to BSN 

ADN to BSN/MSN   

•	 Adult-Gerontology	Primary	Care		
Nurse	Practitioner

•	 Family	Nurse	Practitioner
•	 Nurse-Midwifery (with Shenandoah 

University)
•	 Nurse	Coaching	and	Leadership

MSN    

•	 Health	Care	Quality
•	 Nursing	Leadership	&		
Management

•	 Nurse-Midwifery

Applications due April 15, 2014 Applications due May 1, 2014

Website / nursing.gwu.edu
Email / sonadmit@gwu.edu
Admissions / 571-553-0138

A GW School of Nursing online  
program may be right for you!

Certificates
Post-BSN
•	 Health	Care	Quality

Post-MSN
•	 Adult	Gerontology	Primary	Care	
Nurse	Practitioner	

•	 Family	Nurse	Practitioner
•	 Family	Specialty	for		
Nurse	Practitioners

•	 Nursing	Education	(Application due  
March 31, 2014)

•	 Palliative	Care	Nurse	Practitioner

Applications due May 1, 2014

DNP
Post-BSN
•	 Adult-Gerontology	Primary	Care	
Nurse	Practitioner

•	 Family	Nurse	Practitioner

Post-MSN
•	 	Executive	Leadership
•	 	Family	Specialty	for	Nurse		
Practitioners

•	 Health	Care	Quality
•	 Nursing	Practice
•	 Palliative	Care	Nurse	Practitioner

Applications due March 15, 2014

• A hybrid format - online courses with minimal on-site requirements

• Close mentoring and classes taught by nationally renowned nurse scientists

• State-of-the-science clinical learning and biobehavioral research facilities

• Consistent ranking in the top tier of schools of nursing with NIH-funded research

• A partnership with the VCU Medical Center, a Magnet hospital
 Visit us at www.nursing.vcu.edu/education/phd or call (804) 804-828-0836.

Are you ready for 
biobehavioral research 
in a top nursing program 
that fits your schedule? 

Apply today for our online Ph.D.  

 

an equal opportunity/affirmative action university

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

Per Diem Float Pool – PREMIUM RATES OF PAY!
Surgical Services – Specialty Service Line Supervisor

Surgical Services – Staff RNs
Home Health – Staff RNs

Emergency Department – Staff RNs
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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Help Inspire Better Health
At Carilion Clinic, taking care of patients in our eight hospitals, 
outpatient specialty clinics and primary care centers is what we do best. 
From moment one. 

We are recruiting nurses who are:
 • Committed to improving the health of the communities that we serve.

 • Actively engaged in interdisciplinary, evidence-based initiatives that 
  improve patient care and safety using advanced technologies and 
  innovative strategies.

 • Dedicated to their professional development and advancement as 
  expert practitioners, researchers, teachers and mentors.

We offer a variety of opportunities for professional development, an attractive 
pay and benefi ts package and relocation assistance.

For more information, visit CarilionClinic.org/Careers or contact a nurse 
recruiter at 1-800-599-2537.

Carilion Clinic is an Equal Employment
Opportunity/Affirmative Action Employer.

Carilion Roanoke Memorial Hospital 
and Carilion Roanoke Community 
Hospital were awarded Magnet 
Recognition by the ANCC.

"ALDVA"


