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IDAHO
IS GOING

TO MAKE SURE YOU RECEIVE AN ELECTRONIC COPY, PLEASE 
SUBSCRIBE TODAY AT HTTPS://TINYURL.COM/IDGREEN

GREEN
Beginning with our August 2020 issue, a physical 

and email copy of RN Idaho will be distributed as part 
of ANA-Idaho membership services and will be available 
only as an electronic publication to non-members.

Several years ago, ANA-Idaho & the Idaho Center 
for Nursing adopted an environmentally friendly 
approach to our events and meetings. We use online 
communications for events and programs instead of 
paper, we have reduced the amount of paper used at 
events and meetings, and we encourage ride-sharing as 
a more efficient means of transportation to our events. 

With this in mind, Idaho Center for Nursing will 
be transitioning the distribution of our quarterly 
newsletter starting with our August Issue of RN Idaho. 

Whether you want to go green or just like reading 
on your tablet, signing up for the online version of 
RN Idaho is easy! Instead of receiving a printed copy, 
you’ll get a copy in your email inbox (and you will 
get it faster, too). Register your email and sign up to 
receive RN Idaho electronically. 

Sign up for electronic version of RN Idaho - https://
tinyurl.com/idgreen

Do you love the RN Idaho paper edition? 
JOIN ANA-IDAHO TODAY!
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IDAHOANAI PRESIDENTIAL REPORT

Coronavirus Response by the American 
Nurses Association and ANA-Idaho

Brienne Sandow, MSN, RN, NEA-BC 
ANA-Idaho President

The coronavirus pandemic 
has challenged all of us in 
many ways. We see the 
plethora of news items and 
advice coming from a multitude 
of sources; and we have also 
seen some incorrect and false 
items being posted on social 
media. Nurses and physicians 
have been measured and 
responsive in issuing public 
comment, possibly leaving 
Idaho nurses to wonder what the current positions of the 
nursing association are. The following is a synopsis of 
what the nursing associations have promoted in both the 
national arena and in Idaho:

ANA-Idaho Activities:
• Supported the public donation and collection 

of Personal Protective Equipment, especially 
N95 Respirator Masks, for use by healthcare 
providers who lacked access to supplies. ANA-
Idaho thanks the Idaho Democratic Socialists 
of America in Idaho chapter that donated four 
cases of N95 respirators. These were distributed 
to Nurse Practitioners and staff working in 
small clinics, to home care nurses and nurses 
volunteering in free clinics, all of whom lacked 
access to PPE supplies.

• Supported the easing of new graduate temporary 
licensure and license reactivation by retired 
nurses to enhance numbers in the available 
nursing workforce by the Idaho Board of Nursing. 
The Idaho BON Executive Director and the ANA-I 
Executive Director collaborated to communicate 
these changes.

• Communicated the ANA position and CDC-
guidance on the use of home-made masks as 
an adjunct, not a replacement, for approved N95 
masks.

• ANA-Idaho answered multiple individual nurses’ 
requests for information about how nurses could 
respond to Idaho’s needs and to seek clarification 
on PPE use and infection control measures (136 
email requests as of March 29). 

Brie Sandow

• Idaho nurses directly contacted our national 
congressional representatives to support the 
Coronavirus Aid, Relief and Economic Security 
Act (CARES). Both Senators Crapo and 
Risch voted to support the bill. Senator Risch 
corresponded directly with ANA-Idaho stating 
“I really value your effort to get in touch with me 
to share your thoughts, as many Idahoans do. 
Please do not hesitate to contact me in the future 
on this or other issues.” The House was a voice 
vote, so we cannot say how Representatives 
Simpson and Fulcher voted because they did not 
contact ANA-Idaho, but the measure passed. 

• Supported telehealth expansion efforts in Idaho 
that included both nurse practitioners and nurses.

ANA-Nation Activities:
• ANA has had a major focus to educate about 

the demand for and supporting access to PPE, 
especially N95 respirator masks that are needed 
by bedside nurses.

• Established the ANA website specific to 
Coronavirus: Available at https://www.
nursingworld.org/coronavirus

• Lobbied Congress to increase funding for PPE 
and increase distribution.

• Maintained daily updates on legislative and 
regulatory developments.

• Published Crisis Standard of Care specific to 
COVID-19.

• ANA started a COVID-19 “Essentials Exchange” 
webpage whereby state based information 
is posted for sharing and as an information 
resource. This is available at https://community.
ana.org/Go.aspx?MicrositeGroupTypeRou
teDesignKey=976aaa5d-023f-4e45-9d0e-
4c9924607dca&NavigationKey=02e6fb77-06aa-
4171-b55a-c232f36e1fc2&ssopc=1

The ANA communicates directly with members daily, 
as well as through its officer and executive director 
email threads. Nurses are the largest number and most 
impacted healthcare workforce in America, and in Idaho, 
and the nursing association is monitoring COVID-19 
issues and how they impact the well-being of nurses.

NursingALD.com can point you 
right to that perfect NURSING JOB!

NursingALD.com

E-mailed Job Leads

Easy to Use

Privacy Assured

Free to Nurses
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ANA Idaho Welcomes New & Returning Members

Ammon
Joshua Pixton

Athol
Jon Hansen

Boise
Jason Blomquist
Samantha Blackburn
Jessica Wilcox
Kimberley Fitzpatrick
Kayla Luke
Victor Onodjacha
Emilie Herbek

Caldwell
Karen Bean
Dena Finer-Dean
Tami Duty

Coeur D’Alene
Derek Andersen
Nikki Graham
Irina Lopachuk

Eagle
Joanna Phillips
Wendy Gordon

Firth
Gennelle Taylor

Harrison
Crystal Butler

Hayden
Nicole House

Idaho Falls
Regina Watters

Kimberly
Samantha Harris
Erin Goodfellow

Kuna
Deborah Jones

Lewiston
Earlene Reagan
Tara Bren
Brandon Whitlock

Meridian
Corrie Jasa-Bruder
Courtney Aubertin
Mary Bodine
Rieneke Govreau
Amanda Woody
Maria Ricksecker
Faith Chennette
Michael Pahang
Toni Sparks

Middleton
Devan Trosky

Moscow
Jennifer Thomas

Nampa
Kathlean Prindle
Carl Dayton

Orofino
Curtis Hartman

Pocatello
Lidia Timofeenko Petersen
Christy Kiggins

Post Falls
Robert Smotherman
Bonnie Wilson

Sandpoint
Elizabeth Dotson
Jennifer Taylor

Shoshone
Laura Patten

Twin Falls
Daniell Bauer
Amysue Thorlakson-Fleenor
Edna Petersen
Batina Peer

Winchester
Vallarey Dahl

December 1, 2019 – March 1, 2020

LGBTQ Safe Zone Signage 
Awareness among 

Nurses in Idaho
Sara Hawkins, PhD, RN, CPPS

Eastern Idaho Regional Medical Center

Safe Zone signage in 
healthcare settings supports 
sexual orientation and gender 
identity disclosure thereby 
improving safe, culturally 
competent care (The Joint 
Commission, 2015). 

In February, 2020, we  
informally surveyed RN Idaho 
readership to assess awareness 
of LGBTQ Safe Zone signage 
usage in healthcare facilities 
using an informal web-based 
survey. This method was 
chosen for convenience. 

Results
Response rate to the survey was less than 1% of the potential RN Idaho 

readership (10 of 26,000) and represented three counties in Idaho: Ada, Bonneville, 
and Twin Falls. While the results are not representative of the full demographic 
and may be a source of bias, a snapshot of how things are at this time in Idaho is 
presented. Overall, the results have future research implications and practical utility for 
healthcare administrators and policy-makers. 

TAKE NOTE

http://deltadentalid.com
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ADVOCACY IN ACTION

Registered Nurse-Registered 
Voter: Federal Legislative Update

Randall Hudspeth, PhD, MBA, APRN, Executive Director

Our “Registered Nurse-Registered Voter” campaign has 
made us more aware of how our elected representatives 
are actually voting on issues that nurses care about. Even 
though nurses have met with our elected representatives, 
or more commonly their staff members, when nurses visit 
Washington D.C., they often leave those meetings feeling 
good about the message that was delivered, but the 
resulting vote and support from our elected legislator is not 
what the nurses wanted. 

There are many bills introduced in Congress that 
the Legislative Committees of the professional nursing 
organizations in Idaho monitor. Updates on legislative 
actions for the Idaho Legislature and the Federal House and 
Senate are reported by these committees to their members. Collectively, the nursing 
profession in Idaho is focused on bills that impact the general health of Idahoans and 
the access to care experienced by Idahoans, especially in rural communities. We 
are monitoring three current bills and we are advocating for their passage because 
they support access to care and remove barriers for Idaho citizens and for nursing 
practice. 

Today, there are eleven Idaho communities that only have nurse practitioners who 
treat patients. Idaho ranks 50th of states in the number of primary care physicians 
per 100,000 population (Gamble, 2019). Approximately 1,050 physicians and 1,910 
NPs identify themselves as primary care providers in Idaho. Thus, almost two-thirds 
of all primary care is provided by nurse practitioners. 

The barriers that passage of these bills will remove helps patients and can also 
save costs. For example, an elderly patient in a rural community who sees a NP 
must be referred from the NP to a physician for home health care or long term 
care placement because only physicians are approved to order these services. 
The physician can then bill for a new patient visit and for the evaluation and orders 
completed. Then the physician can refer the patient back to the NP to continue care 
once the patient is admitted to the service. Often times patients experience travel to 
another community and prolonged wait times to be seen. If the NP could provide 
the service, which they are certainly educated for and capable to do, then time, 
inconvenience and cost could be saved. Idahoans deserve this care. We need to 
ask our representatives and senators to support these bills, and nurses can track 
the bill’s progress at: https://www.congress.gov/search.

This is a summary of the Bill Number/Description/Action/Co-sponsor/Engagement 
by Idaho Delegation Representatives:

1. HR 808 – ACCESS TO DIABETIC SHOES 
Purpose: To amend the documentation requirement under the Medicare 
program that is a barrier for NPs and PAs to document for coverage of certain 
shoes for individuals with diabetes.
Action: Introduced Jan 28, 2019, but no further action. There are 91 co-
sponsors including Idaho Rep Mike Simpson. (Thank you Rep. 
Simpson) Rep Fulcher has been asked to co-sponsor.

2. HR728 & S1399 – TITLE VIII NURSING WORKFORCE REAUTHORIZATION 
ACT OF 2019. 
Purpose: This bill expands and reauthorizes through FY2024 specified 
nursing workforce development programs. Specifically, the bill reauthorizes 
(1) loan repayment and scholarships for nurses; (2) loans for nursing faculty 
development; (3) advanced education nursing grants; (4) grants for increasing 
nursing workforce diversity; and (5) nurse education, practice, quality, and 
retention grants. In 2018 Idaho received $501,877 from this funding.
Action: Passed the House Oct 28, but not supported by Reps Simpson 
or Fulcher. Currently in Senate without action. Neither Idaho 
Senators Crapo nor Risch are co-sponsors.

3. HR 2150 – HOME HEALTH CARE PLANNING IMPROVEMENT ACT OF 2019 
Purpose: This bill allows Medicare payment for home health services ordered 
by an APRN or PA. Currently, coverage is provided only for services ordered 
by a physician. 
Action: Introduced in the House. There are 138 co-sponsors, (42 Republican, 
96 Democrat), including Liz Cheney from Wyoming. Neither Reps Simpson 
nor Fulcher are co-sponsors. 

Nurses should monitor these federal bills and communicate with our Idaho 
delegation in Washington or at their local Idaho offices. Both Senator Risch and 
Representative Simpson face re-election in 2020.

References
Gamble, M, (2019). Primary care physician supply in all 50 states. Becker’s Hospital Review. 

Retrieved from www.beckershospitalreview.com/rankings-and-ratings/primary-care-
physician-supply-in-all-50-states-ranked.html

Randall HudspethOn February 20, 2020, nurses gathered at the Idaho State Capitol and met with 
Governor Brad Little and multiple other state legislators to discuss various bills and 
exchange questions and answers. Legislators were interested to know about the bill 
supporting graduate education at Lewis Clark State College (LCSC) and about the bill 
calling for an exemption from prosecution for mental health patients who abuse or injure 
nurses. Among other activities, the Idaho Board of Nursing presented a large banner in 
support of “2020 The Year of the Nurse and Midwife” for signatures.

During the afternoon, 186 nurses attended the Legislative Conference sponsored by 
ANA-Idaho and Nurse Leaders of Idaho. Presentations focused on current legislation, 
the status of Medicaid Expansion that nurses supported, and other HOT TOPICS such 
as: Marijuana, opioids, 2020 census, and honoring choices for living wills, POA for 
Healthcare and workplace violence.

LEGISLATIVE CORNER
Annual NLI & ANA-I 

Legislative Conference

Governor Brad Little (R) Idaho is 
seen signing the Year of the 

Nurse banner. 

Governor Brad Little at Nurse’s Day 
at the Capitol

Participants at the 2020 
Legislative Conference

http://www.denvercollegeofnursing.edu
http://www.hlcommission.org
http://www.denvercollegeofnursing.edu
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IDAHO BOARD OF NURSING REPORT

Idaho Board of Nursing Update and 
Response to COVID-19 Pandemic

Russ Barron, MBA
Executive Director

The Idaho Board of 
Nursing (IBN) experienced 
a relatively quiet legislative 
season because of the work 
completed over the past six 
months to eliminate outdated 
and unnecessary rules, which 
was a major focus of Governor 
Little’s first year. Governor Little 
also placed a moratorium on 
any new rules for the current 
year. The IBN continued 
working with Idaho’s nursing education programs and 
the professional associations to meet updated standards 
and to monitor the nursing workforce data.

The impact of the coronavirus changed the IBN’s 
routine business. Governor Little asked each state 
agency, and especially healthcare regulatory boards, to 
evaluate any barriers to maintaining a sufficient workforce 
to meet the healthcare needs of Idahoans and to put in 
place mitigation strategies to overcome those barriers. 
To accomplish this, IBN staff met with educators and 
representatives of the Idaho Center for Nursing to work 
together to implement an impact plan. On March 18 a 
formal notification was sent to all nursing schools and 
agencies where nurses work. Some changes have been 
since that time and all current information is included 
below, and is also available on the Idaho Board of 
Nursing’s new and improved website at: https://ibn.idaho.
gov/

There are six ways the Idaho Board of Nursing is 
trying to ensure adequate nursing personnel, while 
ensuring public safety, during the Novel Coronavirus 
(Covid-19) pandemic.

1. Nurse Apprentice Authorization: Idaho 
Rule 23.01.01.076 authorizes the Idaho Nurse 
Apprentice Program. As a Nurse Apprentice, 
nursing students may perform functions as 
unlicensed assistive personnel through the nurse 
delegation model. As part of this temporary 
program and in compliance with the delegation 
model, a nurse apprentice is authorized to 
perform specific nursing functions within the 
limits of their nursing education and up to the 
knowledge and skills that they have successfully 
obtained as verified by their nursing program 
with direct supervision from a licensed registered 
nurse. Each organization may structure the 
nurse apprentice role to best fit their organization 
as long as it does not exceed the above-listed 
scope for a Nurse Apprentice. This may include 
maintaining the role at an unlicensed assistive 
personnel level.
A. Historically, healthcare organizations that 

were interested in becoming a Nurse 
Apprentice site were required to submit an 
annual application with a fee. However, the 
Idaho Board of Nursing is temporarily waiving 
these requirements.

B. Nursing students interested in becoming 
a Temporary Nurse Apprentice who have 
successfully completed a basic nursing 
fundamentals course and are in good 
academic standing in the nursing program 
are eligible to apply through the Idaho Board 
of Nursing. There is no fee for this application.

C. The Idaho Board of Nursing will ensure that 
all requirements for each nursing student are 
met through confirmation from the applicable 
Nursing Program Authority and will issue a 
letter authorizing the nursing student to work 
as a Nurse Apprentice.

2. New Graduate Temporary License: Idaho 
Rule 23.01.01.040 authorizes the New Graduate 
Temporary License Program. A New Graduate 

Temporary License allows senior nursing students 
to work as new graduate nurses with direct 
supervision from a licensed registered nurse while 
they prepare to take the NCLEX. 
A. Historically, senior nursing students are 

not eligible for this program until they have 
graduated. Effective immediately, the Idaho 
Board of Nursing is temporarily allowing 
senior nursing students to work with a New 
Graduate Temporary License immediately if 
they are scheduled to graduate this semester. 

B. Senior students interested in receiving 
a Graduate Temporary License who are 
scheduled to graduate this semester and are 
in good academic standing in the nursing 
program are eligible to apply through the 
Idaho Board of Nursing. There is no fee for 
this application.

C. The Idaho Board of Nursing will ensure that 
all requirements for each senior nursing 
student are met through confirmation from 
the applicable Nursing Program Authority 
and will issue a letter authorizing the senior 
nursing student’s New Graduate Temporary 
License. 

3. Temporary Reactivation of Nursing 
License: Idaho Rule 23.01.01.063.01-
04 authorizes the reinstatement of inactive 
licenses. The Idaho Board of Nursing has 
also developed a Temporary Reactivation 
of Nursing License Application which allows 
an inactive Idaho licensed nurse who had a 
previous unencumbered license in Idaho as a 
LPN, RN, and/or APRN to apply for temporary 
reactivation of their license. There is no fee for 
this application. Nursing Administrators must 
verify active licensure through Nursys.com for 
each nurse that is utilizing this option.

4. Temporary Permission to Practice for 
Non-Compact State LPNs and RNs, and 
Compact State LPNs and RNs with Single 
State Licenses: Idaho Rule 23.01.01.241.03 
provides requirements for licensure by 
endorsement. LPNs and RNs in a Non-
Compact State, or in a Compact State with 
only a single state license, the Idaho Board 
of Nursing is temporarily granting the same 
privilege to practice in Idaho as Compact 
State nurses with a multi-state license. A RN 
or LPN with an active, unencumbered license 
in any state does not need to apply for an 
Idaho license to work or practice telehealth 
in Idaho. This privilege to practice is only 
available during Idaho’s Emergency Declaration. 
Nursing Administrators must verify active, 
unencumbered licensure through Nursys.com 
and provide a list of individuals employed to 
the Idaho Board of Nursing at the end of every 
month that are utilizing this option.

5. Nurse Licensure Compact: Idaho is a 
member of the Nurse Licensure Compact. 
A LPN or RN with an active unencumbered 
multistate license in another compact state 
may practice nursing in Idaho. Nursing 
Administrators must verify these nurses have 
active, unencumbered licenses.

6. Nursing Faculty: The Idaho Board of 
Nursing has encouraged nursing educators to 
participate in helping on the frontlines in their 
communities as the immediate need for nurses 
may rise throughout the state. 

In addition to the temporarily revised applications 
listed above, the Idaho Board of Nursing is continuing 
to process routine Initial Exam, Endorsement, and 
Reinstatement licensure applications with the upmost 
speed while still ensuring accuracy, quality, and safety. 

Russ Barron

THE DATES
SAVE

National Nurse Recognition Dates
2020 Year of the Nurse and Midwife
Nurses Month
May, 2020

Nurses Week
May 6 through May 12

2020 Idaho Nurse Recognition Dinner
November 9, 2020, Riverside Hotel, Boise, ID

American Nurses Association of 
Idaho
ANA Delegate Assembly
June 19-20, Washington DC

Annual Conference with LEAP 2020
November 9-10, Riverside Hotel, Boise, ID

Nurse Leaders of Idaho 
LEAP 2020
November 9-10, Riverside Hotel, Boise, ID

Nurse Practitioners of Idaho
AANP National Conference 
June 23-28, New Orleans, LA

2020 Fall Conference
Friday & Saturday, October 16-17, Boise, ID

School Nurses Organization of 
Idaho
SNOI Conference 2020
June 9-10, Vallivue Campus, Caldwell, ID

NASN 52nd annual conference
June 30-July 3, Las Vegas, NV

Idaho Board of Nursing
Quarterly Meetings
July 30-31, Boise, ID
November 5-6, Boise, ID

APRN Committee Meeting
June 19, Boise, ID
October 9, Boise, ID

Idaho Hospital Association
Convention
October 5-7, Sun Valley, ID

Program for Recovering Nurses

Addiction Intervention and Recovery 
Services for Nursing Professionals

Do you know a nurse or a colleague who needs help for 
drugs/alcohol or mental health problems?

Please contact us for assistance. This program is an 
alternative to disciplinary action offered by the BON.

For immediate assistance, please call us at 800-386-1695

www.southworthassociates.net
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FEATURE

Idaho School District Changes Practice amid 
Student Vaping Crisis

Nichole Walters Piekarski, MSN, RN
Coeur d’Alene Public Schools

Coeur d'Alene Public Schools, the largest school 
district in North Idaho, first identified vaping as a 
problem during the 2014-15 school year. The high 
schools responded locally until the prevalence of vaping 
increased to become the driving force for an interagency 
meeting called by Superintendent Dr. Steven Cook to 
collaborate and implement standardized changes in 
practice across the District, applying to nearly 3,500 high 
school students.

School administrators initially responded to student 
vaping by educating themselves. The devices were 
confiscated, students suffered in-school consequences 
and parents were notified. In 2016, schools began using 
online tobacco cessation curriculum as a consequence. 
School staff were formally educated on vaping and 
provided training to identify the discrete and quickly 
evolving devices. Teachers discussed the negative 
effects of vaping and shared articles with students. 
School nurses engaged in classroom discussions 
and individual student counseling sessions for vaping 
cessation, prevention and education. 

In 2018, the prevalence of vaping increased and dab 
pens appeared. High schools increased the visibility of 
administration and staff in strategic areas of the schools 
and permanently opened hallway doors to restrooms 
to deter vaping inside. Vice Principals and School 
Resource Officers attended parent meetings to discuss 
student vaping concerns. Parents were trained on the 

many types of vaping devices available and seen locally. 
School Health Services reached out to community 
partners to ask for help. 

In years past, public health tobacco cessation dollars 
supported classroom education to prevent tobacco 
use. But “those funds have since greatly decreased 
and have very specific criteria” (L. Harder, personal 
communication, Feb. 21, 2019). Superintendent Cook 
called an interagency meeting with law enforcement. 
School nurses, principals, city police and sheriff’s 
deputies met to adopt a zero-tolerance policy. As a 
result, students were educated, administration and staff 
were visible, and students received three-day in-school 
suspension for use or possession of a vaping device. 
School resource officers averaged 82 citations per 
high school in the 2018-19 school year. The next year, 
Campus Safety Officers, a new role in Coeur d’Alene 
Public Schools, regularly spot-checked restrooms, 
hallways, locker rooms, and campus surroundings. The 
number of student citations went down.

Middle schools in Coeur d’Alene saw student vaping 
problems emerge in the 2017-18 school year. The staff 
and administration adopted similar practices as the 
high schools by increasing the visibility of teachers and 
administrators, propping open the outer restroom doors 
and educating parents. The dangers of vaping were 
added to student health curricula. Students received 
two-day in-school suspension for use or possession of a 
vaping device at the middle schools. 

In November 2019, the school district’s Director of 
School Health Services reviewed and revised five District 

policies regarding the prohibition of vaporizer smoking 
devices by students, employees and visitors to campus. 
Vaporizer smoking devices are prohibited at all school 
events, on and off campus. An interdisciplinary team 
of District leadership, principals, a school nurse and a 
resource officer presented the District problem of vaping, 
change in practice, and change in policy and procedure 
to the School Board on Nov. 4, 2019. The interdisciplinary 
team asked the school board to take action by 
advocating for a legislative ban on flavored electronic 
cigarettes and vaping products and by advocating for 
community partners to provide educational opportunities 
for parents and patrons. The interdisciplinary team 
also asked for the school board to provide increased 
student supervision in the schools by adding a Campus 
Safety Officer to each middle school, as the high 
school administrators felt the Campus Security Officer’s 
presence and oversight was the single most important 
factor to deter student vaping at school.
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addressed to Nichole Walters Piekarski, School Health 
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The nursing profession's core values are the foundation 
of the delivery of nursing services (e.g., direct patient care, 
health promotion, coordination of care, patient education) 
(NCSBN, 2018a) whether one practices in hospitals, public 
health centers, schools, homes, or long-term care facilities. 
Nurses are expected to practice within their scope of 
practice to the full extent of their education and training, 
remain competent, and place first the patients’ best 
interest and safety while optimizing efficient and quality 
care (IOM, 2015; IOM, 2010; NCSBN, 2018a). 

Inherent in this quality of care conversation is the 
avoidance of adverse events and potential harm to 
patients (Codier & Codier, 2017). Medication errors are 
adverse events that can harm patients; therefore, reporting 
a medication error is relevant communication among 
health care colleagues about the adverse event. Nurses 
should recognize and report medication errors, whether 
the nurse is the source of the error, contributes to the error, 
or observes a medication error. But, whether nurses report 
the error depends on attitudes, decisions, and contextual 
experiences (Yung, Yu, Chu, Hou & Tang, 2016). 

 Nurses spend as much as 40% of their time 
administering medications (Cheragi, Manoocheri, 
Mohammadnejad & Ehsani, 2013; Hughes, 2008) and 
are responsible for 26% to 38% of medication errors in 
hospitalized patients (Elliott & Liu, 2010). Inherent to safe 
medication administration is the perception of risk which 
can influence a nurse’s clinical decision-making regarding 
safe practices (Hughes, 2008). 

The purpose of this paper is to present partial findings 
from a nursing study that was designed to explore RN 
perceptions of medication errors (adverse events) and 
medication administration practices, specifically related to 
risk, benefits, frequency, and cautions. 

Research Questions
Three questions guided this study:
Research Question 1) Do nurses perceive risk in 
medication administration in everyday practice? 
Research Question 2) How is an RN’s self-reporting 
behavior related to medication administration errors 
and risk? and
Research Question 3) Do nurses perceive benefit 
and risk to medication safety during the medication 
administration process? 

Theoretical Foundation
The selected framework for this nursing study was 

that of descriptive theory, in order to provide meaning and 
explanation of cognitive perception as it correlates with 
nursing medication errors. Three nursing theories (Levine’s 
Conservation Principles, Neuman’s System Model, and 
Benner’s From Novice to Expert) were included within this 
study’s theoretical foundation.

Method
Research Design

A quantitative non-experimental study design was 
utilized to describe and understand relationships of the 
phenomena of interest: RN perceptions of risk associated 
with medication administration and medication errors, and 
the relationships between the demographic factors and 
outcome variables. 

Sample 
The target population encompassed RNs who were 

licensed and worked in two states of the Pacific Northwest 
region of the U.S. The study population encompassed 
RN members of ANA-Idaho and RNs licensed in Oregon. 
Emails which were on file with ANA-Idaho and the Oregon 
State Board of Nursing database were utilized. 

Recruitment
After IRB approval and prior to participant recruitment, 

informed consent was obtained from each participant 
before information was obtained. Emails were sent 
(N=44,095) to invite participants of the study population. 

Inclusion criteria. RNs were required to be licensed 
in the State of Idaho and/or the State of Oregon, be ≥18 
years of age, and able to self-report an ability to read/
speak English. 

Exclusion criteria. Licensed Practical Nurses, 
Advanced Practice Registered Nurses, nurses <18 years 
of age, and self-reporting an inability to read/speak English 
were excluded. 

The researcher recruited a sample size (N=2306) with 
actual completers (clean data) (N=1475) for the initial RN 
online survey. Participants completed and submitted the 
online survey through the Qualtrics (Q qualtrics™) software 
program through the Idaho State University website. Study 
participants were offered the opportunity to participate in a 
drawing of four Amazon gift cards ($25 each) as a small 
token of appreciation for participation. All participants 
were also offered the opportunity to participate in a test-
retest online survey two weeks after the initial survey. 
Completers of the test-retest survey were provided the 
opportunity to participate in a drawing of four Amazon 
gift cards ($10 each). Participant confidentiality was 
maintained throughout data collection and analysis.

Instruments 
The online survey questionnaire was a data collection 

instrument comprised of four-sections. The first section 
consisted of 18 demographic questions and the second 
section consisted of 13 questions in Likert scale format 
designed to address participant perceptions of fear 
or support in the workplace. The third section was a 
previously studied tool with six questions in Likert scale 
format that measured risk regarding perceived frequency 
and perceived caution with regard to medication errors 
in a typical clinical nursing unit. The final section, a 
pharmaceutical questionnaire, asked study participants 
to identify risk and benefit of each medication listed. 

Data Analysis
Quantitative data from demographics, inquiry 

of medication errors, perceived frequency and 
perceived caution of risk, the test-retest survey, and 
the pharmaceutical questionnaire on medications were 
analyzed using IBM® SPSS® v25 and SAS Institute 
Inc., JMP® v14. Statistical tests used for this descriptive 
correlational analysis included parametric and non-
parametric tests (Pearson r, Spearman’s rho, Chi-square). 
Statistical significance was 0.05. 

Results and Discussion
Demographics 

As shown in Table 1, a majority of the participants 
were bachelor’s degree prepared white female RNs 
who were married, in their late forties and were working 
full time in nursing as staff nurses. Over 90% (n=1333) 
of participants were licensed in Oregon and almost 
72% (n=1056) were employed in the state of Oregon. 
Less than 3% (n=43) of participants worked in Idaho, 
and 2.17% (n=32) worked in both Idaho & Oregon. 
Participants worked in a wide variety of clinical settings. 

RN Perceptions of Medication Administration and Medication Errors: 
Results from a Quantitative Nursing Research Study 

RN Characteristic No. of respondents and 
(%)

Ethnicity

White 
Hispanic or Latino

Asian 
Other

n=1330 (90.2%)
n=62 (4.2%)
n=43 (2.9%)
n=40 (2.7%)

Marital Status

Married/domestic partner
Single 

n=967 (65.6%)
n=234 (25.9%)

Gender

Female n=1276 (86.5%)

Male n=192 (13%)

Prefer not to answer n=7 (0.5%)

Mean age 48.76 years (SD=13.33)

Highest nursing degree

Associate n=398 (27%)

Diploma n=43 (2.9%)

Bachelor’s n=845 (57.3%)

Master’s/Post-Master’s 
certificate n=168 (11.4%)

Doctorate n=21 (1.4%)

Current Employment

Full-time n=1044 (70.8%)

Part-time n=228 (15.5%)

PRN n=93 (6.3%)

Primary RN role

Staff nurse n=859 (58.2%)

Charge nurse n=139 (9.4%)
Manager/supervisor/

management
n=202 (13.7%)

Academic faculty/
educator/nurse educator n=90 (6.1%)

Number of years as RN 

≤ 5 years
6-10 years

11-15 years
16-20 years
21-25 years
26-30 years

≥ 31 years

n=285 (19.3%)
n=251 (17%)
n=188 (12.7%)
n=140 (9.5%)
n=139 (9.4%)
n=121 (8.2%)
n=351 (23.8%)

Table 1.
Characteristics of the Sample (n=1475)

Administration and Medication Errors: Results from a 
Quantitative Nursing Research Study continued on page 8
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Analyses of RN Perceptions
Do nurses perceive risk in medication administration in everyday practice? 

Most RNs reported by a seven point Likert scale (“not at all likely” to “very likely”) 
that they were “not at all likely” to report medication errors (n=706, 47.9%) and 
believed they do not make errors in medication administration or are “unlikely” 
to do so within the next 12 months. They believed their peers were “very likely” 
(n=324, 22%) to make errors in medication administration within the next 12 
months. There was not a strong relationship between the number of years one 
has been an RN and perceived risk or benefit in medication administration. 

How is an RN’s self-reporting behavior related to medication 
administration errors and risk? RNs are required to report medication 
errors whether to their manager, charge nurse, supervisor, or provider, and 
are required to report medication errors via an institutional reporting system. 
However, there was a noted difference in RNs that would actually report 
the medication error and adverse events associated with medication errors 
that participants attributed to fear of job loss, retaliation, shame, blame, and/
or guilt. RNs reported they were “not at all likely” to make medication errors in 
the next year (n=706, 47.9%); however, they indicated their peers were “very 
likely” to make medication errors in the next year (n=324, 22%). Although 
RNs reported knowing it to be their ethical responsibility to report medication 
errors, they reported willingness to take a risk and not to report. This behavior 
can potentially increase a risk of recurrence of medication errors because 
contributing and causative factors are not reviewed and analyzed as is 
done routinely through discussions of root cause analysis and improvement 
processes.

As shown in responses for survey question 2 in Table 2, the most common 
reason RNs do not report medication errors is “not knowing one has occurred” 
(n=480, 32.5%). The second most common reason is “fear of retaliation” (RNs 
32.1%; peers 28.3%).  

Table 2. 
Frequency of Reported Reasons for RNs Not Reporting Medication 
Errors

Note: The following three questions were part of the online survey (data 
collection tool):

Survey Question 1: Amongst RNs, the most common reason for not reporting 
medication errors is:

Survey Question 2: If you do not report a medication error, what is your most 
common reason for not reporting a medication error?

Survey Question 3: If your peers do not report a medication error, what is the 
most common reason for your peers to not report a medication error?

RN Perceptions of the Medication Administration Process
Participants identified the rights of medication administration are generally 

not followed during the medication administration process; they identified that 
self-reported distractions, interruptions and multi-tasking during the medication 
administration process interfered with administration of the medication(s). 
Multi-tasking was reported as lending itself to distractions and interruptions by 
colleagues, staff and families; these contribute to errors during the medication 
administration process. Nurses do work-arounds which are justifications 
or excuses of why the process or policy of medication administration was 
not followed. These distractions and work-arounds result in administering 
medications late or contribute to errors. Participants identified issues 
contributing to medication errors such as short staffing, high-acuity patients, 
high nurse to patient ratios, as well as trying to finish everything during the 
clinical shift. 

RN Perceptions of Reporting Medication Errors
Participants identified nurses are fearful of reporting or admitting to an error 

because they are fearful of reactions from colleagues, managers, or physicians 
as well as the patient and/or patient families. Nurses are also fearful of shame, 
guilt, blame, loss of job as well as retribution and legal retaliation. Participants 
identified not all work environments are supportive of reporting errors and even 
discourage nurses from reporting. Importantly, participants also identified lack of 
knowledge or understanding as to what constitutes a medication error or near 
miss and may not recognize that a medication error has even occurred. Nurses 
alluded to the concern, “If there is no harm, why report the medication error or 
near miss”? They viewed time is of the essence with little time to get everything 
done during their shift, especially little time to report near miss events. 

Participants identified communication and reporting of medication errors as 
crucial to decrease medication errors, thereby improving patient-centered care 
and patient safety. Following the rights of medication administration, with every 
patient and every single drug, every encounter is a system process designed 
to decrease risk for the patient and the RN. Communication also involves the 
utilization of technology processes (e.g., EHR, barcode scanning, institutional 
reporting systems) within the workplace environment. Nursing managers must 
investigate medication errors that involve nurses; if not communicated and/or 
reported, managers cannot do their job, detracting from patient safety. 

RN Understanding of Human Factors Associated with Medication Error 
Reporting 

An underlying issue throughout the self-reported responses, even though 
not completely understood by the RN or recognized within themselves, was 
the human factor component. Nurses need to reflect on one’s individual 
performance and report medication errors no matter why the medication was 
administered late, omitted or a near miss. However, in order to report, one must 
understand what a medication error is and why it is necessary to report them. 
Reporting can identify and perhaps solve human factor issues and system 
processes that support the nurse when administering medications rather than 
place blame on the nurse. 

Regarding Research Question 1. Do nurses perceive risk in medication 
administration in everyday practice?, participants perceive that medication 
errors occur weekly if not more often, and yet report they are not very likely to 
report medication errors for reasons of fear, blame, retaliation, not knowing what 
constitutes a medication error or knowing if one has occurred, even though 
they are required to report medication errors. Participants identified they are 
not likely to make medication errors in the next 12 months yet identify they may 
not know they have caused or contributed to a medication error. Complacency 
with reliance on technology (e.g., barcode scanning) to catch all issues/potential 
errors with the medication process is a risk in everyday practice. Nurses that 
do not follow the rights of medication administration each and every time, 
create work-arounds which contribute to medication errors. The idea that 
barcode scanning replaces the rights of medication administration needs to be 
addressed in clinical settings in order to decrease risk and medication errors. 
Complacency can interfere with strategies (e.g., double check) while in the 
medication administration process. One’s trust of the barcode scanning system 
helps to decrease errors however, the rights of medication administration still 
need to occur, as the rights of medication administration along with the barcode 
scanning system are the process. 

Regarding Research Question 2. How is a(n) RN’s self-reporting behavior 
related to medication administration errors and risk?, nurses allude, if there is 
no harm, why then report the medication error. Participants identified they 
are more afraid of the repercussions to them from a workplace environment 
and their job, than reporting medication errors even though their ethical and 
professional duty. The self-report reflects that there is an inherent risk when 
one does not report medication errors. The perception of, no one will know 
or why report on myself rather than saying, I do not want this error to happen 
again, should be of interest to the nursing profession as well as their workplace 
colleagues and/or managers. Open communication why an error happened 
and how the problem can be addressed or fixed, no matter the issue (e.g., 
clinical, technological, system or of some other nature) needs to be identified 
however, without reporting, the discussion cannot ensue. We must also identify 
if medication errors are made by newer RNs while supporting them in furthering 
their knowledge of the medications they administer. 

Study Limitations
Three limitations in the study were identified. First, this study may not be 

generalizable to all 50 states and U.S. territories, as the sample was selected 
from two states in the Pacific Northwest region. Due to the large randomly 
selected sample size and a percentage of participants reporting current active 
licensure in other states and U.S. territories, and current employment in other 
U.S. states, U.S. territories, and foreign countries, it is possible the study may be 
generalizable to RNs throughout the mainland U.S. and U.S. territories. Second, 
this study was a web-based online survey and there is a risk to reducing survey 
response. Third, the study was cross-sectional, describing relationships among 
phenomena at a fixed point in time.

Conclusions/Implications
Conducting a study of RN understanding that medication errors correlate with 

perception of risk contributes to valuable evidence to inform nursing practice. 
Statistical findings related to RN perception and thinking during and prior to 
medication administration contribute to clinical and curricular relevance. The 

Variable 
(Reason for Not 

Reporting) 

Survey Question 
#1 No. of 

Responses (%)

Survey Question 
#2 No. of 

Responses (%)

Survey 
Question #3 

No. of 
Responses 

(%)

Lack of time 169 (11.5%) No. of 
Responses (%) 189 (12.8%)

Fatigue 15 (1.02%) 13 (0.9%) 7 (0.5%)

Fear of retaliation/
retribution 474 (32.1%) 280 (19%) 417 (28.3%)

Embarrassed to 
admit a medication 

error
381 (25.8%) 253 (17.2%) 285 (19.3%)

Not knowing what a 
medication error is 13 (0.9%) 24 (1.6%) 4.7 (3.2%)

Not knowing a 
medication error 

occurred
303 (20.5%) 480 (32.5%) 368 (24.9%)

Not knowing how to 
report the error 33 (2.2%) 19 (1.3%) 44 (3%)

Other 87 (5.9%) 201 (13.6%) 118 (8%)

Administration and Medication Errors: Results from a Quantitative Nursing 
Research Study continued from page 7

Administration and Medication Errors: Results from a Quantitative Nursing Research Study 
continued on page 9
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Background
Provider burnout is a widely recognized problem 

within the healthcare system and is growing in prevalence 
globally. Burnout affects the wellness of providers, the 
financial stability of healthcare institutions, and patient 
outcomes (Panagioti et al., 2018). Burnout is considered 
a syndrome of emotional exhaustion, cynicism, and 
decreased efficacy at work (Shanafelt et al., 2017). In 
2018, the Collaborative for Healing and Renewal in 
Medicine, established four guiding principles regarding the 
wellness of providers: 1) effective patient care promotes 
and requires provider well-being, 2) provider well-being 
is related with the well-being of all the members of the 
healthcare team, 3) provider well-being is a quality marker, 
4) provider well-being is a shared responsibility (Thomas et 
al., 2018). 

Mindfulness is a practice that emphasizes 
awareness and focus on the present moment while 
calmly acknowledging and accepting one’s feelings 
and thoughts. A literature review evaluating how 
mindfulness affects stress and burnout was completed. 
The overwhelming conclusion was that the practice of 
mindfulness reduces aspects of professional burnout.

Purpose
The purpose of this project was to assess the feasibility 

of a brief, application-based mindfulness intervention as a 
feasible method for delivering mindfulness to healthcare 
providers at a hospital in the Northwest region of the 
United States.

Healthcare Provider Burnout
Methods

This project utilized anonymous surveys to evaluate the 
feasibility and efficacy of an internet-based mindfulness 
intervention, Calm©, among a group of providers who 
voluntarily participated in the project. An initial survey 
was distributed to collect baseline and demographic 
information as well as burnout level. Weekly surveys were 
sent out during the eight week intervention evaluating 
weekly usage. After eight weeks, participation in the 
project intervention was complete and a feasibility survey 
was distributed. Three months post-intervention, a final 
sustainability survey was distributed.

Results
Twenty-nine providers participated in the project. The 

mean age of the sample was 45.5 with an average of 17.8 
years in the healthcare field. Those working solely in the 
outpatient setting made up 52.1% of the sample. 

As presented in Table 1, the majority of providers who 
used the Calm© app supported its use for self and others, 
with combined “Agree” and “Strongly Agree” responses 
ranging from 73.7-94.7%. The number of participants who 
responded to the surveys ranged from 14-23 (reflected in 
Table 1 below).

All (100%) participants felt the length of the mindfulness 
sessions were about the right length. Sixty-eight 
percent reported they would be “likely” or “very likely” to 
recommend the Calm© application to others.

The participants were asked to report their daily and 
weekly usage of Calm©, which ranged from 2.77-4 times 
weekly. 

Feasibility was further evaluated using the Pearson 
correlation coefficient (r) and is presented in Table 3. There 
were positive, weak to moderately strong, r2 (0.24-0.66) 

and statistically significant (p<0.05) relationships between 
five of the feasibility questions with “I would recommend” 
and “I will continue to use” having the strongest 
relationship.

Conclusion
The Calm© application was a feasible method for 

delivering a mindfulness intervention to healthcare 
providers at the targeted institution. Because the project 
engaged 8.5% of total providers, implementing the app on 
a broader scale within the institution would help confirm 
feasibility and usability and would aid in the evaluation of 
clinician and clinical outcomes.
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statistical significance of this nursing study infers 
clinical relevance because RNs voluntarily reported 
they were much more cautious compared to their 
peers in medication administration and “not at all 
likely” to make a medication error in the next 12 
months. Yet they reported their peers were “very 
likely” to make a medication error in the next 12 
months. Participants reported they are required to 
report medication errors but are not “very likely” to 
report medication errors due to fear of blame for the 
medication error. Not reporting reflects a cultural shift 
that needs to occur in the workplace environment; 
the shift needs to be one that supports the RN when 
errors occur. 

Participants reported medication errors “occur 
often” yet they are afraid to report the medication error. 
Deviation from institutional policy regarding medication 
administration and lack of reporting medication errors 
are unsafe practices which do not support good clinical 
decision-making. Reporting and communicating 
medication errors is our ethical duty. 

This study filled a gap in the research literature related 
to the persistent risk of RNs, knowingly or unknowingly, 
making a medication error. This study focused on RN 
perceptions and thinking during and prior to medication 
administration. The findings are prompts for creating and 
implementing improved RN decision-making tools to 
decrease risk and enhance patient safety. Educators (e.g., 
Academic faculty, hospitals) should consider broadening 
their pedagogies and clinical interactions related to 
medication administration, thereby further reducing 
medication errors because of improved RN decision-
making at the point of care.
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AWARDS AND 
RECOGNITIONSIDAHO NURSING

Terri Lindemann is School 
Nurse of the Year 2019 

Terri Lindemann was awarded Idaho’s School Nurse 
of the Year for 2019 by the School Nurse Organization of 
Idaho (SNOI). She was nominated by Boise School District 
principal Dr. Gale Zickefoose. Lindemann is a school nurse 
for the Boise School District, currently serving Pierce Park 
and Shadow Hills Elementary Schools. 

A native of Moose Lake, 
Minnesota, Lindemann holds 
a Master of Public Health 
Nursing from Grand Canyon 
University, a Bachelor of 
Science in Nursing from 
Idaho State University and 
a Bachelor of Arts in English 
from North Dakota State 
University. Lindemann has 
served students in the 
Boise School District as an 
elementary school nurse at four 
different schools over the past eleven years. She was also 
named co-school nurse of the year for the Boise School 
District in 2019. Her professional passions are supporting 
students with chronic health concerns, such as food 
allergies, asthma and Type One diabetes, thrive within 

their educational environment. She is currently serving as 
the President of the School Nurse Organization of Idaho 
and will begin a four-year term in 2021 as National Director 
from Idaho on the board of directors of the National 
Association of School Nurses (NASN).

SNOI is a non-profit professional organization of 
Registered Nurses working together to promote and 
advance the quality of school health services and 
education throughout Idaho. Beginning in 1981, SNOI has 
been advocating for the specialized practice of school 
nursing through statewide conferences, professional 
development activities and collaboration to improve health 
outcomes of Idaho school children. SNOI is an affiliate of 
NASN. NASN is a non-profit specialty nursing organization 
representing school nurses with the mission to optimize 
student health and learning by advancing the practice of 
school nursing. There are over 17,000 NASN members 
world-wide. 

An open-house celebration honoring Lindemann 
will be held at Pierce Park Elementary School, 5015 N 
Pierce Park Lane, Boise, on National School Nurse Day, 
Wednesday, May 6, 2020 from 4:00-5:00 pm. Winners of 
this award are sent to the annual NASN convention, held 
June 30-July 3 this year in Las Vegas, Nevada. 

Terri Lindemann

Joan Agee, DNP, RN, CNOR, FACHE
President NLI and IALN

jagee@zagmail.gonzaga.edu

The Crimean War (1854-
56) was known at the time as 
the Russian War. It was fought 
in a much larger geographical 
area than just the Crimea. As it 
expanded across Russia and 
Europe, the war resulted in 
millions of deaths and it sowed 
the seeds for World War I. Trudi 
Tate, author of “The Crimean 
War” describes the terrible 
conditions of the hospitals and 
how they soon degenerated 
after the influx of war victims. This occurred despite the 
doctors and hospital administrator’s insistence that the 
hospitals were prepared for the expected influx of patients. 

According to Tate, there was a shortage of doctors, 
nurses, and supplies. The British Prime Minister was 
shocked at the conditions of the hospitals in England. 
The toilets were plugged, there was a lack of toilet paper, 
and patients had to walk through the soilage on the floors. 
The doctors feared gangrene and hospital fever in these 
conditions. 

These terrible conditions were published in the 
newspapers across the world which had important 
effects. Most notable and iconic in British history, was the 
response by Florence Nightingale (1820-1910). Florence 
was an experienced nurse and administrator. She offered 
her services to help and the Superintendent of the War 
asked Florence to lead an official group of nurses to help 
the sick and injured troops.

We as nurses have learned about Florence Nightingale 
and her tireless work to improve the conditions of the 
hospitals and the care of the troops. According to Tate, 
Florence crossed the seas to inspect and improve 
hospital conditions in several locations. She managed 
administration, procurement of supplies, oversaw 
rehabilitation, and instructed nurses and doctors in 
improving practices that resulted in changing history and 

NLI AND IALN PRESIDENTIAL REPORT
COVID-19 and the Crimean War

the lives of many troops. Florence also became very ill 
with “Crimean Fever” yet continued to work and write 
through her illness. Although she suffered the effects for 
several years, she continued to live a long life with ongoing 
contributions to nursing.

This year, 2020, honors the 200th anniversary of the 
birth of Florence Nightingale and has been designated 
by WHO (World Health Organization) as the first ever 
international year of the nurse and midwife. According to 
WHO, nurses and midwives account for nearly 50% of the 
world’s health workforce. 

How apropos for this “year of the nurse” to be the 
year where nurses will be challenged to the extent of our 
abilities as we face a foe as great as a devastating war, a 
novel coronavirus. According to the CDC, the disease 
has been named “coronavirus disease 2019” (abbreviated 
“COVID-19”). Not unlike the Crimean War, where doctors 
and administrators learned that the health systems were 
not as prepared for the impact of war as they thought, 
our doctors and administrators are finding that our 
health systems may not be prepared for a disaster of this 
magnitude. As we face our coronavirus enemy, like the 
Crimean War, hospitals are becoming overwhelmed and 
supplies are becoming depleted. 

However, like Florence Nightingale, we nurses are 
trained for this. Nurses have the knowledge, training, and 
qualities that make us well poised to face the challenges 
before us. Nurses are calm under pressure, able to 
improvise, have excellent communication skills, and have 
the compassion and respect necessary to make difficult 
decisions. 

During this disaster, the healthcare landscape is 
changing on an hourly basis as this disease spreads 
across our country. I cannot predict the outcome; 
however, I can guarantee that the nurses will be at the 
forefront leading the charge and making a difference in 
the lives of the people we serve. As a nurse leader, I am 
committed to doing all I can to support our nurses and 
healthcare teams through this battle. As nurse leaders we 
must serve as role models and create an environment built 
on trust, where nurses can speak up and lead the charge 
as Florence did 200 years ago. I pray for your strength and 
safety. Together we can do it.

Joan Agee

Daisy Awards 
An acronym for Diseases Attacking the Immune 

System, The DAISY Foundation was formed in November 
1999, by the family of J. Patrick Barnes who died at age 
33 of complications of Idiopathic Thrombocytopenic 
Purpura (ITP). The DAISY Foundation and the DAISY 
award is designed to “ensure that nurses know how 
deserving they are of our society's profound respect 
for the education, training, brainpower, and skill they 
put into their work, and especially for the caring with 
which they deliver their cares” (accessed https://www.
daisyfoundation.org/about, July 3, 2019).

Kim Pou
Nampa

On behalf of St. Luke’s Nampa 
and the whole St. Luke’s system, 
we want to thank Kim for being a 
wonderful example of excellence 
in patient centered care. It is 
through her daily efforts and 
extraordinary dedication that we 
are able to achieve our mission 

to improve the health of the people in the communities we 
serve.

Kim Pou is pictured signing the banner that will go on 
display on the Telemetry department where she works at 
St. Luke’s Nampa. 

Tiffany Snedaker BSN, RN
Rexburg

Tiffany was very 
understanding and caring during 
our ER visit. We have a daughter 
with cerebral palsy. She also has 
a son with special needs and 
was able to give us a lot of local 
resources to help us. She didn’t 
need to give us this information, 

but she chose to, and it was very helpful. She was able to 
connect us to a social worker and give us various phone 
numbers of people to contact for more resources, as well 
as questions. She has been so helpful and understanding 
and it really meant a lot to have someone empathize and 
who knows what we are going through.

SEEKING LPNs & CNAs

Visit nursingALD.com today!
Search job listings

in all 50 states, and filter by location and credentials.
Browse our online database of articles and content.

Find events for nursing professionals in your area.
Your always-on resource for nursing 

jobs, research, and events.

http://blmhospital.com
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EXECUTIVE DIRECTOR’S REPORT

How the Collective Nursing Voice through the Professional 
Associations Benefits Everyone

Randall Hudspeth, PhD, APRN, FRE, FAANP
Executive Director, Idaho Center for Nursing

randhuds@msn.com

When I originally wrote 
this in early February, I was 
thinking ahead to May when 
so many would graduate 
from nursing programs, and 
when this edition would be 
read. We were heavily into the 
legislative session for Idaho 
and what positions nursing 
was taking on the many 
legislative bills that impacted 
both nursing and the health 
of Idahoans. Nurses have a 
very positive reputation both in Idaho and nationally. In 
December the national Gallup Poll identified nurses as 
the most trusted profession for the 18th consecutive 
year, and we see that evidenced in Idaho. Nurses are 
not lobbying to get their own payments increased or 
wanting to expand their own practices while trying to 
place limitations on others. The Idaho legislators see 
nurses concerned for the betterment of healthcare 
for all Idahoans and as a profession that engages 
in issues that are for the public good; and also as a 
profession that has an ever-increasing voice and 
sufficient numbers to significantly impact a vote. 
The Legislature ended with positive outcomes and 
COVID-19 happened, changing everything.

Nursing, as a group of professional organizations 
that came together as independent membership 
associations under the umbrella of the Idaho Center 
for Nursing, share some common goals and can 
claim to speak for the 27,000 plus licensed nurses in 
Idaho. Nursing has been able to elevate its presence 
in policy making, serve as resources to legislators, 
guide statewide program discussions and influence 
the outcomes of legislation. It is very impactful for 
our president, lobbyists and the executive director to 
be able to stand before a formal legislative committee 
and say “I represent the 27,000 licensed nurses in 
Idaho, most of whom are registered voters, and our 
profession believes …”

Here are our focus areas that benefit both nurses 
and the access to nursing care (and better health) for 
all Idahoans.

• Strengthen and sustain networks that support 
the health interests of Idahoans and support 
nursing.

• Work closely with the Board of Nursing and 
state agencies to monitor nursing workforce 
availability, PPE supplies for nurses not working 
in agencies, and supporting removal of barriers 
to full nursing practice and access to care for 
Idahoans.

• Advance policy leadership by getting nurses 
who serve on community boards recognized 
and by seeking appropriate representation by 
nurses in policy making decisions.

• Support continuing education activities for 
nurses that facilitate learning and help nurses 
meet licensure requirements.

• Support nursing faculty salary increases to 
sustain our nursing schools and help increase 
the number of nursing graduates.

• Support collaborative clinical placement 
capacity with a goal to increase opportunities 
resulting in more students graduating.

• Produce the biennial 2020 Idaho Nursing 
Workforce Report that details the supply, 
demand and educational data of Idaho nursing.

• Strengthen interprofessional collaboration and 
multisector partnering by nurses to influence 
policy.

The nursing associations are the easiest and 
best way to elevate the nursing voice and to 
impact public policy, but it takes a nursing team 
to be successful. How are nurses engaged beyond 
holding a license and job? Many are not! But the 
many get the benefits from the engagement of the 
few who are engaged beyond a job. This has been the 
common situation for years. In my long career I have 
seen every nurse benefit by the actions and support 
of the professional associations that are made up of 
a minority of nurses. Only through a common voice 
and some form of organized representation can the 
greater influence of nursing make a difference. While 
individual stories and situations can be presented 
to demonstrate a point of view, rarely does the solo 
presentation make any difference to the overall 
outcome. It takes a collective group to impact 
outcomes. It takes a strong professional association.

We have all had periods of disengagement and 
not felt a need to belong to the nurses’ association. 
But there is truth in the saying “a rising tide raises 
all ships.” Money for dues is not the issue. We can 
all afford $15 per month. That is about three to four 
coffee drinks a month. Idaho is the fastest growing 
nurses’ association in the United States. We have 
thousands of nurses who are potential members, and 
who are benefitting from the efforts of the hundreds 
who pay dues.

Think about it. I ask you to do your part 
and JOIN one of the nursing professional 
organizations that are affiliated with the Idaho 
Center for Nursing. We have not experienced 
such a need in most of our careers as we see 
the need today. It is easy to do; every professional 
organization website has a “join” button.

Randall Hudspeth

NPI UPDATE

NPI Legislative Committee Report
Colleen Shackelford, MSN, FNP-C, BSN, RN

Legislative Committee Chair
colleen.shackelford@gmail.com

The Nurse Practitioners 
of Idaho (NPI) was formed 
as a conference planning 
and educational committee 
for nurse practitioners 
(NPs) in Idaho to meet 
their continuing education 
requirements. Because of its 
emphasis on education, NPI 
was established as a 501(c)3 
organization. Generally, 
501(c)3 organizations are 
organized and operated 
primarily for religious, charitable, scientific and 
educational purposes. NPI has a celebrated history of 
delivering on its original goal of providing high-quality 
continuing education courses to NPs around the state.

Over the years, however, NPI has expanded 
its mission. In addition to organizing educational 
conferences, NPI has emerged as a powerful 
advocacy network for elevating the voices of NPs 
to the statehouse. In 2004, thanks to the innovative 
founders of NPI, Idaho became the first state in 
our nation to grant NPs full practice authority. So 
far in 2020, NPI has ushered bill S1240 through a 
unanimous vote in the house and senate, making 
Idaho the first state legislature to pass an NP-related 
bill this year. Senate bill 1240, which will go into effect 
July 1, 2020, was sponsored by Senator Souza, RN 
and Representative Davis; it is a Global Signature 
Authority Bill allowing APRN signatures on previously 
physician-only forms that are within the NP scope of 
practice. 

In future legislative sessions, the NPI Legislative 
Committee plans to propose bills to address our 
primary care provider shortage in our state. Currently, 
one of the barriers to alleviating this shortage is the 
lack of clinical placements for NP students. NPI 
will support NP students with a bill that will allow 
preceptors to claim a tax credit for training NP, 
physician assistants (PA) and physician (MD) students. 
Just as importantly, the committee is actively working 
on improving reimbursement for NPs, which we 
believe will support independent practices and rural 
healthcare in Idaho.

As NPI’s mission has evolved to include legislative 
advocacy, NPI has begun to operate much like a 
501(c)(6) organization. Generally, 501(c)6 organizations 
are business leagues or associations that promote 
the common interests of the members. Both 501(c)
(3) and (c)(6) organizations can hold conferences and 
lobby (although restrictions apply on amount spent on 
lobbying). Both organizations can be public advocates 
for issues that impact their communities and both are 
exempt from federal income tax. One very important 
difference is that 501(c)6 organizations are highly 
dependent on member revenue for support because 
they are prohibited from offering a tax deduction for 
gifts, which dramatically limits their ability to fundraise 
for contributions and grants.

NPI’s successful lobbying efforts demonstrate 
that NPI has outgrown its 501(c)(3) designation. Our 
accountant recognized that NPI has been acting 
more like a 501c(6) organization and thus, has 
been filing taxes accordingly. NPI’s by-laws have 
been reviewed by an attorney, who has found that 
the by-laws also align with a 501(c)(6) organization. 
NPI plans to fully transition to a 501(c)(6) in 2020. 
After this transition, portions of your membership 
dues will help finance our lobbying efforts. No part 
of your dues and donations will be deductible as 
charitable contributions, and the portions used for 
non-deductible lobbying and political activity will not 
be deductible as business expenses. Although this 
marginal tax impact may be a barrier, we truly hope 
you recognize the value it provides to promote and 
preserve NP practice in this state.

NPI continues to promote education through annual 
conferences. This year NPI hosted a conference in 
Coeur d’Alene in addition to the annual fall conference 
in Boise. NPI will also continue to fund scholarships for 
nurse practitioner students, which continues to align 
with the founding vision and goals for the organization. 

NPs are healthcare leaders whose passion has 
produced laws allowing NPs to practice at the top of 
our license and education. Despite NPIs successes, 
however, only 15% of the 1,900+ NPs in Idaho are 
NPI members. I challenge you to stand up for our 
incredible profession. Even if you can’t attend a 
conference, be part of a committee or take advantage 
of the benefits of membership, just join. Membership 
is absolutely vital to the sustainability and advocacy 
efforts of this organization. Just, join. We are 
stronger, together! 

Colleen Shackelford
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Gus Powell, MSN, CRNA
Immediate Past President, IDANA

guspowellcrna@gmail.com

The healthcare profession utilizes a significant number 
of abbreviations and terms to identify providers who are 
licensed and/or certified in different fields of study. Specifically, 
nursing uses a complex method of displaying academic and 
professional accomplishments that can become difficult 
to understand and process for both colleagues and the 
public at large. Deciphering these credentials involves 
differentiating between academic degrees and professional 
titles/descriptors when communicating with the public and 
other healthcare providers. There are multiple perspectives 
to consider when discussing the professional roles of nurses, 
including independent Advanced Practice Registered Nurses 
(APRNs). Smith-Campbell (2017) separates professional credentials into three main areas: 
educational, legal, and professional. 

Educational degrees include: baccalaureate degree, master’s degree, or a doctoral 
degree earned from an academic institution. Many doctoral degrees exist in academia 
today, including a Doctor of Philosophy (Ph.D.), a Doctor of Medicine (M.D.), and a Doctor 
of Nursing Practice (DNP). No doctoral degree is better than another, and the differences 
simply reflect varying areas of expertise and specialization. In 2004, the American 
Association of Colleges of Nursing (AACN) created a position statement surrounding the 
DNP degree as it pertains to APRNs. This position statement issued a goal to have the 
DNP degree serve as an entry-level degree for APRNs to enter practice (Auerbach et 
al., 2015). As a result, many APRNs today hold various types of doctoral degrees from 
one of the 348 DNP programs that currently exist in all 50 states, including the District of 
Columbia (AACN, 2019). 

Smith-Campbell (2017) recognizes that a nursing license is a legal credential, and 
this same fact holds true for APRN licensing. Licensing standards and requirements 
of healthcare professionals are set by respective regulatory agencies, such as nursing, 
medicine, and dentistry. Legal requirements pertaining to nursing licensure can vary from 
state to state and impacts how healthcare professionals can legally communicate and 
identify themselves. For example, the Idaho Board of Nursing regulates all aspects of 
nursing licenses, educational programs, and discipline for the state of Idaho. APRNs in 
Idaho require two separate licenses to practice and use the titles of nurse and APRN. 
One license is specifically for professionals who have met the formal requirements to 
become a Registered Nurse (RN), and the APRN license encompasses a different set 
of rules and responsibilities specific to an advanced practice role. According to Idaho 
Statute 54-1402 (2018), there are currently four types of APRNs in Idaho: certified 
registered nurse anesthetist, certified nurse practitioner, certified nurse midwife, and 
clinical nurse specialist. Recent data from the Idaho Board of Nursing (2019) shows that 
there are currently over 2,350 APRNs licensed in the state of Idaho.

Professional credentials occasionally involve certifications but can be independent. 
Aside from licensing and education, multiple certifications exist that signify additional 
education and expertise outside of the traditional academic setting. Professional 
certifications are usually more focused, and include specialties such as anesthesia, 
critical care, emergency, and obstetrics. In anesthesia, the ability to maintain a license 
in Idaho as a CRNA is tied to the status of a professional’s standing with a national 
certification entity, called the National Board of Certification and Recertification of Nurse 
Anesthetists (NBCRNA). 

The matter of professional titles and descriptors is further complicated by the 
use of terms such as mid-level provider, non-physician, physician extender, or allied 
health provider. These terms involve all types of APRNs, however, are detrimental to 
our profession and should be abandoned. APRNs are held to the same professional 
standard as physicians, and the public should not be led to think that less than adequate 
care is received when it’s provided by a CRNA or other APRN instead of a physician, 
despite research which shows there is no gap in quality or outcomes.

IDANA UPDATE

Clarifying Professional Credentials
Numerous professional descriptors are also used on a daily basis when 

communicating with patients and other public stakeholders. For example, descriptors 
such as school nurse, nurse manager, and countless others are used regularly but are 
found nowhere in Idaho statute or within the Board of Nursing (BON) rules that define 
the nursing profession. Situations involving titles and descriptors are present across most 
disciplines of nursing, and they quickly convey the role of a given position. Specifically 
focusing on anesthesia, in 2018, the American Association of Nurse Anesthetists (AANA) 
recognized the use of an alternative descriptor for CRNAs to use in their profession 
that offers a clear vision of the profession when communicating with patients and 
stakeholders. This new descriptor was Nurse Anesthesiologist or Certified Registered 
Nurse Anesthesiologist (AANA, 2019). In 2019, the AANA Board of Directors published 
a position paper that included elevating the descriptor of Nurse Anesthesiologist and 
Certified Registered Nurse Anesthesiologist to an equivalent status of the licensed title 
of Certified Registered Nurse Anesthetist (AANA, 2019). This decision by the AANA BOD 
was made after significant industry research and input from CRNA members and other 
stakeholders across the country. This issue stems from confusion surrounding countless 
encounters with patients and stakeholders who don’t understand who CRNAs are, what 
CRNAs do on a daily basis, and how CRNAs fit into the larger picture of healthcare and 
anesthesia.

The end goal for professionals and patients is to know what is legally allowed in their 
respective locations, and progressively unify accurate professional terms which reflect 
the current role APRNs play in healthcare. At the same time, providers need to be clear 
about what terminology is legally allowed in each state without sanction from regulatory 
agencies.
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Gus Powell

“The rising tide raises all ships…” Engaging with your professional organization 
has many benefits for both you and the profession as a whole. No one is expected to join 
every organization but choose the one that best meets your professional needs and join 
it. Membership is important and it sustains the organizations which in turn benefits every 
professional nurse and helps promote and benefit the profession as a whole.

Joining is easy! It can be accomplished on the organization website. Visit the website 
HOME PAGE of the association you want to support and follow the instructions how to join. All of 
the nursing organizations listed below participate in the Idaho Center for Nursing.

RNs: 
idahonurses.nursingnetwork.com/

Nurse Practitioners: 
npidaho.enpnetwork.com/

CRNAs: 
idahoana.org/

Nurse Leaders of Idaho:
nurseleadersidaho.nursingnetwork.com/

Joining Your Professional Organization

http://www.lcsc.edu/nursing
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PRACTICE MATTERS

Bonnie J. Schacher, MSN, RN
Lewis Clark State College

bjschacher@lcsc.edu

My life changed irrevocably in July 2013. My then 
sixteen year old son was diagnosed with Anaplastic 
Astrocytoma Grade 3 or in layman’s terms – Brain 
Cancer. In the almost seven years since that time we 
have experienced five surgeries, two rounds of radiation, 
several rounds of chemotherapy, numerous MRI’s, ER 
visits, doctor’s visits, hospitalizations, speech therapy, 
physical therapy, occupational therapy, genetic testing, 
tumor testing, lab draws and neuropsychological 
evaluations. I say ‘we’ because when your child is going 
through cancer, you feel like you are going through it also. 

Cancer not only changes and affects the cancer 
patient, but it also affects the family. You are suddenly 
members of a club that no one wants to join. While the 
cancer patient is adjusting to their new life so is the family. 
Just as the cancer patient is dealing with a new set of 
emotions to work through, so are the family. Wozniak 
and Izycki (2014) state, “Cancer is a family experience, 
and often family members have as many problems 
coping with it as does the diagnosed patient.” The family 
go through emotions of “anger, resentment, guilt and 
adjustment pain” (Wozniak & Izycki, 2014). 

Being a nurse and a mom has given me a different 
perspective on having a child (I say child because no 
matter how old your child is they are always a child to you) 
with cancer. The mom side looks at the emotional side 
of having a child with cancer. The nurse side looks at the 
medical side of their care. 

 As a mom who is also a nurse, here are some 
thoughts for nurses taking care of cancer patients’ 
families: 

1. Acknowledge the caregiver. When you receive 
report on your patient, you are told all about the 
patient’s condition. How their night went. What 
their vital signs were last. You were probably told 
nothing about the family. The truth is – when you 
walk into that patient’s room you are taking care 
of the family as well as the patient whether you 
realize it or not. They are part of the patient. What 
happens to the patient feels like it is happening 
to them also. Acknowledge the family – ask them 
their name and how they are related to the patient.

2. Don’t take it personally. If the caregiver questions 
your every move don’t take it personally. 
Oftentimes this person has been strong for a long 
time. They have incredible stress that you can’t 
imagine. This situation may be the straw that broke 
the camel’s back. All this stress that they have 
been holding in suddenly breaks and unfortunately 
you are receiving the brunt of it. 

3. Be kind. The Bible states that ‘A soft answer turns 
away wrath’ (Prov. 15:1, English Standard Version). 
Reflect back to the caregiver on how difficult this 
must be for them. “It must not be easy to see your 
child going through this.” Or ‘I can’t imagine how 
you must feel. I’ll try to do my best to take care of 
your son.’ A little kindness goes a long way. 

4. Offer the caregiver a beverage. In the show Big 
Bang Theory, when someone is having a hard 
time, Sheldon always offers them a beverage. 

The person may not really need a beverage but 
they need to be thought of. To have someone 
acknowledge that they have need of comfort too. 

5. Remember the basics. We know that we need 
for nurses to be competent, having critical 
thinking skills, and practice using evidence based 
practice. Patients may not realize your degree of 
competence but they will see your level of caring 
in what you do for them. As the primary nurse you 
are responsible for the care given to your patient. 
Something as basic as getting a daily bath is really 
important to your patient. This doesn’t particularly 
mean that you have to do it but you need to 
make sure that it gets done. Don’t assume that 
the nurse’s aide did it. Or worse, don’t think that 
because the patient is a child that his parents will 
bathe him. When you show caring to your patient 
that extends to the caregivers too. They have 
confidence that their loved one is being well taken 
care of.

Cancer is a terrible thing to happen to a family. Your 
kindness can and does make a difference in making a 
difficult situation bearable. 
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Teaching Nurses to Care for the Caregiver

Mental Health Specialists in the Emergency Department: 
Increasing Quality, Decreasing Costs 

Jim Lyons, MSN, RN, CEN
jlyons@kh.org

lyons1958@msn.com

A woman in her 80s from Joplin, Missouri was 
visiting her sister and ended up in the emergency 
department (ED) with abdominal pain. As I explained 
what an ultrasound was she remarked, “I’m from 
Missourah—the show me state, I want to see it.” When 
it comes to understanding evidence based practice 
(EBP), I feel the same- show me how this works. The 
purpose of this article is to share how the introduction 
of a Mental Health Specialist (MHS) role at Kootenai 
Health, made me a believer in the use of EBP to guide 
patient care.

The overcrowding of behavioral health patients in 
the ED has a demonstrated impact on decreased 
quality of care, decreased patient and staff safety, 
and escalating costs (Yarmohammadian, Rezaei, 
Haghshenas, & Tavakoli, 2017). In response, Kootenai 
Health, implemented an evidence based strategy to 
mitigate overcrowding through the use of a Mental 
Health Specialist (MHS). This MHS would oversee the 
care and flow of behavioral health patients while in 
the ED. 

The implementation process involved assembling 
a team to: 1) review peer reviewed literature for best 
practices 2) establish roles for all team members, 
and 3) identify the steps required for implementation. 
The review of literature concluded that organizational 
problems like knowledge deficits among ED staff in 
the care of the behavioral health population most 
contributed to decreased quality and safety. Studies 
also identified that the addition of a behavioral 
health specialist to guide the care in the ED lead to 
improved outcomes particularly when a dedicated 
area was established for the intake process.

With the support and approval of administration, 
the Chief Nursing Officer, Director and Manager 
of the ED at Kootenai Health, our project was 
launched. A job description for the MHS was 
created and outlined that the RN would remain 
responsible for assessments, interventions and 
evaluation of interventions. The MHS met with each 
patient upon arrival and explained the process for 
the course of care in the ED. The MHS inquired 
about the patients expectations for the visit, which 
ensured a patient-centered approach. With the MHS 
oversight of behavioral health patients, the primary 
RN focused on the acute side of the ED allowing for 
improved patient throughput. Early recognition of 
escalating patients, by the MHS, allowed the RN to 
assign and oversee 1:1 sitters as indicated, which 
was particularly important for patients identified 
as suicidal or homicidal. The appropriate use and 
oversight of 1:1 sitters resulted in increased safety 
and a reduction in clinical violence. Last, the addition 
of the MHS role resulted in an immediate cost 
savings as Nursing Resource teams were no longer 
needed to be called in for assistance.

The project was not without challenges and 
limitations. One of the challenges faced was the lack 
of early education for our ED staff on the roles and 
responsibilities of the MHS, which was a non-clinical 
position. The requirements for the position were a 
bachelor’s degree in psychology and a minimum of 
one-year experience caring for this population. The 
role has since been expanded to include acting as a 
liaison between the inpatient units and the ED. 

Conclusion
The overcrowding of EDs with behavioral 

health patients has reached epidemic proportions 
worldwide. Because of stigmatization, this remains a 

patient population that continues to not get the care 
they deserve. As a direct result of overcrowding, this 
population sees increased morbidity and mortality, 
high readmission rates and decreased patient 
satisfaction, leading to decreased reimbursement for 
facilities. Organizational change is required. 

The Kootenai project did not come from the top 
down. It was a nurse driven change, based upon 
evidence. The support needed from the top has 
been tremendous. The creation of an environment 
tailored to the specific needs of this population, until 
transition to the inpatient unit, has increased quality 
and safety as well as decreased costs for behavioral 
health patients in the ED. The patient remains 
the center piece of this change initiative which is 
adaptable to any Emergency Department setting. 
I wish I could thank that patient from Missouri who 
taught me the power in the adage that “seeing is 
believing.”
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Amanda Erickson, BSN, RN, RNC-MNN
St. Luke’s Nampa

Spark Joy. What does that mean to you? It 
started with a personal journey to spark more joy 
in my personal life. I became entranced with Marie 
Kondo’s book and Netflix series and ultimately 
followed her recommendations to identify areas 
in my personal home to feel more joy in everyday 
life. I started brainstorming how I could connect 
my two homes - my personal home and my work 
home. If I could utilize a resource in an organized 
way to spark joy in my personal home, I was 
curious if there were any tools to spark joy in my 
work home. So, I went to the literature and came 
across the Institute for Healthcare Improvements 
(IHI’s) white paper for improving joy in work and the 
words immediately ignited a spark. 

Perlo, Swensen, & Landsman (2017) published 
an IHI white paper that provided a framework for 
improving joy as well as a conversation guide. 
The framework outlines four steps leaders can 
take to improve joy in the workplace, key change 
ideas, and measurement and assessment tools for 
evaluating efforts to improve joy in the workplace. 
Nursing leaders serve in a vital role to help 
implement steps to improve in the workplace. 

Nurses are experiencing an increasing rate of 
burnout due to constraints on time and resources 
that limit providing optimal care to self and others. 
According to Perlo et al. (2017), burnout leads to 
low staff engagement, low patient satisfaction 
scores, and low productivity that funnel into safety 
concerns and can lower nurse’s ability to express 
compassion and empathy. The words “Joy in Work” 
can sound a little ironic as some days it seems 
like we are just getting through the day and in very 
stressful work environments. But one thing I have 
learned is you cannot give you what you do not 
have and that creating environments with hopeful, 
joyful, and a confident workforce is essential. 
According to Agee (2019), we can influence the 
work environment to create joy that leads to 
decreased risks of burnout. Evidence-based 
strategies are available to guide this work (Perlo et 
al., 2017). 

To increase joy in the workplace at St. Luke’s 
Family Birth Center and Neonatal Intensive Care 
unit, I utilized the IHI (2019) conversation guide and 
recommended joy-assessment tools to implement 
strategies to restore, foster, and nurture joy in 
our workplace. Utilizing the IHI guide, the first 
step was to engage colleagues in “What matters 
to you?” and identify unique impediments to 
joy in work through an electronic questionnaire. 
Focusing on workplace joy and satisfaction, pulse 
surveys were conducted monthly. The data from 
the initial survey was analyzed for quantitative 
and qualitative content and to evaluate emerging 
themes that contributed to joy in the workplace. 

FEATURE
Spark Joy

Reuben DeKastle, RN BN, MSH, NEA-BC, CNOR
Director Student Services

and Educational Operations
St. Luke’s Health System

dekastlr@slhs.org 
 

St. Luke’s Health System 
in Boise recently highlighted 
nurse leaders in the organization 
in a series of “Why BSN?” 
interviews that explore their 
motivation for continuing their 
education. Chris Southard, RN, 
BSN, MSN, is the manager of 
care advising with St. Luke’s, 
where she has been employed 
for eight years. She transitioned 
from LPN to ADN, then to BSN and more recently, to 
MSN.

Q. Chris, what was your main reason or motivator to attain 
your BSN? 

A. I have been grateful to have been an LPN and get that 
experience and the many opportunities that led me to 
this point. I was one of the first ambulatory float nurses 
at St. Luke’s as an LPN. I have had great opportunities. 
I realized that to advance in further roles, I would need 
a BSN. 

Q. There aren’t many options out there to move directly 
from one to the other. What track did you take to move 
from LPN to BSN?

A. I went to the College of Western Idaho (CWI) program 
in Nampa where I had to back up to some of the 
fundamentals. It took two years, and when I graduated, 
I learned about St. Luke’s requirements of BSN for 
new graduates. I came across the Western Governor’s 
University (WGU) program and found their self-paced 
environment was well suited to me. I gained the BSN in 
short order because of their model of online learning. 

Q. How were you supported to attain a BSN? 
A. My leaders were supportive to help me through. 

This was one of the keys to being successful. I also 
tapped into tuition reimbursement; it left very little to 
shoulder with my RN degree at CWI, and I attained a 
scholarship in 2015 which gave a boost. Utilizing both 
resources helped me make it through with little to no 
debt. 

 “WHY BSN?” An Interview 
with Chris Southard

Q. What challenges did you have to navigate; or what 
surprised you? 

A. I don’t think there were any huge challenges other than 
giving up some work/life balance. You give up short-
term for a goal in front of you. I worried that I would just 
be going through the motions to get a degree, but I 

feel like everything 
I did was actually 
a benefit to me 
in my leadership 
role. I could have 
sat back and said, 
“I’m already a 
manager so why 
bother getting a 
BSN?” Knowing 

that it is attainable makes it worth it. I made it! 
Q. What opportunities have opened up for you as a result 

of attaining your BSN? 
A. It has solidified my current role. I like to continually add 

value to my role. As a BSN, my goals can be higher as 
a result. It has opened doors that weren’t there before. 

Q. What would you recommend to other RNs considering 
a BSN? 

A. It’s worth the effort. The things I learned benefited me 
as a nurse. I appreciated the self-pace. I had the tools 
to be successful. Now that I’m a BSN, I can see the 
benefits that I gained from the education. Every time 
we are given a chance to advance our learning, why 
wouldn’t we take that opportunity to improve ourselves 
and our care? Since you and I first conversed, I have 
now also completed an MSN program. 

Q. Was it worth the time and energy you had to invest? 
A. Absolutely! I feel more confident and competent as a 

nurse. I feel that I am adding value. My opportunities 
are wider and broader. As we develop and train new 
professionals, it has enhanced my abilities to help them 
be better caregivers. 

St. Luke’s Health System is passionately pursuing 
Institute of Medicine (2011) goals to have 80 percent 
of RNs (those serving in RN-required roles) be 
baccalaureate-prepared. St. Luke’s "Why BSN?" 
campaign has motivated numerous RNs to return to learn! 
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“Every time we are given 
a chance to advance our 

learning, why wouldn’t we take 
that opportunity to improve 

ourselves and our care?” 
- Chris Southard, RN, BSN, MSN

The three major emerging themes consisted of (a) 
recognition; (b) positivity related to joy in day to day 
interactions; and (c) career development. Activities 
that contributed to joy in the workplace were 
identified and stratified by the correlated theme.

Themes
Recognition. Activities that contributed to 

nurses feeling recognized include (a) nurses’ 
appreciation week; (b) peer to peer feedback 
comments displayed in break room (lifesaver 
board); (c) breastfeeding advocate superstar 
board; and (c) weekly newsletter that included the 
recognition of staff members. 

Positivity related to joy in day to day 
interactions. Activities that contributed to 
increased positivity in daily interactions include 
(a) leadership emphasizing positivity in daily shift/
joy huddles; and (b) sharing of patient feedback 
comments during nursing report.

Career development. Activities that 
contributed to the career development theme 
include (a) leadership purposeful rounding with 
staff; and (b) a “professional advancement 
opportunities” presentation from St. Luke’s Center 
for Nursing Excellence.

Although future exploration is needed to 
evaluate interventions aimed to improve joy in the 
workplace, I believe joy in work is possible. When 
you have joy, it allows others to feel it too. 
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Marijuana is the most commonly used illicit drug 
in the United States (ElSohly et al., 2016). Thirty-three 
states and Washington DC have legalized marijuana 
for medical use while 11 states and Washington 
DC have legalized marijuana for recreational 
use. Products currently sold have extremely high 
concentrations of Tetrahydrocannabinol (THC), the 
main compound responsible for the psychoactive 
and addictive effects of marijuana. The more potent 
the THC, the greater the likelihood of addiction to the 
drug, and the lower the content of cannabidiol (CBD) 
which protects against harmful psychological effects. 
It is noteworthy that the potency of marijuana in 1995 
was about 4% and by 2017 had increased to 17% 
(ElSohly et al., 2016; Stuyt, 2018). Additionally, there 
are concentrated forms of marijuana that have THC 
concentrations of up to 80-90% (Stuyt, 2018). 

People may assume that since marijuana is 
legal in some states, it is safe to use (Porath-Waller, 
Notarandrea, & Vaccarino, 2015; Ammerman, Ryan, 
& Adelman, 2015). With increased access, there is 
growing concern that marijuana may have negative 
effects on the developing teen brain. The purpose 
of this paper is to describe the impact of marijuana 
on adolescent cognitive development, specifically 
neurocognitive function relating to behavior and test 
scores in school settings. 

Literature Review
The databases Academic Search Premier, CINAHL 

and Medline, were searched using the following 
keywords: teenagers, teens, adolescents, young 
adults, marijuana, THC, cannabis, weed, brain 
development and cognitive development. Twenty-one 
articles were relevant to the topic and most described 
an association between early, frequent and heavy 
adolescent cannabis exposure to poor cognitive 
outcomes in adulthood. Early use was defined as 
regular use (daily or near daily) prior to the age of 16. 
Researchers found that age of onset and frequency 
of marijuana use were shown to impact cognitive 
performance (Alameda-Bailén, Salguero-Alcañiz, 
Merchán-Clavellino, & Paíno-Quesada, 2018). Early 
onset marijuana users also use more often, and use 
a greater amount, which all lead to cognitive deficits 
(Gruber, Sagar, Dahlgren, Racine, & Lukas, 2012). 

Fifteen articles provided evidence that early and 
frequent use of cannabis altered the structure of 
developing brains, including the parts responsible for 
decision making, memory, and executive functioning 
(Porath-Waller et al., 2015). Trouble with executive 
functioning makes it difficult to focus, follow directions, 
and handle emotions (Alameda-Bailen et al., 2018). 
Executive function is also responsible for flexible 
thinking and self-control. Structural changes on MRI 
included lower brain volumes, different folding patterns 
of the prefrontal cortex, less neural connectivity, and 
lower white matter integrity. Functional MRIs also 
revealed increased neural activity, meaning the brain 
had to work harder to accomplish tasks (Grant, & 
Bélanger, 2017; Cancilliere, Yusufov, & Weyandt, 2018). 

The acute reaction to marijuana, which makes 
it desirable, is euphoria and relaxation. However, 
anxiety, panic attacks, paranoia and the “paradoxical” 
effects of dysphoria and depressed mood may also 
occur (Gruber, Rogowska, & Yurgelun-Todd, 2009). 
Frequent cannabis use was associated with a rise in 
mood disorders, an increase in the risk of developing 
major depression, and suicidality (Grant et al., 2012). 
Longitudinal studies showed a consistent link between 
cannabis use and psychosis later in life, and there 
was strong physiological evidence to support a link 
between marijuana use and schizophrenia (Harvey, 
2019; Volkow et al., 2016). 

There was evidence to support that acute and 
chronic marijuana use resulted in impaired cognition in 
the domains of verbal learning, memory and attention 
(Arria, Caldeira, Bugbee, Vincent, & O’Grady, 2015). 
Students with Cannabis Use Disorder (CUD) had 
poorer grades than their peers who consumed little or 
no alcohol or marijuana and had lower overall GPAs 
when compared to their non/low substance peers 
(Arria et al., 2015). Castellanos-Ryan et al., (2017) 
identified that working memory was impaired following 
cannabis use and short-term impairment in cognitive 
function may explain why cannabis users are less 
likely to finish high school. Results suggested that 
along with academic disappointment, basic life skills 
necessary for problem solving, and the ability to 
learn from trial and error, could be affected by early 
cannabis use (Castellanos-Ryan et al., 2017)

Conclusion
The frequent use of marijuana as a teenager and 

young adult may have long term, detrimental effects 
negatively impacting cognitive function (Karst, 2018; 
MacCallum, & Russo, 2018; Sager, 2015). However, 
more research is needed. It is important for nurses 
to educate families on the perceived benefits versus 
risks and lobby for public policies to combat the 
growing perception among youth that cannabis is 
not harmful to their health. 
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Suicide continues to be a critical public health issue in 
the United States (US), especially in the mountain west 
region. From 2017-2019, teen suicide increased 25% in 
adolescents age 15-19 years (America’s Health Rankings 
[AHR], 2019). The rural mountain west (Montana, New 
Mexico, Utah, Colorado, Idaho, Nevada, Wyoming) 
experiences some of the highest teen suicide rates and 
according to AHR, is now considered part of the “suicide 
belt” (Alaska, Wyoming, South Dakota, Montana, New 
Mexico, Colorado, Utah, Idaho, and North Dakota). In 
contrast, many states in the northeast and along the 
coast have the lowest rates of teen suicide (i.e., Rhode 
Island, New Jersey, New York, Massachusetts, Maryland, 
Connecticut, California, Florida, and Illinois). 

The Youth Risk Behavior Surveillance System 
(YRBSS) is a school-based survey conducted by the 
Centers for Disease Control and Prevention (CDC) on 
the national, state, and local levels every other year. The 
survey evaluates health behaviors among school-aged 
children and teenagers including alcohol and drug use, 
dietary behaviors, physical activity, sexual behaviors, and 
behavior that results in unintentional injury and violence. 
Furthermore, the AHR Survey is a collection of annual 
reports, including the Health of Women and Children 
Report that is organized by an advisory committee and 
uses secondary data from many organizations to rank 
each state’s health behaviors and environmental factors. 
The purpose of this project was twofold: 1) to explore 
the literature to determine the specific risk factors of teen 
suicide and, 2) using the Youth Risk Behavior Surveillance 
System (CDC, 2018) and America’s Health Rankings 
Survey (AHR, 2018), determine if there are common risk 
factors in the states with the highest and lowest teen 
suicide. 

Review of Literature
The database CINAHL was searched using the 

following keywords: suicide, teen, adolescent, teenager, 
risk factors, and suicide risk factors. The titles and/or 
abstracts from 41 articles were returned and reviewed. 
There articles were reviewed to obtain information about 
the current knowledge of risk factors for teen suicide in 
the US. Seventeen articles returned were relevant to this 
project and the risk factors found were used to guide the 
search for trends that may be seen from reviewing the 
databases. The Youth Risk Behavior Surveillance System 

(CDC, 2018) and the AHR Health of Women and Children 
database (2018) were used to extract data for each state 
and an overall national rate. The databases were searched 
to reveal if there are any similarities in the states with the 
highest and lowest teen suicide rates. 

Risk factors identified through the literature review 
included, but were not limited to, depression/depressive 
symptoms (Weatherly & Smith, 2019; Herres, Kodish, Fein, 
& Diamond, 2017), self-identification of a sexual minority 
(LGBT; Turpin, Boekeloo, & Typhanye, 2019), minority 
ethnicity (especially Latina and Black youth) (Lindsey, 
Sheftall, Xiao, & Joe, 2019), firearms access (Abaya, Atte, 
Herres, Diamond, & Fein, 2019), bullying victimization 
(Pontes, Ayres, & Pontes, 2018), family, peer, and dating 
partner relationship problems, mental health problems, 
substance abuse and alcohol abuse (Holland, Vivolo-
Kantor, Logan, & Leemis, 2017), concussions (Yang, 
Clements-Nolle, Parrish, & Yang, 2019), and traumatic 
distress (Herres et al., 2017). Rates of suicide in the 
suicide belt range from 15.4/100,000 (New Mexico) to 
35.1/100,000 (Alaska); whereas rates in the best states 
range from 8/100,000 (Illinois) to 4.7/100,000 (Rhode 
Island; AHR, 2018). Preliminary results suggest that the 
states with the highest teen suicide rates also had high 
rates of the following: carrying a weapon or gun, carrying 
a weapon on school property, bullying (electronically and 
at school), substance use disorder, and a history of one 
or more concussions. These states also had lower rates 
of adolescent well-visits. Additionally, preliminary results 
suggest that the states with the lowest teen suicide rates 
show decreased rates of adverse childhood events, 
involvement in a physical fight, drinking alcohol, marijuana 
use before age 13 years, and misuse of prescription pain 
medicine.

Conclusion
Teens in the US continue to struggle with mental 

health issues and suicide remains a leading cause of 
death for young people. There may be risk factors that 
are significantly higher in the mountain west, and lower 
in the lowest teen suicide states, that can contribute to 
understanding the issue of teen suicide in our country. In 
this project, several teen suicide risk factors were identified 
in a literature search and preliminary results show that 
these factors (i.e., as substance use disorder, firearms 
access, and bullying) are also at high rates in the states 
with the most teen suicides. There are still many unmet 
mental health and public safety needs for adolescents in 
the US that cause the teen suicide rates to increase each 
year. However, using this information, healthcare workers 

can better identify teens at risk for suicide and provide 
teens and their families crucial resources to support them. 

References
Abaya, R., Atte, T., Herres, J., Diamond, G., & Fein, J. A. (2019). 

Characteristics and behavioral risk factors of firearm-
exposed youth in an urban emergency department. 
Journal of Behavioral Medicine, 42(4), 603-612. https://doi.
org/10.1007/s10865-019-00054-z 

America’s Health Rankings (AHR). (2019). Health of women and 
children report: United States summary 2019. Retrieved 
from https://www.americashealthrankings.org/explore/
health-of-women-and-children/measure/teen_suicide/state/
ALL?edition-year=2019 

America’s Health Rankings (AHR). (2018). Health of women and 
children report: National teen suicide. Retrieved from https://
www.americashealthrankings.org/explore/health-of-women-
and-children/measure/teen_suicide/state/ALL?edition-
year=2018 

Centers for Disease Control and Prevention (CDC). (2018). 
YRBSS results: Compare state and national results. 
Retrieved from https://www.cdc.gov/healthyyouth/data/yrbs/
results.htm 

Herres, J., Kodish, T., Fein, J., & Diamond, G. (2017). Screening 
to identify groups of pediatric emergency department 
patients using latent class analysis of reported suicidal 
ideation and behavior and non-suicidal self-injury. Archives of 
Suicide Research, 22(1), 20-31. https://doi.org/10.1080/13811
118.2017.1283264 

Holland, K. M., Vivolo-Kantor, A. M., Logan, J. E., & Leemis, R. 
W. (2017). Antecedents of suicide among youth aged 11-
15: A multistate mixed methods analysis. Journal of Youth 
& Adolescence, 46(7), 1598-1610. https://doi.org/10.1007/
s10964-016-0610-3 

Lindsey, M. A., Sheftall, A. H., Xiao, Y., & Joe, S. (2019). Trends of 
suicidal behaviors among high school students in the United 
States: 1991-2017. Pediatrics, 144(5). https://doi.org/10.1542/
peds.2019-1187 

Pontes, N., Ayres, C. G., & Pontes, M. (2018). Addictive 
interactions between gender and bullying victimization on 
depressive symptoms and suicidality youth risk behavior 
survey 2011-2015. Nursing Research, 67(6), 430-438. https://
doi.org/10.1097/NNR.0000000000000310 

Turpin, R., Boekeloo, B., & Typhanye, D. (2019). Sexual identity 
modifies the association between bullying and suicide 
planning among adolescents with same-sex partners. 
Journal of LGBT Youth, 16(3), 300-316. https://doi.org/10.108
0/19361653.2019.1575784 

Weatherly, A.H., & Smith, T.S. (2019). Effectiveness of two 
psychiatric screening tools for adolescent suicide risk. 
Pediatric Nursing, 45(4), 180-183. Retrieved from https://
search.proquest.com/openview/6ecfc4665240cbfcaa74938
5b8d11abe/1?pq-origsite=gscholar&cbl=47659

Yang, M. N., Clements-Nolle, K., Parrish, B., & Yang, W. (2019). 
Adolescent concussion and mental health outcomes: 
A population-based study. American Journal of Health 
Behavior, 43(2), 258-265. https://doi.org/10.5993/
AJHB.43.2.3 

Teen Suicide Trends in the United States

http://proliability.com/90963


May, June, July 2020 RN Idaho  •  Page 17

FEATURE

A shared purpose or mission is critical in the life and success of any 
organization. People who work for the organization must feel they are working 
toward achieving a higher purpose or clear goal. This goal or mission – reason 
for existing – is often set by the leader of the organization. In order for employees 
to feel like they are contributing to that mission, it is important they be able to 
align their everyday work with the organization’s purpose. You can use Color 
Code to motivate your team members to contribute to that overall mission of 
the organization. In addition to identifying their core motives, Color Code helps 
you identify what each color needs and wants. The key is to identify which tasks 
help fulfill their needs and wants and help team members see how these tasks 
contribute to the success of the organization. 

So how do you align a Yellow, who is motivated by fun, to work for the team’s 
or organization’s purpose? Yellows are emotion-based and they are creative. 
Draw on that emotion and creativity. Paint a picture for them of how we want 
the world to be or the culture of the organization. Then help them see how their 
work directly contributes to making the department, the team, the patient’s 
experience, the organization and ultimately, the world, be a better place. Do not 
explain the process or the “how” we’re going to get there. Keep it positive and 
help Yellows keep their eyes on the end goal. Too much detail overwhelms them. 
They don't really want to know the dirty, messy part of getting to the goal. 

That’s where Blues come in. Blues are motivated by a greater purpose – 
doing the right thing. They don’t mind doing the hard work it takes to do the right 
thing. They are great at rolling up their sleeves and implementing the plan. That's 
because they know it's necessary to achieve the goals. Blues are doers and they 
are creative. They are also obsessed with the details and don’t mind the dirty, 
messy parts. Use their abilities to map things out and execute to get the work 
done.

So how about those Reds? Remember, they are great visionaries. They 
believe in your organization's shared purpose. They're already in but they are 
also all about themselves. They want to know what’s in it for them. Appeal 
to their competitive sense by clearly defining goals and how they tie in to the 
organization’s success. Tie achievement to reward or recognition. Reds like to 

have clear incentives for achieving goals. Reds may not execute with the same 
precision a Blue does but they will get you most of the way there. Pair them with 
the Blues and magic will happen.

How do you motivate the somewhat aloof White personality to contribute 
to the vision and purpose of your business? Remember, they want and need 
routine. They want workflows that are logical that contribute to a well-run 
department or organization. If they can operationalize how a goal gets done, 
they will feel they are contributing to the success. They will ensure operational 
processes keep the wheels turning every day. Whites are the ones you can 
rely on to ensure bills are being paid, customers are being charged, IT systems 
are humming along, etc. It’s important you let them know they are key to your 
business rather than taking them for granted. 

As a leader of a team or the organization as a whole, you set the overall 
purpose of the organization. You are also responsible for ensuring that your 
people feel part of that purpose. You can do that by optimizing people's 
motivations and needs to achieve them. More importantly, you help them see 
how their everyday work and skills align with the success of that purpose. 

Megan Guido is the Chief Marketing & 
Community Relations Officer at Pullman Regional 
Hospital, where she teaches Color Code at 
new employee orientation every month. She 
is a certified Color Code trainer and conducts 
workshops on Color Code to professional and 
community organizations. Listen and subscribe 
to her podcast www.workplacemo.com on Apple 
podcasts. You can learn more at www.colorcode.
com or if you are interested in holding a Color Code 
workshop for your team, please contact her at 
megan@workplacemo.com. 

 

The Color Code - Part III: 
Color Code can Help Align Work with a Shared Purpose

Megan Guido

May is Better Speech and Hearing Month!

Every year in Idaho –
· An estimated 70 babies are born with some degree of hearing loss.
· About 1 in every 10 babies who do not pass the newborn hearing 

screen are found to have a hearing loss.

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

The reason to screen is to intervene!

For more information, please call Idaho Sound Beginnings at
(208) 334-0829 or at www.IdahoSoundBeginnings.dhw.idaho.gov

 

• 

• 
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Michael McGrane, RN

With several legislators leaving early due to concerns 
over coronavirus and the threat of a veto on several 
controversial bills, the legislature reluctantly 
adjourned on Friday, March 20th. Many important 
matters remained unresolved. The leading issues 
were administrative rule authority, property tax 
relief, ongoing funding for Medicaid Expansion, 
blocking affirmative action, challenging Idaho 
college and university diversity programs, 
restricting transgender birth certificates and 
participation in sports, and rejecting federal 
education standards. All state Senators and 
Representatives are up for election in November. 

Administrative rules become effective upon 
adjournment of the Legislature. Bills, signed by the 
Governor, become law July 1st.

Rules
The Idaho Constitution requires the legislature 

approve all administrative rules, a process that is 
typically done in one final “omnibus” bill at the end 
of the session. Rules then become effective upon 
adjournment. In 2019, however, the legislature 
failed to approve rules over a fight on how much 
scrutiny each body of the legislature should take. 
This year, the legislature allowed all administrative 
rules to continue as temporary, without approval, 
until 2021. 

Board of Nursing Rules - Passed
• Removed section of rule regarding 

Medication Assistants Certified (MAC). 
Only one MAC currently certified but not 
practicing. The Board retains authority to 
regulate medication assistants. 
H385 – Medication Assistants – Passed, 
Becomes Law 
Introduced later in the session, H385 
creates a pathway for Certified Nurses Aids 
to become medication assistants.

•  Transfer authority over Nursing Assistants 
and Nursing Assistant Education to the 
Department of Education.

•  Eliminate fees for Limited Licenses and 
Emeritus Licenses.

Board of Nursing – CRNAs
At their January meeting, the Board of Nursing 

adopted a position statement recognizing the title, 
“Certified Registered Nurse Anesthesiologist” as 
an acceptable alternative to “Certified Registered 
Nurse Anesthetist (CRNA).”

Restraint and Seclusion Rules 
S1354 – Hospital Certification – Passed, 
Becomes Law

In 2019 hospital rules that would have seemingly 
aligned with CMS for restraint and seclusion were 
even more restrictive. S1354 will exempt hospitals 
that are certified by CMS from state “Rules and 
Minimum Standards for Hospitals” that are more 
restrictive than CMS Conditions of Participation. 
The law becomes effective July 1st.’

Department of Health and Welfare Rules
Except for rules that would have complied 

with a federal court order to allow transgender 
individuals to change their birth certificate to reflect 
their revised gender, the rules of the Department 
of Health and Welfare were adopted including 
immunization and parental exemption rules, 
mandatory second meningitis vaccination prior to 
high school graduation, newborn screening and 
child protection investigation rules.

In defiance to the court order, H509, requiring 
birth certificates to only recognize the biological 
sex at birth, passed both houses.

Practice
H616 - Health Care Directive Registry – 
Passed, Becomes Law

After some pushback on the state’s cost to 
move the Health Care Directive Registry from the 
Secretary of State to the Department of Health 
and Welfare, H616 passed and was signed by 
the Governor. With the Department of Health and 
Welfare, Health Care Directives become integrated 
with the Idaho Health Care Data Exchange and will 
be immediately accessible to providers.

H458 – Battery Against Health Care Workers - 
Failed

It is currently a felony in Idaho to assault a health 
care worker. The law allows for consideration of 
the circumstances and prosecutor discretion on 
filing charges. H458 would have exempted anyone 
having been treated for a mental illness from felony 
charges, not just those under acute treatment or 
seeking treatment. 

S1240 – Global Signature – Passed, Becomes 
Law

This bill allows APRNs (Nurse Practitioners, 
Nurse Anesthetists, Nurse Midwives and Clinical 
Nurse Specialists) to sign for items that currently 
require a physician’s signature.

H392 – Liability Protection for Healthcare 
Volunteers – Passed, Becomes Law

H392 extends volunteer liability protection to 
any licensed, certified or registered healthcare 
professional.

S1348 – Controlled Substances; Review of 
Prescription Drug History – Passed, Becomes 
Law

Current law requires prescribers to register with 
the Prescription Drug Monitoring Program (PDMP) 
but does not require them to use it. This bill will 
require prescribers to check the PDMP prior to 
writing opioid or benzodiazepine prescriptions.

S1252 – Idaho Injectable Cosmetics Safety 
Act – Withdrawn

The “Injectable Cosmetics Safety Act” would 
have required head, facial and neck injections 
of Botox and soft tissue fillers be performed by 
physicians, PAs, RNs, dentists or pharmacists, 
and prohibit the delegation to any non-licensed 
persons.

H465 – Transgender Treatment – Held
The bill would have made it a felony for a 

provider to perform surgery or prescribe hormone 
or other therapy to alter a child’s (under 18) sexual 
identity.

Licensing
H318 – Division of Occupational and 
Professional Licenses – Passed, Becomes 
Law

This bill renames the Bureau of Occupational 
Licenses to the Division of Occupational and 
Professional Licenses and adds full authority for 
the Governor to reorganize the many commissions, 
trade councils, and professional boards, including 
the Boards of Nursing, Medicine, Dentistry and 
Pharmacy. 

S1351 – Occupational Licensing Review 
Committee – Passed, Becomes Law

This bill establish a licensing review committee 
for a three year period in order to 1) determine 
the necessity for health, safety and welfare; 2) 
determine the least restrictive means of regulation; 
3) determine why the public cannot be protected 

by other means; 4) weigh the cost versus benefit of 
licensing, and 5) determine whether the regulation 
will have a negative impact on job creation, 
retention or wages, or place an undue burden on 
an individual to practice their profession.

Child Protection
H340 – Exempt Pilot Program for Adolescent 
Residential Drug & Alcohol Treatment – 
Vetoed

If signed by the Governor, H340 will allow 
Good Samaritan Rehabilitation, a private, faith-
based adult treatment center in Coeur d’Alene to 
provide temporary residential treatment for teens. 
The bill exempts Good Samaritan from meeting 
state licensing requirements, but does stipulate 
separation from adults, that girls and boys have 
separate living arrangements and that individuals 
providing care pass background checks.

H519 – Life Sustaining Treatment – Simon’s 
Law – Passed, Becomes Law

Simon’s law is national effort that would prevent 
children from being taken off life support without 
parental knowledge or consent. It requires that a 
parent be notified prior to a decision to withhold 
life support and provide an opportunity for parents 
to transfer the child to an alternate facility for life 
sustaining treatment.

H455 - Child Protection – Limits Mandatory 
Reporting of Abuse and Neglect – Failed

H455 required reporting within 24 hours 
by anyone who observes abuse, neglect or 
abandonment of a child, but would have also 
provided immunity from liability for anyone who 
failed to report abuse. 

Religious Exemption to the Child Protection 
Act – No Action

Any effort to limit the “Religious Exemption to 
the Child Protection Act” did not progress this year. 
Idaho law requires parents to “furnish necessary 
food, clothing, shelter, and medical attendance 
for his or her child or children” except for allowing 
parents to refuse medical care based upon religion. 

Education
Idaho’s college and university diversity programs 

were challenged as part of a broader attack on 
affirmative action, transgender recognition, and 
“add the words” human rights protections. After 
several rounds, university budgets were narrowly 
approved.

H395 - Lewis & Clark State College – Passed, 
Becomes Law

H395 alters Lewis and Clark’s charter to allow 
graduate programs approved by the Board of 
Education, specifically a graduate nursing program.

H485 – Student Nurse Loan Repayment – 
Failed

The bill would have allowed student loan 
repayment for nurses working at the Idaho State 
Veterans Home. It was held in committee.

Medicaid
H351 – Medicaid Reimbursements to 
Hospitals and Nursing Facilities – Passed, 
Becomes Law

The Medicaid Division in the Department 
of Health and Welfare has been working with 
hospitals and nursing facilities to realign Medicaid 
payments to move from cost-based to value-based 
reimbursement. This will reduce state Medicaid 
costs by $4.9M in FY2020 and $13.7M in FY2021. 

2020 IDAHO LEGISLATURE

Legislative Highlights
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State Funding for Medicaid Expansion
Enrollment in the Medicaid Expansion program 

began on January 1st with 63,000 currently 
enrolled. Funding for the program consists of 90% 
federal dollars and 10% state dollars. Funding 
for the 2020 fiscal year was designated by the 
legislature last session. However ongoing funding 
has been in limbo with recommendations from a 
legislative interim committee and wrangling over 
funding sources this year. In the past, indigent 
medical expenses for those not covered under 
Medicaid came from the counties that paid the first 
$11k of each claim. The remaining coverage came 
from the state Catastrophic Health Care Fund. 
The county funds will expire this year, and the 
Catastrophic fund is set to expire in June 2021.

Several bills were introduced but failed that 
would take some county indigent funds and 
reassign them to cover the state’s ongoing cost 
of Medicaid Expansion. While the legislature did 
approve the Medicaid budget for 2021, it remains 
short $8.5M (the county share) presumably to be 

covered by a supplemental appropriation by the 
2021 Legislature.

Surprise Billing
H506 – Surprise Medical Billing – Held

There has been increasing public outrage when 
a person seeks care at an in-network hospital, but 
unknowingly is treated by an out-of-network provider 
resulting in charges that are not covered by their 
insurance. H506 would have made surprise medical 
bills void while allowing out-of-network providers 
to be reimbursed at the same rate as contracted 
providers.

H515 – Idaho Patient Act – Passed, Becomes 
Law

This bill targets medical bill collectors and attorney 
fees. It allows time for a patient to pay their bill or 
to dispute the charges before any collection activity 
can take place. It also requires notices to be filed, 
and limits the collection, attorney fees and interest 
charges that can accumulate,

Telehealth
H531 - Telehealth Medication Assisted 
Treatment (MAT) – Held

This bill would have allowed drugs used for 
Medication Assisted Treatment for drug abuse 
to be ordered via telehealth allowing prescribing 
providers to remotely monitor patients and oversee 
unlicensed staff at remote clinics to collect urine 
samples and issue MAT drugs without direct 
supervision. The bill was held by the Senate Health 
and Welfare Committee over concerns brought by 
the Board of Medicine.

H342 – Telehealth – Passed, Becomes Law
This bill broadens the ways patients, especially 

those in rural communities without broadband 
to receive medical care. The bill allows patients 
to connect with a physician via telephone, e-mail 
and other technologies to establish a provider/
patient relationship without face-to-face audio and 
visual connection to receive a medical evaluation, 
diagnosis and prescriptions.

RN Idaho is pleased to honor Registered 
Nurses and Licensed Practical Nurses, 
who served our profession and are now 
deceased. The names will be submitted 
to the American Nurses Association for 
inclusion in a memoriam held in conjunction 
with the ANA Delegate Assembly.

Andress, Henrietta, 1924-2019, Boise & 
Challis. She graduated with a diploma from 
Wilkes-Barre General Hospital, Pennsylvania. She 
moved to Boise in the 1970s where she helped 
develop the NICU at St. Luke’s. She had a long 
nursing career of over 40 years.

Barroetabena, Phyllis, 1935-2020, Star. 
She became a RN in the 1950s.

Beech, Marilyn Rae Dayton, 1933-2020, 
Wilford. She graduated from the LDS Hospital 
SON in Idaho Falls and she worked 55 years as 
a RN until she retired from Madison Memorial 
Hospital at age 78.

Blessinger, Wyona Walter, 1930-2020, 
Meridian. She worked as a LPN at Bingham 
Memorial Hospital and State Hospital South.

Bond, Edith, 1927-2020, Boise. She retired 
as a RN from Saint Alphonsus and later served as 
a deacon at Trinity Presbyterian Church.

Broderson, Lois, 1941-2019, Sandpoint. 
She graduated with a diploma from Swedish 
Hospital, Seattle and later obtained a BSN from 
the Univ. of Washington. She worked as a school 
nurse and later as a Public Health Nurse until she 
retired in 2003.

Carpenter, Elizabeth (Beth) Hitt, 1926-
2019, Boise. After graduation from Boise 
High School in 1944, she graduated from Saint 
Alphonsus School of Nursing through the Army 
Cadet Nurse Corps in 1947 and later earned 
a BS from Boise State College in 1971. She 
worked for a number of years in maternity 
and delivered many babies, including her own 
grandchild. In 1957 she became an instructor in 
the Saint Alphonsus School of Nursing teaching 
OB. After earning her BS, she worked 17 years 
as a Boise School District School Nurse. She 
was recognized by the Idaho Statesman as a 
Distinguished Citizen in 1988 and was the Idaho 
School Nurse of the Year. She was very active 

in the Idaho Nurses Association throughout her 
career. She was a founding member of the INA 
Historical Committee and her story is told in 
Charting Idaho Nursing History.

Ford, Julia Harris, 1925-2020, Boise. 
She graduated from Boise High School and the 
University of Oregon, School of Nursing and 
became an Air Force RN. She was a surgical RN 
at St. Luke’s and became the Assistant Director 
of Nursing and was at the newly formed Mountain 
States Tumor Institute.

Gardner, Janice, 1953-2020, Boise. She 
received her associate degree at Lewis Clark 
State College and her BSN from Boise State. 
Survived by her husband Dr. Lynn Gardner. 

Gibbens, Dorothy Joan, 1927-2020, 
Meridian. She graduated from St. Anthony 
Hospital School of Nursing and later joined the 
Army Nurse Corps, rising to the rank of Colonel 
during a distinguished 27 year military career.

Hatten, Lois, 1934-2020, Boise. She 
graduated from Mount Mercy College School 
of Nursing in Pittsburg and married Dr. Harold 
Hatten. They moved to Boise in 1959 and was an 
active member of St. Marks Catholic Church.

Hirning, Claira, 1935-2019, Pocatello. She 
graduated from St. Anthony Hospital School 
of Nursing in Pocatello. During her career she 
worked as a surgical RN at Magic Valley Memorial 
Hospital as well as in Pocatello.

Hobbs, Jolene Chenielle, 1980-2020, 
Blackfoot. She completed the LPN program at 
Eastern Idaho Technical College in Idaho Falls 
and worked her entire career in eastern Idaho.

Jenkins, Neva, 1928-2020, Ammon. She 
completed a LPN program in 1969 and worked at 
Idaho Falls LDS Hospital and Pasco, Washington.

Johnson, Norma, 1936-2020, Ammon. She 
graduated from Ricks College School of Nursing 
and worked much of her career at Eastern Idaho 
Regional Medical Center.

Jones, Nicklola Jean, 19445-2019, 
Twin Falls. She graduated from the College 
of Southern Idaho School of Nursing and she 

worked in surgery at Magic Valley Regional 
Medical Center for almost 30 years until she 
retired in 2006.

Keim, Nancy, 1923-2020, Nampa. She 
graduated from Buffalo Children’s Hospital in 
1943 and served in the U.S. Army. She worked 
at Mercy Medical Center and taught in the LPN 
program for 12 years.

Kelley, JoAnne, 1928-2019, Idaho Falls. 
She earned a BA in Nursing from the University 
of Ann Arbor, Michigan. After moving to Idaho 
Falls she worked at Eastern Idaho Regional 
Medical Center until she retired.

Krause, Alta 1940-2020, Emmett. She 
graduated from Union College School of Nursing 
in Lincoln, Nebraska, and worked as a RN her 
entire career until retiring.

Larsen, Sally, 1975-2020, Blackfoot. 
She graduated as a LPN from Eastern Idaho 
Technical College in Idaho Falls. She had worked 
at Monte Vista nursing home, Eastern Idaho 
Regional Medical Center, and Intermountain 
Medical Services before she died as the result of 
a motor vehicle accident.

Simons, Carol, 1937-2019, Pocatello. 
She graduated as a LPN from the St. Anthony 
Hospital Program, Pocatello. She worked in the 
emergency department at Bannock Memorial 
Hospital for 30 years. She was active in the 
Idaho LPN Association and served as Idaho 
state president and also served on the board 
of directors of the National Federation of LPNs 
(NFLPN). Governor John Evans appointed her 
to the Idaho State Board of Nursing, where she 
served 1987-1993.

Thomas, Margaret Lavinia Wilding, 
1924-2020, Rexburg & Idaho Falls. She 
graduated from the University of Utah, School 
of Nursing and obtain a BSN at the University of 
Washington. She earned a master’s degree in 
education and taught at Rick’s College School of 
Nursing for 20 years.

Vant, Madonna, 1930-2020, Boise. She 
graduated Sioux Valley Nursing School in 1951. 
She worked full time as a RN after her family 
moved to Boise and before she retired.
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