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It is with immense pride
and gratitude that I begin
my final RN IDAHO article
as
ANA
Idaho
(ANAI)
President. Throughout my
tenure the board of directors
(BOD) and I have been able
to accomplish so much
for Idaho nurses and the
association. In 2018, as I
began my two-year term,
Brie Sandow
the ANA Western MultiState Division dissolved, and we relocated the
ANAI office back to Idaho under a new Executive
Director.
Together, along with the Idaho Alliance of
Leaders in Nursing, Nurse Leaders of Idaho,
Nurse Practitioners of Idaho, the Council of Nurse
Education Leaders, and the Idaho Association
of Nurse Anesthetists, we established the Idaho
Center for Nursing (ICN). Today that organization
also includes the School Nurses of Idaho.
Through our relationship with the ICN, we
significantly cut management costs by more
than 50%, enabling us to substantially grow our
savings and ensure the long-term financial stability
of the association. ANAI implemented the new
Value Pricing dues structure and saw membership
increase from 240 to near 700 during this time. All
current indications are that this trend will continue.

current resident or

ANAI ended 2019 with 18.2% membership growth,
leading all ANA affiliated state nursing associations
in the nation.
In addition to reduced cost, the ANAI board
has worked to increase the value of membership
to Idaho nurses. We supported reenergizing the
Idaho Student Nursing Association, partnered with
Nurse Leaders of Idaho to co-sponsor clinical and
leadership conferences, engaged on legislative
issues and facilitated a greater public awareness of
nurses and nursing priorities.
Two other major actions taken by the ANAI board
during my tenure as president will be sustained
and have a lasting impact on Idaho nurses. First
were the changes made to RN IDAHO to save
publication because of the 30% increase in costs
caused by the government’s tariff on imported
newsprint. This was accomplished in two phases.
We transferred sponsorship from ANAI, which is a
membership organization with a higher tax status,
to the ICN, which is a nursing philanthropy with a
501c3 tax exemption. This decreased the mailing
postal cost by 17 cents per copy and this money
was used to offset the tariff. Then we transitioned
RN IDAHO to an electronic format that increased
distribution and further saved postage.
The second major action taken by the ANAI
board was to re-structure and re-energize the
dormant Idaho Nurses’ Foundation. Those funds
had not altered in over 10 years, but since updating
the Foundation bylaws and management processes
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ANAI Presidential Report continued from page 1
and changing the investment structure, we have
seen a 10% overall increase in the conservatively
invested fund balance over two years.
ANAI’s goal in partnering with the other Idaho
nursing professional organizations in establishing
the ICN was to form a collaborative group of
individual membership organizations that share
information and resources to build a strong
framework of cooperation on common issues and
to present a unified nursing voice to the public
and the Idaho Legislature. Through the partnership
of these organizations’ boards of directors, we
have elevated the nursing profession’s presence in
addressing political and social issues that impact
the health of Idaho citizens and the ability of
nursing to influence them. The greatest outcome
of the ICN has been the power to state in public
forums, such as the Idaho Legislature, that our
leadership speaks for the collective Idaho nursing
community of 27,000 licensed RNs and 3,500
LPNs, who live in every legislative district in the
state. Thus, today legislators, the governor’s office
and other public organizations look to the ICN and
ANAI for nursing input into public policy.
The issues facing nurses, professional nursing
organizations and the healthcare of Idahoans are
ongoing, and despite all we have accomplished,
there is still much to do. Therefore, it is with
great confidence that I introduce the incoming
ANAI President, Dori Healey, MSN-RN, MBA-HA,
CPPS. Dori will take office on January 1, 2021,
after serving as the president-elect for the past
two years. She has been a co-chair of the LEAP
clinical conference planning committee, active
in our legislative work and has attended the ANA
Leadership and ANA Membership Assembly in
2019 and 2020.
Dori began her nursing career as a licensed
practical nurse (LPN). She spent nine years working
in various roles as an LPN. After completing her
RN, she pursued her master’s in nursing with an
emphasis on education, an additional master’s
degree in healthcare administration, and recently
completed her clinical nurse specialist (CNS) postmaster’s certificate. Dori is committed to creating

an inclusive association and strengthening the
partnerships between nursing organizations. An
effort that ANAI will initiate is engaging LPN’s
in ANAI. Because LPNs do not have a formal
organization to represent them in Idaho, their
specific concerns are not well addressed. There is
an increased need for LPNs in clinical settings and
Idaho has a shortage of them. At this time, we can
have LPNs as ANAI members and 2021 should
see that goal move forward. Dori has a passion to
lead, improve nursing culture, and create a robust
dynamic association that fosters nurses throughout
the state of Idaho.
Dori is married and a mother of two children.
She was recently elected to a seat on her
legislative precinct committee. She spends time
volunteering in the community, including being the
chair for Idaho’s Ryan’s Case for Smiles, a national
organization that provides children with uplifting,
cheerful pillowcases during their medical treatment.
Dori is also dedicated to raising money for
headstones for children to give closure to parents
who may not be able to afford a headstone marker.
When there is a need in the community, she is the
person who steps in and acts.
Please join me in welcoming Dori Healey to her
new role as ANAI president!

Erratum:
Correction to
Powell
(2020, August)
In the article “Clarifying Professional
Credentials” by Gus Powell (RN Idaho. August,
2020) the title was incorrect. The title should
appear as follows: Idaho CRNAs Responding to
COVID-19
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EXECUTIVE DIRECTOR’S REPORT
Making Idaho’s Professional Nursing Organizations
Relevant to Nurses: Part Two
Randall Hudspeth PhD, APRN, FRE, FAANP
Executive Director, Idaho Center for Nursing
randhuds@msn.com
Without a doubt I have
a bias view of what nurses
and
nursing
associations
contribute to both the health
of Idahoans and to nurses
individually. I also have a bias
that all nurses can benefit
by contributing their part
and by joining a professional
organization.
Associations
are like a team sport. The
stronger and bigger the team
Randall Hudspeth
(association) is, the better the
outcomes. I also have a belief that everyone wants to
be a part of a winning team, and Idaho nurses have
evolved into a winning team.
I realize, like many of you, that a nursing association
in a small rural state like Idaho will struggle to exist and
that most of us look at paying a membership fee with
the question “what is in this for me?” That is a very
legitimate question. The answer is that an individual
nurse gets more from an association than they realize.
In my long career I have seen all nurses benefit from
the work of associations in terms of expanded scopes
of practice for LPN, RN and APRNs, better, more
numerous and consistent education opportunities to
go from Associate-RN to BSN-RN; compact licensure
implementation, representation on governmental
policy making committees, and coming together to
support programs for the betterment of Idahoans such
as Medicaid expansion, child safety, immunization
education and the support of community volunteer
health screening clinics that are sponsored by many
different organizations and staffed by nurses.
Sustainability is an issue and to mitigate it the
nursing associations came together and formed the
Idaho Center for Nursing (ICN). These sustaining
associations are the American Nurses Association of
Idaho (ANAI-formerly the Idaho Nurses Association),
Nurse Leaders of Idaho (NLI), Nurse Practitioners of
Idaho (NPI), Idaho Association of Nurse Anesthetists
(IDANA), School Nurses of Idaho (SNOI), Consortium
of Nursing Education Leaders (CNEL) and the nonprofit nursing philanthropy Idaho Alliance of Leaders
in Nursing (IALN). They entered into a mutual
Memorandum of Understanding with each other to
share resources such as the office, staff, accounting,
web-hosting, shared liability insurance coverage, and
in some cases hosting shared clinical and legislative

conferences. These endeavors have resulted in cost
savings for each organization.
The ICN encourages nurses to belong to some
professional nursing membership organization. This
is for the good of the profession and for the individual
nurse. Fortunately, all nurses do get the benefits from
organizational efforts that are supported by the few
who do belong.
What are the issues being addressed by the
associations that impact Idaho nurses?
• ADVOCATING FOR NURSES: This year
nursing was well represented in legislative
arenas and on the governor’s Healthcare
Transformation Council of Idaho. Nursing
was successful to defend existing legislation
that makes it a felony to attack a nurse who
is on duty, when some groups wanted to
eliminate penalties for people who had long or
short-term psychological issues as a reason
for attacking a nurse. Nursing supported
the NPI sponsored legislation on global
signature recognition that passed. Nursing
has also been engaged with telehealth access
discussions and the profession supported
the IDANA proposal to use the term “nurse
anesthesiologist” as a name descriptor. The
nursing organizations have been engaged with
policies and procedures that guide PPE use, reuse and overall public safety issues related to
coronavirus.
• NURSING WORKFORCE ANALYSIS: The
ICN is now gathering data for the 2020 Idaho
Nursing Workforce Report. The report will detail
Idaho’s current supply of licensed nurses,
the education outputs of new nurses, and
the future job demand for nurses in Idaho.
Future workforce capacity analyzes the impact
of nurse retirements against their replacement
by new graduates and the impact on nursing
need by the population increases through inmigration to Idaho and by the aging of the
general population that will have ever increasing
healthcare needs. The workforce reports
of 2016 and 2018 have become valuable
documents to determine workforce trends and
to guide future planning in Idaho.
• UPCOMING CONCERNS WHERE NURSES
WILL WANT TO HAVE INPUT: (1) School
Nurses – As the pandemic continues and
schools are in session, the important work
of school nurses needs to be addressed. The
bottom line is that because of decades of

underfunding and school districts needing to
cut costs and programs to meet the very basic
educational needs, school nurse positions
have been and are still a target for cuts. Today
it is not uncommon for a school district to
have one nurse covering multiple schools, or
no school nurse at all. (2) Worker’s Comp
Claims related to coronavirus — Although
this has not been an issue in Idaho yet, we
are aware that hospitals in other states are
fighting against worker compensation claims
filed by nurses when they became coronavirus
positive and could not work. The argument is
that the contact cannot be confirmed to be in
the workplace when there is also community
spread. (3) Negotiating student clinical
placement alternatives so that the pipeline
of future nurses is maintained and that clinical
site alternatives have sufficient variety so that
no one site is overwhelmed. (4) Maintaining
nursing education programs by supporting
nurse faculty salaries that are equitable to
those paid in hospitals and other agencies. (5)
Maintaining student academic portability
by continuing the current system of statewide
credit articulation between associate and
baccalaureate degree programs, (6) Seeking
student nurse scholarships to Idaho
students to become nurses, and (7) Working
with the Board of Nursing to evaluate
the impact and outcomes of the continued
competency requirements that impacted LPNs
in 2020 and will impact Registered Nurses in
2021 when they renew their licenses.
The professional nursing organizations in Idaho
are well organized, have engaged nurses on their
oversight boards and have goals to be inclusive rather
than exclusive. They support each other and the ICN
and ANA-Idaho have also actively supported the Idaho
Nursing Student Association (INSA) to re-establish
as a constituent organization of the National Student
Nurse Association. Even though not all nurses in Idaho
are members of a professional organization, these
organizations do speak for their representative nurse
specialties, and the Idaho Center for Nursing and
ANA-Idaho represents all Idaho nurses.
In summary, nurses can be proud of our
accomplishments and of our representation in
Idaho and nationally. Nurses are well represented
within the state, but a continued and ever-increasing
engagement by all nurses is what will sustain forward
growth of the profession.
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IDAHO BOARD OF NURSING UPDATE

The Idaho State Legislature established the Idaho
Board of Nursing in 1911 to regulate nursing practice
and education for the purpose of public protection.
Since its inception, the Board has continually
empowered individuals to attain their highest career
goals in the profession of nursing while providing Idaho
citizens the best possible health care. As part of this

focus, the Board continually assesses the strategic
direction of the profession of nursing in Idaho.
The Board is excited to announce the development
of a new strategic plan which was approved by the
Board at the July 2020 Board meeting. The strategic
plan outlines many of the priorities and activities that
the Board will pursue through 2024. It is designed as

SCHOOL OF NURSING
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a framework to elevate the practice of nursing while
ensuring that we protect the public’s health, safety,
and well-being. In addition, the new strategic plan is
accompanied by an updated vision and mission.
Vision: Exceptional nurses. Exceptional care.
Mission: The Idaho Board of Nursing elevates
the practice of nursing by regulating, supporting, and
empowering nurses to perform at the highest level of
their licensure to protect the public’s health, safety, and
well-being.
The 3 goals identified in the strategic plan
include:
1. Enhance public safety, health, and well-being by
increasing the availability and competence of the
nursing workforce.
2. Facilitate the appropriate amount and type of
regulation to ensure quality education, effective
licensure, and evidence-based practice.
3. Improve communication and customer service
by optimizing technology and processes.
The Board looks forward to collaborating with
stakeholders across the state to regulate, support,
and empower the profession of nursing. For additional
information, please visit our website at: https://ibn.idaho.
gov/.
On June 3, 2020, Governor Little issued Executive
Order 2020-10 relating to the organization of selfgoverning agencies. Specifically, the order reorganizes
49 Boards under an umbrella agency called the Division
of Occupational and Professional Licenses (IDOPL). The
Board of Nursing is one of the Boards included in the
reorganization.
The purpose of this action is to seek efficiencies
from the combined organization. Such efficiencies
include the consolidation of information technology
systems and other functions that Boards rely on to
provide services. The Executive Order requires the 49
Boards to be collocated to provide a one-stop shop
for state licenses. As a result, all Boards will move their
operations to the state’s Chinden Campus. The Board
of Nursing office will be located there by October 1,
2020.
The Order also establishes that a Division
Administrator, appointed by the Governor, shall oversee
the activities of the Boards including administrative rule
changes, budgets, and strategic plans. On September
1, 2020 Governor Little appointed Russ Barron to this
Division Administrator position. Russ will also continue
to serve as the Executive Director for the Board of
Nursing during this transition that is expected to take
up to a year to complete. This reorganization is intended
to help all Boards fulfill their respective missions and
strengthen and improve services where possible.
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FEATURE
A Conceptual Model for Community-based Participatory
Research/Practice with Rural Older Adults
Melody A. Weaver, PhD., APRN, FNP-BC
Assistant Professor
College of Nursing
Idaho State University
weavmelo@isu.edu
Mary A. Nies, PhD, RN, FAAN, FAAHB
Director of Nursing Research, Professor Joint
Appointment MPH Program
Idaho State University
niesmary@isu.edu
Introduction
In this year of the Nurse and Midwife (World
Health Organization, 2020) we, as nurses, whether
practicing, researching or both have an opportunity
to focus on our fastest growing population, the
older adult. Why model development? In an effort
to provide consistency and focus for both the
researcher and community-based nurse we must
have common understanding of the issues and
challenges in reaching out to rural older adults
for inclusion in community-based participatory
research/practice.
We live in an aging nation. Expectations are by
2030 that 20 percent of U.S. residents will be 65
years and older (Ortman, Velkoff & Hogan, 2014).
Beaton (2018) reported that national health care
expenditures will reach $5.5 trillion by 2026 due
to a 5.5% annual growth of those >65 and older.
Johnson and Parnell (2016) discussed the shifting
demographic of the American population in their
summary of U.S. Census data. All cohorts of the
population age 65 and older will outpace overall
population growth over the next 20 years. Baby
boomers are entering the older adult cohort at a
rate of 8,000 to 10,000 per day and advances in
medicine and technology are increasing the life
expectancy of the oldest old (age >85). In addition,
according to Johnson and Parnell (2016), the age
100 and older population will increase by 168
percent by the year 2040.
By 2030, one in five individuals aged 65 and
over will be living in rural communities (US Census
Bureau, 2018). Although there is outmigration
of older adults from metropolitan areas to rural
areas (Johnson & Parnell, 2016) there continues
to be considerable aging in place, especially in
rural communities. Young people are leaving to
search for better opportunities, leaving older adults
with a deficit in caregivers. The majority of this
population is older women living in homes that are
quite often no longer safe. According to Padilla
(2017), for older adults living in these areas of low
population density, physical and social isolation
can occur, compounded by lack of access to care,
and a higher burden of chronic disease and death,
frequently from preventable disease.
In 2017 Beaton reported the top ten most
costly chronic diseases for healthcare payers:
cardiovascular disease, smoking-related health
issues, alcohol-related health issues, diabetes,
Alzheimer’s disease, cancer, obesity, arthritis,
asthma and stroke. Moy and colleagues (2017)
added unintentional injury and lower respiratory
lung disease. As the cost of healthcare rises
it becomes imperative to address issues of
disparity and attempt to close the gap between
urban and rural/frontier populations. Tisminetzky
and colleagues (2017) in their study on research
priorities to advance the health of older adults
noted the highest-ranking priority is quality of life in
older adults with multiple chronic conditions (MCC),
as well as issues regarding medications, role of
caregivers, symptom burden, and novel models of
care. In their comparison of Rural Healthy People
2020 to the 2010 report Bolin, Bellamy, Ferdinand,

Vuong, Kash, Schulze & Helduser (2015) found
little change in rural health priorities with access to
care remaining the top priority. All of these issues
come together to assist us in beginning to develop
an understanding of the needs that might be
experienced by older adults living in rural/frontier
areas of the country.
Therefore, focusing on issues that can improve
quality of life for rural older adults creates an
imperative for academic researchers, as well as,
community-based nurses, to collaborate with
each other and older adults, their families and the
community in building healthier ecosystems for this
aging-in-place population.
Academic Researcher/Nurse Challenges
Older adults are less likely to be included in
research studies. Lacey and colleagues (2017) in
their systematic review of 32 studies examining
evidence for strategies for recruitment and
retention of older adults in both randomized
trials and observational studies found a lack
of consistent use of strategies across studies,
thus limiting generalizability of results. Older
adults have issues such as mobility, vision and
hearing changes, multiple chronic conditions,
and polypharmacy that can all contribute to
the challenges of, and the need for inclusion in
research. Older adults living in rural areas are
often not included in research simply based on
geography. Assumptions abound about rural
older adults’ inclusion in research including a lack
of understanding on the part of the researcher
in relation to health literacy, internet access,
and computer literacy. All of these issues can be
mitigated by the community-based nurse working
in partnership with the researcher.
Researchers
face
many
challenges
in
recruitment of community-dwelling older adults in
rural communities. DiBartolo & McCrone (2003),
in their seminal work, discuss barriers that include
the aforementioned issues surrounding physical
changes, MCC, medication and literacy, as well as
geographic barriers such as lack of transportation;
language barriers, cultural differences and fear
of disclosure (Nies, Febles, Fanning & Tavernier,
2018); issues about time, consent, trust,
worldview conflicts, gender bias, incentives, and
role interpretation (Holden, McDougald Scott,
Hoonakker, Hundt, & Carayon,2015). Trust in
“outsiders” can also hinder older adult participation
in clinical research (Dautovich, Stripling, &
Dzierzewski, 2014; Lor & Bowers, 2018). Mody and
colleagues (2008) summarized older adult inclusion
in research as “targeting the specific strategies
to the condition, site, and population of interest,”
as well as “anticipating potential problems and
promptly employing predeveloped contingency
plans” (p. 2040). A number of these issues as they
relate to the researcher-participant tensions with
rural older adults will be discussed in more detail
with a special focus on trust.
Geography in rural/frontier areas can present
a problem for the researcher/nurse as well as the
participant. Distance from the academic institution
and/or weather could be a factor, especially in
parts of the country that experience severe winter
weather, often making roads impassable. Beattie
and colleagues (2018) in their review of nine studies
conducted with their team of dementia researchers
in Australia suggest reaching out in an effort to
increase sample size by using research teams,
such as the community-based nurse who might
live in the area of interest.
Time is a double-edged sword. A myth that
older adults have all the time in the world is simply

not true. Discretionary time may be limited due to
caregiving responsibilities of either a spouse or
grandchildren, for instance. The time it takes to
complete data collection can be burdensome for
both the participant and the researcher, especially
in rural areas, making it challenging to be efficient
(Holden, et al, 2015). Puts & colleagues (2017)
summarize challenges of including older adults
in oncology studies recognizing that factors
such as fatigue and prognosis, development of
study protocols with shorter duration phases and
possible need to schedule a second visit in order
to complete consent and data collection due
to participant fatigue. For many of these older
adults living in rural areas, an in-home visit by a
researcher may be the only social interaction they
have (Roberts, Philip, Currie & Mort, 2015). This
can make for a much longer visit than anticipated
affecting the remainder of the schedule. Another
factor to consider is noted by Northridge and
colleagues (2017) in their study on recruitment
strategies with racial/ethnic minority older adults in
which time for recruitment must be considered in
planning any study as well. Clearly, a researcher/
nurse partnership could mitigate some of the
issues of time.
Transportation can be a challenge as well.
Participants may not be able to drive to a site
for data collection. Public transportation is not
available in the more rural areas of the country.
The provision of transportation was seen as
one strategy (Provencher, Mortenson, TanguayGarneau, Belanger, & Dagenais, 2014) to increase
recruitment and retention. However, expecting
someone to provide transportation for research
participation may not be a priority or may be cost
prohibitive, especially if payment is requested.
Again, this may be addressed through a researcher
partnership with a nurse in the community as the
community-based nurse will be able to identify,
upfront, those potential participants that may need
special consideration(s).
Physical
Challenges
include
mobility,
diminished hearing and vision, symptoms that limit
participant’s ability to concentrate, experiencing
side effects of medications, and cognitive
impairment. Provencher and colleagues (2017)
in their systematic review of 15 articles cited
challenges such as fatigue, mobility problems
and MCC. Each of these require accommodation
on the part of the researcher in an effort to be
more inclusive of the population residing in the
community. Exclusion of older adults with physical
limitations or challenges continues to perpetuate
the research only being about “other than me.” The
community-based nurse is in a position to work
with the researcher to identify some of these issues
so accommodations can be made.
Communication challenges include use of
terms that are not understandable by participants
as well as language barriers (Nies, et al, 2018).
Gehlert and Mozersky (2018) provide an indepth discussion about inclusion of vulnerable
populations in research wherein communication,
whether verbal or written, influences participation.
How we communicate with participants will greatly
influence how successful the academic researcher
is insofar as connecting with potential participants,
understanding that the use of a translator may
influence the quality of the data. Older adults living
in rural areas tend to be poorer and less educated;
have less access to care, only seeking care when
really sick; often lacking access to the internet
A Conceptual Model for Community-based Participatory
Research/Practice with Rural Older Adults
continued on page 6
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A Conceptual Model for Community-based Participatory
Research/Practice with Rural Older Adults
continued from page 5
due to poor broadband coverage and cost. The
community-based nurse is key to informing the
research process due to an insider view of the
individual/community.
Health Literacy can affect the researcher’s
ability to interact with participants. Dugan-Day,
Dollar and Kaf (2015) examined health literacy
and functional health literacy (one’s ability to use
health care information in self-care) in a group
of rural older adults participating in congregate
meals at five centers. Both health literacy and
functional health literacy were improved by training
sessions focused on communication with health
care providers. The researcher must use terms
at an appropriate educational level, ensuring that
recruitment materials and consents are participant
focused.
Trust as an overarching construct is
multifactorial and relational. When attempting to
gain the trust of rural older adults there are many
strategies one can use. Lucero, Wright and Reese
(2018) discuss a typology of trust: critical-reflective

trust (issues/mistakes are discussed and resolved);
proxy trust (trust relationship is based on a trusted
referral source); functional trust (specific function
& time frame); neutral trust (getting to know one
another); role-based trust (as in participant to
researcher); trust deficit (suspicion or lack of trust
due to historical conduct or relationships). Using
these concepts within the overarching construct
of trust one can visualize how each of these might
apply to community-based research with rural
older adults and the role of the community-based
nurse as partner.
Conceptual Framework
A conceptual framework developed to provide
an overview of community- based research with
rural older adults is presented below (Figure 1).
At the core of the model is the participant
(rural older adult) surrounded by community and
the researcher/nurse supported by relationships
developed during the entire research process.
Each factor (in blue) speaks to the challenges
that must be addressed when conducting
research in rural communities with older adults.
The overarching element of the model is trust

(in orange). This is key, developed between the
researcher, nurse, older adult and the community
(in green). Each factor informs the central
relationship and must be considered in the overall
development of trust that lends itself to successful
integration of the researcher/nurse and the
research becoming part of the participants’ and
community’s ecosystem.
Application of Model
The academic researcher who wishes to
be successful in conducting research in rural
communities with older adults must consider each
component of the proposed model. Rural older
adults and the communities in which they live may
initially be distrustful of the outsider researcher.
The outsider researcher may interpret this as
rudeness, rather than cautiousness. Taking the
time to make connections within the communities,
for instance with nurses working there, could go a
long way in helping to build a trusting relationship
between the researcher and the older adult.
A recent study (ISU IRB-FY2018-276) with older
adults in rural communities, conducted by the
first author, reflects the success of this model.

Conceptual Model for Rural Older Adult Participatory Research

TRUST
Health Literacy

Geography

Community
Participant
Researcher/Nurse

Time

Relationships

Physical
Symptoms

Transportation
Communication

Figure 1: Basic factors (blue) contributing to the successful engagement in the community (green),
understanding that trust (orange) is the overarching concept to bring it all together.
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An agency overseeing seven counties provided
the researcher with introductions to persons
serving older adults at local senior centers. The
researcher met with the local service providers
at a meeting outside of their community. This
gave the providers an opportunity to get to know
the researcher in a neutral place. The researcher
then reached out telephonically to the providers
individually, explaining more in depth the nature
of the research project, answered questions and
requested an opportunity to present the research
project to their respective older adult group. Having
gained the trust of the local service provider who
was well known and liked by the group of older
adults, the researcher then had the opportunity
to meet with the older adults and request their
participation in the study. Admittedly, the reception
was mixed initially, most likely due to the nature
of the study focusing on dementia, as well as
caution in “accepting” the researcher. The older
adults were very welcoming, for the most part;
forthcoming with stories about their community
and members of their community; and generally
demonstrated willingness to participate in the
study. The researcher and research assistant
made accommodations for those who had time
constraints,
transportation
issues,
physical
symptoms and decreased health literacy by
providing a collection box so they could complete
the data collection instrument at their own pace,
place and time.
Communication morphed over time as it
became apparent that the older adults were initially
fearful that they were being tested for dementia.
An additional statement during presentation of
the study stressed the fact that it was “not a
test for dementia” but rather what do you know
about dementia. The researcher recognized
the importance of geography, so all travel to
conduct the study was done by the researcher
and her assistant to the communities in which the
participants resided.
Summary
Through application of the factors introduced
in this model a study was successfully conducted
across seven different counties from two to 100
miles away from the academic center. The service
providers were very supportive of the project
and delighted that the researcher would return
“in the spring when roads are clear” to provide
study results and an educational session for
“their seniors.” Results will also be disseminated
to clinicians in the participating communities.
In addition, creating partnerships with nurses
practicing in these rural communities is likely
to help expedite the development of a trusting
relationship
between
the
research
“team”
and the older adults within the community.
These partnerships create an environment for
professional growth and recognition of the nurses
within their communities as “experts.”
It is working with the local “experts” that lends
itself to identifying and working on solutions for
issues of concern that impact the overall quality of
life of older adults. It is our responsibility as nurses
to assist with maintaining the ecosystem balance
so older adults can successfully age-in-place.
Acknowledgement: thank you to Ashley Borg,
BSRS, RT(R), (ARRT) for her work as research
assistant to first author.
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NLI AND IALN PRESIDENTIAL REPORT
Nursing Leadership Amid a Pandemic
Joan Agee DNP, RN, CNOR, FACHE
President NLI and IALN
ageejo@slhs.org
As the President of the
Nurse Leaders of Idaho (NLI),
I feel compelled to talk about
nurse leaders and the positive
effect they can make in the
workplace. Nurse leaders
are in a unique position to
support their colleagues and
nursing teams during this
period of stress related to
the pandemic. Across the
state of Idaho and within our
Joan Agee
organizations, the impact
of the pandemic is varied depending on the extent
of community spread. Whatever the positivity rate of
SARS-CoV-2, the virus that causes COVID-19, is in
your community, it is safe to assume that the nurses in
your organization are experiencing various degrees of
stress because of the pandemic.
It is vital to acknowledge the stress and to allow
individuals to voice their concerns, fears, and
challenges created by this nuisance virus that will
most likely be around for some time to come. The
stress of the pandemic is impacting the personal and
professional lives of nurses. This is where your nurse
leadership skills of active listening, empathy, and
gratitude are required.
Over the past few months, dealing with the
pandemic has taken a momentous amount of
energy as nurse leaders worked to figure out patient
treatment strategies, while keeping ourselves and our
nursing teams safe. Not only did we have to make sure
that we had adequate PPE, but we also had to deal
with the ongoing changes from the CDC, WHO, and
other expert bodies. During this time of intense focus
on employee safety, there may have been a decreased
focus on “joy” in work. After all, as we complied with
all the strategies to decrease the spread of the virus,
we had to eliminate potlucks, social gatherings, face
time, and all the other fun things that contributed to
comradery and joy in work.
As the degree of community spread waxes
and wanes across the state, I challenge you as a
nurse leader to turn your focus to adding “joy” to
the workplace. Focusing solely on stress reduction
strategies to support your staff, puts the spotlight on
negative stressors. I challenge you to include a positive
focus of building joy, which has been identified as a
useful strategy to decrease burnout (Agee, 2019; Perlo
et al., 2017; Sherman, 2019). This can be done by

incorporating interventions aimed to increase positive
emotions. Cheung, Hernandez, Herold, & Moskowitz
(2020) describe interventions to teach positive emotion
skills such as “(1) noticing positive events, (2) savoring
or capitalizing on positive emotion, (3) gratitude, (4)
positive reappraisal, (5) mindfulness, (6) personal
strengths, (7) setting and working toward attainable
goals, and (8) acts of kindness” (p.168-169).
The following examples may offer some practical
interventions that leaders can apply to create positive
emotions among teams:
1. Capitalize positive events and savor the
emotions: Celebrate a patient achievement.
An example I can relate to is when my staff
celebrated our first patient diagnosed with
COVID-19, as she walked out of the ICU after
being intubated for 14 days. All departments
participated in the celebration as staff lined the
hallways and cheered her on.
2. Show gratitude: Leaders can model this
behavior by publicly thanking staff during
huddles. Generously give out recognitions and
thank you cards.
3. Positive reappraisal: Find the silver lining and
positive aspects of an otherwise negative
situation. When reviewing an error made by a
nurse, highlight the positive learning experience.
4. Mindfulness: Include the team’s input to identify
an area to use as a quiet zone to prepare
medication or to chart. Encourage staff to take
a few minutes to deep breath before the start of
shift or on break.
5. Personal strengths: Encourage nurses to point
out each other’s positive qualities. Assume
positive intent. At change of shift bedside
report, include a positive accolade about the
incoming nurse during the patient introduction.
6. Set attainable goals: Include the staff in setting
goals and acknowledge achievements. An
example may include striving for zero patient
falls with injury by having nurses identify fall
reduction strategies to implement on their unit.
7. Show acts of kindness: Offer breaks or
assistance to someone with a difficult
assignment. Remember birthdays and special
events. Pay attention to behaviors that may
identify someone who is struggling or needs a
kind word. Show compassion.
In summary, nurse leaders can help nurses cope
with the effects of the pandemic by applying
positive emotion skill interventions that create joy
in the workplace and decrease the risk of burnout
related to stress.
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IDANA UPDATE
Professional Descriptor: A Legislative Update
Gus Powell, MSN, CRNA
Immediate Past President, IDANA
guspowellcrna@gmail.com
Caroline Merritt
Executive Director, IDANA
In the May, 2020 issue
of RN Idaho, the discussion
on appropriate professional
descriptors
used
by
Certified Registered Nurse
Anesthetists (CRNAs) was
explained. In that article,
clarification and background
information was given on why
CRNAs can appropriately
use
the
descriptor
of
“Certified Registered Nurse
Gus Powell
Anesthesiologist” or “Nurse
Anesthesiologist” when interacting with patients or
public stakeholders. Since that time, the American
Association of Nurse Anesthetists (AANA) held its
annual congress meeting virtually in August. During
that meeting, CRNA members of the AANA voted on
multiple resolutions, including a resolution to move
forward with renaming our national organization the
American Association of Nurse Anesthesiology. This

resolution was approved. As a result, the majority of
work to be carried out will be accomplished within
the next one to three years and has many aspects
involving education and marketing. This decision
was right for our profession and our professional
organization as we honor our past and continue to be
leaders in our field of expertise. The Idaho Association
of Nurse Anesthetists (IDANA) remains active in
national and state level issues pertinent to nurse
anesthesiology practice, including activity within our
Idaho Legislature.
The Idaho Legislature has been active in the interim
between sessions. This summer, legislative leadership
created four working groups to address policy issues
related to COVID-19. Among them, the Judiciary
& Rules Working Group was tasked with studying
civil liability protections for businesses, healthcare
providers, hospitals, schools, and other organizations
to prevent them from being sued by an individual who
claims to have contracted COVID-19 while on their
premises.
The working groups recommended that the
Governor call a special session to address several
specific issues, and he agreed. During the special
session, the Legislature met for three days. Most
notably, they passed H006, the civil liability protection
bill, and it was signed by the Governor the next day.

In other news, the Senate declined to take up the
House-passed HCR1 to end the Governor’s declared
state of emergency due to COVID-19. Since it was
outside the pre-determined scope of the special
session, an AG opinion found the legislation to be
unconstitutional. It also would have made Idaho
ineligible for $121 million in FEMA funding and other
federal programs, including PPE supplies for hospitals
and long-term care facilities. In addition, it wouldn’t
have ended any of the current restrictions, including
mask mandates, limitations on gatherings, business
closures, and school closures, that are now under
the jurisdiction of public health districts, not the
state. Instead, the Pro Tem presented SR101, which
outlines the actions the Legislature plans to take
in January, when they can legally take up matters
that include ending the emergency declaration,
limiting the Governor’s power to continue a declared
state of emergency, and proposing a Constitutional
amendment to allow the Legislature to call themselves
back into session. The Senate adopted this resolution
and tabled HCR1. The 2021 Legislative Session will
certainly look different next year, but IDANA looks
forward to engaging on matters important to CRNAs.

SCHOOL NURSES OF IDAHO REPORT
The Case for Radical Self-Care
Terri Lindemann, MSN-PH, RN, BSN
Past-President, School Nurse Organization of
Idaho
Boise School District
terri.lindemann@boiseschools.org
If the nursing workforce was burned out, stressed
out and maxxed out prior to 2020, what on earth
is in store for us in the future? This pandemic has
highlighted many societal concerns and brought to
light what those of us in the nursing profession have
been patching together with a lick and a prayer since
the time of Florence Nightingale: racial inequality,
access to care concerns, financial stress and climate
change and their associated impacts on health.
These problems, combined with overloaded patient
caseloads, have upended family dynamics related
to remote working, virtual schooling and providing
elder care and mire even the most dedicated Type A’s
among us.
Has anyone else seemed to spend these unending
days since mid-March in a permanent fog? Constantly
changing protocols, a never-ending flood of dire
statistics and reports of civil unrest have messed with
critical thinking skills and the ability to think flexibly
through problems. Realistically, I know it is not my
personal responsibility to reverse ocean warming
or systemic racism alone. And yet, we are living and

working during the crisis of a generation. None of us
lives in a vacuum, untouched by outside influences. If
we somehow manage to survive as a species beyond
2020, how will this year’s collective trauma affect not
only our individual health but also the health of the
entire nursing workforce?
I believe the time is right for some serious soulsearching for all of us in the nursing profession. The
term “self-care” has been a buzzword for several years
but I am concerned about those of us who have not
yet begun to care for ourselves in meaningful ways.
In order for us to not only survive this year of neverending crisis, we are going to need to go a step
beyond ensuring you have a girl’s weekend every
October. The time is so dire, we need to look out
for ourselves, our loved ones and our profession by
ensuring our self-care is weekly, daily, even in some
cases hourly. The phrase “put your own oxygen
mask on before helping others” has been around for
decades now, but this applies not only to airplane
problems: I daresay it applies to our current situation
in life. The long-term health of our very selves and our
profession depends upon it.
How can we do this better? What does “radical
self-care” even mean? I began by starting with my
Boise School District school nursing colleagues
this fall by pairing up people who are interested in

Now Hiring Superheroes!
A Home Health Registered Nurse is more than a
health care provider. They are family.
At First Choice Home Health we recognize that RNs are
superheroes and we are looking to expand our League of
Extraordinary People so we can better serve those who
need us. No cape required! Apply by sending your resume
to recruiting@jethealthinc.com or applying
directly to our job postings on Indeed.

JOIN OUR TEAM

Make a difference
in the lives of our patients.
Careers.HavenBehavioral.com

improving their own self-care habits with a buddy to
offer weekly check ins and accountability. The premise
is that self-care needs to be frequent, meaningful
and individualized. Perhaps one decides they are
going to work on eating better, getting more sleep or
journaling while others may need support to take their
contracted lunch, speak up to a workplace bully or
make efforts to establish healthier relationships. Pairs
will be encouraged to check in with each other and
offer supportive encouragement in order to establish
new routines for better health. Accountability has been
proven to help you stick to a diet or workout routine,
why not apply it to improving your self-care habits?
The truth is, no person is an island, not even a
nurse. We need our entire nursing workforce to be
healthy. We can each work alone, or struggle alone, or
we can lift one another up, one good habit at a time.
This is one step in a radically different way of looking
at our relationships with each other, our ability to work
long, healthy careers and thrive as whole beings long
after this pandemic has ended.

Mountain Valley is looking to add to our team of Licensed Nurses.
As a Five Star community skilled nursing facility, we remain committed and recognized for
our service to the Northern Idaho Panhandle. We have continued staff education to ensure
that we provide the highest quality care in the industry. We have accomplished this through
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Wound Specialist Physical Therapist in conjunction with our northwest wound clinics that
include the industry’s latest technology
• Working with all local medical providers
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• Staff LN’s 24 hours, 7 days a week
• Competitive wage, relocation package, charge nurse in
We are a Baldrige National
place on day & evening shift to support med cart nurses
Quality Award Winner.

To apply contact: Jodi Hagaman, Chief Nursing Operator | Emilee Kulin, CEO
jhagaman@cascadiahc.com | mountainvalleyofcascadia.com < Careers Tab
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FEATURE
Broadening Your Perspective: Nurses Serving on Boards
Peggy L. Cuvala MSN, FNP
pcuvala@hotmail.com
The profession of nursing brings several skills to
the board table including safety promotion, quality
management, teamwork, critical thinking and research.
In the last five to ten years, I have noticed an increasing
presence of nurses on boards in the State of Idaho.
I have served on the Benewah Community Hospital
Board, which is a public board hospital board for the
past 20 years. In addition, I currently serve on the St.
Maries Volunteer Community Clinic Board (a not for profit
board) and the Idaho Hospital Association Board.
I have been a licensed registered nurse for 44 years,
Peggy L. Cuvala
and a dual certified Nurse Practitioner for 22 years.
While attending nursing school, I worked as a nurse’s aide in a larger hospital
located in northern Illinois. And while I have worked in a nursing home and
a critical access hospital, the majority of my career has been in Public Health.
When I left a position at our local hospital to pursue my career in public health, I
became interested in applying for the position as a board member for Benewah
Community Hospital. At the time of my initial appointment to the hospital board I
was the only member who was not a local business owner, instead, I brought 27
years of health care experience to the table.
A hospital has two competing drivers. First and foremost is taking care of
patients and the community. Second, is, in order to care for patients, a hospital
must make enough profit to run the hospital business. These two drivers can be
summarized in the statement of “No margin equals No mission,” meaning, making
enough money to sustain and grow the business and pay for needed upgrades,
equipment and having emergency funds to pay for unexpected costs.
One common misconception that staff and community members have about
board members focuses on the primary role of the board. Board responsibilities

include hiring and evaluating the performance of the Chief Executive Officers,
approving medical staff appointments (after providers have been approved by
medical staff and an extensive credentialing process), approving the annual
budget, strategic plan, and formulating board policies. Often staff or community
members perceive that the board is involved in day-to-day operations or make
the final decisions in regard to hiring or dismissing staff. Board involvement in
day-to-day operations as well as decisions on hiring or firing would be classified
as micromanagement. If a board is micromanaging it could be due to a problem
with leadership. If the correct leadership is in place, a board should not need to
get involved with daily operations. One area that is critical for all facilities is clear
policy and procedure on chain of command and grievance procedures, providing
guidance for board members when approached either by staff or community
members with hospital related concerns.
As a Nurse Practitioner on a board, I bring a background, perspective and a skill
set developed both in my career and life. I feel one of the most important qualities
a board member needs is the ability to ask key questions. Asking key questions
can help clarify decisions provide other alternatives or bring to light information that
may be needed in order to make an informed decision. Board members should
also be willing to be in the minority on a board decision when one feels strongly on
an issue. As a board both open discussion and disagreement are important factors
in healthy board dynamics.
Being a board member has provided me with the opportunity to serve my
community and also to learn about the business and regulatory complexities that
hospitals are required to comply with. Board service has been very educational.
Serving on the Idaho Hospital Association board has broadened my perspective in
regard to state and national hospital and health care issues, legislative issues that
affect hospitals and has increased my network of contacts throughout the state.
I recommend that nurses who have the desire and opportunity to serve on
boards do so. You will bring your knowledge and clinical background skills and will
also gain new educational experience and perspective.

Nurses on Boards Coalition

2020 Midyear Report
All of Idaho’s professional nursing organizations support the national goal to
get 10,000 nurses represented on boards. The Nurses on Boards Coalition
(NOBC) established a goal for each state and monitors the state’s progress in
meeting the goal. Beginning in spring 2020, Idaho is exceeding it goal, along with
many other states, but nationally we are only at 7,935 of the 10,000 goal. Thank
you to the Idaho nurses who have registered their board participation and have
placed Idaho at 182% of its goal.
Please register your membership on a board by visiting: https://www.
nursesonboardscoalition.org/be-counted/

Nurses on Boards Coalition

Mission:

TO IMPROVE THE HEALTH OF COMMUNITIES AND THE NATION THROUGH THE SERVICE OF NURSES ON BOARDS AND OTHER BODIES

I M PAC T S A N D H I G H L I G H T S
https://www.nursesonboardscoalition.org/

7,507
$1,678,436

104%
155%

167%

National Member Organization Reach

2020 Platinum Seal
of Transparency

Funding from inception
(Grant, member dues, partnerships and donations)

Mission: To improve the health of communities and the nation through the service of nurses on boards and other bodies
July 31, 2020

65%

42,131,826

board seats held by nurses

GuideStar by Candid

NOBC DATABASE REGISTRATIONS

57%

96%

62%
182%
196%
64%

167%

105%
77%

211%
187%

46%
91%

36%
58%

120%

80%

224%

62%

46%

151%

63%

63%

115%
215% 75%

MONTHLY NEWSLETTER

69%

46%

56%

18,222

individuals registered

7,507

3,759

on a board and want to
serve on additional

board seats held by
nurses

12,037

want to serve

108%

74%
66%

14,925 recipients

99%

76%
88%
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51%

37%

58%

73%

79%

67%
50%
81%
89%

MailChimp Campaign Open Rate
WEBSITE AUDIENCE

41.1%

81%
37%
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*Each state’s goal is based on the number of licensed nurses per state as a percentage of the allocation in
fulfillment of NOBC’s key strategy of 10,000 board seats in 2020.
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FEATURE
Using Faith-Based Organizations to Increase
Physical Activity in Rural Middle School Youth: A Pilot Project
Boise State University
Karmin R. Maher-Hasse
karminmaher@u.boisestate.edu
The prevalence of childhood obesity
continues to rise and be more prevalent in
rural youth (Cohen, Kraak, Choumenkovitch,
Hyatt, & Economos, 2014; Reed, Patterson,
& Wasserman, 2011). Obesity affects over
18% of American children aged 2-19 years
(Hales et al., 2017). Rural areas often have
fewer resources to deal with this growing
health concern, contributing to health
disparities. Childhood obesity leads to
obesity-related health concerns and early
onset of chronic disease (Mabry-Hernandez,
2017). Addressing health disparities is an
individual and collective imperative. A rural
county in the Pacific Northwest (PNW)
reported several contributors to increased
prevalence of childhood obesity: a shortage
of health care providers (HCP), higher-thanstate-average prevalence of adult obesity,
and 21% of resident children under the age
of 18 years living in poverty (County Health
Rankings, 2017; Kelleher & Gardner, 2017;
Oregon Health & Science University, 2019).
A Doctor of Nursing Practice (DNP) project
in this county situated in a rural faith-based
organization (FBO) provided evidence
that nurses within faith communities can
implement and evaluate health promotion
(HP) programs to address health disparities
with positive results. This project provided
HP topics and opportunities for physical
activity (PA) for middle school youth.
This health promotion physical activity (HPPA) program for middle school youth
used weekly sessions for eight weeks during summer months. It aimed to increase
PA in middle school youth and assess satisfaction with PA for sustainability as an
effort to combat childhood obesity in the rural county.
Literature Review and Synthesis
A Boolean search using “AND” and “OR” was completed with key terms
“preadolescent,” “obese,” and “preteen.” Additional search terms using Boolean
operator “AND” included “faith-based,” “faith-placed” and “physical activity” to narrow
results. Geographic subsets, age limits, full-text, and peer-reviewed subsets provided
additional limitations using the Cumulative Index for Nursing and Allied Health
Literature (CINAHL), PubMed, PsycINFO, and Educational Resources Information
Center (ERIC) databases.
Exclusion criteria included any discussion of toddlers, infants, overweight, weight
gain or healthy weight during pregnancy, or an intervention aimed at lowering risk
or improving outcomes for a specific clinical outcome (e.g. insulin resistance or risk
for developing type 2 diabetes mellitus). Long-term follow-up studies for individuals
previously studied and interventions focusing on video games were also excluded.
The search resulted in seven articles for review. Available evidence indicated
FBOs are vital resources in areas with HCP shortages to access populations who
experience health disparities (Whisenant, Cortes, & Hill, 2014). Health promotion in
rural FBOs is an opportunity to integrate community resources with the professional
expertise of nurses to deliver HP activities for vulnerable populations. Health
promotion activities were identified as a valuable first intervention in the prevention
and treatment of childhood obesity (Kumar & Kelly, 2017).
Intervention
Eight weekly sessions provided a variety of physical activities for middle schoolers
along with PA health promotion topics. Participants completed two questionnaires
each week to assess PA for the day prior to the session and satisfaction with PA.
Sixteen youth participated in at least one session with nine completing the pre- and
post-intervention questionnaires and height and weight measurements for body
mass index (BMI). Participant ages ranged from 10 to 14 years at program initiation.
The FBO provided transportation to and from sessions, safe spaces for PA, and a
meeting space for discussing health promotion topics. Participants completed postintervention questionnaires and height and weight measurements for BMI within two
weeks of the final session.
Results
The HPPA program resulted in most participants reporting at least 60 minutes of
“medium” to “hard” PA on the day prior to programmed sessions. Satisfaction with

PA remained relatively stable from pre- to
post-intervention, and questionnaire results
indicated a slight decrease in negative
feelings associated with PA, e.g. body
soreness and perceiving exercise as a
chore. BMI increased for four participants:
one increased from healthy weight to
overweight, one increased from overweight
to obese, and two remained within the
healthy weight category. This is consistent
with available knowledge that summer
months pose risks for weight gain in
overweight and obese children (Sepulveda
& Hutton, 2019). Five healthy weight
participants decreased BMI.
Results were consistent with available
knowledge regarding the complexity of
lifestyle behavioral interventions to prevent
and treat childhood obesity. Health
promotion in rural FBOs is an opportunity
to integrate community resources with the
professional expertise of nurses and provide
HP activities for populations experiencing
health disparities. Evidence indicates HP
is successful in FBOs and benefits include
peer support, transportation for activities,
and safe spaces for activities (Campbell et
al., 2007; Peterson, Atwood, & Yates, 2002;
Whisenant et al., 2014). Including FBOs
in collaborative use agreements, such as
between hospitals, medical clinics, schools,
and FBOs, maximizes efficient use of
available community resources in rural areas
to address populations experiencing health
disparities.
Conclusion
FBO HP programs are opportunities to address health disparities in rural
areas. Drawing upon their professional expertise, nurses can provide HP to these
vulnerable populations utilizing existing community resources and the spirit of giving
and service to others. FBOs provide safe spaces, peer support, and a welcoming
environment to those without access to adequate medical care. Consider
working with local FBOs to provide HP to give back to the community and reduce
health disparities. Grant funds are available for FBO HP programs. Happy health
promoting!
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DAISY AWARD RECIPIENTS
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).

Boise State Announces
Changes within the School
of Nursing
The Boise State University School of Nursing
would like to thank Dr. Ann Hubbert for her years
of service as an educator and leader, and wish
her a happy retirement. Dr. Hubbert has served
the School of Nursing since 2011. She began as
a faculty member and chair of the undergraduate
program, becoming director in 2013. She earned
the rank of professor in 2016 and then Divisional
Dean in 2019. Dr. Hubbert has helped the School
of Nursing grow our graduate and undergraduate
programs significantly, and support simulation and
distance education. She will continue to work with
Anne Hubbert
the School of Nursing as a consultant on select
projects during this fall semester.
We would also like to welcome our new
Divisional
Dean
and
Clinical
Associate
Professor Dr. Shelle Poole, PhD, PMP, MBB
and new Associate Divisional Dean/Chief Nurse
Administrator and Professor Dr. Jayne Josephsen,
EdD, RN, CCCTM, CHPN.
Dr. Poole has been a part of the Boise State
faculty since 2013 and has been the Associate
Divisional Dean for the School of Nursing this past
year. Dr. Poole brings extensive knowledge and
expertise in organizational leadership and strategic
management.
In her career, Dr. Poole has focused
Shelle Poole
on leading business improvements, organizational
design, and transformational leadership. She has led multiple panenterprise initiatives and has worked in innovation incubator teams. While
at Boise State she has taught across several departments and has also
received several faculty awards.
Dr. Poole has acted as a business consultant in a variety of venues
and brings over 20 years of business leadership experience to the School
of Nursing. Dr. Poole brings a depth of knowledge to the School of
Nursing as a leadership expert with a passion for meeting Idaho’s nursing
workforce needs.
Dr. Josephsen has been faculty in the School
of Nursing since 2006. Dr. Josephsen is nationally
certified in care coordination and transition
management and hospice and palliative care
nursing. Dr. Josephsen brings extensive knowledge
and
expertise
in
curriculum
development,
accreditation, and the ongoing transition to
value-based healthcare. Her research focus has
been in metacognition, cognitive load theory,
and simulation-based learning. She also has a
productive record of dissemination and was coprincipal investigator for the Statewide Health
Jayne Josephsen
Innovation Program Grant for the State of Idaho’s
evaluation team.
Dr. Josephsen brings expertise in distance learning, curriculum
development, and a passion for developing nurses who can deliver
excellent care across the continuum of care and settings.

Suzanne Garrett, RN
Madison Memorial Hospital
Rexburg
Suzy is just one of the most knowledgeable nurses
I know. When I was going through cancer treatments
I had so many questions and concerns and she was
always there with a smile and an answer that would
calm my heart. Even when her shift was over she
would come in and check on me. She is such a hard
worker and so very pleasant to work with. Watching her
with her patients is a wonderful experience, she always makes sure they are
pain-free and as comfortable as possible. With all the surgeries I have had
to have in the past years I have always been so very grateful when she has
been my recovery nurse. And when family members have had surgeries here
I have always prayed that Suzy would be their recovery nurse. There is just
something very special about Suzy.

NICU Team
Madison Memorial Hospital
Rexburg

Terri Weaver, RN; Hallie Powell, RN; Jenifer Kraus, RN; Karissa
Thueson, RN; Rachael Price, RN; Lyndsee Clawson, RN; Stephanie
Bradshaw, RN; Whitney Virgin, RN; Ashley Coleman, RN; Sarah Dye,
RN; Christine Hart, RN; Stephanie Fleming, RN; Jessica Mortimer, RN;
Elaine Miller, RN; Laura Hales, RN; Carina Qureshi, RN.
•
•
•
•
•

Highest sustained census in unit history over last six months.
Lots of overtime +/CR short staff
Add in Coronavirus concerns
High degree of severity in patients
Lots of changes in management and providers

I am so proud of every single nurse in how they have adapted and coped
with all the changes and increased census! I cannot single out one nurse
because as a team, they have unified into 1 great team! I am grateful just to
go along for the ride! I have never been prouder to be part of the MMH Team.

NURSING EXCELLENCE
Teresa Stanfill, DNP, RN
St. Luke’s Health System
Boise
Teresa Stanfill, DNP, RN, NEA-BC, RNC-OB, who is
Director of Professional Nursing Practice at St. Luke’s
Health System, was recognized for her contributions to
healthcare at the TWIN (Tribute to Women and Industry)
for 2020. The TWIN luncheon has been a highlight for
the Women and Children’s Alliance (WCA) since 1994,
and honors women who have excelled in their fields
and made significant contributions to industry in executive, managerial and
professional roles.
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School of Nursing Graduate Named Honorary Diplomate By
American Veterinary Epidemiology Society
On August 3rd of this year, Boise State School
of Nursing alumnus Nancy Chaney was awarded
honorary diplomate status by the American Veterinary
Epidemiology Society (AVES) in recognition of her years
of work to improve the lives of people and animals
through science-based principles of One Health.
The awards ceremony was planned as part of the
annual conference of the American Veterinary Medical
Association in San Diego, but due to the pandemic,
awards were presented in a virtual ceremony instead.
In addition to her credential as a registered nurse,
Chaney holds a master’s degree in environmental science, and owns a
veterinary specialty business in Moscow with her veterinarian husband. Her
nomination came from Dr. Bruce Kaplan, a prominent leader in One Health.
According to the CDC website, One Health is, “a collaborative, multi-sectoral,
and transdisciplinary approach...with the goal of achieving optimal health
outcomes recognizing the interconnection between people, animals, plants,
and their shared environment.” Chaney is a vocal advocate for policies that
improve human, animal, and environmental health, and enable collaboration
among experts in related disciplines. She has served on the international One
Health Advisory Board for a decade, as well as serving two terms as mayor of
Moscow, one as president of the Association of Idaho Cities, and two on the
Board of Directors for the National League of Cities.
Chaney feels her past work as a nurse on the neurosurgical unit at St.
Alphonsus informed her approach to leadership and policy-making by
preparing her to help members of the public under high-stress situations. “I
remember being in city council meetings, someone would come in flustered
or angry...I would recall my time working with patients who were fearful of
losing something important to them, including their livelihoods, capacity to
care for their families, or even their lives.” She feels that nurses are trained
to be careful listeners and observers, looking for ways that “smaller pieces
connect to the whole,” and that awareness has served her well in providing
guidance on public health and environmental policy.
Chaney is proud to combine her nursing and environmental science
education and experience to improve community health outcomes. When
describing her role on the advisory board for the One Health Initiative, she
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says, “One Health is an international group of physicians, veterinarians, and
environmental scientists. Within that, I’m a networker; I help identify shared
interests, so that we can connect experts and resources, and broaden our
impacts.”
Chaney is an active member of Alliance of Nurses for Healthy
Environments (ANHE). She served as the mentor for the 2019-2020 cohort
of ANHE nurse fellows in EPA Region 10. “Nurses today are increasingly
outspoken about the adverse effects of pollutants, climate change, and
environmental injustice on human health…I love that nursing is now in the
midst of it. We speak for ourselves and our communities; we’re out there
advocating on the front lines.”
Chaney feels that the recent pandemic reinforces the need for medical
experts to work together in a more integrated and holistic manner to address
human, animal, and environmental health. After years of working in leadership
and policy, she recently reactivated her nursing license to volunteer for
Idaho’s Medical Reserve Corps as part of pandemic relief efforts.
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PRACTICE MATTERS
Staffing Related Quality Deficiencies in Nursing Homes
Omotayo O. Omotowa PhD, MSN, MA, MPA, RN
(Corresponding author)
Idaho State University School of Nursing
omotomot@isu.edu
Leslie C. Hussey, PhD, RN, CNE
Walden University School of Nursing
Leslie.Hussey@mail.waldenu.edu
Quality of care deficient outcomes in nursing homes are mostly related
to inadequate and inappropriate nursing staff levels (Bowblis, 2011; Lerner,
2013; Harrington, Olney, Carrillo, & Kang, 2012; Harrington, Stockton, &
Hooper, 2014; McDonald, Wagner, & Castle., 2013; Park & Stearns, 2009).
Lack of adherence to nurse staffing standards continue to be detrimental to
the quality of life of older adult nursing home residents. As a result of the
nurse staffing level inadequacies, the frail and vulnerable residents experience
poor care outcomes, including pressure ulcers, falls, and repetitive urinary
tract infection (Harrington, et al., 2012; Harrington et al., 2014; Lin, 2014;
McDonald et al., 2013). The purpose of this study is to examine the impact
of nurse staffing levels on staffing related care outcomes and quality health
deficiencies among the older adult in nursing homes.
Deficiency citation is a primary method for measuring nursing homes
(NHs) quality, for determination of Medicare and Medicaid funding, continuing
certification, and for the public report of NHs performance (Centers for
Medicare and Medicaid Services [CMS], 2020; Harrington et al., 2014).
Nursing homes are evaluated and cited for poor performance on quality
indicators due to violations of federal regulations and expected standards
developed by the CMS (CMS, 2020; Lerner, Johantgen, Trinkoff, Storr, &
Han, 2014; McDonald et al., 2013) using staffing related deficiency categories
F353 and F354. A team of state surveyors cites nursing homes for quality
deficiencies during an annual inspection, for failure to comply with standards
and the ensued citations represent the overall quality of care measures
(Harrington et al., 2012; Lerner et al., 2014; Matsudaira, 2014).
Surveyors issue F353 when there are inadequate nurse staffing levels to
care for residents in a way that maximizes their well-being and F354 when
specific requirements for staff coverage and qualifications are not met for
adequate care delivery (CMS, 2017, 2020; McDonald et al., 2013). The quality
deficiency citations, named and tagged by the specific violated standard, are
ranked by scope and severity. Scope of deficiencies is defined in terms of
how many residents are affected and severity, which is the extent of harm
caused by the quality standards violation, is rated by weighted scores from
“A” – “L” with categories “G” through “L” being the most severe deficiencies
(Bowblis, 2011; CMS, 2020; Towsley, Beck, & Pepper, 2013; Wagner,
McDonald, & Castle, 2012). The higher the deficiency score assigned to each
category, the more serious and widespread the quality violations (CMS, 2020).
Researchers have used diverse approaches to measure NH deficiency
citation outcomes. These include number counts and severity of citations
to measure some specific major categories of quality indicators that include
quality of care (QoC), quality of life (QoL), resident behavior (RB), and total
health deficiencies (Lerner, 2013; Lerner et al., 2014; McDonald et al., 2013;
Harrington et al., 2012; Hyer et al., 2011; Towsley et al., 2013; Wagner et
al., 2012). Similar approaches were employed in measuring deficiencies of
quality indicator subcategories such as staffing, use of physical restraints
and restrictive side rails, pressure sores, falls, physical decline, urinary
tract infection, supervision to prevent accident, unnecessary drugs, and
medication errors (Bowblis, 2011; Matsudaira, 2014; McDonald et al., 2013;
Wagner et al., 2012). In addition, some studies employed the total number of
deficiency scores, either at the state or national levels (Bowblis, 2011; Chen
& Grabowski, 2013; Matsudaira, 2014; Hyer et al., 2011) while some studies
dichotomized deficiency scores into percentiles for a consistent measurement
and comparison (Lerner et al., 2014; McDonald et al., 2013; Wagner et al.,
2012).
Research findings on staffing related quality deficiencies showed negative
significant correlations between nurse staffing standards/levels and quality
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of care deficiency citations in NHs. The registered nurse staffing level/hours
and increased direct care staffing requirements were found to be correlated
with lower levels of QoC, severity, and total health deficiencies (Bowblis, 2011;
Lerner, 2013; Harrington et al., 2012; Harrington et al., 2014; McDonald et al.,
2013; Park & Stearns, 2009; Wagner et al., 2012). Chen & Grabowski (2015)
and Park & Stearns (2009) also reported that increased LPN staffing level
resulted in fewer number counts and severity of deficiencies. Exception to
these results included the findings of positive relationship between increased
LPN skill-mix and total/QoC deficiencies (Towsley et al., 2013) and a positive
LPNs and deficiency citation relationship (McDonald et al., 2013).
In relation to the certified nurse aide (CNA) or nurse aide (NA) staffing
levels, there is almost consensus among researchers on their positive impact
on the quality deficiency citations in NHs. While Lerner (2013) stated that CNA
had a positive influence on the number of deficiency citations, Lerner et al.
(2014) found that increased CNA turnover in NHs was significantly related to
the odds of having increased QoC, quality, RB, and total health deficiencies.
Hyer et al. (2011) also found a negative relationship between CNA staffing
levels and QoC or total deficiency scores.
Conclusion
The implications of staffing related deficiency citations are significant for
quality of care and quality of life for NH residents (Harrington et al., 2012; Hyer
et al., 2011). Total deficiencies, QoC, and QoL, of the frail and vulnerable NHs
resident directly depend on adequate and appropriate nurse staffing levels
(Harrington, Olney, et al., 2012; Matsudaira, 2014). It follows, therefore, that
NHs policy makers and other NHs stakeholders continue to emphasize the
importance of adherence to the minimum or recommended nurse staffing
standards/levels.
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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.
Aitken, Sharon, 1930-2020, Lewisville. She was
born and raised in Rigby and attended the LDS Hospital
School of Nursing and Eastern Idaho Vo-Tech attaining
an LPN. She worked at Riverview and Parkcenter
Hospitals and later at EIRMC.
Aschenbrenner, Nadine, 1924-2020, Meridian.
She graduated from Nampa High School in 1942 and
entered Saint Alphonsus School of Nursing in 1943 and
graduated in 1946. She worked as a nursery nurse.
Blaylock, Eva, 1921-2020, Ammon & Idaho
Falls. She was born in Ammon and graduated from the
Idaho Falls LDS Hospital School of Nursing in 1942. She
worked at the hospital in surgical and orthopedic wards
and in the nursery until she retired in 1989. She was an
active member of the Idaho Nurses Association and
was Good Samaritan Hospice volunteer, taught Red
Cross classes and she taught mother-baby classes in
Idaho Falls.
Bradshaw, Abigail Cram, 1951-2020, Nampa.
She was born in Melba and graduated from Boise State
University with both her associate degree (1972) and
BSN in 1987. She worked her entire career at Mercy
Medical Center, Saint Alphonsus and a few years at St.
Luke’s. She was known for her caring, efficiency and
being a preceptor and mentor to other nurses.
Brown, Donna, 1933-2020, Boise. After
graduation from Nampa High School in 1951 she
attended St. Luke’s School of Nursing and graduated
from Saint Alphonsus School of Nursing in 1956.
Crawford, Wendy, 1961-2020, Idaho Falls.
She grew up in Idaho Falls and graduated from the

Eastern Idaho Technical College nursing program. She
worked at Riverview Hospital, Idaho Heart Institute and
Creekside Home Health.
DenHartog, Cheryl, 1967-2020, Pocatello. She
was born in Blackfoot and graduated from ISU with
her BSN in 1994 and later with her MSN. She was a
proud member of the Sigma Theta Tau nursing sorority.
She worked at Portneuf Regional Medical Center as a
bedside nurse, then she pursued her true passion to
teach nursing. She worked at Idaho State University
College of Technology as an LPN instructor, and later
became the health program manager for a department
within the College of Technology called Workforce
Training - Continuing Education.
Israel, Mary Taylor, 1941-2020, Twin Falls. After
graduation from Buhl High School, she graduated in
1962 from St. Mary’s School of Nursing in Kansas City.
She returned to Idaho after marriage and worked at St.
Benedict’s in Jerome, and then at the Twin Falls Clinic
and Hospital until it merged with Magic Valley Regional
Medical Center. She retired in 2006.
Juenke, Rosemary, 1938-2020, Idaho Falls. She
grew up in Rigby and attended the LPN program at the
Idaho Falls Sacred Heart Hospital, where she worked
before marriage.
Liming, June Eloise, 1920-2020, Cascade &
Boise. She was born in Boise and grew up around
Cascade. After graduation from Cascade High School
she attended St. Luke’s School of Nursing in Boise and
then worked as a RN at Cascade Hospital. In order to
assist in surgery, the physician built her a wooden box
to stand on because she was too short. She worked
as a RN throughout her lifetime and after leaving the
Mountain States Tumor Institute, she worked covering
vacations in physician offices.
Morris, Larene, 1936-2020, Blackfoot. She
became a nurse in 1980 and worked at Bingham
Memorial Hospital.

RN Idaho Remembers a Distinguished
Catholic Nursing Sister
Sister Mary Agnes Reichlin,
OSB, RN, MN, a former chair
of the Idaho Board of Nursing,
and a former Director of Nursing
at both St. Benedict’s Hospital
in Jerome and then for 22
years at St. Mary’s Hospital in
Cottonwood, died in July at
St. Gertrude’s Monastery in
Cottonwood. During her nursing
career she made significant
contributions to nursing in Idaho and was recognized by
the Idaho Nurses Association and by the Idaho March
of Dimes as a recipient of their Distinguished Career
awards. She was also recognized by the Idaho Hospital
Association for her many years of service on the board of
directors for St. Benedict’s Hospital in Jerome.

Sister M. Agnes, shown in the late 1950’s at St.
Benedicts Hospital in Jerome where she was
teaching in their first LPN program.

Sister Agnes had been a Benedictine sister for 67
years. She graduated from St. Benedict’s Hospital
School of Nursing in Ogden, Utah. Upon graduation she
was assigned to be a RN at St. Benedict’s Hospital in
Jerome that was owned and operated by the Benedictine
sisters of St. Gertrude’s Monastery in Cottonwood. She
immediately began teaching in the newly formed LPN
course offered at the hospital. Within several years she
became the Director of Nursing and in 1963 Governor
Robert Smylie appointed her to be a member of the Idaho
Board of Nursing.
In 1965 she returned to school at Seattle University
and obtained her BSN in two years. Immediately after her
BSN she entered the graduate school and obtained her
Master of Nursing (MN) from the University of Washington
with a focus in nursing administration and maternal-child
nursing. In 1969 she returned to St. Benedict’s Hospital
in Jerome as Director of Nursing. Governor Samuelson
re-appointed her to the Idaho Board of Nursing and she
remained on the board serving as chairman until 1978.
During her tenure as chairman of the board of nursing,
Idaho recognized Nurse Practitioners in statute, began
development of an “Alternative to Discipline” program,
and worked with the hospital association and other
government agencies to require that hospitals have a RN
on duty 24 hours per day. In 1973, 80% of Idaho hospitals
did not have RN coverage for 24 hours daily.
During her 22 years at St. Mary’s in Cottonwood,
she made significant contributions to the hospital and
community and she served in many leadership roles.
Sister Agnes’ passing marks the fourth Idaho nursing
legend to die in the past two years, joining Sister Patricia
Mulvaney, CSC, Dorothy Witmer, and Alyce Sato.
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Pena-Francesconi,
Jenica,
1972-2020,
Cascade. She was born in Pocatello and completed
the LPN program at Idaho State University. She worked
in a variety of nursing positions in Idaho and Montana.
She died resulting from an automobile accident.
Royer, Heather Jean, 1984-2020, Rexburg. She
graduated from Eastern Idaho Technical College in 2008
and worked in eastern Idaho.
Parrish, Donna, 1939-2020, Nampa & Caldwell.
She grew up in Nampa and attended Samaritan
Hospital School of Nursing. She worked as a nurse in
Nampa a Caldwell for many years.
Schmidt, Barbara Marie McIntosch, 1926-2020,
Boise. She was born in Boise and was a 4th generation
Boise native as her grandparents settled in Boise after
coming in a covered wagon on the Oregon Trail. She
graduated high school from St. Theresa Academy and
went to Saint Alphonsus Hospital School of Nursing
graduating in 1947. She was a surgical RN for many
years.
Simmons, Carol Ann, 1947-2020, Idaho Falls.
She was born in Pocatello and graduated high school in
Idaho Falls. She then graduated from the Ricks College
School of Nursing. She was a RN at Madison Memorial
Hospital, Idaho Falls LDS Hospital, Mountain View
Hospital and the IF Surgical Center and finally Carson
Nursing Home in Rigby.
True, Winifred, 1934-2020, Emmett. She was
born and raised in Pennsylvania and graduated from
Lewistown Hospital School of Nursing. She moved to
Idaho in 1964 and worked at Walter Knox Hospital from
1964 until 1998 when she retired.
Tsantis, Eunice, 1950-2020, Rexburg. She was
born in Rexburg and graduated from Ricks College
School of Nursing.

Idaho Nurse
Practitioner Dies
from COVID-19
Samantha Hickey was a
45-year-old Nurse Practitioner
who worked in Canyon
County for the past 15 years
and had worked with the St.
Luke’s Children’s team for
the past five years. She died
July 13 from complications
related to being positive for
COVID-19. At the time of
her death she was one of
only two people under age 50 to die from COVID in
Idaho.
Samantha was born in LaGrande, Oregon, and
graduated from the Oregon Health & Science
University in Portland with her BSN. She obtained
her MSN as a Nurse Practitioner in 2009 from
Graceland University in Missouri. Prior to becoming
a Nurse Practitioner, she worked as a RN in the
ICU at Mercy Hospital in Nampa.
Her death as a front-line healthcare provider
focused attention on all healthcare workers
who are exposed and the risks they face as a
consequence of the seriousness of the COVID-19
pandemic. Samantha was a member of Nurse
Practitioners of Idaho organization, precepted
student nurse practitioners and was a wife and
mother of three sons and a daughter.
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