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Call For Abstracts

The 96th Annual Convention of the Montana Nurses Association will be
Thursday, Friday and Saturday, October 2, 3 & 4, 2008 at the Great Northern
Hotel in Helena, Montana with the theme Nurses—Making a Difference Every
Day. MNA strives to offer a significant amount of pertinent continuing nursing
education ranging from bedside nursing through advanced practice nursing.

MNA invites you to be a part of continuing education presentations. Printed
here are the Call for Abstract forms. The due date for the forms is June 15,
2008. They are also available on the MNA website at www.mtnurses.org/
convention.

We look forward to your submissions.

Montana Nurses Association
Convention

“Nurses Making A Difference”
October 2-4, 2008—-Helena, Montana

Deadline for submission is June 15, 2008
Mail abstracts to: Montana Nurses’ Association, Attn: Robert Allen,
20 Old Montana State Highway, Clancy, MT 59634

PRESENTER CONTACT INFORMATION
The information below must be submitted for each presenter (duplicate as
needed). List name with credentials exactly as you want the information to
appear in published material.

Presenter Name: Tax ID:

Credentials: Employment Title:

Employer:

Preferred mailing address:

Telephone Numbers: Work Home Fax
Contact Person (if different): Work Ph:
Mailing Address email

Title of Session:
Presenter
Specialty Area of Practice:

EDUCATION, begin with the most recent (include basic preparation through
highest degree held).
Degree Institution

Major Area of Study Year Degree Awarded

2.

3.

4.

CURRENT CERTIFICATION (title, expiration dates):
1.

2.

Have you presented this topic previously
at MNA Convention? U Yes U No Date
All presentation time slots: 75 minutes in length

MNA Council on Continuing Education, Provider Unit will review all abstracts.
Acceptance notifications will be made June 2008. If your abstract is selected,
an honorarium will be available. You will be responsible for travel/lodging
expenses.

All presenters must complete the vested interest form and
return with abstract

Montana Nurses Association
20 Old Montana State Highway
Clancy, MT 59634

Vested Interest Disclosure Declaration

CNE Activity
Title

Course #

Presenter

Presenter’s Title
Affiliation//Dept
Phone No.

Financial or Other Relationship(s) Disclosure

(Signature required for A or B)
To comply with the accreditation criteria of the American Nurses Credentialing Center
Commission on Accreditation for Continuing Nursing Education (CNE) requires
disclosure of any vested interest. The applicant/provider is required to disclose and
submit (to the participants before the activity) any significant financial or other
relationship(s) that a presenter/planner/content expert has with any manufacturer/
provider of products/services to be discussed in the educational activity or with the
commercial supporter(s).

The intent of this disclosure is not to prevent a speaker with a significant financial or
other relationship from making a presentation, but rather that any potential conflict be
identified openly so that attendees can make their own judgments regarding whether
the speaker’s interests or relationships may influence the representation with regard to
exposition or conclusion.

This activity supported by educational grant(s) from:
A. I do not have any financial or other relationship(s) with the manufacturer/
supplier of any products/services to be discussed in this activity or with
the commercial supporter(s).

Signature Date:

B. I do have financial or other relationship(s) with the manufacturer/supplier
of any products/services to be discussed in this activity or with the
commercial supporter(s).

v Type of Relationship Name of Company

Grant/Research Support

Consultant

Speakers’ Bureau
Major Stock Shareholder

Other Financial or Material Support

If “other financial or material support” is indicated, please describe

Date:

Signature

FDA Status Disclosure (Signature Required)

When an unlabeled use of a commercial product, or an investigational use
not yet approved, is discussed during an educational activity the accredited
provider shall require the presenter to disclose the FDA status to the
participants.

List the devices and/or drugs and check () status:

I = Investigation = UL = Unlabeled Use

Device/Drug I |UL Device/Drug I (UL

U I will not be discussing any unlabeled or investigational uses.

Signature Date:
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Call For Abstracts

MARK YOUR CALENDAR!!!

MNA 96th
ANNUAL CONVENTION
OCTOBER 2-4, 2008
HELENA, MT

MNA Convention

Exhibitor Day
October 3, 2008

Exhibitors!

Be a part of this picture
Share your products and information

CONVENTION ALERT
Call for Exhibitors
Forms on-line at www.mtnurses.org
Registration Deadline is September 12, 2008

SESSION DOCUMENT FORM

Complete this form for Convention selection consideration.

Title: Date/Time:
MEASURABLE CONTENT TIME FACULTY TEACHING
OBJECTIVES FRAME STRATEGIES
List objectives in List each topic area State the | List the Describe the teaching
operational/behavioral to be covered and time frame | speaker for strategies used for each
terms. provide a detailed |for the topic| each topic. topic.
3 objectives are outline of the content area
most achievable in a| to be presented for
50 minute time each objective listed.
block.
U Lecture & Discussion
U Video
Q Slides

W Overheads
U Return Demo

FOLLOW STANDARD CALCULATION FOR CONTACT HOURS IN ABOVE DOCUMENT:

65 minutes content + 10 minutes evaluation = 1.25 C.H.
60

Workshop/Session Abstract

Please provide no more than a 150-word summary on this page about the proposed convention education
session. Include a description of the target audience; a content overview; description indicating rationale as
to the importance of this proposal to the practice of nursing and the delivery of health care. Information
appearing on this page will be published in The Pulse, the official newsletter of MNA, and other
publicity materials.

Presenter Name(s): Credentials:

Title of Presentation:
All presentation time slots: 75 minutes in length (65 content, 10 Q & A)

Audio Visual Equipment Overhead Projector
Other (Due to the high cost MNA is unable
to provide LCDs)

Presenters are responsible for providing their own bandouts

ABSTRACT:

The Montana Nurses Association (OH-242) is an approved provider of continuing nursing education by
the Obio Nurses Association/ONA an accredited approver by the American Nurses Credentialing Center’s
Commission on Accreditation (ONA-001-91). Provider status valid through 12/01/08



Women to Women Project
Needs Your Help

Rural Health Study Seeking the Help of
Montana’s Nurses

by Shirley Cudney, MA, RN, GNP

The Montana State University College of Nursing’s
Women to Women (WT'W) computer project for rural
women continues to need the help of Montana’s
nurses in locating isolated rural women who are
chronically ill to let them know about this exciting
program. WTW has been providing social support
and health education to rural isolated women for
over 12 years to help them more successfully adapt
to their chronic illnesses.

Criteria for participation the WTW Rural
Health Study

* be 35-65 years old,

* have a diagnosis of a chronic illness,

* be able to use a computer keyboard,

* have a telephone in the home,

* be willing to commit to participation for 24
weeks (6 months), and

e live on a ranch, farm, or in a town of less than
12,500 or at least 25 miles away from a town
of greater than 12,500 in Montana, Idaho,
Oregon, Nebraska, North Dakota, South
Dakota, Washington, and Wyoming

The overall goal of WIW is to test the impact
of this computer-based intervention on chronically
ill rural women’s psychosocial adaptation, chronic
illness self-management, and quality of life.

Getting the word out to over 320 chronically
ill rural women of the west is necessary for
guaranteeing the success of this outreach program.
This is where we need your help. We are asking
each of Montana’s nurses who is practicing in a
rural area or has contact with rural chronically
ill women to find candidates who could benefit
from such a program and ask them to contact us.
The first group of women completed its six-month
study commitment in February, 2008. A group that
began in January, 2008, is midway in the program,
and the final two groups are scheduled to begin in
September of 2008 and January of 2009.

For more information about the project, please go
to the WT'W website at www.montana.edu/cweinert/
wtw.html. Potential candidates may contact the
research office, toll-free, at 1-888-375-1317 or e-mail
scudney@montana.edu.

April, May, June 2008—Montana Nurses Association Pulse—Page 9

aeriatric Section

Continuing Education for Geriatric Health Care

Montana Geriatric Education Center Funded To
Provide CE For Health Care Professionals

by Gayle Hudgins, PharmD, MTGEC Director

The Montana Geriatric Education Center (MTGEC)
offers more than thirty online interdisciplinary
courses or modules for continuing education in
geriatric health care. These may be taken for personal
benefit or for professional or academic credit.

Groups of modules focus on core issues of aging,
health problems of the elderly, and on geriatric health
screening. Examples, respectively, are Psychosocial
Aspects of Aging, Central Nervous System and Sensory
Dysfunction in Older Persons, and Screening for
Lipid Disorders.

Each module gives expert treatment to material
that can enrich the practice of individual care
providers or serve in group training programs.
Authors update the content regarding new treatments
and medications.

Montana health care faculty and experienced
practitioners created the modules, tailoring them for
use here. Special attention is paid to the concerns of
minority populations, particularly Native Americans
in Montana, and to the value of shared decision
making between the practitioner and patient to
improve health outcomes.

The Montana Geriatric Education Center is
100% funded by a U.S. Health Resources and
Services Administration grant, D31HP088101, for
$1,074,160.00. It is guided by a consortium composed
of The University of Montana, Northwest Research
& Education Institute and Montana Tech. The center

aims to provide interdisciplinary geriatric education
and training for Montana health professionals, higher
education faculty, and health profession students, so
that they can better meet the needs of older residents
of the state. The current shortage of geriatricians is
expected to worsen and MTGEC is one of the lead
players in offering geriatric continuing education in
Montana.

The MTGEC Website http://mtgec.umontana.edu
provides a list of modules with a brief description of
each, the schedule of module availability and detailed
information about credits and fees. The Center office
at The University of Montana Missoula receives e-mail
at Montana.GEC@Qumontana.edu and phone calls at
(4006) 243-2453 and (866) 506-8432 (toll free).
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Strengths-Based Nursing of Elders

by James D. and Linda S. Henry

Ageism remains rampant in our culture and
serves as a significant barrier to providing quality
eldercare. Yet people age 65+ occupy about 50%
of all hospital beds, represent 25% of all physician
office visits and consume about 60% of all
healthcare dollars. For this reason, quality eldercare
should be seen as a major initiative of healthcare
and certainly of nurses.

Sharon Inouye, MD, founder of the Hospital Elder
Life Care Program (HELP) at Yale University, says,
“Time and again I saw older people [usually age
70+4] admitted to the hospital for acute problems and
then, almost invariably, these people would do very
poorly. I asked myself, ‘What is it that we are doing
that causes hospital care to become almost toxic for
an older person?”

Fortunately, an intensifying amount of research
suggests that elderhood can be a time of holistic
aging. It can be a time of ripening, of reflecting
upon one’s life experiences and of capturing
periods of richness that help to formulate a sense
of one’s life purpose and legacy (Thomas, 2004). In
his book, What Are Old People For?. Bill Thomas,
MD, founder of the Eden Alternative™ movement,
documents a transformational approach to
elderhood and eldercare.

A word coined by social gerontologist Lars
Tornstam, PhD, gerotranscendence means elders
rising above the cultural demands of adulthood and

moving in the direction of maturation, wisdom and
spiritual growth. The concept of gerotranscendence
was based wupon qualitative and quantitative
research from 1990 involving interviews and surveys
with thousands of men and women ages 65 to 104
(Tornstam, 2005).

In his chapter in Religion, Spirituality and
Aging, Eugene Bianchi, PhD reports the results
of interviews with more than 100 creative elders.
(Moody, 2005) Their strengths
compare quite favorably with the
research of Tornstam, as exemplified
in the following table. These elder
characteristics and strengths are also
confirmed through interviews with
many of the 50+ nurses for our books.

Many elders have more time
to volunteer, bestowing blessings on others as
well as themselves. President Jimmy and Rosalyn
Carter serve as examples of life expansion, not
diminishment. Granted, not all aging is positive.
Common experiences include arthritis, aching backs,

adults.

colostomies, menopause, prostate enlargement,
impotence, hair loss, and diminished mobility.
Elders often experience financial difficulties,

cognitive decline and loss of family and friends.
However, when we focus attention upon a person’s
strengths, problems may diminish somewhat.

In addition, while we believe the seed of growth
toward maturity and gerotranscendence exists in all
people, it may never germinate for some because of

Elder Strengths-Bianchi

Elder Strengths-Tornstam

Heightened self-esteem

Accepting oneself as a unique individual
Discovering and accepting hidden aspects of oneself

Harvesting memories

Recalling past experiences

Life-long learning

Calling upon an extensive knowledge system

Expressions of humor

Acting childlike at times but with all the smarts

Expressions of gratitude

Appreciating the mystery of life. Living simply and
rejoicing in simple pleasures

Encountering mortality

Accepting with little or no fear one’s mortality

Sense of purpose

Sensing that life has meaning and purpose

Open to possibilities

Openness to new experiences

Fostering more freedom

Withholding judgments and accepting people for
what they are. Giving unconditional positive regard

Cultivating family and friends

Enjoying quality relationships

Forming intentional communities

Developing and calling upon a strong social system

Fostering peace, justice and ecology

Promoting cooperation, collaboration and peace.
Sensing a kind of oneness with nature

Elders are not

just older adults
any more than
children are young

social, psychological and environmental dynamics.
Grumpy, stubborn, narrow-minded and decrepit,
some limp their way to death’s door. Others display
flickers of growth and if observed over a longer
period of time, they show flashes of the attributes of
holistic aging.

Elders are not just older adults any more than
children are young adults. “Today we have a
foundational understanding of what it means to age
and it needs to be shared with almost all caregivers,”
states Sarah Kagan, PhD, RN, gerontological associate
professor at the University of Pennsylvania School of
Nursing. This holds true not only for the
clinical issues surrounding the aging
process, but for the social, psychological
and spiritual dimensions of elderhood,
not only to promote competence but
because there is no “we and they.”

Nurses are both caretakers and future
elders. Therefore, in addition to clinic
aspects, it becomes imperative to learn as much as
possible about holistic aging.

Jim and Linda Henry are authors of
Transformational Eldercare from the Inside Out,
Strengths-Based Strategies for Caring, available at
American Nurses Association’s Nursesbooks.org, 2007.
Also published by the ANA is their book The Soul of
the Caring Nurse, 2004. They conduct workshops
across the country and can be reached at jlbenry@
aol.com. References for this article are available on
request from the MNA office.
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The Aging Workforce

by Lee Ann Runy, Health Forum
Adapted by Jan Smith, Board Member, Montana
Gerontological Society
Big Sky Senior Services, Billings

Those of us in the field of aging, bhuman services
and bealthcare have been aware for many years that
the demographics of the aging population equals an
aging workforce, which translates into movre retirees
without an adequate number of trained employees
to “take over.” At the same time, the percentage of
the population needing more bealthcare resources
is rising. Quite the dilemma! This recent article in
Hospitals & Health Networks Magazine focuses on
bospitals and bealthcare organizations, but the
ideas and suggestions for a changing workplace
can be applied to social services, non-profit agencies
and most trades and businesses. Because of space
limitations the article bas been summarized. —JS

The Aging Workforce

The aging of the U.S. population presents another
challenge for bealth care organizations: an aging
workforce. With the bealth industry already facing
staffing shortages, a looming retirement boom could
prove problematic.

The graying of America presents a unique
challenge for hospitals. They must address the
needs of a general population that is getting
older while also accommodating their own aging
workforce. The number of Americans ages 65 and
older will increase by 19 million between 2000 and
2020, according to a report by the Center for Health
Workforce Studies at the University of Albany.
With health care already facing staffing shortages,
the prospect of mass retirements is chilling. The
pipeline of new workers will not meet the demand.
Hospitals will have to recruit and retain older
workers to meet staffing needs. Every type of job
will be impacted.

The good news is that retirement patterns are
changing. About 69 percent of baby boomers
plan to work past the traditional retirement age,
according to AARP. And hospitals can take steps
to better recruit and keep older workers, says
Deborah Russell, AARP’s director of workforce
issues. AARP in November received a $10 million

grant from the Robert Wood Johnson Foundation to
create the Center to Champion Nursing in America.
The center aims to draw attention to the nursing
shortage, secure more state and federal funding to
expand nursing education and place more nurses on
governing boards in hospitals to ensure their voices
are heard.

Hospitals should look at workforce demographics
and retirement patterns and develop a strategic plan.
That should be done on a unit and department basis,
says Ed Coakley, R.N., project director of the Aging
Nurse Project at Massachusetts General Hospital
in Boston. Many organizations may be surprised
to learn that some units are made up primarily of
younger employees while others are composed
almost entirely of older workers. Judy Warmuth, vice
president of workforce development at the Wisconsin
Hospital Association, also advises hospitals to look
at regional population projections. Some states, for
example, are aging faster than others.

The next step is to develop benefits plans,
schedules, jobs, support services and environmental
changes that will attract and retain older workers.
It’s important to solicit input from employees during
this process through focus groups and surveys. “The
message we want to send is that we value our older
workers,” says Jeff Davis, senior vice president of
human resources at Mass General. “We have to grow
our own workforce because people are not moving
to Massachusetts. We have to keep our existing
workforce as long as possible.”

Jon Cecil, chief human resource officer at Lee
Memorial Health System, Fort Myers, Fla., agrees. “In
the past, we’'ve watched seasoned, knowledgeable
employees retire when they really didn’t want to
retire,” he says. “They couldn’t handle the work. Now
we have programs that help keep these employees
on the job or place them in different roles.”

The process isn’'t easy, notes Javon Bea, president
and CEO of Mercy Health System, Janesville, Wis. “At
first it can seem a daunting task to get out of the set
routine of schedules, staffing and benefits,” he says.
However, “if you put the effort in up front, it is worth
it. We have kept people we would have lost in their
early 50s. Our efforts have paid off.”

Providing greater benefits options, flexible
scheduling and support services even helps attract
and retain younger workers. “It’s surprising to us that
the things we think will appeal to a small segment
of our population appeal to the broader population,”
says Vic Buzachero, senior vice president of human
resources for Scripps Health, San Diego.

Key steps to recruiting
workers

1—Flex-scheduling. As workers near retirement
age, many desire more flexible schedules to allow
time for travel, family and other interests. Long
shifts may be more difficult and strenuous for older
workers as well. Providing alternative options for
workers may keep them on the job longer. Examples
include reduced shifts, job-sharing and seasonal
months off.

2—Phased retirement. Phased retirement
programs allow workers to gradually reduce their
hours of employment without losing their benefits.
Many older workers do not wish to leave work
entirely but want more flexibility.

3—Benefits. In addition to providing benefits
to part-time workers, organizations offer a host of
benefits that appeal to older workers. One-size-fits-
all benefits programs often provide few incentives
for older workers to remain on the job and might
even encourage early retirement.

4—Mentoring. Mentorship programs provide
older workers a sense of value while allowing
colleagues of different generations to share their
experiences and knowledge. Social interaction is
often cited as one of the reasons older workers tend
to stay on the job; mentorship programs can nurture
meaningful relationships.

5—Alternative roles. To retain older workers,
organizations may have to create more suitable
roles for them. That enables employees to continue
working and use their skills in less stressful and
strenuous positions.

6—Wellness. Maintaining the health of the
workforce is critical regardless of age group.
Wellness programs can help older workers cope
with some of the physical stresses of the job as well
as age-related issues.

7—Environment. Environmental changes can
reduce the strain on health care workers. Changes
in lighting, flooring and patient assignments are
examples that can improve the work environment
for older workers.

8—Recruitment. Hospitals need to actively
recruit and rehire older workers to meet their
staffing needs. Older workers bring a wealth of
knowledge and experience to the work environment,
in addition to filling open positions.

9—Support services. Benefits and flexible
scheduling options play an important part in
recruiting and retaining older workers. But hospitals
can develop creative ways to address the needs
of their aging workforce, both inside and outside
of the workplace. Older workers often cite social
interaction and camaraderie as reasons to continue
working. And support services can help workers
cope with issues that may prevent them from
working or could distract them on the job.

10—Training and education. Training and
education can help older workers refresh their
skills, learn new skills and explore different career
options.

Research: Lee Ann Runy, Health Forum lruny@
healthforum.com. For the complete article, go to
www.hhnmag.com, January 2008 issue. Or contact,
Jan Smith, smith@mcn.net.

& retaining older
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Primary Prevention in Health Promotion

by Helen Williams, RN, BSN

Many chronic diseases and health conditions
could be prevented if more nurses and healthcare
professionals took actions toward primary
prevention. The goal of health promotion programs
(including primary prevention) is to improve
the quality of life for communities. To do this,
epidemiologic data is used to find the cause or
source of the problem, identify risk factors, and then
determine occurrence rates. The first step is mass
education or immunization through efforts defined
as primary prevention. The impact of primary
prevention in comprehensive health programs
will be discussed as well as its cost effectiveness.
Primary prevention will be looked at in a specific
aggregate: school aged children with alcohol use.

Primary Prevention

Definition

A major role of community health nursing is
prevention. Prevention means to avert problems.
There are three levels of prevention: primary,
secondary, and tertiary. Of the three, the basic level
of prevention is called
primary prevention.
This level of prevention
is applied to generally

Primary prevention
. . .an investment to
communities.

healthy people, before
disease, injury, or
dysfunction occurs. “Primary prevention may

include increasing people’s resistance to illness
(as in the case of immunization), decreasing or
eliminating the causes of health problems, or
creating an environment conducive to health rather
than health problems” (Clark, 2008, p. 30). Allender
and Spradley (2005) state, “primary prevention
obviates the occurrence of a health problem; it
includes measures taken to keep illness or injuries
from occurring” (p. 14).

Ervin (2002) emphasizes the importance of the
ability of nurses to identify patterns as they emerge
and before they are officially identified. This
pattern identification leads to primary prevention.
Identifying patterns relies upon astute knowledge
of disease occurrence, transmission, and incubation.
By identifying risk factors, prevention of injury can
occur. Primary prevention involves anticipatory
planning and actions. Nurses must envision
potential needs and problems and then plan so that
they don’t occur.

Theoretical framework

General Systems Theory supports community
health nursing practices and primary prevention
interventions. “General Systems Theory states that a
change in any one part of the health care system,
no matter how small, will create a change of some
degree in the total system. This theory also stresses
the importance of reciprocal feedback within the
system and outside the system” (Harris, 2007, para.
5). Therefore, with primary prevention interventions,
a complete feedback loop would facilitate a health
change not only for the individual but the entire
family and the community as well.

Impact on bealth programs

Primary prevention will have a positive impact
on comprehensive health programs. This approach
however, will require a paradigm shift. Members
of communities will be expected to take an active
role in their health, by increasing their health
knowledge, changing lifestyles to enhance wellness,
and manage self care practices (Allender & Spradley,
2005).

The importance of primary prevention in
program development is the fact that it is easier
and less expensive to prevent an illness, disease,
or dysfunction by promoting healthy choices
and behavior in the first place. Education and
immunizations are research based and outcomes
are tracked. Primary prevention means treating
a generally healthy population so program
development would require finding suitable
aggregates to treat. This includes understanding the
dynamics of the community involved.

It is unreasonable to think that one healthcare
professional can give all the necessary information
and support to implement primary prevention
programs. From a multidisciplinary standpoint,

all healthcare providers must show a genuine
commitment to help foster health promotion
and prevention. This includes giving community
members health information in the language of
choice and at the level of understanding they need.
Repeat information and the ability to ask questions
are important for proper understanding and
retention of learned material. It is very important to
notify vulnerable (low-income, the elderly, handicap,
shut-ins, etc.) community members about the
resources available within the community. Support
from other community members will promote
lasting change as well.

Cost Effectiveness

Currently, the healthcare system in America
focuses on disease and illness rather than
prevention. Health care costs are skyrocketing due
to the tertiary level of prevention often used in
healthcare which is more expensive than primary
prevention. Unfortunately, physicians are reimbursed
based on disease and illness treated rather than
preventive measures taken. Since the current system
values disease and illness, prevention is secondary.

With limited healthcare resources and the
expense of treating existing disease and illness,
programs that use primary prevention are not
allotted the appropriate resources for the impact
these services can make to the health of the

population. Unfortunately, “Health promotional
nursing activities such as comprehensive prenatal,
maternal, and infant care; health education;
childhood immunizations;

and home services Primary

to the elderly to live [prevention involves
independently have not anticipatory
been covered by most 1 . d
insurers”  (Allender & p ann?ng an
Spradley, 2005, p. 145). actions.

Primary prevention
programs that entail mass prevention can be seen
as an investment to communities. These programs
will reduce mortality and morbidity rates. Primary
prevention such as programs that educate school
aged children about effects of drugs, alcohol and
smoking, sex education, nutrition and exercise,
all are considered cost-effective. It is much more
effective to prevent unhealthy habits that will later
burden society with the ill-effects of abuse. The
National Institute on Drug Abuse NIDA (2003)
“estimates that every dollar invested in prevention
of substance abuse in children and adolescents, for
example, saves up to $10 in treatment costs. This
figure does not even consider the reduction in costs
for law enforcement and lost productivity” (Clark,
2008, p. 940).

Immunization programs and education aimed
at parents that prevents childhood accidents and
injury are other examples of cost effective primary
prevention programs. Watkins, Edwards, and
Gastrell add that parenting programs aimed at
enhancing parents’ confidence and self-esteem
lead to improvements in “children’s health and
educational attainment, reduces juvenile delinquency
and mental health problems later in life” (2003, p.
240).

MARK YOUR CALENDAR!!!

MNA 96th
ANNUAL CONVENTION
OCTOBER 2-4, 2008
HELENA, MT

Primary Prevention Impacting Teen Alcohol Use
Community bealth issues

One of the populations at highest risk for
substance abuse is adolescents, who are particularly
vulnerable to peer pressure and have a tendency to
be impulsive (Allender & Spradley, 2005). Johnston,
O’Malley and Bachman (2003) state by the time
young people complete high school, 78% have
consumed alcohol (Allender & Spradley, 2005).
Early drinkers have more academic problems, use
other substances, and display delinquent behavior
in middle and high school (Allender & Spradley,
2005). This is why programs have been developed
to educate children as young as first grade about
drugs and alcohol use. Primary prevention includes
risk assessment and data collection.

There are widespread, research-based programs
that educate school aged children about the effects
of alcohol and how to say no to peer pressure. This
form of primary prevention not only decreases rates
of alcohol use and abuse, but benefits the greater
community since alcohol use is linked to crimes,
accidents, physical and mental abuse, decreased job
productivity, increased absenteeism, and acute and
chronic health problems.

Another form of primary prevention that
communities use to prevent teen alcohol use is
providing alcohol-free entertainment, such as after-
parties for such occasions as prom, home-coming,
and graduation. Parents and community members
rally to seek resources to fund such activities.
Communities enforce strict carding procedures for
purchasing alcohol where ever it is sold. Random
checks are done and promotional ads let teens know
the community is behind alcohol free entertainment.
This partnership between families, school members,
church members, local media and other community
members strengthens relationships within the
community.

Conclusion

Primary prevention in healthcare will create
many benefits for community stakeholders in terms
of costs averted, quality of life, and productivity.
The challenge is to educate, empower, support
and coach members of the community to become
proactive in healthy lifestyle choices and behaviors.
This paradigm shift will not be easy; it will take
a multidisciplinary approach with support from
all aspects of the community. Benefits such as
a reduced burden on medical care systems, a
reduction of costs associated with absenteeism, and
reduced productivity and achievement, benefits a
wide range of community members. An example
of the positive effects of primary prevention can be
seen in the school environment where children are
educated about the affects of alcohol, given support
on how to deal with peer pressure, and use the

resources within the community.

Helen Williams is a registered nurse in Helena. She
prepared this article as part of the requirements to earn
bher Masters of Science in Nursing through the University
of Phoenix on-line. All references are available upon
request from the MNA office.
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NURSING THAT WORKS: How to Ask For Help and
Increase Your Odds of Getting It

by Susanne Gaddis, PhD

Whether you are a new
or seasoned  healthcare
professional knowing when,
how, and who to ask for help
can prove to be extremely
beneficial.

By learning how to ask
for help and enlisting the
support of others, nurses
and healthcare organizations
will see an increase in
motivation, productivity, self-
esteem, and self-confidence.

Susanne Gaddis

Asking for help is beneficial:

You save time. When you ask for help, a natural
synergy is created.

So why spend precious time spinning your
wheels trying to come up with a solution on your
own? By asking for help, you can reduce the amount
of time needed to complete any task.

Tasks are more enjoyable. With the support
of others, tasks will seem less tedious and more
enjoyable. This is especially true when you receive
help with mundane tasks such as filling out
paperwork, sorting, collating, filing, etc.

You save money. When you know you need
help and you ask for it, you can often avoid costly
mistakes; thereby saving you and your organization
money.

You save your sanity. When you need help and
don’t ask for it, you're likely to experience stress and
frustration. Therefore, by reaching out and asking
for assistance early on, you can reduce unnecessary
aggravation. Rather than thinking that good things
happen to those who wait, identifying what you
need early on, and then asking for it will save your
sanity.

You avoid procrastination. By asking for
help, you can spark the enthusiasm needed to get
started or continue working towards a specific
goal. With help, you’re likely to find yourself being
more accountable to yourself and others. After all,
knowing that youll need to keep your part of a
bargain keeps you on task and on time. It can be
very motivating to know that others are contributing
toward a project.

You avoid being viewed as a martyr. If you're
a person who always handles everything on your
own without ever enlisting the support of others,
BEWARE! This may have a negative impact on how
you are viewed. Research has shown that co-workers
value collaboration and teamwork. Therefore, by
asking for help, you will be viewed as less of a solo
act and more of a team player.

You empower others. People get a big boost
to their self-esteem and self-confidence when they
know they are able to help. This is because they
are able to use their strengths, talents, knowledge,
and abilities to help others. Asking for someone’s
help can be a big morale boost. Additionally, when
people are not given enough responsibility in an
organization, they begin to question their value and
whether or not they are needed at all.

You develop future leaders. Imagine if you
were never given the opportunity to apply your
knowledge, strengths and abilities. Where would
you be professionally? The answer: exactly where
you started. Typically, people won’t progress in their
profession unless they are given opportunities to
advance. By asking others to take on new challenges
and then coach and mentor them to success, you
will allow them to develop the knowledge and skills
necessary to become the leaders of tomorrow.

Direct Vs. Indirect Asking

Depending on the situation, there are two ways
you can ask for help: directly or indirectly. A direct
approach is best when:

1 You know exactly what you want and need.

2) You’re short on time.

Direct Ways To Ask For Help

When using a direct approach use phrases such
as:

* I need for you to help me with...

e TI’d like to get your input on...

e It would really help me/the team, if you

would...

e Here’s what I need for you to do...

* I'd like for you to do the following...

* Please show me how to...

Indirect Asking

An indirect approach is best used with individuals
who have a solid understanding of what needs to be
done. Using an indirect approach gives the person
being asked for help the opportunity to give input
regarding how they can best contribute.

An indirect approach is best when you want to
promote collaboration and teamwork.

Indirect Ways To Ask For Help
When using an indirect approach consider using
the following phrases:
* How do you think you could help me with...
* So what aspect of this would you like to
handle?
* What ideas do you have with regard to?
* What contribution would you like to make...
* Based upon your experience, how does this all
fit together and what part of this would you
like to take on?

(continued on page 15)



Nursing That Works . . .
(continued from page 14)

Phrases To Lose When Asking For Help...

If you really want someone’s help, it’s best to
avoid the following phrases (*because this might be
what their thinking).

e If it’s not too much of an imposition, could

you...

* I'm having trouble with _____ , could you...

* I really hate to bother you, but...

* I was just wondering, could you...

e Since you’re not doing anything right now,

could you...

e I don’t have time to...

* Could you just do this for me...

Let Others Know What Your Contributions Are
People often resist helping you if they think that
you are passing off your own responsibilities to
them. Therefore, you can increase the likelihood
that others will cooperate by informing them of
how you will be spending your time. For example:
e While I'm turning the patient in room 1210, I
need for you to complete passing meds. Or
* During the next half hour while I'm in the
meeting, I need for you to keep a close watch
on Mrs. Lowe. Should her vital signs change
please come and get me.

Establish A Time Line
No one likes it when he or she is given something
to do at the last minute. Therefore, when asking for
help, it’s best to ask early-giving ample time for the
task to be completed. It’s also best to establish a
timeline. For example:
* By the end of the week we need to convert all
of the patient records to reflect the changes
in insurance. By the end of today’s shift I
need for you to have a clear list of all of the
insurance companies addresses and phone
numbers.
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e It looks like running low on surgical tape. In
the next half hour, I need for you to order 10
more units.

Thanks For The Help!

There’s nothing worse than helping someone and
not being acknowledged for it. So, make it a rule
to recognize the contributions of others by saying,
“Thanks!”

When offering praise, consider using all three of
the following steps:

1. Say thank you.

2. Tell them specifically what they did to help
you. Here, include the specific behaviors that
made a positive difference for you.

3. Tell them how their help impacted you, the
team, the organization, etc.

For example:

* Thank you so much for tracking down Dr.
Smith earlier. It was really important for Mrs.
Jones to learn that her daughter is doing
better.

e I really appreciate you passing meds tonight.
That allowed me to focus on straightening up

the nursing station.

Susanne Gaddis, PhD, known as The Communications
Doctor, is an acknowledged communications expert,
who has been teaching the art of effective and positive
communication  since  1989. Gaddis’ workshops,
seminars, and keynote presentations are packed with
tips and techniques that can be immediately applied to
belp improve morale, decrease staff turn-over, increase
productivity and improve interpersonal communication
and cooperativeness in a bealthcare setting. For more
information, call 919-933-3237, or visit: bttpjuwww.
CommunicationsDoctor.com



Page 16—Montana Nurses Association Pulse—April, May, June 2008

Stamp out Diabetes-Call for
Articles for National Diabetes
Month
by Lynn Hebert, RN

National Diabetes Month is in

November. We plan to devote some of
our 4th quarter (October, November,

December) publication to this
issue.
? Are you a  Diabetes
Educator?

? Do you do a lot of
diabetes education as
par of your practice?

? Are you active in any
diabetes organizations?

? Do you or any of your family
members have diabetes and how does it affect
your everyday life?

Do these questions spark some ideas? We’d like
to hear them. Please send your articles and pictures
by e-mail to the MNA office, info@mtnurses.org
and to the Editorial Board Chair at artlynn@3rivers.
net. The due date for the 4th quarter (October,
November, December) is October 1, 2008.

District News
District 6 Meetings Scheduled

by Lynn Hebert, RN

District 6 members met twice since the new year
started. Its winter meeting was in Lewistown and
the spring meeting was in Great Falls.

The winter meeting was February 23 in
Lewistown. The members finalized a slate of
officers for the 2008-2009 year, started revision of
district by-laws and discussed possible upcoming
legislative issues. The meeting ended with a fun
and informative tour of the new Montana State

vacated by Sue Swan), and Treasurer—Arlys Williams
of Chinook. Continuing as secretary is Lynn Hebert
of Sun River.

We set the dates for next year’s meetings and
we will be reinstituting continuing education with
each meeting. The meetings are on Saturdays
beginning at noon and ending at 3 pm. Lunch starts
the meeting, followed by the business meeting and
continuing education. The dates are September 20,
2008, in Havre; February 7, 2009, in Lewistown; and
April 18, 2009, in Great Falls. Specific locations in

University—-Northern Lewistown the cities will be sent closer
Extended Campus. It's a new District 6 to the meeting date.
facility with a true communit . We want to increase
focus.y Look for more about ch 2008-2009 Meeting Dates communications within
facility in the next issue of the Sept. 20, 08 Havre the district. We will send
Pulse. Feb. 7, 09 Lewistown reminder postcards before
The spring, or election, April 18, 09 Great Falls the fall meeting. All other
meeting took place April 12 in communication will be
Great Falls. We continued work electronic.  Please  e-mail

on the by-laws, received updates on staffing of the
MNA office and held elections. The new officers
are: President-Sue Swan of Havre, Vice President—
Debby Lee of Lewistown (for one year to fill the slot

District 6 members pose outside the Lewistown
Extended Campus building following their
tour. Left to right back row: Brenda Donaldson,
Debby Lee, Pam Windmueller, and Jerry
Carpenter. Front row: Sue Swan, Lynn Hebert,
Arlys Williams.

the secretary at artlynn@3rivers.net with District 6
member address in the subject line. That’s the best
way to insure the correct e-mail address.

Hope to see you in the fall!

Tour members jokingly asked if this
was a nursing student studying the
periodic table.

MONTANA

MONTANA NURSES'AS SOCIATION
DISTRICTS



Service Fee Notice

On June 29, 1988, the U.S. Supreme Court
examined agency fees in the context of those
private sector employers and unions falling under
the authority of the Labor Management Relations
Act. The Court issued a decision; Communication
Workers of America v. Beck. The Court found:

“Section 8(@)(3) of LMRA, which permits
employer and union to enter into union-
security agreement, does not permit union,
over objection of agency-fee payer, to expend
agency-fee funds on activities beyond those
germane to collective bargaining, contract
administration, and grievance adjustment.”

(128 LRRM at 2729)

In compliance with the Beck decision the
Montana Nurses Association has compiled a
document entitled Procedure for Determining
Amount of Service Fee to be Charged by Montana
Nurses Association. The following is a description of
the chargeable portion of Association expenditures
under Beck.

“Chargeable activities means those activities
engaged in by the Montana Nurses

Association that is recognized as the exclusive

collective bargaining representative for which

each employee in the bargaining unit lawfully
may be required to pay his or her per capita
share of the cost.”

Also contained in the Association procedure is

a section entitled Explanation of Chargeable Fee
If You Elect Not to Become A Member of Montana
Nurses Association. This explanation states:

“If you elect not to become a full member,

you will not have any voting rights or right to

participate in the governance of the American

Nurses Association, the Montana Nurses

Association or the Local Association.”

“If you do not become a member, you will
be required to pay fair share fee which is
equal to your proportionate share of the
costs of the collective bargaining process,
contract administration and related matters
effecting wages, hours and other conditions
of employment.”
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OBJECTIONS TO AMOUNT OF ASSOCIATION
DETERMINED SERVICE FEE

Any Potential Objector who believes that a
portion of his or her the Association-Determined
Service Fee shall be used to fund non-chargeable
activities may object to the amount of said fee by
mailing a notice of objection to Montana Nurses
Association, 20 Old Montana State Highway,
Clancy, MT 59634, or by delivering such a notice
to Montana Nurses Association at said address. The
notice of objection shall be in written form and
shall include the objector’s name, home address,
and a statement that he or she objects to the amount
of the Association Determined Fee. Any Potential
Objector who accepts the Association-Determined
Service Fee shall send or deliver a notice accepting
that fee to the same address. If the Montana Nurses
Association does not receive timely notice, it will be
presumed the Potential Objector has no objection to
paying a service fee equal to dues. In order to be
timely, the notice must be postmarked or delivered
within 30 days of receiving the information referred
to in Section III (B).

MARK YOUR CALENDAR!!!

MNA 96th
ANNUAL CONVENTION

OCTOBER 2-4, 2008

HELENA, MT
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Montana Nurses Association

DATE

20 Old Montana State Highway ¢« Clancy, MT 59634 < 406/442-6710 + 406/442-1841 Fax

Last Name/First Name/Middle Initial

Home Phone Number

Credentials

Social Security Number

Work Phone Number

Preferred Contact:

Home Work

Basic School of Nursing

Fax Number

Home Address

Graduation (Month/Year)

Date of Birth

Home Address

RN License Number/State

E-mail

__ UAN Member?

City/State/Zip

Employer Name

Not a Member of Collective Bargaining Unit

Member of Collective Bargaining Unit other than UAN? (Please specify)

Employer Address

Employer City/State/Zip Code
Membership Category (check one)

M Full Membership Dues
O Employed - Full Time
O Employed - Part Time

R Reduced Membership Dues

QO Not Employed

O  Full Time Student

O New graduate from basic nursing education
program, within six months after graduation
(first membership year only)

0 62 years of age or over and not earning more
than Social Security allows

S Special Membership Dues
0 62 years of age or over and not employed
Q Totally disabled
State Only Membership Dues $200 annual
plus $5 processing fee. Members covered
under collective bargaining agreement not
eligible.

Please Note:

$5.42 of the CMA member dues is for subscription to
The American Nurse. $20.00 is for subscription to the
American Nurse Today.

State nurses association dues are not deductible as
charitable contributions for tax purposes, but may
be deductible as a business expense. However, that
percentage of dues used for lobbying by the CMA is
not deductible as a business expense. Please check
with your CMA for the correct amount.

TO BE COMPLETED BY CMA:

STATE DIST REG

Expiration Date /I
Month Year

MEMBERSHIP APPLICATION

Choice of Payment (please check)

O E-Pay (Monthly Electronic Payment)
This is to authorize monthly electronic payments
to American Nurses Association, Inc. (ANA). By
signing on the line, | authorize my Constituent
Member Association (CMA/ANA ) to withdraw
1/12 of my annual dues and any additional serv-
ice fees from my account.

0 Checking: Please enclose a check for the
first month’s payment; the account designat
ed by the enclosed check will be drafted on
or after the 15th of each month.

O Credit Card: Please complete the credit
card information below and this credit card
will be debited on or after the1st day of
each month.

Monthly Electronic Deduction Authorization
Signature

Q Full Annual Payment
Membership Investment
ANA-PAC (Optional—$20.04
suggested)

Total Dues and Contributions

Online: www.NursingWorld.org (Credit Card Only)

CREDIT CARD INFORMATION

Bank Card Number and Expiration Date

Authorization Signature

Printed Name

Amount: $

Employer Code

Approved By Date

$
AMOUNT ENCLOSED CHECK #

O Check (payable to ANA)

Q Visa O MasterCard

QO Automated Annual Credit Card Payment
This is to authorize annual credit card payments
to American Nurses Association, Inc. (ANA). By
signing on the line, | authorize CMA/ANA to
charge the credit card listed in the credit card
information section for the annual dues on the 1st
day of the month when the annual renewal is due.

Annual Credit Card Payment Authorization
Signature

Q Payroll Deduction
This payment plan is available only where there is
an agreement between your employer and the
association to make such deduction.

Signature for Payroll Deduction

Please mail your completed application with pay-
ment to your STATE NURSES ASSOCIATION or to:
Montana Nurses Association
20 Old Montana State Highway
Clancy, MT 59634

* By signing the Monthly Electronic Deduction
Authorization, or the Automatic Annual Credit Card
Payment Authorization, you are authorizing ANA to
change the amount by giving the above-signed thirty
(30) days written notice. Abovesigned may cancel this
authorization upon receipt by ANA of written notifica-
tion of termination twenty (20) days prior to deduction
date designated above. Membership will continue
unless this notification is received. ANA will charge a
$5 fee for any returned drafts or chargebacks.

Sponsor, if applicable

SNA membership #

MONTANA NURSES ASSOCIATION
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DISTRICT CONTACTS

District 1

Meetings every first Tuesday
of the month  September
through April at CMC-for more
information contact:

Maggie Shulund
Home-(4006) 777-5404
Work—(406) 329-4021

Email: magshu2000@yahoo.com

Maggie
Shulund
District 2

Vacant

District 3

Barb Prescott

Home-(406) 585-1393

Email: doctorbarbl@msn.com

District 4

Lynne Maierle
Home-(406) 442-6128
Work—(406) 444-2397

Email: Imaierle@stpetes.org

Barb Prescott

District 5

Tina Hedin

Home-(406) 252-3552
Work—(406) 435-1500
Email: todream161@aol.com

N

Tina Hedin
District 6

Pam Windmueller
Home-(406) 771-7453
Work—(406) 455-5375

Email: wimdpama@benefis.org

District 7
Angela St. John
Home-(406) 892-1003

Email: cntryclinic@yahoo.com

Pam
Windmueller

District 8
Vacant





