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The Western Institute of Nursing (WIN) is the western regional nursing organization that
succeeded the Western Council on Higher Education for Nursing (WCHEN). In 1985, following
extensive deliberations by special committees, the decision to create an autonomous, self-
supporting organization was implemented. At the first meeting of the new organization, nurses
from collegiate schools of nursing and health care agencies adopted the bylaws and the new
name of the organization, Western Institute of Nursing. The organization moved to Portland,
Oregon on July 1, 1996. The Western Institute of Nursing was incorporated on November 3,
1998 in accordance with the Oregon Nonprofit Corporation Act.

WIN exists to bring together a diverse community of nurses in a shared commitment to transcend
the boundaries of knowledge development and application to advance the discipline and drive
improvements in practice, outcomes, and cost. The organizational structure includes the
Membership Assembly, the Board of Governors, committees, and societies.

There are six categories of membership in WIN: agency, individual, student, retired nurse,
associate, and honorary. Agency memberships are open to organized nursing education programs
and organized nursing practices in one of the states designated by the Board of Governors as
being in the westernregion. Individual membership is open to nurses who support the mission of
WIN. Student members must be matriculated in a degree granting program. Associate
memberships are open to individual non-nurses and to organizations, agencies, and businesses
outside the western region that support the mission of WIN. Honorary memberships include
those designated for Emeritus status and those who have made supporting contributions to WIN.
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PREFACE

The 55% Annual Communicating Nursing Research Conference, “Justice, Equity, Diversity, and
Inclusion (JEDI): Creating a Nursing Force for Change,” was held in Portland, Oregon from
April 6-9, 2022.

The keynote address was delivered by Ernest Grant, PhD, RN, FAAN, President, American
Nurses Association, Silver Springs, MD. State of the Science presentations were delivered by:
Kupiri Ackerman-Barger, PhD, RN, CNE, FAAN, Associate Dean for Health Equity,
Diversity, and Inclusion, Associate Professor, Betty Irene Moore School of Nursing at UC Davis,
Sacramento, CA; Dena Hassouneh, PhD, RN, ANP, PMHNP, FAAN, Professor, School of
Nursing, Oregon Health & Science University, Portland, OR; and Monica R. McLemore, RN,
MPH, PHD, FAAN, Associate Professor, Family Health Care Nursing, School of Nursing,
University of California, San Francisco, CA.

Two award papers were presented:

Distinguished Research Lectureship Award: Kathryn A. Lee,PhD,RN, Professor Emerita,
School of Nursing, University of California, San Francisco, CA

Carol A. Lindeman Award for a New Researcher: Paula M. Kett, PhD, MPH, RN, Research
Scientist, Center for Health Workforce Studies, Department of Family Medicine, University of
Washington, Seattle, WA

The Proceedings include the abstracts of symposium, podium, and poster presentations. One
hundred and twenty papers were presented in podium sessions on a wide variety of topics. Forty-
nine papers were presented in ten symposia, and seventy-one papers were organized in fourteen
other podium sessions. Three hundred and fifty-four posters were presented, representing
projects and research, completed or in-progress. A total of one hundred and seventy-seven
posters were submitted from member institutions for the Research & Information Exchange.

The conference was planned and organized by the WIN Program Committee, and we extend our
gratitude to the Program Committee members: Judy Liesveld, Chair, NM; Linda S. Edelman,
UT; Leah Fitzgerald, CA; Cara Gallegos, 1D; Martha L. Grubaugh, CO; Seiko Izumi, OR;
Ahlam Jadalla, CA; Hannah Jang Kim, CA; Mary Koithan, WA; Jung-Ah Lee, CA; Kathryn
Lee, CA; Paula Meek, UT; Austin Nation, CA; Ann Nielsen, OR; Anjanette Raber, OR; and
Krista Scorsone, CO.

We extend our gratitude to all those who submitted papers and participated in the 2022
conference.

Jane H. Lassetter, PhD, RN, FAAN
President, Western Institute of Nursing

Judy Liesveld, PhD, RN, PPCNP-BC,CNE
Chair, Program Committee, Western Institute of Nursing
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Introduction

I wish to thank the selection committee for this honor. I appreciate the opportunity to
reflect on my academic career and my love of research and teaching the next generation of
nurses, nurse educators, and researchers. While I was growing up, there was little
opportunity for women to think about professional careers other than secretary, teacher or
nurse. Being first-generation to go to college, thinking about career options was a stretch in
my family. Iselected nursing on my college application because a friend’s mother worked
with nice nurses and she was helping me complete the application for San Jose State
University. As I progressed through college courses, I realized that the nursing curriculum
created a wonderful launching pad into the world of health care and helping others to
achieve their highest potential for wellness. Nursing was a perfect match for me and I never
regretted my career decisions along the way, but these decisions were primarily prompted
by serendipity. As a labor and delivery nurse in Seattle, Marcia Killien had students on my
unit and she encouraged my application to the masters program at University of
Washington (UW). She wrote a recommendation and helped me with that application,
which gave me the opportunity to re-think my career goals. Because I was clinically
fascinated by pre-eclampsia and eclampsia seizures, I applied to the clinical nurse specialist
program focused on neurology with Pam Mitchell and did a teaching minor. It was my
practice teaching course with mentors like Marty Lentz and Ann Loustau who lured me
mto teaching. I loved teaching Nursing Process to students who asked great questions, and
my thesis research project had me hooked on an academic career in research to answer
some of those student questions. During my PhD program at UW and my postdoctoral
training in the Robert Wood Johnson (RW1J) Clinical Nurse Scholar’s program at
University of California, San Francisco (UCSF), I was challenged every step of the way,
but motivated even when repeatedly explaining to my family why I was STILL in school.

Over the past 30 years, I had the privilege of an academic career that allowed for flexibility
in teaching and research. As I designed longitudinal studies with clinical populations that
mterested me I realized that I was creating clinical “caseloads” to follow over time.
Reflecting over my research career, and deciding what I could talk about today, with only
one hour to get it all in, I distilled my experience into four simple criteria for success. [ am
not sure if this is a positive or negative reflection on my life, but the four criteria are
represented by the letters O O P S. In this talk, I hope to help you create some OOPS for
yourself as you launch your own clinical research career or participate as a collaborator in
other research projects.

O is for opportunity

O is for obsessive tendencies
P is for passion

S is for serendipity

These OOPS are not to be confused with my accidental “ooops” and [ will also share some
of those experiences as twelve “lessons learned” while Itake you on this career tour. I have
done research with women across the lifespan, women living with chronic illness like
HIV/AIDS, and even some populations of men like new fathers. For this talk, however, I
will focus on my contributions to women’s health research and symptom science with
examples of symptoms like insomnia and fatigue during pregnancy and postpartum. I was a
long-standing member of the UCSF Symptom Management faculty group, and [ had a T32
for 20 years that focused on training doctoral students and postdoctoral scholars in
symptom management. Symptom science is part of who I am (Lee, Meek, & Grady, 2014)
and my research focused on sleep and fatigue across the lifespan (Lee, 1982; 2003; 2011).



Across the lifespan, women report worse sleep compared to men of the same age
(Nowakowski etal., 2013). In 2005, the National Institutes of Health (NIH, 2005)
acknowledged sex differences in sleep and estimated that insomnia was experienced by 15-
45% of women in pre-menopause and 35-60% in post-menopause. NIH continues to
address this issue for women across the lifespan, even 15 years later (Brown et al., 2020).
During pregnancy, the prevalence of poor sleep quality varies depending by gestational
week, but most people agree that by 40 weeks, sleep is very poor, and it does not improve
after giving birth. In fact, it can get worse when there is an adolescent with a driver’s
license living at home, and sleep may not improve even when the teen graduates and moves
away from home. By that time, women are reporting imsomnia and fatigue with menopausal
transition and caring for elderly relatives. Knowing that sleep and fatigue were life-long
symptoms for women regardless of their health status, [ had my life’s work ahead of me.

The Early Years - PhD Lessons Learned

I was fortunate to begin my research with a dissertation on sleep during the menstrual
cycle. Every dissertation committee will advise a student against a longitudinal study for
their dissertation, and for good reasons if the student ever wants to finish and graduate. I
was a Research Assistant for Dr. Nancy Woods, responsible for entering data from
women’s symptom diaries over a 90-day period, and that was longitudinal enough for me
(Mitchell & Woods, 1996). However, I did a longitudinal study —one entire menstrual cycle
— with a quasi-experimental design to describe changes in sleep stages before and after
ovulation. The hypothesis was that increased body temperature with ovulation and
hormonal changes would shift the circadian temperature rhythm. This shift would change
sleep architecture, specifically slow-wave deep sleep and rapid-eye-movement (REM)
sleep, and mood state would be affected.

University of Washington provided opportunity on many levels for a research career. First,
I learned the value of collaboration and multi-disciplinary team research while I was a
Project Director for sleep apnea research funded by NIH (P.I., Elizabeth Giblin). I was
encouraged to submit a research abstract and the team prepared me for presenting ata
national conference where I had the honor of being one of seven authors on a case study
(Matsumoto et al., 1985; Sandblom et al., 1983). During my PhD training, I had the
opportunity for great mentorship from Dr. Nancy Woods and from Dr. Joan Shaver who
was beginning a study on sleep in menopausal women (Shaver etal., 1988). As co-sponsors
for my F31, they shared my passion for women’s health, and guided me through the NIH
application process, which required a certain level of obsessive behavior just to put it
together and send 15 photocopies by FedEx to Washington DC. On another level, I was
fortunate to select young healthy menstruating women as my research population of
mterest, because as I got older, my research participants could age right along with me and
I could think about future studies of pregnancy, menopause, and caregiving. There was
some serendipity here as well — as I completed data collection with the last of the 20
menstruating women, two earlier participants became pregnant and I was able to continue
collecting data in the sleep laboratory on these two women at each trimester. I took this
opportunity not because I thought it would be great pilot data for the next study, but
because I had moved back to California and it was an excuse to return to Seattle every three
months to see my friends.

My findings described sleep and circadian rhythms during the menstrual cycle, but I was
terribly disappointed that my hypotheses were not supported. I had spent 88 consecutive



nights in the sleep laboratory collecting data, only talking to my participants and the night
custodian, and feeling like the project was an utter disaster. At one point I slept through the
day and into the night, and missed data collection for participant #008 who did not want to
re-schedule. Two papers were published (Lee, 1988; Lee, Shaver, Giblin, & Woods, 1990)
and there was contribution to knowledge, but my passion for sleep and menstrual cycle
research was gone. As expected from dissertation training, however, I learned a great deal
from the experience and the mentoring. What I really learned, however, was not
publishable. First, women who said they ovulated regularly like clockwork every month
actually did not ovulate once they were enrolled in my study. Second, women who said
they had premenstrual syndrome (PMS) or moodiness every month did not have it that
month. Finally, women who said they never experienced PMS actually did when I studied
them in the laboratory. Lesson Learned No. 1:you cannot rely on regularly menstruating
women to be regular once they enroll in a study and start paying attention to their cycles.

The Luxury of Postdoctoral Training

The dissertation experience had depleted my passion for menstrual cycle research, but my
findings for changes in sleep across pregnancy in a sample of two women was fueling my
curiosity as I applied for the RWJ Clinical Nurse Scholars postdoctoral program. RWJ had
three sites for this program and when I was accepted, I grabbed that opportunity to return to
California to be closer to family in the Central Valley. [ used the first few months of my
postdoctoral training at UCSF to write manuscripts and design the next study. I knew I
could not survive another 88 nights in a sleep laboratory, so I decided to study women who
slept during the day and worked night shift. This was only a 2-year fellowship, so again,
longitudinal research was out of the question and I did need experience with large cross-
sectional survey designs. My hypothesis was that night shift would alter circadian rhythms
and increase the risk of irregular, anovulatory menstrual cycles and infertility. The RWJ
funding created the opportunity,and I was obsessive about understanding women’s health
issues and sleep problems after my own experience working night shift schedules.

My passion for research was re-fueled, and I created a 32-page survey questionnaire.

Copies with stamped return envelopes were distributed to seven different hospital sites, and
in just a few weeks I began receiving completed questionnaires from over 700 women. As I
distributed questionnaires to all the nursing stations at night, many nurses I met were
obviously pregnant, and I knew my hypothesis about infertility and nightshift was not

going to be supported. Some night nurses volunteered that they moved to less-demanding
night shift because of the pregnancy. My passion was boosted again as I distributed those
questionnaires to nurses on night shift: I was home by midnight, shift workers were thrilled
that someone was actually doing research on their health issues, and I had a 90% response
rate (Lee, 1992). This experience created opportunities for publishing a number of papers,
provided a doctoral student with data for a dissertation (Rittenhouse & Lee, 1993), and
allowed for colleagues with their unique perspectives to collaborate with me on specific
aspects of women’s health (Lee & DeJoseph, 1992; Lee & Lipscomb, 2003). Furthermore,
I could ignore the hypothesis about infertility because I was given a logical explanation
from the serendipity of talking to a few pregnant nurses who transferred to night shift.

During the second year of the RWJ fellowship, I focused on the “clinical” component of
the Clinical Nurse Scholars program and took advantage of the opportunity to spend time at
the Stanford Sleep Disorders Center, 45 minutes south of San Francisco and 45 minutes
closer to family in the Central Valley. I was welcomed to that Sleep Disorders Center; it
was free labor but the title of “postdoctoral fellow” gave me great credibility. I gave them
some clinical insights into sleep problems (Bliwise etal., 1993; Castro et al., 2009), and



they gave me new skills in assessing patients for sleep disorders as well as their full
collaboration when I needed to create a fatigue measure for my next research steps (Lee,
Hicks & Nmno-Murcia, 1991).

With data collection completed on 700 nurses and the two pregnant women in Seattle. I
traveled and interviewed for faculty appointments and clinical appointments. I was hired at
UCSF as an Assistant Professor with 50% time for research. With that opportunity along
with not having to re-orient myself to a new city and academic environment, I was able to
use the extra time to think, to be obsessive about next steps and writing a grant proposal,
and to attend professional conferences. It was at a sleep conference in the exhibit hall
where [ saw great opportunity. I always visited vendor booths at these conferences —not
only for the free mints or pens, but for demonstrations of the latest technological advances.
Lesson Learned No. 2: Once a relationship is initiated with a vendor, you can arrange to
borrow the device or offer free beta testing. For beta testing I decided that if a device was
being used with astronauts it must be okay for pregnant women, and I was hooked on using
battery-operated ambulatory monitoring equipment for data collection in the home.

Now able to finally design a study for the home environment, I would not need an
expensive sleep laboratory and not need to live like a night shift worker. Like Dorothy in
the Wizard of Oz, there was indeed “no place like home” and I had another experience with
serendipity. While talking to the two women during their pregnancies as I applied the
electrodes to their heads in the sleep laboratory, it became clear that I was providing them
with a brief vacation from home. They loved coming to the sleep laboratory with its quiet
hotel-room atmosphere and no demands from other family members during the night. I was
focused on not using data from their first night in the lab because of first-night effects when
adapting to a strange sleeping environment. I suddenly realized I was actually studying
their recovery from the chronic sleep deprivation they experienced athome every night. I
needed to understand their normal sleep patterns while in their own home environment.

Becoming an Inde pendent Researcher

As a result of the postdoctoral funding, I had great mentorship and a research proposal
drafted, with feedback, and drafted with feedback, and drafted with feedback — and still my
passion got me through the process. The draft was a “one-size-fits-all” proposal until I
knew where [ would be teaching and what resources [ would have. I knew that if I could
just get my grant submitted, I could obsess later about my teaching and lectures. It would
take nine months to get the critiques (or pink sheets because they were actually pink carbon
copies in those days) and there was no need to think about research again until it was time
to revise and resubmit. Meanwhile, I could write manuscripts from my postdoctoral data on
shift work and from my collaborations during the clinical experience at the Stanford Sleep
Disorders Center. The 5-year R29 application I submitted to NIH was funded, likely
because I was at an outstanding nstitution with great resources available to me, not
because of my proposal. My proposal had flaws, but my score and review comments
indicated that NIH wanted to invest in me and my passion for longitudinal data. My
proposal involved collecting sleep and fatigue data on 60 women at seven time points:
before ovulation, after ovulation, each trimester, and at 1 month and 3 months postpartum.

My passion for a longitudinal study of nighttime sleep and daytime fatigue in young
healthy women was enough to get me through the first 6 months of the 5-year funding.
These young healthy women were recruited and enrolled if they were planning their first
pregnancy (nullipara), between 25-30 years old, and not planning to move out of the Bay



Area in the next five years. When I wrote my first-year progress report, I had to indicate
that I only had one participant thus far. My NIH Program Officer continued the funding for
year two, but wanted to know how [ was going to remedy the problem. Lesson Learned
No. 3: Never surprise your NIH Program Officer. Lesson Learned No. 4: Always have a
positive remedy on hand when you present the problem to your funding agency.

These two lessons turned into the most serendipitous experience of my research career. The
remedy for my small sample size was not to make it a longitudinal case study of a dyad as
they experienced childcare and pre-school, but to broaden my inclusion criteria based on
strong rationale: include any woman, of any age, planning any pregnancy as long as
another child at home was sleeping through the night. This remedy opened up recruitment
and enrollment to multiparas, and they had the easy access to potential nulliparas. I quickly
had about half nulliparas in the sample and I was able to document my hypothesis that
novice new mothers were most at risk of sleep deprivation and had rationale for the next
study (Lee et al., 2000). I became a life-long believer in comparison groups. Lesson
Learned No. 5: If you do not have evidence that the population you are passionate about is
suffering significantly more than another population (for example Latinas more than
Caucasians in menopausal transition), if will be difficult to convince funding agencies that
it is critical to do the research just on one specific group.

Including the multiparas was also serendipitous when it came to designing the follow-up
mtervention specifically for nulliparas. The intervention strategies for that next study came
from the experienced multipara mothers when I talked to them each evening in their homes
while applying electrodes, and each morning when I collected the equipment and drew
their fasting blood sample for analyses (Lee, Zaftke, & Barette-Beebe, 2001).

I had my clinical caseload and I loved it, but teaching, chairing committees, and
community service activities were depleting my reserves and my passion again. I could hire
and train more staff to help because of the NIH funding I saved by only having one
participant in the first year who was paid $20 for her participation. Each participant was
paid cash, but when each planned pregnancy actually happened, I would deliver a basket
with tea and crackers at the scheduled first trimester data collection point, and a hand-made
baby quilt for her third trimester data collection. With so few participants, I had time to sew
quilts for each new baby. In subsequent studies, however, we started in third trimester and
easily recruited nulliparas at that point in pregnancy and gave each participant a choice
from a package of 6 infant receiving blankets. When we studied the baby’s sleep at 2
months of age with a sleep actigraph device, mothers were paid, but also kept the baby
socks we had used to cover the ankle device and received a certificate of research
participation for their baby book. Lesson Learned No. 6: Give your participants the study
results and they will follow you anywhere. This lesson comes from my experience as a
Research Assistant with Dr. Nancy Woods and her commitment of giving feedback to her
participants in the Seattle Women’s Health longitudinal study. Our former participants
were our best recruitment tool for subsequent studies.

Lesson Learned No. 7: Hire staff with the same passion for your research questions, and
foster their growth and careers. These staff can get data for their own dissertations,
contribute their perspectives and variables of interest to the study, expand your capacity for
writing manuscripts and conducting literature reviews, and become co-authors (Gay etal.,
2004; Gay etal, 2017). Eventually you will have colleagues across the country (Beebe et
al., 2017; Doan et al., 2014; Gallo & Lee, 2008; Goyal etal., 2018; Hudson etal., 2008;
Jones et al., 2017; Kennedy etal., 2007; Portillo etal., 2003; Torres et al., 2017).



Lesson Learned No. 8: If you are not in an academic setting with access to passionate
students, find collaborators or colleagues with complementary skills. Ifyou are not an
obsessive detail person, get someone who is. If you have difficulty writing, find a
collaborator who is skilled at editing. If you find your passion fading, collaborate with
someone who brings fresh perspective and new passion to the team. If you are frustrated
trying to gain access to a population you are passionate about, find a collaborator who has
the passion and the access to that population and be patient (Caughey & Lee, 2007; Chesla
et al., 2020; Kuster, Sligar & Lee, 2022).

Another serendipitous experience during that longitudinal study in the home setting was
observing the mothers’ partners. Not only were they eager to help with the evening
equipment for the sleep study, but women were less likely to volunteer for the study, or
more likely to quit the study if their partner was not encouraging or supportive. The next
study I designed included sleep and fatigue in fathers-to-be, along with intervention
strategies for new parents as they prepared for sleep loss in the early postpartum months.
The NIH reviewers did not think that I had a sufficient argument for more research on sleep
in women who were pregnant, but they did remark that it was innovative to study fathers. I
do not know who my three NIH reviewers were, but at the end of the summary statement,
the reviewers listed on the review panel were all men at National Institute of Mental
Health. This application was not funded, I lost my passion for a while, and I was worried
about losing my trained staff. While looking at NIH calls for applications, I found myself
very interested in opportunities to study sleep and fatigue in women during midlife
transition (Gilliss et al., 2001) and women with HIV (Lee, Portillo, & Miramontes, 2001).
The grant proposal on mothers and fathers was revised and funded a few years later (Gay &
Lee, 2004; Gay, Lee, & Lee, 2011). Lesson Learned No. 9: Know your audience of
reviewers and write the research grant application to appeal to them. But always stay true
to research that will advance your agenda. In this case I was true to advancing the science
of symptom management (Dodd et al., 2001, Bender et al., 2018).

Conducting Clinical Intervention Trials

There is no disputing the fact that clinical intervention research takes longer and costs more
than a survey study, particularly if the design is a randomized clinical trial (RCT) that
requires blinding. There is also no dispute that an Assistant Professor needs to publish and
cannot really afford to wait for the outcomes of a clinical trial that will result in one
publication. Lesson Learned No. 10: Always have access to publishable data. Explore
options for secondary data from collaborators and think about alternating your research
between surveys and RCTs, between clinical populations that are easy to access and
difficult to access, or between time-consuming qualitative research and surveys that
quickly yield important descriptive data on prevalence or incidence rates. As a word of
caution, however, access to a large database with thousands of variables may be expensive
and not necessarily efficient or expeditious.

Lesson Learned No. 11: Analyze and publish screening data (Gilliss etal., 2001), baseline
data (Jong etal., 2021), and any serendipitous data (Lee & Gay, 2004) along the way while
waiting to finally break the code for blinded groups (Lee & Gay, 2011). What we found
after two RCTs was that the behavioral-educational intervention worked best for less
educated and under-resourced women. We were able to combine these two samples to
reach this conclusion and publish the findings, but our biggest contribution to science came
from the baseline findings that women who got less sleep in third trimester had 10 hours
longer labor and were four times more likely to have a cesarean birth (Lee & Gay, 2004).



Lesson Learned No. 12: Encourage others with similar passions, especially fast-tracking
doctoral students with no time for their own longitudinal studies, to take the opportunity to
use your data for secondary analyses (Doan et al., 2014; Goyal et al., 2018). Depending on
the stage of your project, this canbe a win-win in exchange for data collection or data
entry, for literature reviews, for course credit, or for co-authorship.

Additional Lessons for the Novice Clinical Researcher

Networking at professional conferences can put you ahead of the curve on innovative
methods and research questions. Conference networking facilitates collaborative
partnerships and provides a forum for you to discuss designs and methods with other
attendees, especially at poster sessions. Look for passionate mentors, interview them about
their passion, and get potential research suggestions from them. You can evaluate how
close their suggestion is to your own passion, get the mentorship from someone who has
resources to help you succeed, and then launch into your passion after completing your
training. Alternatively, networking canyield invitations to train with a mentor where you
can contribute your perspective and variable of nterest to their on-going research. Talk to
authors who have published to get their advice about pitfalls and lessons learned. Be part of
ateam - creating new knowledge takes a variety of perspectives.

Networks also include websites and databases such as NIH RePORTER (reporter.nih.gov)
where you can search keywords and geographic locations to find Principal Investigators
(PIs) with NIH-funded research. You should read the abstracts and see who, and what, has
been funded. You cansee Pls as potential consultants, collaborators, or competition, the
NIH mstitute that funded the PI, and the Program Officer assigned to the grant. The Pl is
likely to be a peer reviewer on your grant applications or manuscripts. The PI may be
willing to share their funded application with you, tell you about their next steps, or
confirm that you are proposing to address a gap in knowledge. Talk to a friendly and
responsive Program Officer or funding agency representative early on in the process before
you submit your application, and obtain an example of a funded application from a
colleague at your institution. If the agency is not particularly responsive, it may indicate
that your idea or elevator speech needs more polish.

Getting and giving constructive feedback should be a pleasurable life-long learning
opportunity. I learned to label my students’ manuscripts and proposal drafts with an
extension of “...Draft 1 of 10” to make it clear from the beginning that it is a work in
progress. When the document is finalized at“Draft 4 of 10” then everyone is happy and no
one is disappointed by unrealistic expectations. As you obsess about perfecting a research
proposal, keep track of issues you debated with your reviewers and use that material for the
strengths and limitations in your submitted proposal that is critiqued by external reviewers.

Finally, place your research passion within the context of a significant health issue and be
prepared to articulate that in 2-3 sentences or an “elevator speech” that captures the
attention of a busy or distracted audience. When I wanted to study sleep deprivation in the
intensive care unit someone said to me, “Kathy, no one ever died of sleep deprivation” and
I did not have that elevator speech handy. I shelved that research question until
postoperative delirum became a significant health care issue and symptoms of sleep
deprivation could be linked to symptoms of delirium. [ was a dissertation committee
member for a doctoral student (Figueroa-Ramos et al 2009) and collaborated with an
Anesthesiology researcher (Leung, et al., 2015). For me, the National Sleep Foundation,
and other professional sleep organizations have the relevant data and elevator speeches for
why it is important to study sleep. Essential resources for the significance of a health issue




also includes recommendations from Healthy People 2020 for example, or from
organizations such as NIH, the Centers for Disease Control and Prevention (CDC),
American Academy of Sleep Medicine (AASM), and World Health Organization (WHO).

Recognize that your passion can wax and wane. You may not recognize serendipity when
you experience it, but stay flexible asyou tunnel through your research trajectory. Do not
give up, but do listen and heed the advice of others who have the experience to keep you
out of harm’s way.

Be Patient - What Goes Around Comes Around

I have shared with you selected experiences from my career, sometimes finding significant
results by chance rather than by a planned study design or hard work. You can see evidence
of my success with obtaining NIH funding, and you can read publications of my research
findings. What you do not see is my persistence and being obsessive about having funding
for research staff continuity and for training students, or for getting manuscripts published
— one re-submission after another. The biggest lesson of all is getting the mentorship to
guide you in finding the right venue for the research you want to do, the right audience to
appreciate what you propose to do, the right peers to review your work, the right funding
agency, the right journal audience, and the right collaborators to complement your skills.

My research describing sleep and fatigue symptoms in healthy women at various
reproductive stages was supplemented along the way by descriptive studies with women
and men living with HIV, and with caregivers (Castro et al., 2005; Byun et al., 2016). I had
collaborated on a drug intervention study for relief of menopausal symptoms (Dorsey etal.,
2004) and a systematic review of pharmacologic interventions for restless legs syndrome
(RLS) during pregnancy (Picchietti etal., 2015). Until I was certified in Behavioral Sleep
Medicine (BSMc) in 2005, I felt unqualified to design behavioral sleep interventions but I
obsessed about testing my intervention ideas before I retired. I want to end my talk by
illustrating my persistence with women’s health researchusing a few final examples. 1
completed the descriptive study on shift work in 1992 for my RW1J postdoctoral research
but was told I could never get funding to study nurses. Fast forward 10 to 20 years, and |
was serving on panels for the American Academy of Sleep Medicine and American Nurses
Association and recommending evidence-based guidelines for shift workers and shift work
sleep disorder. I became a co-investigator on three NIH Small Business Initiative Research
(SBIR) grants when a cognitive psychologist introduced himself to me at an NIH
conference after my presentation. He invited me to collaborate on grant applications to test
behavioral sleep interventions for women. The first two successful grants involved
mtervention for nurses working night shift; the first grant for nurses over 40 years old with
the goal of improving sleep to keep them in the workforce, and the second grant for new
nurse graduates with the goal of improving sleep before beginning permanent night shift
(Lee, Gay, & Alsten, 2014). Our third successful SBIR grant application involved a
cognitive-behavioral intervention during pregnancy (Lee, Gay, & Alsten, 2016).

Conclusion

With newer technology in the form of sleep sensors, and with endless nursing strategies to
test with diverse populations who suffer with insomnia or fatigue symptoms, the potential
for researchis limitless. It was my goal today to share my passion for research with a
balanced perspective of times when I was discouraged by “ooops” or another lesson
learned. In the course of your career, you may have Opportunity,and be 0bsessive about
that next grant or manuscript, or about getting that academic promotion, but you should
always be looking for the passion and the Serendipity that moves your scholarship forward.
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INTRODUCTION

The COVID-19 pandemic has highlighted the need for a responsive and effective
public health system; strong public health leadership is an essential part of this. Public
health workforce literature points to the particular need for leaders who possess skills in
policy development, persuasive communication, systems thinking and coalition-building.!-?
In the U.S., local health department (LHD) directors are an important part of public health
leadership, responsible for setting an LHD’s vision and strategy and ensuring availability of
resources to carry out this out.3 Evidence suggests that nurses, given their education and
skills, are important for public health leadership--including collaboration and partnering, a
transformational leadership style, and broad knowledge regarding communities.*-©
Literature on hospital nurse executives describes these nurses as excellent communicators,
with an ability to hold a “total organization view”.” In addition, several studies have found
that a nurse-trained LHD director, compared to LHD directors with other backgrounds, is
associated with positive LHD performance and better disparity outcomes.5!!

Despite evidence pointing to nurse leaders as being important partners in public health,
the percent of LHD directors with nursing degrees in the U.S. has decreased 11% since
2010.3 This is amidst a larger decline in the U.S. public health nurse (PHN) workforce
overall’ Yet, due to a lack of clarity regarding the value PHNs, including PHN leaders,
bring to public health, this decline is predicted to continue.!?

The small number of studies focused on nurse LHD directors have been approached
quantitatively and lack depth in providing an understanding of how such directors approach
their work.%:10 This qualitative study aimed to address these gaps by exploring the specific
strategies used by nurse LHD directors in order to identify what nurses uniquely bring to
LHD leadership and how that might be connected to evidence regarding their apparent
influence on LHD performance.

DESIGN & METHODS

This qualitative study employs a critical thematic analysis approach in analyzing all
data.!3.14 This methodology supports analysis that explores the individual and shared
experiences of participants while being aware of external influences such as the economic,
social, and historical contexts; social and hegemonic structures; and institutional power.
Analyzing practices and strategies described by participants in this context provides insight
nto how they do their work.

Participants were recruited via snowball sampling, with contacts made either to LHD
directors known to the lead mvestigator or through connections to other practice leaders.
Inclusion criteria were as follows: (a) current position as an LHD director, (b) possession of
an active nursing license and (c) at least 3 years of experience as a director in an LHD.
Efforts were made to recruit participants from rural and urban settings across the U.S.

Semi-structured, recorded mterviews of 45-60 minutes were conducted virtually with
nurse directors between July and September 2020. Questions focused on the nurse’s
experience as an LHD director, strategies used to accomplish their work, how their nursing
education and training influenced their leadership, and challenges faced. After verbal



consent, interviews were conducted in a conversational fashion, with care taken to establish
a non-hierarchical environment, giving space for participants to focus on areas of greatest
importance to them.!> This study was considered exempt from Human Subjects review.
Using the process for critical thematic analysis, codes were generated first through
open coding, with the researcher paying close attention to repeated or recurring patterns in
the data and, second, through a closed coding process, whereby the researcher analyzed
connections between interview themes and social and political contexts, positions of power,
and hierarchical structures.!* Codes were then grouped by major themes and subthemes.!3
Multiple strategies were employed to assure rigor and reflexivity. One transcript was
coded in conjunction with a study team member to establish interrater agreement. Rigor
was also maintained via memo-writing for individual interviews and regular check-ins with
study team members. A final summary of major themes was shared with participants prior
to publication to ensure their experiences and perspectives were portrayed accurately.!5:16

RESULTS

A total of 13 LHD directors with nursing degrees were interviewed. Participants
directed agencies in rural and urban areas across the country, with experience as a director
ranging from 3-20 years.

Participants described both what strategies they employed to support LHD
performance as well as Zow they employed these. The major themes detailed below focus
on the “how” as they provide a distinct picture of the nursing approachto public health
leadership. These major themes included an other-focused lens, theoretical knowledge, the
political side of their role,and their nursing identity.

Approaching work with an other-focused lens

Participants described entering public health as a “calling” and illustrated an other-
focused lens that was grounded in empathy,inclusive,and valued integrity. Several
participants stated that as nurses, having “a different way of looking at the world” gave
them an advantage as public health directors.

Grounded in empathy. Previous direct care experience or “getting in the muck of the
daily grind” was cited as important to participants’ empathy. Such experiences helped
them understand other perspectives and be present in “intense” moments; these abilities
were essential for partnership-building and having a trusted reputation in the community.
One participant noted that this empathetic approach, figuring out “why is this person asking
this question?” is unique and “maybe not everybody approaches it that way.”

Inclusive. Participants described an ability to think and approach situations
inclusively, as leaders and in their community work. As leaders, they emphasized regularly
asking questions such as “have we included everybody?][...] left out something?” Such
questions were an important part “of setting that expectation so hopefully when I'm not in
the room somebody else is asking those same questions.” In their work with community,
their approach centered on equitable partnerships with community members, where they
had decision-making power and seats “at the table.” Several participants noted that
difficulties faced under previous leadership may have been related to predecessors’ interest
in doing what they saw as right or “popular” rather than being inclusive.

Valued integrity. Participants also operated through a core value of integrity. They
cared that the community trusted them to follow through and be accountable and that
“people know we are who we say we are” regardless of whether they always agree.
Operating with integrity was described as important in managing high stress situations and
for communicating the limits of what public health could and could not do. This included
good stewardship of resources, owning mistakes, and committing to changing systems and
structural inequities. One participant pointed to this with regard to addressing racism:



Institutions will want to stay how they are [...] and so if we re really going to address

racism, you have to be into it for the long haul and you have to understand how you re

going to show up as a leader. My nursing education particularly [ ...] shaped that.
Applying Theoretical Knowledge to their Work

Participants viewed their theoretical knowledge and background gained in their
nursing education as an asset. This was evident in how they employ the nursing process —
assessment, planning, diagnosis, and evaluation — and engage in systems thinking.

Employ the nursing process. Participants discussed using the nursing process in
their daily work--how it sets them apart from other types of leaders in their ability to
observe and understand human behavior and assess and work through complex situations.
Many described it as “ingrained” in them, since nursing school.

Use of the nursing process was particularly emphasized with respect to managing
change in the organization. Participants noted that assessing for and implementing a plan to
address concerns helps with gaining staff buy-in. The nursing process was also important in
learning and managing multiple types of programs, including those outside of typical
nursing areas of expertise. Participants also highlighted using the nursing process in work
with communities, as it facilitated going beyond surface-level questions of “what is
happening” to, “why is this happening”? As one participant noted:

You have to define assessment with a few new tools [...]. Maybe your stethoscope
doesn’twork in the community, but...maybe [...] social media is your stethoscope. What
are people talking about? [...] What is the issue? [...] How do we find and evaluate it?

Engage in systems thinking. To really succeed in their role, participants stated that
systems thinking was critical. They emphasized it as essential in balancing long-term
planning for their agency while also thinking about daily operations. Systems-thinking also
afforded them an ability to understand and facilitate collaboration at multiple levels of their
agency, while helping “build [values] into the system, ” such as trauma-informed care.

Participants credited their ability to understand systems to the settings in which they
had trained and worked as a nurse. These settings gave an opportunity to appreciate
different approaches to health--how different systems operated, their strengths and
limitations, and the value of systems change. As one participant noted:

The thing that really sort of turned me on about nursing [ ...] was the ability to [...] look

at systems and howthey impact things. [ ...] You have to do that in public health because

if youdon't, you re missing the boat.
Navigating the political side of their role

Participants were realistic about the political nature of the job and their reliance on
county government for funding. They noted that understanding and navigating this was
important to informing policy for moving the department forward and promoting health.
Participants described skills in strategic communication and collaboration and
relationship-building, plus persistence in the face of adversity and an ability to manage up.

Strategic communication. In the context of their relationships with county officials,
participants described exerting influence through strategic and persuasive communication.
They noted that their competence in this area was important for securing respect and
authority with officials, of being able to persuade them to support controversial programs
or policies, and of identifying common ground among agendas. One participant stated:

My responsibility is to make sure that the public health department [...] is moving

forward for the health and protection of the community. So I always started with where

our programs are right now, what the community [and] elected officials expect of us;

matched with what we know we need to do and if there’s a gap there [...], then it’s my

job to [...] message that so that there’s alignment.

Collaboration and relationship-building. Finding and building on places of
connection were important to relationships with county officials. Participants discussed



nurses’ ability to understand others, stating it brought “a potential source of wisdom to the
table” and was instrumental in collaborating. Participants noted that the value nurses place
in relationship-building may influence outcomes differently than what is seen in clinical
professions outside of nursing.

1 think clearly nurses by the very nature of how we have to do our work, [...]Jwe know

how we have to establish a relationship. [...] It’s not the same as other providers where

you come and go. In a lot of instances, the ability to get care happening relies on that
relationship.

Persistence in the face of adversity. Navigating the political nature of the job had its
own challenges—-acceptance of and growth from these experiences were factors in their
ability to accomplish their work. They discussed the importance of addressing these
challenges directly, such as when being insulted, and also of making the choice to move
forward without taking things personally in this role.

Several female participants, however, discussed ways they had been socialized, as
nurses and as women, to “just work harder” in the face of difficulties rather than advocate
for themselves. One participant noted that this might be a disadvantage, compared to non-
nurses or a group not socialized this way, when communicating a need for support or
funding. Others highlighted challenges associated with male-dominance in decision-
making. Still, these participants contended that such challenges offered them an
opportunity to build connection with other female or nursing leaders, which was important
to their perseverence amidst these difficulties. Participants attributed their ability to handle
difficult situations to their nursing education, training, and experiences, with one stating:

You need to have hard conversations, you need to give bad news, you have to be with

people in intense moments that are often unlike a lot of other professions. So I think

that it allows me [...] to be comfortable in a lot of uncomfortable settings. [...] That’s

a skill that needs to be developed fora leader to be effective and for a leader to have

any sort of longevity.

Managing up. Participants described their relationships with and the role of county
officials in a way that illustrated a power imbalance, using words such as “boss,” and
“oversight,” noting that county officials often control funding and thus “hold the power.”
One participant stated, “/Having] a board of commissioners who is supportive of public
health is so important. ” Participants noted the need to “manage up” due to this differential,
particularly when the official had an alternate agenda. They described balancing appeasing
various parties while also staying focused on vital work:

1t’s really important to have someone who is able to weather the storm, be strategic and

be able to move things. [...] Knowing those moments when you need to go big [...] and

when it’s best to take the more subtle approach [ ...] is critical.
Leveraging their nursing identity

Participants emphasized the advantage afforded them by being explicit about their
credentials as a nurse, noting the power it held in establishing relationships with staff,
elected officials, partners, and the larger community. One discussed leveraging her nursing
identity this way:

1 think that nurses are trustedaround the country, [ ...] everybody’s got a nurse in their family
somewhere. It builds a connection. So, I use it strategically as well as just feel that
professionally it’s important.

DISCUSSION

This study articulates a distinctive combination of leadership skills that nurse public
health directors bring to ther LHDs and to the communities they serve. Past studies have
demonstrated that the nurse public health director has a positive association with LHD
performance.®? This study adds insight into what might underlie that relationship,



illustrating what strategies nurse public health directors use and how they employ these
strategies in order to both support public health performance and community health equity.

Results presented here add to nursing and public health leadership literature in several
ways. A recent quantitative study found that nurse public health directors, as compared to
non-nurses, were more likely to have completed a community health assessment and to
engage in policy activities, corroborating the emphasis that participants placed on
assessment and the value of policy in the current study.!” Results in this qualitative study
also revealed the public health nurse leaders’ capacity to “manage up” in navigating the
political side of their role. In previous research, such a skill was noted to be essential for
public health leaders in effectively accomplishing their work due to various power
structures present in most organizations.'® Finally, participants’ abilities to see the big
picture while understanding its effects ata minute level, as well as their nuanced
understanding and application of the nursing process, demonstrates significant strengths
nurses bring to leadership. Such themes have been discussed in relation to hospital nursing
executives but have not previously been highlighted with respect to public health nurse
leaders.19-20

Through acknowledging the hierarchical structures within which nurse public health
directors work and succeed, this study represented a unique opportunity to elicit shared
experiences, while using critical methodologies that interrogate power.!* This perspective
is often missing in nursing leadership studies, resulting in an incomplete understanding of
their experience.?! Experts have further asserted that while nurses are increasingly
represented in leadership overall, many systems still fail to treat them as equal partners in
decision-making processes.?? While noting difficulties they faced as nurses; participants in
this study demonstrated an ability to effectively work among sociopolitical structures to
engage in policy development at many levels. Such perspectives provide insight into how
nurse public health directors lead and offer a model for other areas of nursing leadership.

Public health organizations, including health departments, must engage in effective
approaches to address inequities. Evidence presented here suggests that nurse public health
directors — through their inclusive approach, way of partnering with the community,
systems thinking, and political acumen - possess attributes stressed by health equity
researchers as essential in health equity work.!-2:22 As such, nurses may provide a type of
leadership critical to advancing equity in population health.

Limitations

Strategies were undertaken to mitigate this study’s limitations. First, all interviews
were conducted using an interview guide to ensure all participants received the same
information. Second, investigators acknowledged their own assumptions and potential to
influence analysis, reducing the possibility of bias in the result. Finally, credibility was
sought through interrater agreement as well as participant member-checking. Nonetheless,
a potential for bias exists due to limited sample size, lack of diversity, and data collection
taking place during the COVID-19 pandemic, a non-typical period for these nurse leaders.

CONCLUSION

This study provides insight into the practice of the nurse public health director and
highlights their strengths as leaders. This brings deeper clarity to the relationship between
the nursing leader’s practice, LHD performance and a healthy population. Such evidence
can be used to inform policy and practice with respect to effectively employing nurse
leaders in carrying out significant public health work, both locally and globally.!

I This study was supported by funding fromthe Robert W ood Johnson Foundation Future of Nursing Scholars
Program, ID#: 566403
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AN INNOVATIVE PLANNING APPROACH TO DEVELOPING A NOVEL NP
RESIDENCY PROGRAM

Overview: An Innovative Planning Approach to Developing a Novel
NP Residency Program

Deb Bakerjian, PhD, APRN, FAAN, FAANP, FGSA, Betty Irene Moore School of Nursing
at UC Davis, Sacramento, CA,; Jennifer Jean Edwards, MS, RN, CHSE, Betty Irene Moore
School of Nursing at UC Davis, Sacramento, CA; Ana Marin Cachu, MPH, Betty Irene
Moore School of Nursing at UC Davis, Sacramento, CA, Laura L. Van Auker, DNP,
APRN, FNP-BC, MSN, SN-C, Betty Irene Moore School of Nursing, University of
California, Davis, Meadow Vista, CA

Purposes/Aims: The Advanced NP-PRACTICE (Primary care Residency in Addiction, Chronic
care, Telehealth, Improvement science, Collaboration and Equity) NP residency program purpose i
to equip newly graduated primary care NPs with the ability to provide excellent primary care
services to patients in under-resourced areas through a comprehensive clinical residency program
that expands new graduate NP clinical knowledge and skills. Graduates of this 12-month residency
will enter the workforce with a strong interest in caring for the underserved along with improved
competence and confidence in their primary care knowledge and skills. These NPs will also
strengthen skills in some specialty areas including wound care, addiction and pain management,
telehealth, and chronic disease management.

Rationale/Background: The UC Davis service area spans 65,000- square-miles and includes 33
mostly rural and medically underserved counties with 6.1 million ethnically, culturally, and
linguistically diverse residents. There is a significant shortage of primary care providers in these
counties and few specialty resources reinforcing the need for competent and confident primary care
providers with advanced skills and knowledge. A 2019 Report of the California Future Health
Workforce Commission concluded, “California’s health system is facing a crisis, with rising costs
and millions of Californians struggling to access the care they need”. This residency seeks to
address some of these workforce challenges.

Methods and Approach: Planning for this project involved working with several community and
academic partners. We formed 4 workgroups that focused on admissions, education delivery
methods, curriculum, and clinical rotations along with an Advisory Board that provided oversight.
We partnered with 6 Federally Qualified Health Centers (FQHCs) in surrounding counties to
participate in each of the workgroups along with SON and SOM faculty and grants staff. The
workgroups met monthly for the first year of planning and the first 6 months of year two and then
me quarterly with the focus on building the program in year 1 and then monitoring the
implementation in year 2. Each workgroup had a specific charge that came from the Project
Director, but then set specific goals, established a timeline, and reported progress to the Advisory
Council, who often provided feedback or made recommendations for change. In year 2 as the
program was implemented, the workgroups were focused more on quality improvement to enhance
the program.

Assessment of Findings/Outcomes Achieved: At the end of the planning year, the project had
agreed upon residency goals, a complete and prioritized curriculum, integrated educational delivery
methods and faculty to teach the sessions, standards for the clinical rotations, and an evaluation
process. Advanced NP PRACTICE was implemented on time, with 10 qualified NP Residents who
had assigned clinical sites, and a completed education curriculum.

Conclusions: Partnering with the FQHCs in an Advisory Group/workgroup structure was effective
in designing and implementing a new NP residency program. This symposium will describe the
Advisory Council and the work groups in more detail.

Funding: Funded by Health Resources and Services Administration, grant # T14HP33203



AN INNOVATIVE PLANNING APPROACH TO DEVELOPING A NOVEL NP
RESIDENCY PROGRAM

Oversight and Quality Improvement in an NP Residency Program Partnership

Deb Bakerjian, PhD, APRN, FAAN, FAANP, FGSA, Betty Irene Moore School of Nursing
at UC Davis, Sacramento, CA; Ana Marin Cachu, MPH, Betty Irene Moore School of
Nursing at UC Davis, Sacramento, CA; Jennifer Jean Edwards, MS, RN, CHSE, Betty
Irene Moore School of Nursing at UC Davis, Sacramento, CA, Laura L. Van Auker, DNP,
APRN, FNP-BC, MSN, SN-C, Betty Irene Moore School of Nursing, University of
California, Davis, Meadow Vista, CA

Purposes/Aims: The purpose of this presentation is to describe how an advisory council
(AC) work group was used in the planning and pilot year of starting a HRSA funded,
primary care focused nurse practitioner (NP) residency program.

Rationale/Background: The first formal primary care NP residency program was created
in 2007 to address the challenges that novice NPs experience when entering the workforce
as primary care providers. Research has shown that novice NPs can take up to a year to feel
confident in managing their patient panel NP residency programs are usually one year long
and provide additional support including guidance, an incremental patient panel, and
educational opportunities. Designing a new primary care NP residency program that is
based ata SON but whose NP residents practice at academic center clinics as well as
FQHC:s not affiliated with the SON requires having a strong infrastructure built with
leadership support from all partners in the organizations in the form of anadvisory council
work group.

Methods and Approach: The SON had one year to plan the launch of the NP residency
and recruit an advisory council. Given that the NP residency is only partly funded by a
federal grant, clinical sites must pay at least half of the NP salary for the 12-month
residency. This financial commitment translated into having a very strategic approach for
the Advisory Council (AC) work group membership. Senior leaders with decision making
power representing the SON, academic center clinics, and FQHCs were invited to join. The
AC met monthly during the planning year and represented all the organizations, which
allowed the SON to better understand concerns and challenges. The advisory council also
evaluated schedule models and their impact on provider productivity as well as the clinic’s
resources. Once the NP residency launched, the Advisory Council continued to meet
quarterly to share best practices and address challenges.

Assessment of Findings/Outcomes Achieved: At the residency launch, all the clinical
sites were ready to welcome NP residents. The AC became a functional working group
with an environment conducive to productive communication and decision-making and had
multiple accomplishments. They decided on a schedule, identified a preceptor at their clinic
site, and created EHR templates to match the demands and expectations of the NP
residents. Productivity reports after the first year of the NP residency demonstrated that the
clinics recovered their investment even with the NP residents having educational
commitments. Most clinical sites were highly satisfied with the program and decided to
continue as partners in the NP residency. The NP residency also served as a recruitment
tool as some NP residents were hired at their clinical site.

Conclusions: Having an advisory council work group to help design an NP residency
program can be very useful particularly if several organizations are involved. An advisory
council canbe the forum to resolve common challenges and find solutions to unique issues.
It also could help build buy-in from the different partner organizations and improve their
readiness when the program is launched.



AN INNOVATIVE PLANNING APPROACH TO DEVELOPING A NOVEL NP
RESIDENCY PROGRAM

An Equitable Admission Process Results in Diverse NP Residents

Ana Marin Cachu, MPH, Betty Irene Moore School of Nursing at UC Davis, Sacramento,
CA; Deb Bakerjian, PhD, APRN, FAAN, FAANP, FGSA, Betty Irene Moore School of
Nursing at UC Davis, Sacramento, CA

Purposes/Aims: The purpose of this presentation is to describe how an admissions work
group was used in the planning and pilot year of designing and launching a HRSA funded,
primary care focused nurse practitioner (NP) residency program.

Rationale/Background: Research has shown that novice NPs can take up to a year to feel
confident in managing their patient panel. NP residency programs are usually one year long
and provide additional support including guidance, an incremental patient panel, and
educational opportunities. Recruiting NP residents for a NP residency program can be
challenging, particularly when based ata SON but whose NP residents’ practice at
academic center clinics and FQHCs that are not affiliated to the SON. Partner organizations
can benefit from participating in an NP residency program as was found in a survey of
postgraduate NP residency programs in the United States. This study showed that 90% of
program directors indicated that NP recruitment and retention were benefits to
organizations implementing NP residency programs. All partners need to understand the
recruitment and selection process for the NP residents and feel confident that it will result
in the hiring of the best qualified candidates.

Methods/Approach: Atthe beginning of the planning year, the NP residency program
worked with its advisory council to recruit representatives from each of the organizations
to be part of the admissions committee work group. Having all partners involved in
designing the admissions process was paramount since the NP residency program decides
where each NP resident is placed, not the clinical site. The admissions committee designed
a multi-level process to select 10 NPs for the primary care residency. The process consisted
of a comprehensive review that included different aspects of the application, candidate
background, academic and personal accomplishments, and demonstrated interest in
primary care of the underserved. In addition, candidates participated in multiple mini-
interviews with 7 stations evaluating compassion, ethics, communication, clinical
Jjudgement, leadership, patient-centered care, and teamwork. Candidates also completed a
computer-based branching scenario and a group activity. Twenty reviewers and
interviewers participated in an orientation and received implicit bias training prior to the
interview and review processes.

Findings/Outcomes: The application review, interviews, and selection process were
completed six months before the start of the NP residency program. There were 64
applicants that met minimum requirements, 26 were interviewed, 8 FNPs and 2 AGNPS
were accepted, and 5 were placed in a watitlist. The selected candidates were diverse in
demographics, experiences, and background. All partners were pleased with the selection
process.

Conclusions: Having an admissions committee workgroup design a process that has nput
from all partners canresult in the selection of a diverse group of NP residents. Partnering in
the design of the admissions process can help solidify the partnership, investment, and
commitment of all partnering organizations.

Funding: Health Resources and Services Administration, grant # T14HP33203



AN INNOVATIVE PLANNING APPROACH TO DEVELOPING A NOVEL NP
RESIDENCY PROGRAM

Integrating Community Partners to Create Curricula in an NP Residency Program

Jennifer Jean Edwards, MS, RN, CHSE, Betty Irene Moore School of Nursing at UC
Davis, Sacramento, CA; Deb Bakerjian, PhD, APRN, FAAN, FAANP, FGSA, Betty Irene
Moore School of Nursing at UC Davis, Sacramento, CA

Purposes/Aims: The purpose of this presentation is to describe how an education and
curriculum work group contributed to developing a new HRSA grant-funded, primary care
nurse practitioner (NP) residency program that engaged interprofessional partnerships
between community clinics, academic clinics, and a School of Nursing (SON).
Rationale/Background: While residency programs for medical doctors began in the late
1800’s, residency programs for other professions are fairly new. Starting a new residency
program requires building a robust infrastructure including the development of a didactic
and experiential curriculum that enhances the residents existing knowledge and skills. This
includes the incorporation of clinical simulation training, which has been shown to improve
communication and skill acquisition.

Description ofthe Undertaking: The SON based NP residency program developed an
organizational structure, consisting of four workgroups and an advisory council, to help
develop and implement the new program. Three of these groups were focused on
curriculum development. The curriculum workgroup was focused on the overarching
didactic curriculum while the simulation workgroup focused specifically on developing
clinical simulations on topics identified by the curriculum workgroup. The clinical
rotations workgroup identified education priorities for the resident’s clinical experience.
Workgroup members were interprofessional and included community clinicians and
academic faculty educators from nursing, medicine and pharmacy who brought their
unique expertise to the group. To bring together the diverse perspectives of the group, an
iterative process was undertaken. Over the course of 10-months, workgroup members
brainstormed educational topics relevant to newly graduated NP’s and then participated in
a series of in-person meetings with members of all three workgroups. During these
meetings, topics were refined, prioritized and educational modalities were identified for
each. These were used to create the final educational curriculum.

Assessment of Findings/Outcomes Achieved: The NP residency welcomed 10 NP
residents from across the country and launched on July 15t, 2020. The curriculum designed
by the simulation and curriculum workgroup was implemented and included monthly
didactic and hands-on training. To evaluate the effectiveness of the education, evaluations
were completed by the residents after each education session. A quarterly self-assessment
was completed to gauge comfort with clinical topics. While it is difficult to tease out the
impact of didactic sessions from clinical experiences, there was a statistically significant
increase in self-reported competency over the course of the year on topics including
treating substance use disorder, ordering and interpreting radiological tests, accessing
community resources and utilization management; all topics in which the residents
received didactic learning.

Conclusions: The model of crowdsourcing education topics from a large, interprofessional
group allowed for a broad range of perspectives and a robust curriculum and is replicable.

Further research could be done to evaluate the impact of the education curriculum on
clinical skills learning.

Funding: Health Resources and Services Administration, grant # T14HP33203



AN INNOVATIVE PLANNING APPROACH TO DEVELOPING A NOVEL NP
RESIDENCY PROGRAM

Creating NP Residency Primary Care Clinical Rotations in FQHCs
Laura L. Van Auker, DNP, APRN, FNP-BC, MSN, SN-C, Betty Irene Moore School of
Nursing, University of California, Davis, Meadow Vista, CA,; Deb Bakerjian, PhD, APRN,
FAAN, FAANP, FGSA, Betty Irene Moore School of Nursing at UC Davis, Sacramento, CA

Purposes/Aims: The purpose of this presentation is to describe the utilization of a clinical rotations
work group in starting a new HRSA grant-funded, primary care nurse practitioner (NP) residency
program that engaged interprofessional partnerships between community clinics, academic clinics,
and a School of Nursing (SON).

Rationale/Background: Over the last twenty years, the value of residency programs beyond
medical programs has been recognized in many health professions including pharmacy, nursing
and, more recently, nurse practitioners. An essential part of developing a primary care NP residency
program is to ensure that the NPs have a primary care practice site that can provide the necessary
mentorship. For this HRSA funded program, the goal was for the NP Residents to work in
underserved and/or rural environments, which meant the SON needed to partner with rural and
underserved sites. Anticipating the challenge of coordinating similar experiences across multiple
sites was the impetus for initiating the clinical rotation workgroup, where ALL sites could
collaborate to design yearlong rotation schedules and practice templates that all sites could follow.
Description, Methods, Approach: The SON Grant Management staff worked with the leadership
of interested clinics to identify at least one clinical preceptor to participate in the Clinical Rotation
workgroup. The workgroup met monthly for 90 minutes throughout year 1 and the first 6 months of
year 2. The workgroup placed a strong focus upon accelerating broad skill development, clinical
proficiency, resident confidence and competence, and practice management skills within a rural
and/or diverse medically underserved clinical population.

Outcomes: A 15-member Clinical Rotations workgroup was formed with clinical preceptors and
interprofessional healthcare stakeholders. Criteria for site eligibility, including preceptor interest,
facility capacity for resident support, clinic location and population served were developed as well
as desirable specialty rotations such a dermatology, women’s health, wound care, and pain
management that could be integrated throughout the residency. A template for clinical hours was
developed to standardize resident schedules across clinics. Clear expectations for resident panel
development, implementation of a step-up plan for patient visit time and numbers and expected
level of supervision were developed into a resident onboarding template and provided to preceptors
during preceptor training. Adoption of an NP residency online platform facilitated scheduling,
recording of duty hours, patient visit types and educational and clinical resources.

Quarterly resident self-assessments facilitated preceptor’s ability to guide clinical
experiences. Initial weekly resident assignments review ed by the residency program director
included written reflections of their clinical experiences, which were generally very positive. End
of program evaluations by residents and preceptors provided specific program feedback and
recommendations. Although trajectories were somewhat different, NP residents completed the
residency and had significant growth in confidence and competence.

Conclusions: Use of an interprofessional Clinical Rotations workgroup successfully recommended
primary and specialty practice rotation schedules, a step-up visit time schedule for residents, and
templates for preceptor and clinic requirements. The group provided interval responses to identified
barriers. Evaluations by both Residents and preceptors indicate a positive outcome with Residents
indicating increased skills, confidence, and efficiency in their clinical practice.

Funding: Funded by Health Resources and Services Administration, grant # T14HP33203



BUILDING PRIMARY CARE NURSING CAPACITY: THE NURSE, EDUCATION,
PRACTICE, QUALITY AND RETENTION PROGRAM

Building Primary Care Nursing Capacity through Education

Linda S. Edelman, PhD, RN, FGSA, FAAN, College of Nursing, University of Utah, Salt
Lake City, UT; Susan Moyer, RN, MS, CNSPH, Colorado Center for Nursing Excellence,
Denver, CO; Mayumi Willgerodt, PAD, MPH, RN, FAAN, FNASN, Child, Family, and
Population Health Nursing, University of Washington, Seattle, WA; Laura S. Larsson,
PhD, MPH, RN, FAAN, Nursing, Montana State University, Bozeman, MT; Patricia Ann
Barfield, PhD, PMHNP-BC, School of Nursing, Oregon Health & Science University, La
Grande, OR

Purpose: Well-trained primary and ambulatory care nurses (PC-RN) are essential for team-based
primary care that improves health outcomes and patient satisfaction while reducing costs and
alleviating provider burnout. Expanding PC-RN capacity and competencies are called for in the
“Future of Nursing 2020-2030” and AACN “The Essentials” reports. In this symposium we discuss
how our nursing programs prepared nursing students and working PC-RNs to address nursing
transformation and meet the needs of the populations we serve.

Background: The Health Resources and Services Agency announced funding for the Nurse
Education, Practice, Quality and Retention Primary Care (NEPQR-PC) Program in 2018 to support
training primary and ambulatory care nurses (PC-RN) to work at the full scope of their license. The
four Western States NEPQR-PC programs participating in this symposium partnered with clinical
organizations to provide training and education for nursing students and PC RNs that emphasized
the unique health care needs of rural and underserved communities.

Undertaking: Our NEPQR-PC programs have shared goals to integrate primary care content into
the curriculum, identify and prepare PC-RN preceptors, and provide students with longitudinal
primary and ambulatory care clinical placements. Each of us have tailored our programs to build
upon our individual strengths and to address the unique needs of the primary care clinics in our
geographical areas. We have evaluated the success of our programs through shared national
measures of student, preceptor and patient satisfaction, as well as individual success measures. In
this symposium each program describes the programs developed, program outcomes, and
challenges faced and addressed.

Outcomes Achieved: Each of our NEPQR programs have been successful in integrating
primary/ambulatory care into our programs in different ways. Curricular enhancements include
digital badges incorporated into courses, supplemental concept-based learning, simulation
experiences and mentoring support for Native American students. Primary care preceptor training
included workshops and regularly scheduled webinars. Each program has developed webinars,
online training modules or workshops to provide primary and ambulatory care nurses with
education. Barriers to primary care transformation, such as lack of faculty and clinic RNs to model
primary care transformation, have been greatly reduced and each program reports growing interest
in both curricular and continuing education programs.

Conclusions: In the past three years, our NEPQR programs have elevated the role of primary and
ambulatory care nursing within undergraduate nursing programs and clinical practice. The nursing
content developed serve as exemplars of curriculum needed to meet the new Baccalaureate
essentials. Preceptor training materials are preparing primary care nurses to meet the increased
demand for primary and ambulatory care clinical experiences for students. Our programs have
increased commitment from faculty, students, and primary care clinics to focus on educating the
next generation of nursing professionals about the essential role of primary and ambulatory care in
healthcare transformation.

Funding: HRSA Nurse Education, Practice, Quality and Retention Program



BUILDING PRIMARY CARE NURSING CAPACITY: THE NURSE, EDUCATION,
PRACTICE, QUALITY AND RETENTION PROGRAM

Enhancing Primary Care Nursing in Rural and Underserved Areas of Utah
Linda S. Edelman, PhD, RN, FGSA, FAAN, College of Nursing, University of Utah, Salt
Lake City, UT; Brenda Luther, PhD, RN, College of Nursing, University of Utah, Salt
Lake City, UT; Larry Garrett, PhD, MPH, RN, College of Nursing, University of Utah, Salt
Lake City, UT; Harper Vander Hoek, MPH, University of Utah College of Nursing, Salt
Lake City, Kirstie Savage, MS, University of Utah College of Nursing, Salt Lake City,
Jorie Butler, PhD, University of Utah School of Medicine, Salt Lake City, UT

Purpose: The purpose of the University of Utah Nurse Education, Practice, Quality and Retention
(NEPQR) Program is to: 1) Prepare baccalaureate nursing students to work in primary care through
curricular enhancements and longitudinal clinical placements; and 2) Enhance working primary
care registered nurse (RN) competencies in precepting students and leading interprofessional clinic
teams.

Background: Utah has vast geographic areas designated as primary care health professional
shortage areas, especially in urban underserved and sparsely populated rural areas. RNs can expand
primary care capacity; however, baccalaureate nursing programs traditionally have not prepared
students for enhanced roles in primary care. The NEPQR Program was developed to address this
need.

Undertaking: We developed 13 online modules that introduce baccalaureate students to the
primary care nursing role. A NEPQR Scholar program was developed to provide scholarships,
mentoring and longitudinal clinical placements for students interested in primary care.
Primary/ambulatory clinics with RNs working at the full scope of their license were identified as
clinical partners and provided preceptor training and resources to further develop the nurse role.
Program evaluation included faculty, student, and preceptor satisfaction.

Outcomes Achieved: The 13 online modules were fully integrated into the baccalaureate programs
and 3305 modules have been completed by students. Satisfaction survey results indicate the
modules meet student education needs and are somew hat to not too difficult. Identifying clinics in
rural and underserved communities with RNs prepared and willing to precept students was an initial
challenge. RN preceptors from over 15 clinics have been trained through online programs, webinars
and ongoing mentoring by faculty. To date, 16 RNs have precepted 22 NEPQR Scholars. Ona 1-7
scale, preceptors strongly agree to agree that the precepting increases their own knowledge base
(1.67 £ 1.15) and organizational skills (1.83 £ 1.27). All 22 students have completed 150-hour
longitudinal clinical placements in clinics serving the medically underserved; 10 (45%) in rural
communities. Preceptors have rated students as satisfactory in outcomes and professional abilities.
Students agree that there was meaningful learning and that the clinics were good learning
environments; the majority state they want to work in primary care (79%) and in rural or medically
underserved communities (86%).

We faced several challenges to building primary care nursing capacity in our state. Initially, we
struggled to recruit NEPQR Scholars because of lack of awareness about primary care nursing.
Although the number of students joining the NEPQR Scholars program has increased, many are not
able to travel to a rural community for their longitudinal clinical placement. We continue to build
our primary care clinic partnerships through netw orking and continuing education to ensure that
there are trained preceptors for the increased student interest in primary care.

Conclusions: We have successfully developed curricular content that introduces students to
primary care nursing roles and trained primary care RNs to precept students. Our program aligns
with the domains for nursing outlined in the A4 CN Core Competences for Professional Nursing
Education and prepares students and primary care nurses to provide complex, person-centered
quality care across the lifespan and outside hospitals.

Funding: This programis supported by the Health Resources and Services Administration (HRSA) ofthe
U.S. Department of Health and Human Services (HHS) under grant number UK1HP31735 as part ofan
award totaling 2.8 million dollars with 0% financed with non-governmental sources. The content ofthis

programdo not necessarily represent the official views of, noran endorsement, by HRSA, HHS, orthe U.S.
Government.
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PRACTICE, QUALITY AND RETENTION PROGRAM

Oregon NEPQR: The Oregon Primary Care Transformation (OPACT) Program
Patricia Ann Barfield, PhD, PMHNP-BC, School of Nursing, Oregon Health & Science
University, La Grande, OR; Ann Nielsen, PhD, RN, School of Nursing, Oregon Health
Sciences University, Portland; Robin Claudson, BS, RN, School of Nursing, Oregon
Health & Science University, La Grande; Ginger Payne Keller, PhD, RN, School of
Nursing, Oregon Health Sciences University, Portland; Cynthia Taylor, PhD, Department
of Family Medicine, Oregon Health Sciences University, Portland, OR

Purpose: The purpose of the Oregon Primary Care Transformation (OPACT) program is to expand
the registered nurse (RN) workforce in rural and underserved areas by educating nursing students
and nurses about the role of RNs as essential primary care team members.

Background: High quality primary care is the bedrock of equitable healthcare service delivery.
RN practicing at the top of their license are well-situated to lead team-based, health promotion,
disease prevention, and care coordination efforts. Yet, most pre-licensure nursing students are
rarely exposed to the focused knowledge and skills required in primary care settings and nurses
working in primary care settings receive limited primary care nursing education (Shaffer et al.,
2018; Wojnar & Whelan, 2017). The OPACT program is designed to address the primary care
nursing knowledge/practice gap and to help expand the primary care workforce in Oregon.
Undertaking: OPACT has 4 strategic objectives, to: 1) support undergraduate primary care nursing
education through curriculum modification, 2) develop primary care practice partnerships in rural
and underserved communities, 3) recruit undergraduate nursing students for primary care clinical
placements, and 4) collaborate with practice partners to support primary care education for
practicing RNs. Pre-licensure nursing students enrolled in identified courses (Population Health,
Nursing Leadership, and Integrated Practicum) are recruited, interviewed, and selected for OPACT
participation. OPACT students complete 12-16 hours of supplemental concept based learning
activities (CBLAs) and 150 hours of primary care clinical learning each term. RN preceptors,
selected on the basis of interest and availability, provide OPACT students with a situated learning
experience. Preceptors are eligible to participate in monthly virtual events focused on best practices
in primary care. Evaluation of outcomes includes quantitative and qualitative assessment.
Outcomes: Twelve primary care focused CBLA modules reflecting professional (AAACN)
practice standards and curriculum competencies were developed. To date, 75 pre-licensure nursing
students have participated in OPACT with 26 students completing longitudinal (=2 terms)
placements. Collectively, OPACT students have completed 1,625 hours of primary care education
(CBLAs) and 16,500 clinical hours in primary care. Pooled survey data is statistically significant
(p<.001) for self-reported increased student knowledge, skill, ability to actualize content, and
manage patients in the primary care setting. Overall students rate their OPACT experience highly
and report an increased interest in primary care nursing. Six OPACT students have entered primary
care practice after graduation. New practice partnerships include 27 primary care clinics and 37 RN
preceptors. Most (90%) preceptors rate their satisfaction with OPACT highly. Pre/posttest survey
data from the monthly virtual “Bright Spots” events suggest preceptors find the events beneficial.
Challenges faced include developing and deploying a program simultaneously, variations in
practice partner models of care, and the availability of RN preceptors. The COVID-19 pandemic
has reduced access to practice sites and preceptors, disrupted planned events, and thrust change at
every level of learning.

Conclusions: The transformation of nursing practice to support RNs as valued primary care team
members and leaders requires the redesign of undergraduate nursing education, readiness of clinical
practice partners, and co-creation of learning centered on best practices.

Funding: Health Resources and Services Administration (HRSA) ofthe U.S. Department of Health and
Human Services (HHS) under IUK1HP31728-01-00, Nursing Education, Practice, Quality, and Retention
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Strengthening the Ambulatory Care Nursing Workforce Along the Educational Continuum
Mayumi Willgerodt, PhD, MPH, RN, FAAN, FNASN, Child, Family, and Population
Health Nursing, University of Washington, Seattle, WA; Nicole Summerside, MHA,
Biobehavioral Nursing and Heath Informatics, University of Washington, Seattle, WA;
Jennie Huang, BS, Biobehavioral Nursing and Heath Informatics, University of
Washington, Seattle, WA,; Brenda Zierler, PhD, RN, FAAN, Biobehavioral Nursing and
Heath Informatics, University of Washington, Seattle, WA, Diana Taibi Buchanan, PhD,
RN, Biobehavioral Nursing and Health Informatics, School of Nursing, University of
Washington, University of Washington, Seattle, WA; Tamara Cunitz, MN, Child, Family,
and Population Health Nursing, University of Washington, Seattle,; Carly Birkey, MPH,
RN, Kaiser Permanente of Washington, Renton, WA

Purpose: To create and leverage innovative academic-practice partnerships with two community
organizations to recruit and train nursing students and practicing registered nurses to practiceat the fullscope
of their license in community-based ambulatory care teams within rural and medically underserved areas
(R'MU).

Background: The Future of Nursing 2020-2030 has highlighted the criticalrole of nursing in eliminating
disparities and promoting health equity. Further, as care is increasingly delivered in outpatient settings, there
is a vast need to ensure that nurses haveadequate training to deliver high-quality, safe, and team-based care
in RY/MU ambulatory settings. However, research has demonstrated thatnurses are often unprepared for
ambulatory care nursing, particularly the delivery ofteam-based carein those settings.

Undertaking: The University of Washington (UW), Kaiser-Permanente W ashington (KP-W A), and W estern
Washington Area Health Education Center (W W-AHEC) partneredto: 1) educateand train prelicensure
nursing students in ambulatory care; 2) strengthen preceptor training through integration of learning
pedagogy and principles ofteam-based care; and, 3) enhance continuing education (CE) programs for
ambulatory care nurses to practice at full-scope. To accomplish this, our teamcreated bothrequired and
elective didactic and clinical training opportunities including, transportable content modules, simulations, and
monthly standardized CE webinars forambulatory nurses in the Puget Sound. A ctivities were intentionally
created with long-termsustainability as a major goal. Evaluation included both pre-and post-experience
quantitative measures, qualitative feedback fromlearners, and surveys of preceptors and practicing nurses.
Outcomes Achieved: Due to COVID-19, evaluation responses varied across academic quarters. Self-report
data fromthe Self-Efficacy and Performance in Self-Management Support (SEPSS) toolindicate statistically
significant improvement in learner self-efficacy, pre-and post-didactic experiences for4 cohorts oflearners
(N=64, 63, 15, & 61, respectively). Data also indicate thatnursing skills related to patient education,
communication, COVID-19 management, and resource referrals were frequently performed, increasing
independence over time. Similarly, knowledge aboutteam-based care, patient education, and advocacy
increased over time. While not significant, mean scores of perceived ability to manage and teach students in
ambulatory care nursing among preceptors (N=40) increased. Nurseparticipation in monthly CEsessions was
consistently high, suggesting that the sessions were perceived as relevantand meaningful.

Our programhas provided importantlessons learned for future efforts. Up-front time to build trust and
nurture the academic-practice partnership is critical forauthentic development of future ambulatory nurses,
and identification of meaningful outcomes. Moreover, a clearunderstanding ofroles and responsibilities is
necessary for sustainability. Last, the desire for evaluationdatamust be weighed against survey burden,
particularly in climates like COVID-19, where learners and nurses may be overwhelmed.

Conclusions: Academic-practice partnerships are critical to supportthe educationand training ofambulatory
care nurses in R‘MU areas. Collaborating onthe developmentand implementation of content and training
opportunities allowed forrelevant experiences that increased knowledge and skills in ambulatory care
competencies amongboth prelicensure and practicing nurses. Future work will identify best practices for
curricular changes specific to ambulatory care, meaningful evaluation approaches, and sustaining academic-
practice partnerships.

Funding: This presentationis supported by the Health Resources and Services Administration (HRSA) ofthe
U.S. Department of Health and Human Services (HHS) as part of an award totaling $2,798,890 with 0
percentage financed with non-governmental sources. The contents are those ofthe author(s) and donot
necessarily represent the official views of, noran endorsement, by HRSA, HSS orthe U.S. Government
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Elevating Primary Care in Colorado through Collaborative Partnerships
Susan K. Moyer, RN, MS, CNSPH, Colorado Center for Nursing Excellence, Denver, CO;
Abby Laib, MS, Laib Consulting and Evaluation, Denver, CO

Purpose: The project purpose is to change the prevailing system of healthcare delivery by
increasing the number and scope of RN’s working in primary care, with a focus on underserved
communities in both rural and urban areas of Colorado.
Background: Valley Wide Family Health and five partner organizations were awarded a HRSA
Nursing Education, Practice, Quality and Retention (NEPQR) grant. The collaborative is composed
of three schools of nursing, two Federally Qualified Health Centers (FQHC’s) and the state nursing
workforce center, Colorado Center for Nursing Excellence. The program’s multi-part design was
developed in concert by the Collaborative members.
Goals include:
1. Provide a structured system of academic, c oaching, and financial support for 60 nursing
students interested in primary care.
2. Develop and support primary care clinical placements for students.
3. Develop and provide continuing education for at least 60 employed RNs and 20 preceptors.
4. Enhance didactic curricula in three schools of nursing to integrate primary care, population
health, and interprofessional education.
5. Provide an annual “Systems Change Summit” for FQHC’s to provide leadership, policies,
and practices necessary to implement and support expanded RN roles.
Undertaking: The academic partners reviewed the current curriculum and identified areas in each
nursing course where AAACN primary care concepts and competencies could be added to existing
classes and then enhanced their respective curriculum.
Three unique Professional Development courses were created to educate nurses in primary care on
precepting skills, leadership development and nurse led team-based care. Affiliation agreements
were established between colleges of nursing and primary care clinical sites.
Outcomes Achieved: Sixty-one students completed 150 hours of clinical experiences in a primary
care setting. To date 100% of students have passed NCLEX, two are working in primary care and
44% of students reported they have intentions of working in primary care in the future. Three
unique professional development workshops were created. A 5-hour preceptor training was offered
twice for a total of 35 participants. A four-day leadership development course for nurses in primary
care was offered four times with 102 participants and a “Systems Change” two-day workshop was
offered twice for 77 participants. Overall, the nursing schools showed a 14% increase in hours of
primary care content between baseline and year two and an 8% increase between year two and year
three.
Challenges Faced
The COVID-19 pandemic created challenges for students to complete primary care placements and
in-person professional development workshops were converted to virtual formats. Aggregating
curriculum enhancements proved challenging as each of the nursing schools is accredited by
different entities and has different clock and credit hour definitions and program outlines.
Conclusions: The curriculum enhancements will continue after the grant has ended and impacts all
nursing students in the three partner schools. System changes in partner clinics and clinics that sent
nurses for professional development will continue to provide environments for nurses to work at the
top of their scope long after the grant has ended. The clinic/academic partnerships created are
sustainable, allowing future students to have primary care clinical experiences.

Funding: HRSA NEPQR Uk1HP31720
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The Montana Nurse, Education, Practice, Quality and Retention Program

Laura S. Larsson, PhD, MPH, RN, FAAN, Nursing, Montana State University, Bozeman,
MT; Catherine Johnson, PhD, College of Nursing, Montana State University, Bozeman,
MT

Purpose: Process evaluation of the MT NEPQR Partnership provides unique insights into
the kinds of supplemental program processes that transform students to better meet the full
scope of their license in community-based primary care settings and that will eventually
increase access to high-performance primary care for American Indian (Al), rural, and
other underserved communities. The purpose of the Montana NEPQR Partnership is to
design a system to recruit and educate nursing students who will have the experience of
terprofessional clinical practice.

Background: More than 75% of the population in Montana live in areas classified as rural
or frontier. Al are the largest minority population in Montana. The most recent estimates
indicate that there are approximately 66,000 Al living in the state; representing 6.6% of the
total population. The people of Montana experience high rates of chronic medical
conditions and behavioral health issues in an environment with limited health care access,
vast distances, and provider shortages. Less than 15% of registered nurses work in
ambulatory care and only 3% of Montana nurses are American Indian; a persistent problem
for providing culturally competent care and meeting the health care needs in the state. To
provide integrated, holistic and convenient care in the rural, ambulatory care setting,
nursing students, their faculty and preceptors need to deliver nursing education in the same
manner. Expanding undergraduate clinical education more fully into rural primary care
settings provides students with the connections and experiences they need to transition into
providing care in these communities after graduation.

Undertaking: The Montana State University College of Nursing partnered with the
Montana Area Health Education Center (AHEC), the Caring for Our Own Program (CO-
OP) and tribal and statewide partners to: 1) recruit primary care-oriented undergraduate
nursing students into the rural, primary care track (RPCT), 2) provide RPCT students with
clinical education in community-based primary care settings and interprofessional teams,
3) deliver continuing professional development to preceptors, mentors and nursing faculty,
and 4) enhance didactic and clinical training curricula to reflect priority topics in primary
care including chronic disease prevention and control, trauma-informed care,
mterprofessional education, mental health and substance abuse. This evaluation study
analyzes the mobile outreach clinical experience, essential features, and student self-
efficacy through process measures as well as outcome measures.

Outcomes Achieved: MT NEPQR rotated 574 students, including 74 AI BSNs in 10
primary care clinical sites over the first three years of the project. Al students were
provided with culturally relevant academic support and social connection including a
nursing mentor and a retention specialist.

Conclusions: Montana State University, aland grant institution in the Northwest, is
contributing to the transformation of primary care in rural communities. Rethinking
approaches to classroom and clinical education across the five-campus system has helped
to increase the number and competencies of nurses electing to practice in primary care
settings after graduation. MT NEPQR has demonstrated its success by providing the
faculty, students and preceptors the diverse skills and experiences needed to meet growing

primary care demands in rural and underserved areas of Montana.
Funding: Nursing Education, Practice, Quality, and Retention — Registered Nurses in Primary Care
(NEPQR-RNPC) Program, UK1HP31719, HRSA 18-012



EXPLORING "EQUITY" IN HEALTHCARE ACCESS AND DELIVERY AMONG
LATINOS/X: ARE WE THERE YET?

Overview: Exploring "Equity" in Healthcare Access and Delivery Among Latnos/x:
Are We There Yet?

Adrienne Martinez-Hollingsworth, PhD, MSN, RN, PHN, College of Nursing, Samuel
Merritt University, Oakland, CA; Mary Nies, PhD, College of Health, Idaho State
University, Pocatello, ID

Purpose: The aim of this symposium is to highlight persistent challenges to health equity
among Latinos/x in the United States (US) and abroad via four recent projects/studies by
nurses in the WIN Latino/x Special Interest Group. In this symposium, we consider current
barriers to equity across this heterogenous, resilient group and present compelling data that
seeks to answer the question "are we there yet?" in terms of achieving health equity in the
US and throughout the Latin American diaspora.

Background: At ~5.7 million people, US Latinos represent the largest ethnic/racial
minority, spanning several countries of origin, cultural beliefs, and health practices.
Latinos/x shoulder various chronic illness, access and health education disparities that
reflect a complicated history of disenfranchisement at the individual level and divestment
at the community level. This constellation of factors precludes achieving health equity
without a conscious, explicit awareness of both the history and future of these challenges as
well as the recognition of novel, innovative strategies to improve health among Latinos/x in
the US and abroad.

Methods: The first study, a randomized control trial (RCT), explores the Shared Medical
Appointment (SMA) Model to increase access to Type 2 diabetes mellitus (T2DM) care in
rural Chiapas, Mexico as a potential solution for rural provider shortage areas in Latin
America. Next, a secondary data analysis uses survey and biomarker data from Latinx
mothers, and children (n=432) investigating associations between negative social
determinates of health and maternal/child stress. In the third, we learn about Community
Health Worker (CHW) experiences building trust with patients in predominantly Latino/x
communities. Finally, we learn about access gaps and inequity of services/benefits for
deported non-US citizen veterans living in Mexico via case studies illustrating veterans’
differential experiences accessing care on each side of the US/Mexico border.

Findings: The Shared Medical Appointment RCT found no statistically significant
differences in baseline HgbA1C between the intervention and control (t-.024, p=.98 (df
122), indicating this approach may increase access in provider shortage areas. Inthe
secondary analysis of social needs and stress, investigators found that most (90%) of
mothers had a least one current social need, and 1/3 had more than five. Also, high
maternal perceived stress predicted higher odds of child emotional dysfunction (OR =2.15;
95% CI [1.14, 4.04]; p=0.01). Next, the qualitative study of Community Health Workers
found that trust-building included the need to address immediate negative social
determinants of health before a relationship canbe established. Finally, the case studies
exploring barriers to health equity among deported veterans found gaps that go beyond
clinical services, but had the potential for impacting health, including differential job
opportunities, and housing services and benefits.

Conclusion: Across these four presentations we see persistent challenges to health equity
among US Latinos/x and how this can inform health-seeking experiences beyond US
borders. By recognizing opportunities to add to the scientific literature surrounding
Latinos/x health, nurse researchers have the potential to move the needle on achieving true
equity for this population.
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LATINOS/X: ARE WE THERE YET?

Shared Medical Appointments in Chiapas, Mexico for People Living with Type 2 Diabetes

Carolina Noya, PhD, FNP-BC, FHCN, University of California San Francisco, San
Francisco, CA

Purpose: To explore the use of a Shared Medical Appointment (SMA) Model to increase
access to Type 2 diabetes mellitus (T2DM) care in rural Chiapas, Mexico.

Background: Worldwide 415 million people are living with T2D and 80% of those reside
in middle and low -income countries. National surveillance in Mexico reports inequity in
diabetes care with only 15% of people with diagnosed T2DM reporting a Hemoglobin A1C
(HgbA[1C) testin the past 3 months (a critical aspect of long-term prevention of T2DM
complications, including retinopathy and decreased kidney function resulting in the need
for dialysis). Inthe United States (US), the Shared Medical Appontment Model has
demonstrated some successes in improving access to T2DM care among low-income
Latinos/x and is a potential solution to reduced access in isolated or rural provider shortage
areas in Latin America. This study represents the first effort to test this model for use in
global health, specifically, a Spanish-speaking, rural population in Mexico.

Methods: A Shared Medical Appointment Model was implemented to increase access to
T2DM care by Compaieros en Salud (CES), an NGO in Chiapas, Mexico, from 2017 to
2020 in eight rural community clinics. Shared Medical Appointments entail comprehensive
medical care in addition to diabetes management education and support in the context of
peer support. A randomized control trial evaluated the efficacy of this model compared to
usual primary care. Participants were followed for 6 months. HgbA1C (a 3-month average
measure of blood sugar) was the primary outcome.

Results: A total of 149 eligible participants were randomized to intervention (n=73) or
control group (n=51). A comparison of change from baseline to 6 months in HgbA1C
between the study arms was conducted using linear regression. Regression analysis
included group (Intervention, versus control) as the independent variable, controlling for
baseline HgbA 1C values. There were no statistically significant differences in baseline
HgbA1C values between intervention and control groups (t-.4, p=.98 (df 122). Regression
analysis revealed there were not statistically significant differences between groups in the
reductions in A1C at 6 months (b=--.049, t (115) =-.58, p=.57, R2=.17, F(2, 115)=11.65,
p=.00).

Implications for Translation to Practice/Further Research/Policy: The Shared Medical
Appointment model was successfully implemented in 8 rural remote clinics with good
participation levels. Additionally, the model proved to be equally effective in reducing
HgbA1C levels at 6 months with the added value of increasing access, patient education
and empowerment in diabetes self-management. These findings suggest this approach may
allow for increased access to T2DM care in health provider shortage areas without a need
for increased resources.
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Stress in Latinx Children and Mothers Who Experience Household Social Need

Victoria Keeton, PhD, RN, CPNP-PC, Department of Obstetrics, Gynecology &
Reproductive Sciences, UCSF, San Francisco, CA

Purpose: The purpose of this study was to investigate the relationships between household
social needs, maternal stress,and child stress among low income Latinx families.
Background: The prevalence of emotional disorders such as anxiety or depression in
children in the U.S. is steadily increasing. Latinx youth are particularly vulnerable to poor
emotional health outcomes, as barriers to healthcare access or cultural stigma contribute to
lower diagnosis and treatment rates than youth from white, non-Latinx households. Low
household income is associated with higher rates of child emotional dysfunction; however,
little is known about how the ability to meet basic social needs, like housing and food,
impacts emotional health in Latinx children from low-income families. There is also
growing evidence of the physiologic effects of chronic stress related to income poverty, but
there are gaps in defining the relationship between social needs and physiologic stress,
particularly in Latinx children.

Methods: In this study we performed secondary analyses of enrollment data from 432
Latinx children and mothers collected in a previous randomized trial. Measures included a
sociodemographic questionnaire that included a report of up to 18 individual current
household social needs; the Perceived Stress Scale (PSS-4), a validated measure of
maternal perceived stress; and the Pediatric Quality of Life survey Emotional Function
scale (PedsQL-EF), a validated measure of child emotional function. In addition, we used
hair cortisol concentration (HCC) as physiologic measure of maternal or child stress. Data
analysis included binomial and multinomial logistic regression models to test if household
social needs or maternal stress predicted child emotional dysfunction or stress, controlling
for other sociodemographic factors.

Results: About 90% of mothers reported at least one current social need in their household,
and well over one-third reported having more than five social needs. Over 40% of children
in the sample were reported to have emotional dysfunction, and high maternal perceived
stress predicted higher odds of child emotional dysfunction (OR = 2.15; 95% CI [1.14,
4.04]; p = 0.01). High maternal HCC showed a significant positive association with high
child HCC (RR = 10.60; 95% CI [4.20, 26.74]; p <0.01). Most individual household social
needs, as well as the summative level of household social need, were not independently
associated with child emotional dysfunction or child HCC.

Implications: Our findings begin to define a framework for understanding emotional
health and stress when caring for Latinx children and mothers from low-income
households. We find that household social needs are high, calling attention to the need for
policies that expand access to public assistance programs and remove barriers to access
related to immigration status. We also provide further evidence that stress in Latinx
mothers increases the risk for child emotional dysfunction and stress. Taken together, our
work supports the need for healthcare settings that serve Latinx families to include
mtegrated caregiver and child behavioral health services, as well as social risk screening
and interventions, for the improvement of emotional health outcomes.

Funding: Gordon and Betty Moore Foundation: GBMF4294; Lisa and John Pritzker Family Fund; JPB
Foundation of New York
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Building Trust with Women of Color at-Risk for Maternal Child Health Disparities

Elbina Rafizadeh, PhD, MSN, RN, Betty Irene Moore School of Nursing, University of California, Davis,
Sacramento, CA, CA, Janice F.Bell, MN, MPH, PhD, Betty Irene Moore School of Nursing, University of
California Davis, Sacramento, CA,; James Smith, PhD, MA, Anthropology, University of California, Davis,
Davis; Elizabeth llah Rice, PhD, PMHNP-BC, Nursing, Betty Irene Moore School of Nursing, Sacramento,
CA, Terri Harvath, PAD RN FAAN FGSA, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA

Purpose: This paperuses the grounded theory methodology to understand how CHW s build trust with low-
income women of color with a historical distrust ofthe health care systemand are at-risk for maternal child
health (MCH) disparities.

Background: Distrustofthe health care systemamong women ofcoloris common and creates potentials
barriers to healthcare access. The cause ofthis distrust has roots in both institutional racismand personal
experience, with growing evidence that Hispanic, A frican American, and Native American women are up to 3
times more likely to experience perceived discrimination than non-Hispanic W hite women. Chronic
experiences ofracismduring pregnancy have been associated with pretermbirth, low birth weight, and
reluctanceto seek prenatal care. A frican American Hispanic, and A frican American women being twice as
likely to experience pretermbirths (PTB)and deliver low birth weight (LBW) infants than non-Hispanic
White women and Native American women are 20% more likely to deliver PTB. Community Health W orkers
(CHWs) are shown to effectively promote access to community -based health care by reaching out to marginal
underserved groups. However, less is known about CHW attributes in interpersonal communication,
including how CHW s build trusting relationships with the patients they serveand facilitate access to health
care.

Method: Charmazs grounded theory method was applied using interviews and focus groups of CHW s who
worked in community-based and hospital-based programs that served low-income women and families
located in California, Oregon, Illinois, Texas, South Carolina, New York, and Maine.

Results: Thirty-two CHW: s participated, with 95% of Latinx and A frican American ethnicity. Theyserved
women from Latinx, A frican American, and Migrant communities. CHW's were able to build and sustain trust
throughthese strategies: 1) addressing immediate social determinants ofhealth needs; 2) embodying
mannerisms and dress; 3) speaking appropriately to the client's age, culture, and knowledge; 4) easing the
client's fears throughlocus of control, and 5) allowing for time flexibility. CHW's were able to proceed with
theirinterventions as aresult of establishing trust. These findings are described in a theoretical framework of
the CHW -MCH communication trust-building mechanisms that begins with the initial encounter continuing
through intervention.

Implications for Translation to Practice/Further Research/Policy: Furtherresearch exploring aspects of
building trustthrough the women's perspectives is also needed to confirmthe CHW perspectives. The trust-
building strategies we identified can be applied in practice and may extend to other settings with the potential
to supporttrainings with other clinicians and staffwho work with low-income women ofcolorat risk for
MCH disparities.
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Barriers to Health Equity Among Deported Veterans in Mexico:
Comparative Case Studies

Ali Tayyeb, PhD, RN, NPD-BC, PHN, Nursing, California State University of Los Angeles
(CSULA), Los Angeles, CA,; Adrienne Martinez-Hollingsworth, PAD, MSN, RN, PHN,
College of Nursing, Samuel Merritt University, Oakland, CA

Purposes: 1) To perform an analysis of barriers to health equity among deported non-US
citizen veterans, currently in Mexico; 2) to review available information resulting in the
deportation of veterans and access implications; and, 3) to create standardized patients
exemplifying differential experiences across veteran populations based on citizenship
status as a teaching tool.

Background: Information on utilization trends among post-Gulf War and post 9/11
discharged service members in the United States (US) indicate substantial healthcare usage.
Extrapolating from these data, we anticipate significant unmet health care needs among
thousands of deported veterans who lack access to Veterans Administration (VA) facilities.
Deported veterans in Mexico face additional barriers to service use that can impact social
determinants of health, including access to housing, education services, and job
training/employment assistance available to their US counterparts through the VA.
BriefDescription of the Undertaking: Approach - This approach builds off the Case
Method of teaching and learning that encourages students to interact with real-world
situations and “actively grapple” with complex human conditions by creating human
exemplars. Methods - Search engines EBSCO host, ProQuest, PubMed, CINHaL were
used to identify laws, regulations, policies, peer-reviewed manuscripts, and congressional
transcripts published from 2001 to 2021, using the terms “deported veterans, deportation,
military, non-US citizen, Mexico, healthcare, VA, VHA, benefits, veterans’ health,
reintegration, and transition.” Additional searches of the gray literature were done using
google with the same keywords, resulting in recognition of policies, online media, laws,
congressional legislation, and organizational/advocacy group documentation from this
same period. These data supported the creation of the standardized patients that were
composite figures representing the literature and reflecting differential experiences based
on whether the veteran was 1) living in the US or 2) deported and living in Mexico. These
case studies examine the gaps in access to care, job opportunities and training, education,
and housing.

Assessment of Findings: The case studies are an effective method for demonstrating
inequities among veterans in the US and deported non-US citizen veterans. The practices
that lead to the deportation of veterans are well documented in media, within advocacy
organizations, and congressional reports. The physical and mental health of the veterans is
cited in reports as a significant concern. However, with documentation of experiences of
deported veterans in many arenas, research remains limited. The US Immigration and
Customs Enforcement practices of deporting veterans, to primarily Mexico, a country ill-
equipped to provide adequate health services, education, job training, and housing for this
population, continues. These actions have led to the loss of social and family networks,
mability to navigate foreign health systems, loss of identity, and significant loss of earned
benefits with a multi-generational impact on the families of deported veterans.
Conclusion: The holistic impact of deporting veterans to Mexico remains unexplored. This
gap has resulted in a knowledge deficit and a lack of advocacy on the stoppage of veteran
deportation, the importance of repatriation of veterans, and reintegration into the US
community with the appropriate resources and support systems.



EXPLORING THE IMPACT OF A HEALTHCARE SYSTEM’S ‘SCALING UP PLAN’
TO EFFECTIVELY IMPLEMENT, EVALUATE AND SUSTAIN PEER-TO-PEER
FEEDBACK TO SUPPORT NURSE AUTONOMY AND PATIENT SAFETY

Overview: Exploring the Impact of a Healthcare System’s ‘Scaling up Plan’

Peggy Kalowes, PhD, RN, CNS, FAHA, Nursing Consulting Partners (NCP), Long Beach,
CA

This symposium will engage clinicians interactively about the challenges, lessons learned and
successes of a national healthcare (HC) system’s ‘Scaling Up Plan’ to implement, evaluate and
sustain nursing peer-to-peer feedback. Peer feedback (PF) is an essential factor of professional
practice to help ensure the quality/safety of nursing care; and for nurses to self-regulate/promote
practice accountability/safety. Yet, meaningful peer feedback is absent in most practice settings.
This introduction session will provide an overview how a HC system conducted a gap analysis to
determine ways to optimize a culture of safety—drawing lessons from aviation and nuclear power
industries. In these cultures, every participant is expected to assess a situation, form a judgment,
and provide real-time feedback. Hence, stakeholders designed a ‘Scaling Up Plan’ that grew into an
adaptive, non-prescriptive roadmap to implement/sustain peer feedback to leverage autonomy, and
patient safety.

Abstract 1 - Nurses Perception of Professional Peer-to-Peer Feedback: Relationship to Nurse
Autonomy and Patient Safety This first session, authors discuss how the organization reimagined
patient safety, by gathering robust, reliable evidence to serve as a driver for a ‘roadmap’, to design
an improved peer feedback program. A cross-sectional research study was completed, using a
quantitative /qualitative design, to gain baseline info of nurses’ perception of peer feedback, related
to accountability, autonomy, and practice changes. A second aim was to learn the association of
experience, education, and certification to peer feedback constructs. The ‘Conceptual Model for
Successful Implementation of Peer Review served as study framework. The Peer Review Survey
(PRS) was used to measure nurses’ perception /confidence in peer feedback. This first session
presents the quantitative findings, which will be used as part of a redesign framew ork for peer
feedback.

Abstract 2 - Exploring Nurses Insight Related to the Opportunities and Barriers to Implementation
of Peer-To-Peer Feedback: A Qualitative approach Session two, participants learn the compelling
findings of qualitative data, collected as two open-ended questions on the Peer Review Survey. The
aim was to gain a deeper understanding how nurses perceive the barriers and opportunities to
execute a successful peer feedback program. Two researchers independently read/re-read the open-
ended questions using thematic analysis. This included linear progression in analysis to include
identifying/condensing meaning units, coding, and categorizing data to identify emergent themes.
Four themes emerged, which will enhance our ability converge the quantitative/qualitative findings
to serve as underpinnings to build a successful peer feedback program.

Abstract 3 - Futuristic Framework for Scaling Up Peer-to-Peer Feedback: Lessons Learned and
Strategies for Engaging, Executing, and Evaluating Nursing Excellence/Autonomy and Patient
Safety. This final session’s we share our healthcare system’s journey in ‘Scaling Up’ our Nursing
Peer-to-Peer Feedback program, to gradually reinvigorate, evaluate and optimize sustainability, to
improve nurse accountability/patient safety. We will discuss our challenges/lessons learned with
suggestions for a futuristic platform to execute a dynamic peer feedback program. Our hope is that
the evidence-based strategies shared will help any healthcare system cross the quality chasm, to
create a safer environment that allows the prevention and correction of real/potential errors during
patient care.
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Nurses Perception of Peer Feedback: Relationship to Nurse Autonomy/Patient Safety

Johanna Tavitian, BSN, RN, Medical Surgical, Kaiser Pemanente, Panorama City, CA;
Maria Bernaldez-Ngugi, MSN, FNP, CNS, Nursing Administration, Kaiser Pemanente,
panorama city, CA; June L. Rondinelli, PhD, RN, CNS, Regional Nursing Research
Program, Patient Care Services, Kaiser Permanente Southern California, Pasadena, CA

Session showcases quantitative findings on how nurses perceive peer feedback (PF). PF is
essential element of nursing practice for self-regulation /accountability; giving safe/high-
quality care. Poor communication skills during this process, is cited as barrier, and most
common reason for errors/adverse outcomes in patient care.

Purpose: Purpose was to determine how clinical nurses perceive PF; and explore the
extent they report comfort in performing PF and perceptions of quality/patient safety.
Another aim was to learn the association of experience, education, and certification to PF
constructs. The research question was ‘what are nurses’ perception of peer feedback and its
relationship to nurse autonomy and patient safety/quality?

Methods: In-patient nurses at acute care hospital (n=138) joined a cross-sectional,
descriptive study, using a web-survey, April to June 2021. Peer Review Survey measured
nurses’ perception of peer feedback, nurse autonomy, and just culture/patient safety.
Survey used a seven-point Likert scale—1) strongly disagree to 7) strongly agree for
measurement, and answers were recategorized to disagree, neutral, and agree for
percentages. To examine any correlates of PF to safety/quality care, we included a sub-set
of 10-questions from National Database of Nursing Quality Indicators Survey with Practice
Environment Scale on quality care. Qualitative data was gathered from two open-ended
questions to explicate further nursing input, to address any perceived barriers or positive
strategies that strengthen the peer feedback program. Findings will be shared in session
two.

Results: Descriptive, parametric, and non-parametric statistics were used. Data revealed
most nurses worked at the MC >15 years (27.5%), had bachelor’s degree (65.9%), and 42%
held board certification. Data showed 55% of nurses had given peer feedback to a co-
worker, 75% described the experience as positive, and 89% ‘agreed’” (M =5.59, SD 1.53)
and felt they can address a clinical error without retribution. Moreover, 83% felt supported
to learn/grow from the error (M =5.42, SD 1.75) and not be punished, with 75.4% satisfied
(M =4.47, 1.17 SD) on the quality of PF received. Nurses also reported (71%) they were
comfortable giving clinical performance feedback to peers (M = 4.306, SD 1.37). Finally,
87% felt autonomous (have authority to make decisions and freedom to act) (M =4.72, SD
.9052). Satisfaction with quality of feedback received (r =.472), feeling autonomous (»
=.488), addressing error without retribution (= .485), and feeling supported to learn from
an error without punishment (» =.598) were all significantly correlated to quality scores at p
<.001 level. Nurses with masters/doctoral degrees reported less autonomy (F72.128] =
9.343, p <.001) and lower quality scores (F[2.122]=4.290, p =.016) than nurses with other
degrees. Yet, associate degree nurses were significantly higher on giving feedback scores
(F[2.128] =3.241, p =.042). Board certified nurses reported lower quality scores (t -3.00, p
=.003) than those without.

Implications to Practice: Initial findings revealed intermittent favorable results with a
need for more robust and scaled-up PF program. Mamtenance of feedback culture through
consistent training/education of PF principles is recommended, including further research
on association among education, certification, and perception of quality.
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Exploring Nurses Insight to Opportunities / Barriers to Implement Peer Feedback

Peggy Kalowes, PhD, RN, CNS, FAHA, Nursing Consulting Partners (NCP), Long Beach,
CA

Development and execution of a nurse peer feedback program to evaluate nursing practice
linked to adverse events, has resulted in some changes in our health system, yet it is not
fully actualized. Session two, authors present our qualitative findings from our deep-dive
mto understanding nurses’ perception of peer-to-peer feedback. Descriptive findings will
contribute to the system’s final ‘Scaling Up Plan’ and roadmap to build a
robust/sustainable peer feedback program.

Purpose: Purpose of this qualitative inquiry was to gain a richer understanding of nurses
perceived barriers to the peer feedback process; and to identify effective strategies to
facilitate integration of peer-to-peer feedback into nurses’ professional practice, to self-
regulate, and advance the quality/safety of patient care.

Methods: A descriptive qualitative approach to further inquiry was undertaken, seeking
nurses narrative self-report to two open-ended questions, atthe end the Peer Review
survey. Opportunistic sampling was utilized to explicate further input from nurses, giving
them open space to address any perceived barriers or positive strategies that strengthen the
peer feedback program. We selected this additional qualitative inquiry as findings can often
iluminate the story behind the quantitative facts/numbers.

Findings: Study results validate that peer feedback is a meaningful and valuable process
used by clinical nurses to support professional growth and development, along with
meaningful strategies to improve the process. Two researchers independently read/re-read
the open-ended questions using thematic analysis. This included linear progression in
analysis to include identifying/condensing meaning units, coding, and categorizing data to
identify emergent themes. Four clear themes emerged as main barriers to effective peer
feedback: 1) Fear of retribution, negative attitudes; anxiety/insecurity 2) Lack of
support/clarity on who conducts the peer feedback; 3) Communication, concerns with
language/negativity of PF received; 4) Lack of clarity around what constitutes peer
feedback/ lack of confidence in the conduct of peer feedback; need for more education.
Biggest Facilitators of Peer Feedback yielded four major themes: 1) Culture of the unit/
strong authentic leadership; 2) Positive Communication; shared understanding of purpose
of PF; 3) Clear understanding on who facilitates conduct of peer feedback; 4) Focus on
evidence-based care; patient safety; competence of nurses on team; need more training.
Nurses report peer feedback should support professional nurse accountability for improving
the quality of care and may serve as an exemplar for professional practice.

Implications to Practices: Results validate the importance of implementation of a
structured, formal peer review process, yet there is a need to have stronger support from
managers and key organizational leaders, to achieve successful peer feedback program.
The findings also identify some key barriers to address in order to have a just culture/and
improve patient safety. Many nurses cited they need an environment that allows dedicated
time, space and privacy, for peer-to-peer feedback to take place. Lastly, these qualitative
findings also indicate a need to reboot the entire educational process, including using the
Peer Review.
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A Futuristic Framework for Scaling up Peer-to-Peer Feedback

Emma Aquino-Maneja, DNP, RN, MEd, CCRN, Nursing Administration, Kaiser
Permanente, Pasadena, CA

The final session’s goal is to share our healthcare system’s journey in ‘Scaling Up’ our Nursing
Peer-to-Peer Feedback program, to gradually reinvigorate, evaluate and optimize sustainability,

and improve nurse accountability/patient safety. We will discuss our challenges/lessons learned
with suggestions for a futuristic platform to execute a dynamic peer feedback program. Our hope is
that the evidence-based strategies shared will help any healthcare system cross the quality chasm, to
create a safer environment that allows prevention and correction of real/potential errors during
patient care.

In revitalizing the nursing peer feedback (PF) program, the methodology used was reflective,
dynamic, and iterative in nature. A gap analysis of adverse events and PF process revealed a need
to revise the program. To scale up the process, we developed a system ‘roadmap’ in partnership
with the quality/safety, care experience teams, union partners, and clinical nurses. Brainstorming
meetings revealed, communication opportunities, and inconsistencies of what, when, and where PF
should take place. The team developed synergistic goals focused on identifying and addressing;:
Areas for improvement in practice/safety; barriers impacting PF and patient care; and ways to
enhance nursing performance/and improve outcomes to help devise strategies for success. A major
outcome was a multi-site research study to help understand clinical nurses’ perception of what peer
feedback meant, how it was conducted, and the barriers and strategies observed to support the PF
process. Several clinical nurses were involved in the study as co-investigators and were highly
engaged in the scholarly activity.

Baseline study results validated peer feedback is a meaningful/valuable process used by clinical
nurses to support professional growth and development, yet opportunities exist for improvement.
Quantitative/qualitative data served as underpinnings to redesign a ‘roadmap’ to include revised
standards / accountabilities for the peer feedback process (clinical/management); real-time
education and tools to support the development of nurse competencies in PF, while monitoring the
process, including safety outcomes. System-wide strategic goals included further research to
examine the impact of an educational program to strength PF. The new study- Nurses Perception of
Professional Peer Feedback r/t Nurses Knowledge Exchange (NKE- plus) during Bedside Shift
Report: A Multi-Site, Pre-and-Post Intervention Study has begun at three additional Southern
California Medical Centers.

Optimize the ‘Shared Governance’ structure, membership, leaders, and frontline nurses to
contribute to the PF’s overall redesign and oversight process. Leverage and build on existing
structures, standardize processes, and redefine outcome measures to align with strategic priorities
were key in PF’s “scale-up” initiative. In addition, ongoing flow of communication of the process
improvement was vital, to make PF more robust and transparent. Lastly, all forms/tools and
practices may need to be embedded within an electronic platform, for time-savings / efficiency
purposes, and documentation.

Developing programs like PF provide organizations with information/knowledge required to make
informed, data-driven decisions. These decisions are pivotal in promoting a safety culture stemming
from process improvements. Continually educating nurses about the PF benefits, will promote
nurse accountability, growth, and autonomy while concurrently preventing potential event
reoccurrence. Thus, propagating the enculturation of a more sustainable, “scaled-up” PF practice.



FAMILY CAREGIVING IN THE CONTEXT OF SERIOUS ILLNESS: ASSESSMENT
AND SUPPORT FOR AN INVISIBLE WORKFORCE

Overview: Family Caregiving in Serious Illness: Supporting an Invisible Workforce

Janice F. Bell, MN, MPH, PhD, Betty Irene Moore School of Nursing, UC Davis,
Sacramento, CA

Family caregivers—related by kinship, marital status, or strong social ties—provide unpaid
care to some 45 million people in the United States living with serious illness. Defined as
having one or more health conditions that carry “high risk of mortality and either
negatively impact daily function or quality of life, or excessively strain their caregivers”,
serious illness affects about 14% of the population and accounts for 56% of national
healthcare expenditures. Not included in these costs are the many contributions of family
caregivers: meeting basic needs (e.g., meals, shelter, transportation, essential daily personal
care); providing social and emotional support; coordinating healthcare and appointments;
participating in healthcare decision making; managing medication; procuring and
overseeing the use of medical equipment; performing medical / nursing tasks in the home;
and acting as advocates and surrogates for legal and financial matters.

Although many aspects of family caregiving can be rewarding, the role also has a
substantial impact on physical, mental, social, spiritual, and financial health. Importantly,
the health effects of caregiving may be amplified in serious illness due to requirements for
more caregiving hours, greater likelihood of performing complex medical/nursing tasks,
and, for many, involvement in the complex decision making associated with life-limiting
illness. Caregivers commonly report unmet needs related to information, support for
performing complex care,and community resources, with those in racial/ethnic minority
groups and with low socioeconomic status at higher risk.

This symposium highlights research focused on family caregiving in the context of serious
ilness. Two of the presentations focus on care recipient hospitalization addressing
questions of caregiver characteristics that might be identified to inform targeted
mterventions; caregiver physical health, psychosocial and financial outcomes associated
with care recipient hospitalization; and understanding the perspectives of nurses and family
caregivers on family caregivers’ roles expectations and involvement in function-preserving
and emotional support during an acute hospitalization of older adults. A third paper
considers the caregiving role and health related health outcomes by caregiver generation,
recognizing that different generations face different competing priorities including caring
for young children or their own challenges with aging while simultaneously engaging in
caregiving. A fourth focuses on risk comparison of California caregivers seeking support
from the network of statewide Caregiver Resource Centers relative to caregivers in state-
wide and national surveys. The final paper uses a novel data source, comments posted to
Reddit message boards by caregivers in home settings, to understand the nature of the
burdens faced by caregivers, including the impact of the COVID-19 pandemic.

This symposium session will be of mterest to nurses and health professionals mterested in
research and clinical practice focused on assessment and support of family caregivers who
provide care for individuals with serious illness.
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Caregivers Engaged in Complex Care in California

Robin L. Whitney, PhD, RN, The Valley Foundation School of Nursing, San Jose State
University, San Jose, CA; Janice F. Bell, MN, MPH, PhD, Betty Irene Moore School of
Nursing, UC Davis, Sacramento, CA,; Benjamin Link, BS, Betty Irene Moore School of
Nursing, University of California Davis, Sacramento; Tina Kilaberia, MSW, PhD, Betty
Irene Moore School of Nursing, University of California, Davis, Sacramento ; Jennifer M.
Mongoven, MPH, Nursing, University of California - Davis, Sacramento,; Kathleen Kelly,
MPA, Family Caregiver Alliance, San Francisco, Heather M. Young, PhD, RN, FAAN,
Betty Irene Moore School of Nursing, University of California, Davis, Sacramento, CA

Purpose: The aim of this study was to describe the population served by California Caregiver
Resources Centers (CRCs) and compare caregiving characteristics, activities, and health outcomes
with family caregiver populations from statewide and national surveys.

Background: Family caregivers play an important role caring for individuals with serious illness in
the community, often at the expense of their own health, social, and economic wellbeing.
Caregivers’ needs are often overlooked in the clinical setting, and community organizations
frequently fill the gap by providing caregiver supports. California has a network of eleven nonprofit
CRC:s that fulfill this role across the entire state. In 2019, all eleven CRCs deployed CareNav™, an
online standardized caregiver assessment system. CareNav™ provides detailed data about the
characteristics and experiences of the large population served by the CRCs. However, the caregiver
population seeking services in the CRC system has not previously been described or compared with
state or national caregiver populations.

Methods: Using CareNav™, we identified n=5,935 caregivers who completed an assessment in the
2020-2021 fiscal year. Their data were compared against state (2019 California Health Interview
Survey-CHIS; n=2,470) and national samples (2019 Caregiving in the United States Survey-CGUS;
n=1,558 of caregivers). Specifically, we examined caregiver characteristics (age, sex,
race/ethnicity); caregiving activities (weekly caregiving hours, care recipient relationship, care
recipient primary diagnosis, medical/nursing task performance, and caregiving intensity); and
health outcomes (self-rated health, and loneliness). Caregiving intensity was calculated based on
weekly caregiving hours and the number of activities/ instrumental activities of daily living
(ADLs/IADLS) requiring caregiver assistance. Comparison data for medical/nursing task
performance and caregiving intensity were only available in CGUS, while comparison data for
health outcomes were only available in CHIS.

Results: The percentage of CRC caregivers age 65 and older (39%) was comparable to CHIS
caregivers (38%), and higher than CGUS caregivers (27%). Compared to CHIS and CGUS
caregivers, a larger percentage of CRC caregivers were female (70% vs. 60-63%) and Latinx (31%
vs. 15-18%). A much higher percentage of CRC caregivers spent 40 or more hours per week on
caregiving (73%) compared to CHIS (9%) and CGUS (32%). CRC caregivers were more likely to
care for a spouse or partner (35% vs. 17-20%)), or a care recipient with Alzheimer’s Disease or
related dementias (68% vs. 5-6%). Compared to CGUS caregivers, a larger proportion of CRC
caregivers reported performing medical/nursing tasks (79% vs. 58%),and providing high-intensity
care (90% vs. 41%). Compared to CHIS caregivers, a larger proportion of CRC caregivers reported
poor health (7% vs. 3%), and loneliness (35% vs 5%).

Implications: The CRC system serves a vulnerable population of caregivers engaged in high-
intensity, complex care. Compared to the general population of caregivers in California and
nationally, there are numerous risk factors that indicate higher need for support. State and national
surveys may underestimate the burden of caregiving, especially since those involved in high
intensity caregiving may be less likely to respond to surveys. This calls for clinical and policy
attention to ensure availability of adequate support for caregivers engaged in high-intensity,

complex care.
Funding: Family Caregiver Alliance A20-360
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Using Ethical Dilemmas as a Window into Family Caregiver Burden

Mark Fedyk, PhD, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA

Background: This project exploits a novel data source to explore caregiver burden.
Between April 2015 and April 2020 approximately 12,500 posts were uploaded to
/r/CaregiverSupport and two other caregiver-focused forums on Reddit. We performed
several qualitative analyses of these posts to characterize the nature and prevalence of the
kinds of burdens caregivers face.

Methods: Our primary analysis consisted of an effort to establish a set of rich thematic
variables as descriptors of our data. To make this task manageable, we screened our data
according to whether a post expressed an ethical dilemma — that is, some kind of ethical or
moralized uncertainty, doubt, fear, question or concern. We chose this screening logic
because some of our ongoing but independent research suggests that caregivers use the
construct of an ethical dilemma as a device for expressing the most difficult aspects of
providing care. We then used a simple grounded-theory process to construct coding themes
for the cases which passed through our screen. Finally, we also carried out a sentiment
analysis on both the screened and unscreened data to map trends in caregiver sentiment,
and also to attempt to identify any large changes in sentiment that could be attributed to the
onset of the COVID19 pandemic.

Results: Our screen generated approximately 1,875 cases for analysis. For these cases, we
reached saturation at sixteen thematic categories, which we treated as non-mutually-
exclusive variables, allowing us to code each post with up to seven categories. The modal
number of themes which applied to each of our cases is three. The most common themes
are burnout, seeking validation, reports of financial burden, feelings of guilt, feelings of
loneliness, reports of being forced into caregiving, and descriptions of dealing with
ungrateful dependents.

Our sentiment analysis, while interesting, was analytically inclusive.

Conclusion: Unfortunately, our findings contain no unexpected happy news: our results
indicate that, when caregivers turn to each other for support resolving an ethical dilemma,
they do so when they are facing some of the most difficult burdens of modern life.

This study highlights the value of trying to understand the burdens and stresses that
caregivers live with using naturalistic data collection methods — as this is very much an “in
their own words” study. Furthermore, because studies like this are nherently free from
certain well-known biases (e.g., agreement bias and social desirability bias) that impact
interviews and surveys, our results can be a source of contrast classes for other caregiving
researchers interested in understanding caregiver burden.

Funding: The Gordon and Betty Moore Foundation
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Associations of Care Recipient Hospitalization and Caregiver Well-Being

Teuta Kadiu, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA; Cherrie
DeMayo, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA; Kerri Maya,
Betty Irene Moore School of Nursing, University of California, Davis, Sacramento,; Nicole
Hiebert, Betty Irene Moore School of Nursing, University of California, Davis,
Sacramento,; Janice F. Bell, MN, MPH, PhD, Betty Irene Moore School of Nursing,
University of California Davis, Sacramento, CA

Background: Family caregivers provide essential unpaid care services to a growing
number of individuals in the US with chronic and disabling illnesses, contributing to
increased burden that negatively impacts well-being. Care recipient hospitalization presents
a stressor that could affect caregiver well-being; however, no population-based studies
have examined these associations. The purpose of this study was to examine a)
characteristics of caregivers whose care recipients experience hospitalization; b)
associations between care recipient hospitalization and reported caregiver physical,
emotional, and financial strain.

Methods: Using data from the 2020 Caregiving in the U.S. Survey sponsored by the
National Alliance for Caregiving (NAC) and the American Association of Retired Persons
(AARP), we categorized caregivers as reporting their care recipient was hospitalized within
the last year (yes/no) and compared the socio-demographic and health characteristics
between the two groups. A multiple logistic regression model was fit with care recipient
hospitalization as the outcome. Additionally, we used multiple logistic regression to
examine three outcomes as functions of care recipient hospitalization. The outcomes were
derived from questions asking about the extent to which caregivers experienced: 1)
Emotional strain; 2) Physical strain; and 3) Financial strain, each coded on a 5-point Likert
scale and categorized as “none” rated 1 versus “any” rated 2 through 5. All regression
models controlled for the caregiver socio-demographic and health characteristics and used
survey weights to account for the complex sampling design.

Results: Of the caregivers included in the sample (n=1,549), 51.6% cared for someone
who was hospitalized atleast once within the past year. Compared to caregivers whose care
recipients were not hospitalized, those with hospitalized care recipients reported higher
rates of emotional stress (88.4% v 77.4 %, p=0.01), physical strain (76.3% v. 63.7%,
p=0.01), and financial strain (40.8% v. 29.7 %, p=0.01). In fully adjusted logistic
regression models, caregiver characteristics associated with higher odds of care recipient
hospitalization included: living with the care recipient, reporting high burden of care,
receiving paid help, and caring for an older adult or

someone with cancer. Care recipient hospitalization was associated with higher odds of
caregiver emotional strain [OR=2.24; 95% CI: 1.60, 3.12], physical strain [OR=1.60; 95%
CI: 1.22, 2.09] and financial strain [OR=1.69; 95% CI: 1.30, 2.19]).

Conclusion: Family caregivers whose care recipient is hospitalized may be at risk for
adverse health outcomes. Further study is needed to develop and test interventions to
mitigate health effects on caregivers of hospitalized care recipients. Our findings suggest
such intervention might be targeted toward those at higher risk, including caregivers with
higher burden, paid help, residing with the care recipient, and those caring for older adults
or individuals with cancer.
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Burden of Care across Generations: The Millennial Family Caregiver Experience

Cherrie DeMayo, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA

Aims: To explore associations between membership in a generational cohort (Millennial,
Generation X, Baby Boomer) and caregiver burden and experiences.

Background: Family caregiving is a staple in households throughout the United States, yet
family caregivers remain largely mvisible and unsupported. As the older population
continues to grow in number, the ratio of care recipient to caregiver is widening atan
alarming rate. A new generation of young adults is now contributing to address this gap
despite competing demands including work and caring for young children. To date, no
study has investigated the experiences of this young group of caregivers or differences in
well-being and burden of caregivers across generations. Identifying each generation’s
unique characteristics and stressors will help inform policy on measures to support
caregivers and their care recipients.

Methods: This secondary analysis used a cross sectional study design and publicly
available data from the 2020 Caregiving in the U.S. Survey conducted by the National
Alliance for Caregiving (NAC) and the American Association of Retired Persons (AARP).
The sample inclusion was identifying as a caregiver of an older adult age 65 or older.
Caregivers (n=1,094) were categorized as millennials if born between 1980-1996; Gen X if
born between 1965-1979; and Baby Boomers if born between 1946-1964. Outcomes
measured included financial strain related caregiving (measured on a 5-point Likert scale
and categorized as “none”=1 or “any”’=2 through 5) and caregiver report of needing help
with stress management (yes/no). Socio-demographic and caregiver covariates were
compared by generational cohort using chi-square tests. Logistic regression was used to
examine the associations between generational cohort and the outcomes, controlling for all
covariates. In all analyses, survey weights were applied to account for the complex
sampling design.

Results: Baby Boomer caregivers comprised 42% of the sample, while Gen X comprised
31% and Millennials comprised 27%. Compared to their Baby Boomer counterparts,
Millennial and Gen X caregivers were more racially diverse, more likely to work full time,
and less likely to receive paid help. Over 60% of caregivers in each generation identified as
primary caregiver for their care recipient. Despite most caregivers reporting they had a
choice in caregiving, more than 70% of all caregivers reported high physical strain, and
more than 80% reported emotional strain. In fully adjusted models, Millennial caregivers
were more likely to report high financial strain (OR=2.52; 95% CI: 1.72, 3.71; p<0.01) and
needing help with managing emotional stress (OR=1.73; 95% CI: 1.14, 2.65; p=0.01) when
compared to Baby Boomers; whereas members of Gen X were no more likely than Baby
Boomers to experience these outcomes.

Conclusion: Results of this study indicate Millennial caregivers may experience higher
financial strain and stress than their older counterparts. As Baby Boomers become care
recipients themselves, Millennials will face further expectations as family caregivers,
increasing demand for caregiver supports, including financial and mental health resources.
Policies and resources must be reimagined to better support these young caregivers who
will grapple with family care for decades while managing competing demands at work and
at home.
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Family Involvement during Acute Hospitalization: Families’ and Nurses’ Perceptions

Orly Tonkikh, RN, PhD, Betty Irene Moore School of Nursing, University of California
Davis, Sacramento, CA, Elena O. Siegel, RN PhD, Betty Irene Moore School of Nursing,
University of California Davis, Sacramento, CA; Nurit Gur-Yaish, PhD, Oranim College
of Education, Tivon, Israel; Amos Rogozinski, RN, MA, University of Haifa, Haifa, Israel;
Ksenya Shulyaev, PhD, University of Haifa, Haifa, Israel

Background: Preserving functional and emotional status during an acute hospitalization is
significantly associated with outcomes in older adults. Nurses are the front-line personnel
responsible for preserving function and providing emotional support during acute
hospitalization. There is growing evidence, mainly from the Asian and middle east
countries, that family members who accompany older adults during their hospitalization are
also involved, in preserving function, such as help with activities of daily living (ADLs).
This creates interdependency between nurses and family members and a need for nurse-
family partnerships. Nonetheless, the expectations for family caregiver involvement and
the way nurses and families manage interdependency in preserving function and emotional
support are unclear. The purpose of this study was to understand the perspectives of nurses
and family caregivers on family caregivers’ roles expectations and involvement in
preserving function and emotional support during an acute hospitalization of older adults.
Methods: Qualitative descriptive study design was used to collect data from semi-
structured interviews with a convenience sample (N=20) of 11 registered nurses working in
medical or surgical units in general hospitals and 9 family members (7 children and 2
spouses) who accompanied older adults during an acute hospitalization. The interviews
were performed in Israel (in Hebrew, Russian or English, according to the family
member’s preference), via Zoom, and lasted 30 to 60 minutes. Thematic analysis was used
to analyze the data and inductively capture key patterns and emerging themes.

Results: Three key themes emerged from the study. First, both nurses and family members
consider the main (and sometimes exclusive) role of family members as providing
emotional support. Second, perceptions of family members and nurses vary in regards to
the ideal nvolvement of family members in ADLs. For example, some participants
encourage complete mnvolvement of family members in all ADLs and others discourage
mvolvement in those activities, citing potential harm to both patient and family. While
family members tend to perceive their involvement as facilitating the work of nurses, a
perception shared by some nurses, other nurses spoke about family caregivers as additional
patients. Third, nurses commonly rely on their "intuition" to determine a caregiver’s
preferences for involvement and their capabilities in this regard. While participants
emphasized prior family members’ experience in managing ADLs as an important
consideration, a formal assessment of caregivers’ capability was not performed.
Conclusion: The findings point to incongruency in nurses’ and family members’
perception on families’ actual and desired roles in preserving function and providing
emotional support, warranting further research to understand and align role expectations.
The identified use of intuition rather than a formal assessment of caregiver’s capability also
highlights important areas of nursing education and practice for further exploration. Core to
family centered nursing care, partnership between families and professionals in provision
of healthcare is widely acknowledged as producing better outcomes. Further research
should evaluate structures and mechanisms of interdependency between nurses and family
caregivers in various processes that support family centered nursing care in the context of

diverse expectations.
Funding: The Israc]National Institute for Health Policy Research



PRIMARY PALLIATIVE CARE FOR THE HOUSELESS: LEVERAGING THE
POWER OF ACADEMIC-PRACTICE PARTNERSHIPS

Overview: Primary Palliative Care for the Houseless
through Academic-Practice Partnerships

Lola MacLean, DNP, RN, School of Nursing, University of Portland, Portland; Casey R.
Shillam, PhD, RN, School of Nursing, University of Portlland, Portland, OR; Kelly Fox,

DNP, MN, RN, School of Nursing, University of Portland, Portland, OR; Lindsay Benes,
PhD, RN, CNS, College of Nursing, Montana State University, Missoula, MT

Purpose: The current state of healthcare for houseless individuals is inadequate. Houseless
individuals with serious mental ilness (SMI) struggle to access quality primary, mental health, and
end-of-life care that sufficiently addresses these overlapping matters, especially in the context of
multiple co-morbid conditions. This symposium presents details of the development of a primary
palliative care model into an existing nurse-managed primary care clinic serving a houseless
population in the Pacific Northwest.

Background: Houselessness continues to increase at an alarming rate. Between 20-40% of the
houseless suffer from SMI. While not traditionally framed as a palliative care issue, those with SMI
have a decreased life expectancy of 28.5 years. Palliative care is an approach to physical,
psychosocial, and spiritual care that improves quality of life for those facing life-threatening illness.
Approaching care of the houseless with SMI through a palliative care framew ork could modify
chronic conditions with primary care, while providing comprehensive care that addresses the
complexity and life-limiting nature of these conditions.

Description:

1) Primary Palliative Care for Houseless Populations: The Power of Partnerships

The project originated with several nurse leaders establishing the Harrington Health Clinic (HHC),
a nurse-managed primary care clinic to serve a houseless population in the Pacific Northwest.
Leveraging a decades-long partnership between a private university and a non-profit organization
serving the needs of the houseless, HHC implemented the primary palliative care model into
clinical operations.

2) Primary Palliative Care Training. Module Development and Evaluation

The research team developed evidence-based training modules for all clinicians and students to
complete prior to implementation of the model into practice. Four learning modules were created,
and included a pre-and-post-test evaluation for participants.

3) Implementation of Palliative Care Screening in a Primary Care Clinic for the Houseless

The model was imbedded into the HHC operations. The outcome included a process for the RN to
conduct palliative care screening of all patients upon intake into the clinic, and a clinical decision
model for referral to the NP if a palliative care plan was indicated.

4) Primary Palliative Care Qutcomes: A Synthesis Activity to Evaluate Implementation

The project concluded with an evaluation of clinician and student learning. A synthesis activity,
including case study simulations, provided participants the opportunity to use emotional aw areness,
engage in reflective practice, and apply advanced communication techniques.

Assessment of Findings: Results demonstrated strong integration of training modules into clinical
practice, and an efficient and effective model of providing primary palliative care. This model of
nurse-managed care honors dignity and humanity by providing collaborative, nurse-driven
palliative care through the trajectory of SMI to end-of-life for those struggling through life on the
streets.

Conclusions: Houseless individuals deserve equitable, non-discriminatory care to enhance their
health, safety, and well-being. Primary Palliative Care is a feasible and effective model to include
in primary care for those who are houseless. Providing nurse-managed care to those with SMI
through a framew ork of primary palliative care results in a more dignified end-of-life experience,
increasing quality and accessibility of palliative care for the houseless.

Funding: Rita & Alex Hillman Foundation
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Primary Palliative Care for Houseless Populations: The Power of Partnerships

Casey R. Shillam, PhD, RN, School of Nursing, University of Portlland, Portland, OR;
Lola MacLean, DNP, RN, School of Nursing, University of Portland, Portland, OR

Purpose: Embedding a primary palliative care program into an existing nurse-managed
primary care clinic aimed to more effectively treat the serious mental illness (SMI) in a
houseless population as any other serious, life-limiting illness. The ultimate goal was to
bring together palliative, psychiatric, and primary care to provide best practices in
transitions to end-of-life care,and assist providers in having goals-of-care conversations.
Rationale: Emergent and pressing impacts of the housing crisis continue to increase
houselessness at an alarming rate. While nearly half of the houseless suffer from SMI, there
is little support in community-based care to identify and treat SMI in conjunction with
other comorbid conditions. SMI is not typically treated as a life-limiting illness, but with
the confounding conditions of houselessness it is appropriate for treatment with palliative
care. This lack of coordinated care from a palliative care framework for this vulnerable
population leads to fragmented care, higher health care costs, and lower quality of life.
Approach: Building on decades-long relationships, nurse faculty and alumni from a
private faith-based university partnered with a non-profit organization serving the needs of
the houseless in the Pacific Northwest. The collaboration sought to establish a nurse-
managed clinic and implement a model of primary palliative care. Through an ethos of
nurse-driven, patient-centered care, the resulting model uses a palliative care framework in
the management of physical, psychosocial, and spiritual care that improves quality of life
for houseless patients with SMI facing life-threatening illness.

The model draws on demonstrated, evidence-based practices in palliative care with the
National Consensus Project Clinical Practice Guidelines for Quality Palliative Care; SMI
care with SAMHSA’s Protocol for Behavioral Health Services for People who are
Homeless; and clinical care for the houseless population, through the National Health Care
for the Homeless Council’s adapted guidelines.

Outcomes: The resulting model consists of a standardized training program with evidence-
based modules for licensed clinicians and students, a workflow for intake, assessment and
palliative care screening, and a process for the RN to refer patients to the NP for
development of a primary palliative care plan if indicated. The program has demonstrated
effective outcomes with 100% of patients receiving screening, and participants in the pilot
of the training modules providing high evaluations of effectiveness and applicability.
Conclusions: The findings of this project support the implementation of palliative primary
care into a nurse-managed primary care clinic serving a houseless population. Next steps
will be evaluating the impacts on cost and healthcare utilization, and further demonstration
projects with similar clinics in other areas of the region. Embedding this model into
primary care will more effectively treat SMI as a life-limiting serious illness in the
houseless population. Further, it will assist providers in having goals-of-care conversations,
bringing together palliative, psychiatric, and primary care to provide best practices in the
transitions to end-of-life care.

Funding: Rita & Alex Hillman Foundation
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Primary Palliative Care Training: Module Development and Evaluation

Lindsay Benes, PhD, RN, CNS, College of Nursing, Montana State University, Missoula,
MT; Kristine Dukart-Harrington, DNP, RN, School of Nursing, University of Portland,
Portland; Sally Rothacker-Peyton, DNP, RN, School of Nursing, University of Portland,
Portland, OR

Purpose: Recognizing the multidimensional needs of clients with serious illness, subject matter
experts developed four educational modules for clinicians and students completing clinical
rotations. The purpose of these modules was to emphasize concepts critical to developing skills in
primary palliative care.

Educational Methods and Content: Online, self-paced modules were developed on 4 topics:
communication, trauma-informed care, serious mental illness, and palliative care. Modules were
made available to participants two-weeks prior to their work at the clinic serving houseless
individuals with complex needs. Modules included evidence-based care principles and practices,
reflective activities, and links to a wide variety of additional resources available to participants on
an ongoing basis. The communication module presented elements of effective communication,
including acknowledgment and management of provider emotions. A second module introduced
learners to key assumptions of trauma-informed care and explored methods for providing health
care in a trauma-informed environment. The third module presented principles of serious mental
illness, including signs and symptoms of depression, bipolar disorder and psychosis, and
medication side effects, as well as nursing and provider assessment of mental health treatment
histories. The palliative care module introduced learners to the holistic and interdisciplinary
framework for primary palliative care, which aims to relieve symptoms and improve quality of life.
Content focused on identifying clients who might benefit from palliative care in the primary care
setting and emphasized assessing client goals, values, and health care preferences.

Evaluation Methods: All participants completed a quantitative evaluation of confidence,
knowledge, and perceived barriers to care prior to engagement with the modules and 6-8 weeks
following completion of the modules, engagement in care at the clinic, and participation in a
synthesis activity.

Results: Following engagement with the learning activities, there was a slight increase in
confidence and knowledge. Prior to the learning activities, participants’ confidence and knowledge,
on average, skewed towards disagreement with statements reflecting their ability to talk to and
support the needs of individuals with complex needs. Following the learning activities, participants,
on average, agreed with statements of knowledge and confidence in this work. There was an
increase in perceived barriers to working with individuals with palliative care, trauma informed,
and serious mental illness needs. Participants completed their post ratings immediately following a
role play in the synthesis activity. It could be that inmediately following their interaction with a
guest actor with complex needs, they reflected on the gravity of this work and the challenge
inherent in supporting a patient with a life-limiting illness.

Implications for Practice: The modules contained a purposeful mix of drawing upon participants’
existing knowledge, increased awareness of factors impacting the complexity of care of houseless
individuals, and actionable steps participants could take in their work with this population.
Potentially further bolstering the participants’ confidence was utilization of these skills in practice
at the clinic and during the synthesis activity role play, a safe environment where participants could
apply these skills. Findings demonstrate participant growth following engagement with the
program, but also a need to further refine the learning activities.

Funding: Rita & Alex Hillman Foundation
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Implementation of Palliative Care Screening in a Primary Care Clinic for the Houseless

Kelly Fox, DNP, MN, RN, School of Nursing, University of Portland, Portland, OR;
September T. Nelson, PhD, RN, CNE, CNL, School of Nursing, University of Portland,
Portland, OR; Emily Harrington, FNP, PMHNP, RN, Harrington Health Clinic, Portland,
OR

Purpose: This project implemented a palliative care screening process designed to
integrate palliative care screenings, referrals, and services into a primary care clinic for a
transitional houseless population.

Background: In 2018, the University of Portland School of Nursing (UPSON) partnered
with alumnus nurse practitioner Emily Harrington and the Blanchet House, a non-profit
organization in Portland, Oregon serving the needs of the houseless population. Together,
they established the Harrington Health Clinic (HHC) a nurse-led clinic developed to
provide primary care, mental and behavioral care, health and wellness, palliative care and
telemedicine services on-site to the Blanchet House guests, a transitional houseless
population. HHC is owned and operated by Ms. Harrington, a nurse practitioner (NP)
dually licensed as a Family Nurse Practitioner (FNP) and Psychiatric Mental Health Nurse
Practitioner (PMHNP), with UPSON faculty holding dual appointments as FNP’s and
Registered Nurses (RN) who provide care and precept undergraduate and graduate
students.

Methods: The research team developed an evidence-based palliative care model to
implement into the primary care workflow of the HHC. The Supportive and Palliative Care
Indicators Tool (SPICT) was selected as a palliative care screening tool. The SPICT assists
primary care providers in identifying which clients may be at increased risk of dying or
health deterioration related to chronic conditions and may benefit from palliative care
services. Formatted as a check-list, the SPICT has a three-part structure which includes
review of general indicators, clinical indicators, and recommendations for reviewing and
planning care. The SPICT tool was adapted for the HHC intake assessment process and
medical record management system. Other tools used in the model include the Palliative
Performance Scale (PPS), a researcher-designed Palliative Care SBAR Referral Form, the
Memorial Symptom Assessment Scale, and a Palliative Provider Assessment form. The
palliative care screening and referral process was designated into the scope of the RN role,
with referral to the NP for additional screening and primary palliative care planning, or
referral to specialty palliative care if indicated.

Outcomes: A Harrington Health Clinic Hillman Grant Palliative Care Screening and
Referral Process binder, workflow and communication process were created to guide
clinical practice. The binder includes: 1) RN role and responsibilities for Hillman Grant
Palliative Care Screening and Referral Process; 2) SPICT Tool; Palliative Performance
Survey (PPS), and Palliative Care SBAR Referral Form (all forms dedicated to the RN
role); 3) NP role and responsibilities for Hillman Grant Palliative Care Screening and
Referral Procedure; and 4) Memorial Symptom Assessment Scale (for reference) and the
Palhative Provider Assessment form (all forms dedicated to the NP role). Ongoing quality
improvement processes are in place to refine the clinical implementation of the model for
clinician and patient effectiveness.

Conclusions: Implementing a primary palliative care model into an existing primary care
clinic effectively integrated palliative care screening and referrals for supporting the
primary care services for a houseless population. Next steps will include continued process
evaluation, expansion of screenings and further dissemination.
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Primary Palliative Care Outcomes: A Synthesis Activity to Evaluate Implementation
Lindsay Benes, PhD, RN, CNS, College of Nursing, Montana State University, Missoula,
MT; Maren Nelson, DNP, RN, School of Nursing, University of Portland, Portland, OR

Purpose: Participants’ engagement with the learning modules and clinic culminated in a synthesis
activity. Through the synthesis activity, students utilized emotional awareness, engaged in
reflective practice, and applied advanced communication techniques to assess and improve facets of
each module skill area.
Learning Format: Synthesis activities were specifically designed to provide generalist nursing
students and clinicians with new ways to apply their knowledge and skills within a standardized
education format. Participants’ learning experience included providing care to complex patient
presentations which are otherwise encountered in more specialist practice settings (e.g. palliative
and hospice care, mental health). Throughout the activity participants had opportunity to assess
their own baseline skill level and consider novel approaches, while observing colleagues’ learning
and gaining feedback from each other.
The synthesis activity included three parts:

1. An introduction to the concepts and role of emotional awareness and reflective practice as a

method of self-assessment in the service of building complex, nuanced skills.
2. Two case studies highlighting scenarios in which concepts gleaned from the learning
modules could be applied and practiced.

3. Debriefing sessions.
The case studies presented several scenarios where patient actors with significant clinical and
psycho-social burdens were introduced to the students. The case studies provided real life examples
of illnesses where students were required to apply the knowledge and skills gleaned from the
learning modules — knowledge which they would not be expected to know from previous life or
work experiences.
Methods: Qualitative evaluation of the synthesis activity occurred through analysis of field notes
kept throughout the entirety of the activity. During each synthesis activity, one researcher
maintained field notes, documenting the participants’ engagement and responses within the case
studies and reflective debrief. The field notes were reviewed in depth and coded according to key
points from the educational modules.
Results: Palliative care integration: Students demonstrated emphasis on patient comfort, relief of
symptoms, and quality of life. They worked to obtain the client’s health-related goals along with
assessments applicable to a client needing palliative care.
Trauma informed care integration: Throughout their interactions, the participants displayed the
principles of collaboration and mutuality along with empowerment, voice, and choice. Upon
debriefing, all participants acknowledged the challenge of this work and desired growth in their
skills and abilities.

Serious mental illness integration: When assessing for serious mental illness, the
participants used open ended questions, asking the client to describe what he was feeling. In
assessing the client’s interest in treatment, the students clearly defined their scope of practice as RN
students and how that would differ from a therapist’s scope of practice.

Effective communication: The participants exemplified use of effective communication skills
presented in the educational modules. Participants demonstrated use of active listening through
reflective statements and empathy through acknowledgement and validation of client feelings.
Conclusion: The synthesis activity reflected strong integration of the training modules’ key points
and offered participants a robust mechanism to apply their learning. Participants demonstrated use
of skills and recognition of principles regarding care of this population with complex, multifactorial
needs.

Funding: Rita & Alex Hillman Foundation
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Overview: Impact of Telehealth on Nurse-Led Care Models in Rural and Urban Communities

Amy J. Barton, PhD, FAAN, ANEF, College of Nursing, University of Colorado, Aurora, CO; Jacqueline
Jones, PhD, RN, FAAN, FRCNA, College of Nursing, University of Colorado, Aurora, CO, Paul Cook, PhD,
College of Nursing, University of Colorado, Aurora, CO; Teri L. Hernandez, PhD, RN, College of Nursing,
Universityof Colorado, Aurora, CO

Purposes/Aims: The COVID-19 pandemic represents the most significant natural experiment of our time. Its
elusive and rapid pattern of spread resulted in an undeniable impact on global health, stressingfinancial, social, and
environmental ecosystems. The long-term goal of leveraging this natural experiment is to evaluate telehealth to
support vulnerable patients seeking nurse-led care within behavioral health, primary and prenatal care, and home
visitation models in urban, rural, and frontier communities across Colorado. Through statewide network
collaboration, our central hypothesisis that the benefits of nurse-led care will withstand rapid telehealth

imp lementation in Colorado in response to COVID-19. Study aims include:

e Evaluate and rapidly disseminate the impact of sudden telehealth implementation on healthcare utilization
in nurse-led models of' behavioral health, primary/prenatal care, and home visitation in Colorado among
vulnerable populations.

e  Evaluate and rapidly disseminate the consequences of sudden telehealth implementation on patient
outcomes following COVID-19 within nurse-led models of care in Colorado.

e Characterize the patient and provider experience of sudden telehealth implementation in Colorado.
Rationale/Conceptual Basis/Background: COVID-19 jeopardized the already precariously positioned US
healthcare system, promptingasudden shift in the delivery of health services to the telehealth environment for
optimized access to care for millions of vulnerable Americans in urban, frontier, and rural communities. In
Colorado, innovative nurse-led models of care are a vital component of healthcare delivery, provided through
recognized structures of federally qualified health centers (FQHCs), certified nurse midwifery practices, and the
Nurse-Family Partnership (NFP) home visitation program. The widespread implementation of telehealth is a
change in healthcare delivery that requires systematic study to sup port within-system learning, rapid adaptation to
improve access and health outcomes, and informed enhancements to ensure sustainability to endure future sy stem
challenges. While evidence supportspositive patient outcomes for nurse-led telep honic and telehealth interventions
for specific populations, our nurse scientist led interdisciplinary, integrated, and highly skilled team is evaluating,
for the first time, the impact of this urgent and immediate shift from in-person to telecare for an expanded array of
healthcare services.

Methods: Using an observational, repeated measures study design shaped by COVID-19 to evaluate and rapidly
disseminate within- and between-group telehealth innovations and challenges, we will inform the evolution of this
emerging care model to support those with multiple chronic conditions, vulnerable populations, and to reduce
disparities in care through a lens of intersectionality.

Results: Each ofthe abstracts in this symposium report our preliminary findings including positive patient and
provider perceptions regarding use of telehealth as well as the higher proportion of phone visits among rural
residents.

Implications for Translation to Practice/Further Research/Policy: Innovative nurse-led models of care are a
vital component of healthcare delivery now and in the future. Analysis of uniform and claims data, surveys and
interviews provides evidence to inform delivery of high quality, safe, accessible, equitable and affordable care.
This mixed-methods study supports the paradigm shift of care to telehealth created by COVID-19, informing
sustainable models that will maintain the benefits of nurse-led care on population health in Colorado and beyond.

Funding: AHRQ RO1 HS028085-01
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Integrating Non-Health Data to Understand Geolocation Diversity within Colorado

Sean M. Reed, PhD, APRN, ACNS-BC, ACHPN, FCNS, College of Nursing, University of
Colorado Anschutz Medical Campus, Aurora, CO; Emileigh L. Willems, PiD,
Biostatistics and Informatics, Colorado School of Public Health, Aurora, CO, Sophia
Centi, MPH, College of Nursing, University of Colorado, Anschutz Medical Campus,
Aurora, CO

Purpose/Aims: A major goal of data analytics for health disparities research, is to uncover hidden
patterns, trends, and correlations that can be used to improve patient outcomes and access to care.
Merging, linking, harmonizing, and standardizing information from multiple data sources
illuminate additional insights that may have gone undetected by only using single data sources. We
sought to characterize the geographic regions of Colorado (urban, rural, frontier), that serve patients
under nurse-led models of care, since Colorado’s vast geographic diversity impacts patient
engagement with telehealth. We hypothesize that heterogeneous socio-environmental factors (e.g.
ethnic diversity, household income) define Coloradan’s attributes in these geographic regions and
contribute to patient health disparities, differential access to care, and telehealth engagement.
Description of Method: We generated geolocation crosswalks, using several publicly available
data sources, to identify key intersectionality variables. We obtained Federal Information
Processing Standard (FIPS) zip, state, and county codes using the U.S. Department of Housing and
Urban Development Housing-United States Postal Service ZIP-COUNTY crosswalk file. We
matched state and county FIPS codes by county name, using U.S. Census 2014 state and county
information. To obtain county level socio-environmental unique variables (i. e. disparities across
geographic regions), we matched Colorado counties to U.S. Census 2019 QuickFacts. We used the
2016 Colorado Rural Health Center County Map to intersect multiple de-identified data sets, which
characterize populations served under the nurse-led models of care with county-level geo-
designators. We linked provider information to clinics using the National Provider Identifier
registry. This allowed us to integrate information about our patient population at the clinic, system,
and geolocation levels for future data analysis.

Internal Consistency of the Method: Variables were standardized across data sources and
validated during linking procedures. Through weekly peer debriefing and auditing, we synergized
our diverse research backgrounds and clinical experiences to ensure our approach and logic was
pragmatic while producing high data integrity.

Logic Linking the Method to Nursing Research Problem: In Colorado, innovative nurse-led
models of care are a vital component of healthcare delivery for the most ethnically, geographically,
and economically vulnerable populations. The widespread implementation of telehealth is a change
in healthcare delivery that requires systematic study to support within-system learning, rapid
adaption to improve access and health outcomes, and informed enhancements to ensure
sustainability for future system challenges. We utilized data driven and complex statistical
approaches, innovative to nursing research scientists, advancing progress in population health.
Conclusion: Our approach to integrate non-health data into de-identified datasets allowed us to
identify geolocation as the only variable that is consistently and reliably recorded across all our
sources of data. This novel approach to data harmonization allows nurse researchers an enhance
way to characterize the geographic diversity of Colorado and gives access to more accurate
interpretations for geolocation’s impact on patient health care outcomes. We have found that
geolocation is a confounding variable and will use these integrated data sets to better understand the
numerous socio-environmental factors that characterize a patient’s geolocation, impacting their
access to telehealth.

Funding: AHRQ R0O1 HS028085-01
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Post COVID-19 Telehealth Access and Attitudes
in Rural Vs Urban Colorado Nurse-Led Care
Claudia Amura, PhD, MPH, University of Colorado College of Nursing, Aurora, CO;
Emileigh L. Willems, PhD, Biostatistics and Informatics, Colorado School of Public
Health, Aurora, CO, Rosario Medina, PhD, FNP-BC, ACNP, CNS, FAANP, University of
Colorado College of Nursing, Aurora, CO; Amy J. Barton, PhD, FAAN, ANEF, College of
Nursing, University of Colorado, Aurora, CO

Purpose/Aim: The purpose of our study was to evaluate telehealth attitudes among vulnerable
patients and provider perceptions within nurse-led care settings in frontier, rural, and urban
Colorado communities after the COVID-19 pandemic.

Rationale/Conceptual Basis/Background: The COVID-19 pandemic imposed an abrupt shift to
telehealth use which created the opportunity to compare organizational, provider, and patient
characteristics after the onset of the pandemic. While evidence supports telehealth as an effective
option for care delivery, careful evaluation of access and perceptions across diverse ethnic,
geographic, and economically vulnerable populations is required. We used an intersectionality lens
to evaluate patient and provider perceptions of the sudden shift to telehealth across Colorado nurse-
led services.

Methods: The PAtienT Attitude toward Telehealth survey (PATAT), Provider Perceptions about
Telehealth, and demographics were collected from patients and providers across three nurse-led
care models in Colorado. Relationships between geolocation (Rural/Frontier vs Urban) and
attitudes towards telehealth were assessed, with post-hoc analyses of telehealth modality
(phone/video) by geolocation, ethnicity, and age. Nonparametric statistical methods were applied
(Fisher’s Exact Test, Kruskal-Wallis Test) due to non-normal distributions and/or limited sample
size; p-values were corrected for multiple testing using the Benjamini-Hochberg False Discovery
Rate method.

Results: Patient respondents across Colorado (n=314; 40-49 yrs., 33.5% Urban, 45.7% Rural,
20.8% Frontier) were female (78.6%), non-white (22.7%), and Hispanic (32.3%). The proportion of
patients using telehealth in Urban (88.57%) areas was greater than in Rural (71.83%) or Frontier
(63.08%) areas (Global p <0.001). Younger patients used video more than older patients (OR=
462, p<0.001), while Hispanic/Rural patients reported phone visits. Rural/frontier patients who
used video reported higher Trust in the Technology. Post-hoc analyses confirmed that age and
televisit modality were confounders for Trustin Technology and Trust in Telehealth Service,
respectively (both p<.05). Most providers were White (71.5%), with telehealth modality
significantly different across geolocation. Video calls were used more frequently than phone by
urban providers (77.4% video vs 22.6% phone), with phone calls (57.1%) used by rural/ frontier
providers (p <.023). There were no differences in providers’ perceptions regarding telehealth versus
in-person visit across geolocation. When providers were combined across geolocation, office visits
were preferred over virtual visits (p=.001) for the ability to see a physical problem (97.4% vs
1.3%), to communicate effectively (59.04% vs 3.6%), to create a personal connection with the
patient (74.7% vs 0%), and overall quality of the visit (69.14% vs 1.23%). In addition, providers
preferred office visits to facilitate continuity of care and coordination with other providers (30.86 vs
12.35%, p=.011). Conversely, virtual visits were preferred for accessing patient records during the
visit (15.19% vs 46.84%, p<.001), timely patient access to follow -up (10.39% vs 45.45%, p<.001),
and ease of scheduling (32.93% vs 1.02%, p=.042).

Implications for Translation to Practice: Our data highlight differences in telehealth access and
attitudes across rurality, gender, and ethnicity, which indicate phone over video-based modalities as
an effective approach for care delivery among older Hispanic individuals in rural/frontier areas.

These findings can inform future policy to address barriers to telehealth access and delivery.
Funding: AHRQ R01 HS028085-01
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A Qualitative Study of Best Practices for Telehealth in Nurse-Led Care Settings

Katherine Kissler, PhD, CNM, Colege of Nursing, University of Colorado, Anschutz Medical
Campus, Aurora, CO, Jacqueline Jones, PhD, RN, FAAN, FRCNA, College of Nursing, University
of Colorado, Aurora, CO; Rachel Johnson-Koenke, MSW, LCSW, Caritas Coach, University of
Colorado Denver, Aurora, CO,; Rachel Wood, RN, MSN, College of Nursing, Virginia
Commonwealth University, Richmond, VA, Charlotte Weiss, MSN, RN, ACNP-BC, College of
Nursing, University of Colorado Anschutz Medical Campus, Aurora, CO

Purposes: The purpose ofthis study was to identify best practices for telehealth in nurse-led care
settings to guide future acceptability, adoption, implementation and spread of nurse-led telehealth
innovations to support the care of vulnerable populations and those with multiple chronic conditions.
Research questions:

e Based on patient and providers experiences, what are best practices to deliver high quality, safe,

accessible, equitable, and affordable care?

e How does intersectionality including location (frontier, rural, urban) effect delivery of

telehealth?

e Whatare facilitators and barriers to the implementation of telehealth?

e  Which types ofcare encounters and patient populations are appropriate for telehealth?
Rationale: In Colorado, nurse-led care systems provide health care services to vulnerable populations in
urban, rural, and frontier environments. The COVID-19 pandemic prompted a sudden shift to telehealth.
This study characterizes Colorado patient and provider experiences of sudden telehealth implementation
through alens of intersectionality to examine health disparities and the effect on vulnerable populations.
Methods: In this qualitative exploratory/descriptive study, we identified a purposive sample of 29
patients and 16 providers who experienced telehealth visits within four nurse-led care settings between
March 02020 and May of2021. Weused maximum variation sampling to ensure heterogeneity and
target a wide distribution of participants considering intersectionality. We conducted semi-structured
interviews (20-60 minutes) via Zoom or phone with patients and providers to elicit perspectives on
facilitators, barriers, and best practices oftelehealth care. Weused an iterative, inductive,and deductive
team-based toolkit of analytic strategies: field notes, qualitative content analysis, consultative and
reflexive team analysis,and member checking. Analysis commenced with the first participant interview
and proceeded alongside subsequent data collection until informational saturation was met.

Results: We found much higher satisfaction levels and acceptance oftelehealth than was reported prior
to the rapid implementation of telehealth during the COVID-19 pandemic. Both patients and providers
reported unexpected benefits of telehealth including increased accessibility to care and increased
efficiency especially in frontier and rural environments. Patients and providers frequently reported that
they were surprised by the ability to maintain interpersonal connections and develop rapport via video
visit or by telephone.

Themes that we identified related to best practices included establishing boundaries and expectations for
telehealth visits, appropriate triage and scheduling to identify which patient visits are appropriate for
telehealth, different protocols for established versus new patient relationships, and using multiple
modalities (in-person,telephone,and video visits).

Implications for Translation to Practice/Further Research/Policy: Innovative nurse-led models of
care are a vital component of healthcare delivery now and in the future. This study supports the
paradigm shift of care to telehealth created by COVID-19, informing sustainable models that will
maintain the benefits of nurse-led care on population health in Colorado and beyond. This qualitative
study indicates offering telehealth options is an efficient way to increase accessibility to health care.
Future policy should focus on creating systems that prioritize financial stability and technological
infrastructure to continue to offer telehealth especially within rural and frontier communities.

Funding: AHRQ ROI HS028085-01



SYMPTOMS OF WOMEN'S EMOTIONAL DISTRESS AND GLUCOCORTICOID
EXPOSURE DURING PREGNANCY: IMPLICATIONS FOR MATERNAL AND
INFANT BIOLOGY

Overview: Emotional Distress, Glucocorticoid Exposure and Maternal/Infant Biology

Sandra Jean Weiss, PhD, DNSc, FAAN, University of California, San Francisco, San
Francisco, CA

Pregnancy is a period of dynamic psychological and neuroendocrine disequilibrium for
both the woman and the baby in her womb. The prevalence of prenatal stress and
depressive symptoms among pregnant women is substantial, catalyzed by recognition of
pending responsibilities and new roles that will accompany birth of a child. Increased
exposure to glucocorticoid hormones is also a signature occurrence of pregnancy,
especially during the third trimester. Glucocorticoid exposure stems both from endogenous
increases in hormones such as cortisol as the body prepares for delivery as well as receipt
of prescribed synthetic corticosteroids by women at risk for early delivery.

There is growing evidence that both maternal emotional distress and glucocorticoid
exposure during pregnancy may impact the stress-related physiology of the mother and the
neurobiological development of her infant in potentially adverse ways. The goal of this
symposium is to enhance knowledge of participants regarding what is known from existing
research about these effects and to present new knowledge from 4 studies that examine
varied aspects of these relationships. Each of the studies leverages data from a sample of
190 diverse women and infants. Two studies present findings that implicate pregnancy
stress, depressive symptoms, suicidal ideation, and prescribed corticosteroids in women’s
cortisol dysregulation. Results of 2 other studies show how maternal perceived stress and
related life stressors, depression and both endogenous and prescribed glucocorticoids may
influence infant biological development, including integrity of the telomeres that protect
their chromosomes and characteristics of their microbiome such as composition and
diversity of pathogenic and beneficial microbiota. Results of these studies will be discussed
and integrated within two inter-related conceptual perspectives: the model of
‘Developmental Origins of Health and Disease’ and theories specific to the Hypothalamic -
Pituitary-Adrenal Axis, our primary neuroendocrine system for regulating stress.
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Prenatal Precursors of the Infant Microbiome

Sandra Jean Weiss, PhD, DNSc, FAAN, University of California, San Francisco, San
Francisco, CA

Purpose: The primary aim of this study was to determine the relationship of fetal exposure
to antenatal corticosteroids during the third trimester of pregnancy to diversity and
composition of the neonate’s gut microbiome. We also examined microbial alterations
associated with maternal stress and depression.

Background: Synthetic glucocorticoids (antenatal corticosteroids; AC) are commonly
prescribed to women who are at risk of preterm delivery to reduce morbidity and mortality
of children. However, research using animal models has shown that antenatal
administration of AC results in fetal epigenetic alterations, altered expression of genes, and
a distinct gut microbiota composition at2 weeks of life. Despite such findings, the effect of
fetal exposure to AC on the human neonatal microbiome has received little attention. In
addition to the potential effects of AC, there is evidence that maternal emotional distress
during pregnancy may influence the microbiome in early life. Animal studies have linked
maternal exposure to stressors during pregnancy to decreased diversity of bacterial taxa and
lower levels of bacteria that are commonly considered beneficial in the gut microbiota of
offspring. Such alterations in the infant microbiome raise substantial concern. The
microbiome plays a key role in modulating response to stress. Lack of microbial diversity
and a greater abundance of pathogenic micro-organisms in the microbiome have been
implicated in a variety of stress-related conditions as well as many other mental and
physical health problems.

Methods: Women were recruited from 2 obstetric clinics during the 3™ trimester of
pregnancy. This sample of 52 women was part of a larger longitudinal cohort. They
completed sociodemographic, depression (Patient Health Questionnaire -9), and stress
(Perceived Stress Scale) measures. Stool samples were acquired from neonates at 2-3
weeks postnatal. Samples were submitted for DNA extraction (using a modified CTAB
protocol), PCR amplification of the V4 hypervariable region of the 16S rRNA gene, and
DNA sequencing on the Illumina NextSeq. Analyses determined diversity and abundance
of varied bacterial taxa in the infant gut microbiome. Data from the medical record were
used to determine receipt of antenatal corticosteroids (AC) as well as gestational age and
neonatal morbidity. Multivariate regression and analysis of covariance were used to
examine the aims.

Results: Infants whose mothers received antenatal corticosteroids had significantly
depleted (3.16) diversity of their gut microbial communities in contrast to infants who were
not exposed to AC (4.18, p=.01). Infants of depressed mothers also had significantly
depleted and unusual microbiota in contrast to neonates whose mothers were not depressed
(R2=.08, p=.01). Both more severe depressive symptoms and higher levels of stress were
associated with a greater abundance of bacterial species that modulate metabolism of
steroids.

Implications: Exposure to both antenatal corticosteroids and maternal emotional distress
during pregnancy may influence early programming and disruption of the infant’s
microbiome. Results indicate the need for further research to clarify fetal microbial risk and
to assess any long-term sequelae associated with these perturbations. Findings may
ultimately inform targets for probiotic therapies and elucidate mechanisms underlying

development of stress-related disorders.
Funding: NICHD R01 HD102604; NICHD R0O1 HD081188; Eschbach Endowment
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Stressors and Cortisol during Pregnancy Predict Longer Infant Telomere Length
Rebecca E. Salomon, PhD, RN, PMHNP-BC, University of North Carolina, Chapel Hill,
Chapel Hill, NC; Sandra Jean Weiss, PhD, DNSc, FAAN, University of California, San
Francisco, San Francisco, CA

Purpose: Our objective was to determine the associations of three components of the stress
response (i.e. exposure to stressors, perceived stress, and cortisol secretion) during the third
trimester of pregnancy with infant telomere length.

Background: Stress has been proposed as a key contributor to health disparities, and
growing evidence suggests stress may lead to chronic disease by shortening our telomeres,
the protective nucleotide caps on DNA chromosomes. Infant telomere length is among the
strongest predictors of adult telomere length, and understanding how pregnancy stress may
contribute to variability in infant telomere length has significant implications for later
health. Yet a challenge in understanding effects of pregnancy ‘stress’ on telomere length is
attending to unique components of the stress response which caninclude the actual
exposure to stressors, perceived stress, and cortisol secretion as a biomarker of
physiological stress.

Methods: The sample included 60 mother/infant dyads from a larger dataset of a
longitudinal cohort study. In their third trimesters, the mothers completed self-report
questionnaires (e.g. the Crisis in Family Systems Interview to assess stressors and the 10-
item Perceived Stress Scale) and collected their own saliva at four timepoints (waking, 45
minutes after waking, 4 pm, and bedtime) for two days. Average cortisol was calculated
from those salivary assays. After birth, a research team member collected a salivary sample
from the infant which was used to extract the genomic DNA for telomere assay. Inter-assay
variability was controlled for and normalizing procedures were employed in determining
T/S ratios of telomere length. We used a multiple linear regression to determine the
relationship of stress-related variables to telomere length.

Results: Infant telomere length was significantly predicted by exposure to pregnancy
stressors (B = 0.40, p=.01) and average maternal salivary cortisol (= 0.28, p =.03), but
not by maternal perceived stress (B = -0.24, p =.11).

Implications for Research: These findings suggest that increased fetal exposure to an
external environment where more stressors are occurring and an internal environment with
greater circulating cortisol may contribute to longer infant telomere length. In contrast, the
birthing parent’s perceived stress in the third trimester appeared to have no effect.
Exposure to stressors and heightened cortisol during the final stage of fetal development
may lengthen telomeres in order to biologically prepare for higher exposures to stressors
after birth, supporting the adaptive ability of the infant. While further mechanistic research
is needed before potential interventions could be considered, our findings provide further
evidence that exposure to stressors can affect biology even before birth and may have
implications for alleviating health disparities in social environments where life stressors are
increased.

Funding: ROIHDO081188 (NICHD at NIH); T32NR016920 (NINR at NIH); T32NR007091 (NINR at NIH)
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Cortisol Dysregulation, Depressive Symptoms and Suicidal Thoughts during Pregnancy

Shaimaa Elrefaay, RN, MSN, Nursing, UCSF, San Francisco, CA; Sandra Jean Weiss,
PhD, DNSc, FAAN, University of California, San Francisco, San Francisco, CA

Purpose: Depression and suicidal risk during pregnancy are growing public health
concerns. In addition to the emotional suffering they cause, understanding their biological
context is critical in order to prevent adverse effects on pregnancy and to deliver informed
care. The aim of this study was to determine whether depressive symptoms and suicidal
ideation were associated with distinct features of cortisol dysregulation among women
during the third trimester of pregnancy.

Background: The prevalence of depression and suicidal ideation (SI) during pregnancy
have increased over the last decade. Suicidal ideation is a severe symptom of depression
that is found among women who experience hopelessness and feelings of inadequacy in
managing multiple stressors in their lives. Suicidal risk is increased during times of
enhanced stress and pregnancy is replete with significant stressors that can adversely
impact women. In addition, changing hormonal levels that are a natural part of pregnancy
contribute to mood instability that can foster susceptibility to depression and suicide risk.
Both depression and suicidal risk have been linked to dysregulation of the Hypothalamic-
Pituitary-Adrenal (HPA) axis, our nervous system’s primary system for managing stress.
But almost nothing is known about these relationships for women during pregnancy.
Methods: The sample included 62 women from a larger longitudinal cohort study who
completed the Patient Health Questionnaire — 9 for depression, the Perceived Stress Scale,
and a question about the frequency with which they had thoughts about hurting themselves
or they would be better off dead. Women also provided saliva samples at 4 points
throughout the day for 2 days. These samples were assayed for cortisol and from those
values, scores were calculated for 4 cortisol parameters: average cortisol, the cortisol
awakening response (CAR), diurnal cortisol slope, and the cortisol area under the curve
(AUCg). Multiple linear regression procedures were employed to determine relationships
of depression and suicidal ideation to each of the 4 cortisol parameters, controlling for
perceived stress, receipt of antenatal corticosteroids as part of care, and week of gestation
at which the cortisol samples were acquired.

Results: More severe depressive symptoms were negatively associated with diurnal
cortisol slope (b= -.33, p=.025), indicating a blunted cortisol decline from waking to
bedtime. In contrast, suicidal ideation was negatively associated with a flattened cortisol
response after waking (CAR; b = -.43, p =.022).

Implications: Results indicate that depression and suicidal ideation may affect the HPA
axis during pregnancy in different ways, or that these different cortisol perturbations may
reflect unique mechanisms underlying the two symptom states. However, both a blunted
diurnal slope and flattened CAR have been associated with worse mental health status in
other populations. In addition, each of these reflect a dampened or suppressed HP A axis
and has implications for potential disturbances in the woman’s normal cortisol circadian
rhythm. Further researchis needed to assess the effects of these distinct indicators of
cortisol dysregulation on the mother’s physical health and the well-being of her fetus and
infant.

Funding: NICHD RO1 HDO81188
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Antenatal Corticosteroids and Stress Association with Cortisol in Late Pregnancy

Sarah Elizabeth Richoux, PhD, RN, Community Health Systems, University of California,
San Francisco, San Francisco, CA; Sandra Jean Weiss, PhD, DNSc, FAAN, University of
California, San Francisco, San Francisco, CA

Purpose: One aim of this study was to determine if women’s receipt of prescribed
antenatal corticosteroids was related to their cortisol regulation during the third trimester of
pregnancy. We also examined whether specific symptoms of stress were more closely
associated with cortisol regulation than women’s overall level of stress.

Background: Antenatal corticosteroids are administered to women if preterm birth is
threatened in order to improve infant survival after delivery. However, there is preliminary
evidence that these exogenous corticosteroids may perturb women’s cortisol regulation. In
addition, there are mixed findings regarding the effects of general perceived stress on
cortisol regulation; however, no study has examined whether specific symptoms of stress
may have a more salient relationship to cortisol than others.

Methods: The sample included 71 women between the ages of 21-47 who were part of a
larger cohort study. Women completed the Perceived Stress Scale and provided saliva
samples 4 times a day over 2 consecutive days. Based on values from salivary assays,
average cortisol, the cortisol awakening response (CAR), diurnal cortisol slope, and
cortisol area under the curve with respectto ground (AUCg) were calculated. Four separate
linear regressions were computed to examine the relationship of antenatal corticosteroids
and overall stress to each of the 4 cortisol parameters, while controlling for the women’s
gestational stage during their cortisol assessment. In addition, the relationship of three
stress symptom clusters (emotional distress, mability to cope with stressors, and negative
frame of mind) were examined for their relationship to each cortisol parameter.

Results: Women who received antenatal corticosteroids had lower average cortisol (b=-
297, p=.01). Greater perceived stress was associated with more blunted cortisol slopes
across the day (b=-.34, p<.05), with emotional distress being the underlying stress
symptom cluster having the strongest effect size (b=-.32, p<.05). Findings suggest that
antenatal corticosteroids may contribute to dysregulation of women’s HPA activity during
pregnancy and that specific stress symptoms may be more salient for women’s cortisol
dysregulation than others.

Implications for Further Research: Longitudinal assessments over the course of
gestation are needed to better understand how specific stress symptom clusters may affect
cortisol at specific time points during pregnancy. Assessment of specific stress symptoms
may be a more sensitive indicator of intervention need. Further research is needed to
determine long term impact of antenatal corticosteroids on women’s regulation of cortisol.
Findings suggest that clinicians may want to carefully weigh the costs and benefits of
prescribing corticosteroids.

Funding: The National Institute of Child Health and Human Development (W eiss, RO1 HD081188-05) and
the National Institute of Nursing Research T32 Biobehavioral Research Training Programin Symptom
Science (NR016920).
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Overview: The JEDI Way: Organizational Initiatives to Transform a School of Nursing
Butch de Castro, PhD, MSN/MPH, RN, FAAN, Child, Family, and Population Health
Nursing, University of Washington School of Nursing, Seattle, WA

Purpose: This symposium offers insights for how a commitment to justice, equity,
diversity, and inclusion (JEDI) motivates nursing school organizational change.
Recognizing that conventional ways of operating are structural manifestations of
marginalizing and oppressive systems that concentrate power and advantage for majority
identities, novel propositions are needed for abolishment of institutionalized prejudice and
discrimination. Featured presentations exemplify efforts to conceptualize and execute
mitiatives that challenge higher education traditions and customs which hinder achieving
JEDL.

Background: Our present inflection point in history compels nursing schools to engage in
self-examination about legacy and present-day forms of institutionalized injustice and
inequity at work in their settings. Against the societal backdrop of reckoning with racism
and other intersecting systems of oppression, our school has embarked on intentional
reflection about what we are doing (or not) to either perpetuate or counter conditions in
nursing education and research that serve to intensify or ameliorate health inequities. A
focal area of this endeavor emphasizes fostering an organizational climate that values
diversity of identity and lived experience to inform how we approach academic training
and research to fulfill nursing’s responsibility to health equity.

Undertaking: Prompted by our university’s Diversity Blueprint, our school crafted a
Diversity, Equity and Inclusion Strategic Action Plan in 2016 that asserted the need to
recruit and retain individuals who would contribute to the diversity of our faculty, staff, and
student body, as well as equip them with knowledge, skills, and strategies to disrupt bias
and discrimination that disproportionately harm populations with marginalized identities.
Moreover, these innovative and courageous initiatives for organizational transformation are
in direct alignment with national declarations of nursing’s role through education, research,
and practice to advance health equity; as in the Future of Nursing 2020-2030: Charting a
Pathto Achieve Health Equity, American Association of Colleges of Nursing’s new
Essentials, and National Institute of Nursing Research’s draft 2022-2026 Strategic Plan.
Outcome Achieved: This symposium highlights four mitiatives in our school that illustrate
efforts to break free from policies, procedures, and practices that discount the interests and
well-being of individuals and groups with marginalized identities. The first describes how
health equity canserve as a theme to facilitate cluster hiring of underrepresented nurse
scientists and educators. The second illustrates a multi-school/college partnership coalition,
premised on the Public Health Critical Race Praxis model, to implement best practices and
pool resources to support recruitment and retention of health professions scientists from
underrepresented racial/ethnic groups. Third, we describe the equity-centered process used
to develop an educational intervention to interrupt implicit bias among nurses in clinical
settings. Lastly, we explain how restorative justice can be used by faculty as an operational
framework to promote accountability and cultivate safe learning environments for students.
Conclusion: This symposium hopes to inspire participants to realize what can be rather
than simply ponder what should be, so stated commitments to JEDI are not merely
performative. Schools, colleges, and programs of nursing must be willing to boldly
question and reimagine current ways of operating in order to espouse the JEDI way.
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Cluster Hiring on a Health Equity Platform to Diversify Faculty Demographics

Mayumi Willgerodt, PhD, MPH, RN, FAAN, FNASN, Child, Family, and Population
Health Nursing, University of Washington, Seattle, WA; Butch de Castro, PhD,
MSN/MPH, RN, FAAN, Child, Family, and Population Health Nursing, University of
Washington School of Nursing, Seattle, WA; Molly R. Altman, PhD, CNM, MPH, Child,
Family, and Population Health Nursing, University of Washington, Seattle, WA, Betty
Bekemeier, PhD, MPH, RN, FAAN, Child, Family and Population Health Nursing,
University of Washington, Seattle, WA; Elaine Walsh, PhD, RN, PMHCNS-BC, Child,
Family, and Population Health Nursing, University of Washington, Seattle, WA, Kristen
Childress, DNP, ARNP, FNP-BC, CWCN-AP, Child, Family, and Population Health
Nursing, University of Washington, Seattle, WA

Purpose: The University of Washington School of Nursing devised a strategic initiative to
diversify the demographic profile of its faculty. We present a multi-faceted approach to enhance
recruitment of nurse scientists and educators from underrepresented groups.

Background: Historical lack of diversity among nursing faculty, particularly at research intensive
institutions, persists despite increasing representation of students of color and gender identities
applying to, matriculating in, and graduating from academic nursing programs. Students are
increasingly calling for educators, mentors, and researchers who represent the variety of lived
experiences they can relate to, as well as reflect the increasing diversity of patient/client
populations they will care for. For example, an estimated 60% of the U.S. patient population
identifies as being of color, yet less than 20% of registered nurses do. Furthermore, the
responsibility for nurses to play meaningful roles in reducing health disparities, of which
marginalized groups bear disproportionate burden, compels nursing schools to offer learning
experiences informed by a variety of cultural lenses and oriented to achieve health equity.
Undertaking: The Department of Child, Family, and Population Health Nursing committed to a
cluster hiring approach utilizing multiple strategies to increase diversity in filling tenure-eligible
track and teaching track faculty vacancies. Cluster hiring is a deliberate method of recruiting
applicants who have a shared identity and interest, which then creates a natural professional and
social support structure for the course of their careers. Guided by best practices, targeted university
funding opportunities, and nationally-articulated priorities, we implemented a systematic process to
build organizational capacity for faculty candidate recruitment and evaluation that aligns with our
justice, equity, diversity, and inclusion priorities.

Outcome Achieved: Outcomes spanned completion of faculty development training on hiring best
practices, along with coaching on how to design and carry out a cluster hiring initiative that
included development of a targeted job advertisement, new marketing techniques, and real-time
monitoring of aggregate applicant demographics. Leveraging the Future of Nursing 2020-2030:
Charting a Path to Achieve Health Equity report as a thematic platform, advertisements emphasized
our desire to fill open tenure-eligible and teaching track positions with scholars whose research and
teaching are demonstrably committed to health equity. An application review rubric, with criteria
explicitly linked to health equity concepts, was developed in collaboration with faculty at-large to
facilitate engagement in the process. Beyond recruitment and hiring, mentorship structures to
support incoming faculty from underrepresented groups were created for positive transition into
university and community milieu.

Conclusion: A cluster hiring approach offers structural means to purposefully break free from
traditional ways of conducting faculty searches that perpetuate biased decision-making that
replicates and deepens current dominant demographic identities. This undertaking requires training
and capacity development of search committees and faculty to ensure the integrity and fulfillment
of the cluster hiring approach, along with articulation into supports for incoming faculty. Moreover,
grounding open faculty positions into the theme of health equity inspires interest among
prospective applicants more likely to have shared identities with those from marginalized,
underrepresented groups, thereby diversifying the nursing faculty workforce.
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Anti-Racist Approaches to Faculty Recruitment, Retention, and Promotion

Wendy E. Barrington, PhD, MPH, Child, Family, and Population Health Nursing,
University of Washington, Seattle, WA; Tumaini Coker, MD, MBA, Pediatrics, University
of Washington, Seattle; Pamela Collins, MD, MPH, Global Health, University of
Washington, Seattle, WA

Purpose: To transform institutional policies, practices, and norms that continue to limit the
recruitment and retention of underrepresented racial and ethnic (URE) faculty in nursing.
Background: A diverse scientific workforce is critical for advancing discovery and innovation
to promote and protect population health, including rectifying health disparities. Traditional
recruitment and retention efforts have not produced increases in the number of biomedical and
nurse scientists from URE backgrounds (i.e., Black/African- American, Native
Hawaiian/Pacific Islander, American Indian/Alaska Native, and Hispanic/Latino/a) needed to
achieve representation and parity. This underrepresentation remains despite robust diversity,
equity, and inclusion (DEI) efforts. These efforts, however, have not been anti-racist; they have
not explicitly named nor disrupted institutional policies, practices, and elements of culture that
align with white supremacy culture norms. White supremacy culture norms perpetuate
institutionalized racism by preferencing whiteness, thereby limiting opportunities and
producing barriers for URE faculty success.

Undertaking: Our school of nursing embarked on an anti-racist approach to identify,
challenge, and change policies, practices, and norms that produce racial/ethnic inequities
within our research, teaching, and operations. As an entire faculty, we are working to execute
identified changes. The University of Washington’s (UW) submission to the NIH Faculty
Institutional Recruitment for Sustainable Transformation (FIRST) funding mechanism
provided an opportunity to advance our work by incorporating critical race theory principles
within our approaches to promote faculty diversity.

UW FIRST, led by nine URE faculty and faculty of color, is an intra-institutional collaboration
between the Office of the Provost, Schools of Medicine, Nursing, Public Health, and Social
Work, and the College of Engineering. Informed by Public Health Critical Race Praxis
(PHCRP), UW FIRST acknowledges the ordinariness of racism and need to place the expertise
and lived experience of URE faculty at the center of our discourse and decision-making to
drive change. Participating units will implement and evaluate URE faculty-identified anti-racist
strategies to disrupt white supremacy culture norms that preference whiteness within faculty
recruitment, development, retention, and promotion policies, practices, norms, and structures.
Outcome Achieved: UW FIRST anti-racist strategies include mandatory anti-racism training
for faculty search and promotion review committees; structured job ads and faculty search
review rubrics that prioritize health disparities research and anti-racist approaches to research
and teaching; promotion criteria that value anti-racist approaches in research and teaching; anti-
racist faculty development and mentoring structures that leverage senior faculty as mentors and
sponsors; and faculty peer-learning to disrupt behaviors that preference whiteness.
Additionally, each school/college redirected significant fiscal and personnel resources for
hiring a diverse cohort of health sciences scholars and establish an integrated and supportive
structure to foster opportunities and a nurturing climate for them to thrive.

Conclusion: UW FIRST is congruent with organizational change theory requiring
simultaneous and multi-level strategies to shift individuals and their work as well as
organizational norms, values, policies, and practices to facilitate transformation towards
inclusive excellence. Development of UW FIRST coalesced and synergized ongoing
innovation and action to diversify faculty and promote critically needed health disparities
research across the translational science spectrum within our school of nursing and across the
Uw.
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Using an equityXdesign Approach to Develop the Implicit Bias Clinical Teaching Program
M. Rebecca O'Connor, PhD, RN, Child, Family, and Population Health Nursing, Universityof Washington,
Seattle, WA; Kenya V Beard, EdD, AGACNP-BC, CNE, ANEF, FAAN, Chamberlain University, Chicago;,
Michellevan Ryn, PhD, LMFT, MPH, Diversity Science, Portland,; Samuelle Inevil, MSN, FNP-BC,
University of Washington School of Nursing, Seattle; LilianaPalacios, BSN, RN, University of Washington
SchoolofNursing, Seattle; Amelia Strauss, BSN, RN, University of Washington School of Nursing, Seattle;
Adrian Acosta, BA, University of Washington School of Nursing, Seattle; KeondraRustan, PhD, RN, CNE,
CHSE, University of Washington School of Nursing, Seattle; Jocelyn Ludlow, MN, RN, CNE, CHSE,
CMSRN, University of Washington School of Nursing, Seattle; MayumiWillgerodt, PAD, MPH, RN, FAAN,
FNASN, Child, Family, and Population Health Nursing, University of Washington, Seattle, WA ; Diana Taibi
Buchanan, PhD, RN, Biobehavioral Nursing and Health Informatics, School of Nursing, University of
Washington, University of Washington, Seattle, WA, Jillian Pintye, PhD, MPH, RN, University of
Washington School of Nursing, Seattle; Johanna Hulick, MN, RN, SANE-A, University of Washington
SchoolofNursing, Seattle; Anne Hirsch, PhD, ARNP, FAANP, FAAN, University of Washington School of
Nursing, Seattle,; Butch de Castro, PhD, MSN/MPH, RN, FAAN, Child, Family, and Population Health
Nursing, University of Washington School of Nursing, Seattle, WA

Purpose: The purpose ofthis project was to center equity in the iterative and collaborative development of
the Implicit Bias Clinical Teaching Program (IBIAS). IBIAS is a multi-faceted, evidence-based programthat
conceptualizes implicit bias among nurses as an urgent patient safety issue and seeks to effectively address
health disparities by preparing future nurses who have developed habits to:

1. considerhowbias may be impacting thecare they provide, and

2. implement bias-interrupting skills they have demonstrated throughouttheir clinical nursing

education oncethey enter the workforce.

Background: Implicit bias among nurses and other health care providers is a critically important problemto
solve because substantial evidence shows that patients receive differential treatment across numerous areas of
healthcare, resulting in poorer healthcare experiences and outcomes based on race, ethnicity, and other
marginalized identities. Evidence also shows that individuals frommarginalized communities (e.g. the
Black/African-Americanand LGBTQ+ communities ) often avoid seeking preventive health services out of
fear that they will be treated poorly and/or discriminated againstin their care. To our knowledge, no program
or strategy exists to engage and prepare future nurses to address this problemin the clinical setting.
Methods: IBIAS was developed iteratively and collaboratively from August2020— September 2021 using
equity Xdesign principles thatcenter racial equity in the designthinking process (e.g. wide engagement,
ensuring enough time for equitable design, designing for the margins, ceding power). Approximately 30
stakeholders participated in this process representing diversity in levels ofrole/power (students, staff, clinical
instructors, teaching and tenure-track faculty, School of Nursing leadership, community members) and in
racial, ethnic, sexual, and genderidentities and lived experiences. Elements of IBIAS, particularly examples
impacting marginalized communities in the clinical setting, were guided by members of marginalized
communities and iteratively refined during monthly meetings. Iterative development also focused onthe need
for simple integration into clinical nursing courses that requires minimal time/resources and no prior
experience addressing implicit bias.
Outcomes: IBIAS stakeholders developed a guided imagery student simulation (to provide a safe
environment for students to explore how their own biases cannegatively impact the care they provide), a
clinical instructor guide (to provide information necessary to implement IBIAS into an existing clinical
courses, including Learning Management Systemintegration), and an Assessmentof Student Skills to
Interrupt Bias Form(to guide student demonstration of 10 specific bias -interrupting skills during the clinical
course, including skill definitions and demonstrated examples in the clinical setting).
Conclusions: Using equityXdesign principles in the development of nursing curriculumor other program
elements is one approach to centerracial and health equity considerations and greatly widen the circle of
voices driving the design process and related outcomes. Additional research is needed to explore the
feasibility and impact ofintegrating IBIAS in undergraduate clinical nursing courses. Continued engagement
froma wide and diverse stakeholder group are required if curriculumand/or programs are to effectively meet
the needs of marginalized communities thatare disproportionately impacted by implicit bias in nursing care.

Funding: This project is funded by the Gordon and Betty Moore Foundation through Grant GBMF9048 to
support the work of Dr. M. Rebecca O’Connor.
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Restorative Justice to Promote Accountability for Student and Faculty Well-Being

Molly R. Altman, PhD, CNM, MPH, Child, Family, and Population Health Nursing,
University of Washington, Seattle, WA; Clare Sherley, DNP, CNM, ARNP, Child, Family,
and Population Health Nursing, University of Washington, Seattle, WA, Ira Kantrowitz-
Gordon, PhD, CNM, ARNP, FACNM, Child, Family, and Population Health Nursing,
University of Washington, Seattle, WA

Purposes/Aims: The nurse-midwifery Doctor of Nursing Practice (DNP) program piloted
the use of a Restorative Justice process within at the University of Washington (UW)
School of Nursing to promote accountability and create healthy, safe learning environments
for students within our program, with the intent to expand this process as an operational
framework across the entire School of Nursing.

Rationale/Background: In recent years, the UW School of Nursing has begun to
acknowledge harm from institutional structures and practices to students, staff, and faculty
of marginalized identities, particularly those experiencing racism. The use of a Restorative
Justice framework creates an avenue for all involved (students, staff, and faculty) to be
heard, their voices valued, and their experiences of harm or impact acknowledged, moving
towards an environment of healing, accountability, and transformation. The use of
Restorative Justice within an academic setting promotes accountability and increases
connections between faculty colleagues and within leadership. Restorative Justice also sets
the stage for changing a culture that values hierarchy and exclusion, common
manifestations of institutional racism in higher education and nursing schools. The faculty
in the nurse-midwifery DNP program atthe UW School of Nursing piloted a Restorative
Justice process as a way to acknowledge harms experienced by students and create an
environment where these harms could be heard and a restorative process initiated without
defensiveness and with care.

Undertaking: Using Restorative Justice as an operational framework, the nurse-midwifery
DNP program invited an outside facilitator to support the program in instituting a
Restorative Justice practice. Initially, circles were supported within the nurse-midwifery
faculty to create trust and connection and later support accountability for harms that have
taken place within the program and larger School. A plan was developed to create
opportunities for students, alumni, and community members to share their experiences with
the program, to further support accountability for harms not understood or acknowledged.
Meetings were scheduled for students to share their experiences with our facilitators, with
the intent for students to determine what will be needed to support healing and promote
change. Additionally, public letters were sent to alumni and community stakeholders to
inform them of the plan and to invite them into the restorative justice process.

Outcomes: Instituting a Restorative Justice process within the nurse-midwifery DNP
program has demonstrated increased trust between faculty, staff, and students and created
opportunities for students to share their experiences in a supported way. Students engaged
in the process have shared an increased comfort with sharing about harm and impact with
therr faculty, with the understanding that their experiences will be taken seriously and will
stimulate changes within the larger structures of the program and School.

Conclusions: The successful use of Restorative Justice within the UW nurse-midwifery
DNP program provides evidence that larger implementation of this process across the
larger School of Nursing could serve to better support historically excluded students, staff,
and faculty and may create the momentum to support needed institutional change.



WORKING AS A NURSE DURING THE COVID-19 PANDEMIC:
CONSIDERATIONS FOR OUR FUTURE WORKFORCE

Overview: Working as a Nurse during the COVID-19 Pandemic:
Future Workforce Considerations

Chloé Littzen-Brown, PhD, RN, AE-C, The University of Portland, Portland, OR, Jessica
Rainbow, PhD, RN, The University of Arizona, Tucson, Claire Bethel, PAD, RN-BC,
College of Nursing, The University of Arizona, Tucson, AZ; Angie Norton, MSN/ED, RN,
Nursing, The University of Arizona, Tucson, AZ; Hanne Rind Dolan, MS, RN, College of
Nursing, University of Arizona, Tucson, AZ

Purpose/Aims: The purpose of this symposium is to describe the experience of working as
anurse during the COVID-19 pandemic across the United States.

Background: Since March of 2020, the COVID-19 pandemic has impacted the nursing
workforce in unparalleled ways within the United States, including the death of over 1150
nurses. Research is needed to elucidate understanding of nurses experiences working
during the COVID-19 pandemic in order to develop strategies to assist the future nursing
workforce.

Methods: Three studies focused on working as a nurse during the COVID-19 pandemic
across the United States will be presented. The first is a convergent mixed methods study
on the work-related well-being of young adult nurses, and the second is a qualitative
descriptive study on the experiences of critical care nurses from a work systems
perspective. The third is a qualitative descriptive study of nurses' experiences working
during the COVID-19 pandemic.

Results: Across our studies, nurses in the United States are struggling as the COVID-19
pandemic continues. Regardless of age, years of experience, or setting, nurses are enduring
negative consequences from the turbulent nature of the ongoing COVID-19 pandemic. This
includes but is not limited to suboptimal well-being, burnout, and for some leaving their
positions. Rationales for these negative consequences include lack of adequate resources or
support and an overall loss of trust in their healthcare organizations. Furthermore, nurses
describe experiencing morally traumatic events almost daily in their practice.

Implications for Translation to Practice/Further Research/Policy: The COVID-19
pandemic magnified weaknesses within the American healthcare system that existed pre-
pandemic. Nurses in our studies described the negative impact of the pandemic on their
own health, well-being, and intention to stay in their current roles. The nursing pipeline has
been an ongoing issue and increasing the number of nurses will not mitigate the negative
impact of the pandemic on existing nurses. Healthcare systems and policymakers should
address system deficiencies related to resources, support, and leadership and management
with evidence-based strategies. Moreover, the gaze of healthcare systems and policymakers
should address nurses' mental health and well-being, creating safe work environments, and
addressing underlying systemic issues that the pandemic has exposed. Future research is
needed to examine the long term impact of COVID-19 on the nursing workforce.

Funding: Sigma Theta Tau Beta Mu Student Research Grant



WORKING AS A NURSE DURING THE COVID-19 PANDEMIC:
CONSIDERATIONS FOR OUR FUTURE WORKFORCE

Young Adult Nurse Work-Related Well-Being during the COVID-19 Pandemic

Chloé Littzen-Brown, PhD, RN, AE-C, The University of Portland, Portland, OR; Pamela
Reed, PhD, RN, FAAN, The University of Arizona, Tucson; Jessica Rainbow, PhD, RN,
The University of Arizona, Tucson, Cindy Rishel, PAD, RN, OCN, NEA-BC, Nursing, The
University of Arizona, Tucson, AZ

Purposes/Aims: To describe and examine the type and significance of factors significantly
related to young adult nurse work-related well-being.

Rationale/Conceptual Basis/Background: Nurse well-being has been identified as a
significant factor in health systems outcomes. Young adult nurses, those who are under the
age of 30, have the lowest work-related well-being, highest turnover mtentions, and lowest
overall job satisfaction across practicing nurses.

Methods: A convergent mixed methods design.

Results: Out of 110 young adult nurses surveyed, 67% percent had suboptimal work-
related well-being. Initial regression analysis demonstrated that resilience, Magnet®
designation, perceived similarities in practice worldviews with co-workers of a different
age, and COVID-19 explained 38% of the variance in young adult nurse work-related well-
being. With resilience removed, the regression analysis demonstrated that nurses’
contemporary practice worldview, co-workers’ practice worldviews of different age,
managers’ practice worldviews, and COVID-19 explained 31% of the variance in young
adult nurse well-being. Content analysis supported three distinct categories, 1) the
contemporary practice worldview, 2) the moral dimensions, and 3) facilitators and
mhibitors. Mixed methods metainferences generated nuanced understanding about young
adult nurse work-related well-being beyond what was possible with either qualitative or
quantitative methods alone.

Implications for Translation to Practice/Further Research/Policy: Young adult nurses
demonstrated an increased rate of suboptimal work-related well-being compared to
previous research, placing them at an increased risk for burnout, fatigue, patient care errors,
and intent to leave in the next 24 months. The moral dimension of nursing should be
considered as especially relevant to young adult nurse work-related well-being, as are the
nurse’s contemporary practice worldview and perceived similarities with co-workers’ and
managers’ practice worldviews. Future researchis needed to further understand the moral
dimensions of young adult nurse work-related well-being.

Funding: Sigma Theta Tau Beta Mu Chapter Student Research Grant



WORKING AS A NURSE DURING THE COVID-19 PANDEMIC:
CONSIDERATIONS FOR OUR FUTURE WORKFORCE

From the Frontlines: A Qualitative Study of Critical Care Nursing durng COVID-19
Claire Bethel, PhD, RN-BC, College of Nursing, The University of Arizona, Tucson, AZ;
Barbara B Brewer, PhD, RN, MALS, MBA, FAAN, College of Nursing, University of
Arizona, Tucson, AZ; Pamela G. Reed, PhD, RN, FAAN, College of Nursing, University of
Arizona, Tucson; Karen Johnson, PhD, RN, Banner Health, Phoenix; Jessica G.

Rainbow, PhD, RN, College of Nursing, University of Arizona, Tucson, AZ
Purposes/Aims: To describe the impact of the COVID-19 pandemic on nursing care
delivery in critical care throughout the United States (US) from a work systems
perspective.

Background: Many patients admitted to the hospital with COVID-19 require critical care.
At the time of this study, little research evidence existed describing the impact of the
COVID-19 pandemic on US critical care settings (work systems), nursing care delivery,
and subsequent outcomes from the perspective of nurses. Knowledge from this study
created a foundation upon which leaders canredesign critical care settings from a work
systems perspective to better meet the needs of patients and nurses who work in them.

Methods: This qualitative descriptive study was guided by the Systems Engineering
Initiative for Patient Safety Model (SEIPS) 2.0 model, which describes the relationships
between healthcare work systems, processes, outcomes, and adaptations. Interview
transcripts were analyzed using a combined deductive and inductive content analysis
approach.

Results: Twenty critical care nurses with at least two years’ experience in critical care who
worked for at least six months during the COVID-19 pandemic were recruited online and
mterviewed one-on-one. All areas of the critical care work systems required adaptation
during the pandemic; however, critical care nurses took on the majority of the adaptation.
Deductive categories were organized by each of the concepts of the SEIPS 2.0 model and
describe the critical care work system during COVID-19, the processes of nursing care
delivery, and outcomes. The deductive adaptation category revealed three inductive

themes: patient care, creativity, and (nurse) coping. Inductive results reveal a description of
the COVID-19 wave progression, fear, lack of trust in the organization, supernurse culture,
and external environment outcomes.

Implications for Translation to Practice/Further Research: Critical care nurses took on
the majority of adaptation in the critical care work system to avoid impacts on patients.
This impacted their well-being, and as a result, critical care nurses need immediate and
ongoing support from organizations. These findings have implications for organizations to
share the responsibility of adapting the critical care work system with critical care nurses.
Critical care work system redesign is needed to avoid negative impacts on nurse well-being
which is inextricably linked to patient and organizational outcomes.

Funding: Sigma Theta Tau Beta Mu Dissertation Grant



WORKING AS A NURSE DURING THE COVID-19 PANDEMIC:
CONSIDERATIONS FOR OUR FUTURE WORKFORCE

It’s Beena Roller Coaster:
Experiences of Nurses Working during the COVID-19 Pandemic

Angie Norton, MSN/ED, RN, Nursing, The University of Arizona, Tucson, AZ; Hanne
Rind Dolan, MS, RN, College of Nursing, University of Arizona, Tucson, AZ; Claire
Bethel, PhD, RN-BC, College of Nursing, The University of Arizona, Tucson, AZ,; Chloé
Littzen-Brown, PhD, RN, AE-C, The University of Portland, Portland, OR, Jessica G.
Rainbow, PhD, RN, College of Nursing, University of Arizona, Tucson, AZ

Purposes/Aims: The purpose of this study was to describe the experiences of nurses working
during the COVID-19 Pandemic.

Rationale/Conceptual Basis/Background: The COVID-19 pandemic has gripped the country
and the healthcare work environment. Nurses, and those who work in healthcare settings have
faced new challenges that are rapidly changing. Collecting stories from providers during this
pandemic will illuminate the challenges that need to be addressed in our healthcare system,
how healthcare systems can support these workers during and after the pandemic and learn
from their experiences to improve future preparedness.

Methods: A qualitative descriptive study of nurses’ experiences working across the United
States during the COVID-19 pandemic collected via confidential voicemails left on a secure
phone line, with option to email. This presentation will present the thematic analysis of
voicemails (n=55) collected from September 2020 - September 2021.

Results: The majority of participants worked in inpatient/acute care settings. Participants’
experiences working during the COVID-19 pandemic were both positive and negative. Themes
identified as positive experiences included pride, support, opportunities to change nursing
positions, as well as the arrival of the COVID-19 vaccines. Many participants felt proud of how
they and their coworkers pulled together to overcome the challenges of the pandemic while still
providing great patient care. The pandemic posed opportunities for new job positions and roles,
and the arrival of the COVID-19 vaccines had provided hope and encouragement. The themes
identified as negative experiences included lack of managerial and organizational support,
staffing shortages, lack of resources, feelings of fear and anger, patient deaths, and negative
impacts on family life. Most participants described how the lack of resources (i.e., personal
protective equipment), lack of clear guidelines from managers and healthcare systems, and
staffing shortages led to suboptimal patient care and caused frustrations, anxiety, and anger.
The participants experienced the moral dilemma of patients not being provided the care they
needed. The lack of visitors in both acute and long term care left patients isolated which
promoted feelings of depression in the participants and their patients. Both extended work
hours as well as decreases in work hours affected the participants’ family life financially,
promoted stress and anxiety, and some participants considered leaving the nursing profession.
Moreover, there was a general awareness of the transitional nature of the positive and negative
experiences of working as a nurse during the COVID-19 pandemic, similar to a roller coaster.
Implications for Translation to Practice/Further Research/Policy: The shifting landscape
of the COVID-19 pandemic led to a variety of positive and negative experiences for providers,
health care settings, and patients and families. While participants were overwhelmingly hopeful
about the vaccines, the subsequent surges, misinformation about the vaccine, and staffing
shortages has and will continue to impact the health and well-being of nurses and their turnover
intention. Healthcare systems and policymakers should address the systems issues (e.g.,
staffing) magnified during the pandemic and provide easily accessible mental health resources.
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ADVANCES IN PEDIATRIC HEALTH

Physiological Effects of Handling in Infants Receiving Neonatal Intensive Care

Nancy Brashear, PhD(c), RN, CCRN, Loma Linda University, Loma Linda, CA

Background: In the United States, preterm births account for 10.8% of all births, with
approximately 82% being moderate to late preterm (32-36%7 weeks’ gestation). Providing a
thriving environment to premature infants receiving care in the neonatal intensive care unit
is an ongoing area of interest to all stakeholders interested in infant health. With advances
in monitoring technology, there are new methods to assess the effects of care and handling
events on premature infants.

Purpose: To describe the effects of routine procedures on renal and cerebral oxygen
perfusion that may have the potential to lead to adverse outcomes.

Methodology: Descriptive design using prospective observation was utilized and was
conducted in the neonatal intensive care unit at a Magnet® designated acute care hospital.
Moderate-late term premature infants were observed for a continuous maximum six-hour
period capturing two consecutive care episodes. Moderate to late preterm infants were
monitored by near-infrared spectroscopy and pulse oximetry. The handling events were
logged into a time-stamped observation procedure log in Excel, and demographic
information was collected.

Result: The data were analyzed using analysis of variance (ANOVA), Kruskal Wallis, and
multiple linear regression models. The results of this study found that reductions in cerebral
and renal oxygen saturation were significantly greater in neonates exposed to clustered care
procedures than procedure performed individually. Similar results were also found with
systemic oxygen saturation and heart rate. Additionally, clustered procedures that
contained a potentially painful tissue-damaging procedure produced near identical changes
in cerebral, renal, and systemic oxygenation and heart rate compared to clustered
procedures that did not include a potentially painful procedure.

Implications: The results suggest that care delivery to premature neonates may need to be
modified. These results may prompt nurses to change methods of routine care by allowing
the infant to rest between intrusive procedures and utilizing methods of providing comfort
during care.

Conclusion: Itis evident from the results of this research that infants are impacted more by
the quantity or length of procedures, as in clustered procedures, than they are by single
procedures, whether the clustered procedure contains a potentially painful tissue-damaging
procedure. The study results reveal that when exposed to repeated stimuli, as what occurs
during clustered procedures, premature infants are unable to maintain physiologic balance
increasing the risk for decompensation.



ADVANCES IN PEDIATRIC HEALTH

Influence of Birth Location on Feeding Type at NICU Discharge

Lauren Hudson, College of Nursing, University of Colorado, Aurora, CO; Madalynn
Neu, PhD, RN, FAAN, College of Nursing, University of Colorado, Aurora, CO; Diane
Melara, BSN RN, Department of Neonatology, Children's Hospital Colorado, Aurora, CO;
Bryan McNair, MS, Colorado School of Public Health-Biostatistics and Informatics,
University of Colorado, Aurora, CO, Sophia Centi, MPH, College of Nursing, University
of Colorado, Anschutz Medical Campus, Aurora, CO

Purpose/Aim: The purpose of this study was to investigate the relationship between place
of birth (hospital, home, birth center) and frequency of mother’s milk feedings at time of
discharge from a level IV Neonatal Intensive Care Unit (NICU).

Background: Consumption of mother’s milk has numerous physical and psycho-emotional
benefits for both mom and baby. Previous studies have found that term infants are more
likely to be breastfed if they were born outside of a hospital (birth center or home).
However, barriers exist that may make consumption of human milk difficult for babies
admitted to the NICU.

Methods: This study is a comparative descriptive secondary analysis of data from the
Children’s Hospital Neonatal Database (CHND). This dataset was developed by the
Children’s Hospital Neonatal Consortium to monitor metrics related to quality and patient
outcomes in level IV NICUs. The current investigation used data from a single level IV
NICU in the western United States that contributed data to the larger CHND dataset. The
infants analyzed in this study had a variety of serious medical and surgical conditions that
warranted intensive care. This study only analyzed data from infants who were greater than
7 days of life and had a gestational age of 34-42 weeks. Infants who were discharged home
prior to admission, died prior to discharge, or who had a length of stay longer than 60 days
were excluded. The relationship between birth location and feeding type was compared
between infants who were born in the Maternal Fetal Care Unit (MCFU) that was
connected to the NICU (n=537), outside of MFCU in another hospital setting (n=1036), at
home (n=25), and in a birthing center (n=10).

Results: Ninety-six percent of the infants that were born in a birthing center or at home
were discharged from the NICU receiving exclusive mothers milk feeds compared to 72%
of nfants who were born in a hospital. The chi-squared analysis showed a statistically
significant difference between birth location and feeding type (p=.0021).

Implications and Further Research: Mothers who gave birth in a birthing center or at
home were more likely to provide their child with the more natural feeding option of
human milk in lieu of formula. The desire to give birth in more natural, less medicalized
settings outside of the hospital, such as at home or in a birth center, may predispose
mothers to pursue a more natural feeding type for their infant. This study’s findings suggest
that the infant’s need for intensive care did not dictate feeding type attime of NICU
discharge. Instead, what more likely determined the feeding type attime of discharge was
the mother’s preference. This study did not have a prospective design, a prospective study
could be utilized in subsequent investigations. Future research that investigates whether
patient acuity and multiparous women’s breastfeeding experiences are covariates in the
relationship between birth location and feeding type also would be beneficial.



ADVANCES IN PEDIATRIC HEALTH

Pattern Typologies of Hope in Advanced Cancer

Karen Sousa, University of Colorado Denver College of Nursing, Aurora, CO, Kristine
Gauthier, University of Colorado Denver College of Nursing, Aurora, CO, Jennifer
Currin-McCulloch, Colorado State University, Fort Collins, CO,; Verna Hendricks-
Ferguson, Trudy Busch Valentine School of Nursing, Saint Louis University, St. Louis,
MO; Heather Coats, PhD, APRN, College of Nursing, University of Colorado, Anschutz
Medical Campus, Aurora, CO, C. Robert Bennett, PAD, CPNP-AC, PPCNP-BC,
University of Colorado School of Medicine, Aurora, CO

Purpose: Describe patterns of hope in adolescents and young adults (AYAs) across their
experiences with advanced cancer.

Background: Hope is the belief in a goal which motivates behaviors, and provides mental
sustenance for AYA’s while receiving advanced cancer treatments, yet how hope is fostered in
AYAs remains understudied.

Methods: This descriptive qualitative study enrolled a purposive sample of AYAs diagnosed
with advanced cancer who were recruited through online advertisements at an academic
medical center and non-profit organization. Semi-structured interviews (2 interviews per
participant) were performed virtually via Zoom using the Relational Caring Inquiry as a
framework for data collection and analysis. Newman’s Theory of Health as Expanding
Consciousness provided a theoretical foundation for the study. In the first interview,
participants described hope through open ended interview questions. Participants were asked to
create an illustration of hope and narrate the meanings and temporal events in their

illustrations. Participants drew lines or pictures to portray their experiences with hope based on
their artistic preferences. The data from the first interview was compiled into a narrative. At the
second interview, the participant and the PI reviewed the co-created narratives of hope, and
further reflected on the meaning of their illustration of hope. Inductive thematic data analysis
was completed with the co-created narrative texts. Data from the narratives, illustrations, and
participants’ explanations of their meanings were integrated to identify typologies of hope in
this sample.

Results: Participants included fifteen AYAs aged 12-21 years diagnosed with advanced
hematological (80%) or solid malignancies (20%). Most participants experienced a relapse
(67%) or received a Bone Marrow Transplant (53%). Participants were either actively
receiving treatment (47%) or in remission during data collection. Ten of the fifteen participants
drew linear patterns to depict their experiences with hope, the other five participants drew
pictures instead. Participants’ levels of hope fluctuated based on their lived experiences from
cancer treatment, treatment-related side effects, and social structure changes. Pattern typology
similarities included 1) levels of hope oscillated upward and downward in zig-zag patterns; 2)
hope increased during initiation of new treatment regimens; 3) hope decreased during treatment
failure, relapse, or hospital re-admissions; and 4) hope decreased during the COVID-19
pandemic onset. Pattern typology similarities emerged based on their visual appearance and
participants’ descriptions of temporal events. Interestingly, nine of the ten patterns depicted the
participants’ current state of hope greater than their baseline hope at time of cancer diagnosis,
with the exception of one participant, a person who experienced a new metastasis with severe
complications. These findings match the concepts of pattern fluctuation and re-organization at
a higher level with expanded consciousness in Newman’s Theory of Health as Expanding
Consciousness.

Implications for Translation to Practice/Research/Policy: Nurses may use drawing to
engage AYAs in dialogue about hope and its motivating factors. Identifying typologies of hope
may help nurses understand when AYAs who have advanced cancer may experience higher
levels, plateaus, and nadirs in their levels of hope, and identify when additional support is
needed to prevent distress amidst fluctuations in their levels of hope.
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Understanding the Long-Term Relationship of the Live Liver Donor Dyad

Annette Nasr, PhD, RN, MPA, NE-BC, Stanford University, Menlo Park, CA

Purpose: The purpose of this study was to better understand how this dyad makes sense of
the parental live liver donation from the time of the donation to the time the recipient
reaches adolescence.

Background: Living donor liver transplantation serves as a viable option to parents when
faced with a child with end stage liver failure. As we enter the third decade of performing
living-related liver transplants in the pediatric population, very little research is available
that addresses how this type of donation shape parental/adolescent relationships over time.
This focused ethnographic study embraces features of the “sense-making” process to better
understand how the parental live liver donor and pediatric recipient dyad adapt and adjust
as they move through the transplant continuum.

Methods: A focused ethnographic design with symbolic interaction framework as in the
sociologic tradition was used to understand the meanings the dyad created as they made
sense of their life journey as organ donors and recipients. Semi-structured interviews were
conducted with 12 adolescent young adults (AY A) and their respective parental liver
donor.

Results: Using thematic analysis this study reveals three categories that describe how the
dyad makes sense of the transplant through connections, reflections, and life transitions.
The overarching theme reflects that this cohort of dyads, reached a shared understanding of
gratitude for this gift of life.

Conclusion and Implications for Translation to Practice: Parents whose child needs a
liver transplant are faced with a decision between waiting on a national registry list for a
deceased donor or opting for a live living donor transplant. Studies such as this one can
help guide and inform parents when making difficult life-changing decisions about their
child. The AYA canalso benefit from this new knowledge as they can gain a broader view
and mindset into this life saving event as they transition to adulthood.

Funding: Stanford School ofMedicine Clinical Educator Grant 2019
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Interprofessional Outreach to Provide Rural Traineeship and Improve School Readiness

Laura S. Larsson, PhD, MPH, RN, FAAN, Nursing, Montana State University, Bozeman,
MT; Crystal Spring, BS-RDH, LAP, Smiles Across Montana, Bozeman, MT

Purpose/Aims: Improving access to care in provider shortage areas is critical in helping
communities meet federal Head Start requirements, in assuring young learners are ready
for pre-school, and in providing future nurses with transformational clinical experiences.
Background: A rural, American Indian (Al) community in Montana with a dental
professional shortage designation is the site of this program. At inception, the Head Start
was in deficiency status for student health screening requirements.

Methods: An interprofessional nursing and dental hygiene team provided three classroom
visits per year to provide screenings and preventive dental services to 3-5-year-old Head
Start students in eight classrooms. Baccalaureate nursing students, a nursing faculty, and
two limited access permit dental hygienists composed the outreach team. Orientation to the
mobile screening equipment, the procedure for applying fluoride varnish and for charting
oral health assessments was provided the night before the rural clinical experience.
Results: Head Start students in a rural, American Indian setting were screened for height,
weight, blood pressure, hearing, vision, and oral health. Over the three years (2018 —2021)
of the project, 79 undergraduate nursing students traveled 490 miles to participate in this
rural outreach experience. Preventive oral health interventions for the same time period
included 277 cleanings, 228 fluoride varnish applications, and 808 sealant placements. The
rate of untreated caries in this sample was 33.8% compared to 43.4% in AI/AN 3-5-year-
olds nationally. Decay experience in this sample was 58.0% compared to 71.8% nationally.
We referred 139 out of 414 children screened to follow-up dental care (33.6%) and with
active case management, the time to treatment was 174.7 days (sd = 133.9) for the 108
students who completed their referral (77.8%).

Implications: Interprofessional mobile outreach to high-priority, rural settings is an
example of team-based care relevant to contemporary healthcare delivery models. This
ongoing service-based learning experience is an efficient way to educate future nurses in
rural and primary care, develop team-based competencies, reduce pediatric oral health
disparities in underserved communities, and assure preschoolers are ready to learn.

Funding: Research was supported by HRSA NEPQR UK1HP31719, HRSA 18-014, Otto Bremer Trust,
Dennis & Phyllis Washington Foundation and Blue Cross Blue Shield



DIMENSIONS OF TECHNOLOGY IN HEALTHCARE

Exploring the EHR As a Communication Channel That Influences Nursing Workflow

Monte Roberts, Health Sciences, Salt Lake Community College, West Jordan,, UT; Kim
Shea, PhD, RN, CHPN, College of Nursing, University of Arizona, Tucson, AZ

Purpose: Nurse’s interface with the EHR to obtain patient data and information to
implement into workflow to assist in meeting patient needs. The hypothesis proposed that
the nurse interfaces with the EHR, searches for usable patient data and information,
processes patient data into information that can be communicated and implemented into
workflow. Of particular interest was the comparison of two nursing role perspectives of a
patient experiencing a clinical event (CE).

Background/Theory: The current EHR is ineffective as communication channel to display
patient data and information that canbe easily and timely implemented into workflow.
Shannon’s Information Theory was used as the underpinning conceptual theory which
analyzed the EHR as a communication channel to access, retrieve and process patient data
to communicate patient needs.

Methods: The study explored 9 responding nurses (RSRN) and 11 receiving nurses’
(RCRN) described perspective. The study sought to explore how nurses accessed and
processed patient data and information from the EHR for the purpose of communication.
Semi-structured interviews using a qualitative descriptive approach were used during data
collection. Participant answered questions on basic age demographics, years of experience,
years of experience working with current EHR, name of current EHR, highest nursing
degree, length of service on current medical/surgical unit, and number of beds on
medical/surgical unit. Participants were asked 5 questions. These 5 questions asked the
participant to describe their perspective of areas accessed within the EHR, how the nurse
processed the patient data and information after access, what strengths and limitations did
their current EHR have, and what suggestions or recommendations to inform a redesign of
the EHR.

Results: Content analysis and inductive approach were used to analyze data for themes.
Data was abstracted and reduced to a total of 32 thematic unit categories. Main differences
in role were not seen in areas accessed in the EHR, more the “time” the receiving nurse
(RCRN) had to decipher and determine what patient data and information to use for
communication. Whereas, the responding nurse (RSRN) frequently complained of “too
much data to filter through,” or “not enough time to get all things completed.” However, of
interest was how, where and what patient data and information was processed by either
participant group (RSRN, RCRN). Participants struggled to articulate what processed data
and information were, or how the nurses processed the data (cognitive workload) either on
nursing notes or a combination of the EHR and other sources. Secondly, was at what
mterval the participants processed data and information. Hypothesized was that the nurse
participant would access the EHR to obtain data and information. This was not correct,
many nurses used hand-off or report sheets more than the EHR.

Future Work: “Process” is not linear in this study. “Process” is more fluid and may occur
at intervals. Of interest is analyzing the intervals that nurses choose to process data, what
methods are incorporated, and then how the nurse processes data and information nto
communication and implementation?



DIMENSIONS OF TECHNOLOGY IN HEALTHCARE

Older Family Caregivers’ Attitudes Towards Digital Health Physical Activity Program

Dawon Baik, PhD, RN, College of Nursing, University of Colorado, Aurora, CO;
Catherine Jankowski, PhD, FACSM, College of Nursing, University of Colorado College
of Nursing, Aurora, CO

Aim: To evaluate perceptions and attitudes towards technology features in a digital health
physical activity (PA) program among older family care partners of persons with heart
failure (HF-FCPs)

Background: High caregiving burden places family care partners (FCPs) at risk for
physical function decline, psychological distress, and poor quality of life. Specifically,
older FCPs are more vulnerable than younger FCPs because of greater physical and
psychological burden, more age-related health care needs, and less emotional and social
support. Technology-supported PA has the potential to promote the health and wellness of
older FCPs by engaging them in home-based PA interventions. However, there is a gap in
research for digital health PA mterventions targeting older FCPs. This study focuses on
older HF-FCPs because they are an understudied population that is vulnerable to their own
health-related issues.

Methods: A qualitative descriptive study design was used to identify older HF-FCPs’
perceptions about digital health technology features, including virtual PA coaching via
video-conferencing, fitness tracker, and motivational text messages, in a technology-
supported PA program. This study took place at the outpatient Advanced Heart Failure
Clinic at the University of Colorado Hospital January-April 2021. We conducted semi-
structured, one-on-one interviews with HF-FCPs via phone. The qualitative data were
analyzed based on the Unified Theory of Acceptance and Use of Technology (UTAUT)
model using directed content analysis methods.

Results: Thirteen qualitative interviews were conducted. Mean age was 66.9£13.4 years;
85% were female, 92% were White and 31% identified as Hispanic. All but one participant
was a spouse. Older HF-FCPs’ perspectives varied about digital health technology
components within each predictor in the UTAUT model (perceived ease of use, perceived
usefulness, facilitating conditions). The majority of participants perceived video-
conferencing, and fitness trackers, as easy to use and useful and some had used a fitness
tracker (e.g., Fitbit, Apple/Samsung watch). Older HF-FCPs reported that they used video-
conferencing (e.g., Zoom) more often during the COVID-19 pandemic to interact with their
family and friends. Some participants perceived motivational text messages as not useful in
motivating PA. Facilitating conditions in the UTAUT model included motivation to health
management, fit in lifestyle, technology proficiency, and technology support. Moreover,
participants’ age and experience with technology (e.g., Zoom, Facetime, Fitbit) as
moderators influenced ease of use and usefulness of the technology features in a digital
health PA program.

Implications: Participants in this study were predominantly White. Future studies should
focus on identifying perceptions and attitudes towards digital health technology to improve
their health in aracially and ethnically diverse population of older HF-FCPs. Our findings
demonstrated that technology proficiency, technology support, and experience with
technology are modifiable variables for facilitators to engage older HF-FCPs in a
technology-supported PA program; thus, ongoing technology training for older participants
is warranted for sustained engagement. Moreover, future studies should optimize usability
and acceptability of the digital health PA program through iterative processes and identify

implementation barriers and concerns about security and privacy among older HF-FCPs.
Funding: Startup funds fromthe University of Colorado College of Nursing
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It Is Feasible to Implement the Mobile Intervention in College Students?

Dieu-My T. Tran, PhD, RN, CNE, School of Nursing, University of Nevada, Las Vegas,
Las Vegas, NV

Background and Purpose: Hypertension is a known risk factor that accelerates and leads
to cardiovascular disease. While it is often a risk factor recognized n middle-aged and
older adults, it is overlooked in young adults. The purpose of this study was to (1)
implement a mHealth intervention, the Optimize Blood Pressure Improvement (MOBILE)
intervention, in college students, aged 18 to 29 years, with elevated blood pressure (BP);
and (2) testits feasibility and impact on BP reduction (primary outcome) along with
sodium intake and hypertension knowledge improvement (secondary outcomes) after 28
days. The Fogg Behavioral Model (FBM) guided the intervention.

Methods: The pilot study used a two-arm, randomized controlled trial. Subjects in the
intervention group were required to monitor their daily BP. We recruited full-time students
who had regular access to a mobile smartphone with unlimited texting and elevated BP or
undiagnosed hypertension stage I. We excluded students who were pregnant, lactating,
planning to become pregnant during the study, taking antihypertensive medication, or
diagnosed with a life-threatening illness or condition associated with hypertension.

We conducted the formative phase before the intervention phase to assess the acceptability,
engagement, and feasibility of the intervention motivational text messages. During the
educational session for baseline data, all subjects completed a sociodemographic
questionnaire, the Automated Self-Administered 24-Hour Dietary Assessment Tool
(ASA24), and the Hypertension Knowledge-Level Scale. Following, all subjects’ height
and weight were also collected to calculate body mass index. For 28 days, subjects in the
mtervention group provided their daily BP measurement using the Withings wireless BP
cuff and their motivational levels (1 for low motivation, 3 for moderate motivation, and 5
for high motivation) to receive the appropriate text message. After 28 days, all subjects
were scheduled for an exit interview to collect post intervention data along with an exit
interview. The control group completed the educational session and exit interview only.
Results: Twenty-nine participants (intervention: n = 15; control: n = 14) completed the
study. We found a significant decrease in BP in the intervention group (p = 0.001) while no
statistical significance was found in the control group. Using the ASA24 to extract sodium
intake, there was no statistical difference in sodium intake for intervention or control
groups. The mean hypertension knowledge score increased in both groups after 28 days;
however, the improvement was only significant for the control group (p =0.001).
Conclusions & Implications: The results provided preliminary data on the effect of BP
reduction in both groups with more impact on the intervention group. These promising
findings warrant further examination of the intervention and its long-term effects.

Funding: Mountain West Clinical Translational Research Infrastructure Network, Pilot Grant
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Exploring Healthcare Access Among LGBT Populations: A Pilot Cross-Sectional Study

Austin Nation, PhD, RN, PHN, School of Nursing, California State University, Fullerton,
Fullerton, CA

Purpose: The purpose of this study was to gather information about the current healthcare
experiences and needs of this LGBT population including priority health issues, physical
and mental healthcare utilization, and perceived adequacy of LGBT-friendly physical and
mental healthcare providers.

Background: There are an estimated 90,000 Lesbian, Gay, Bisexual and Transgender
(LGBT) individuals over the age of 14 in Orange County, California. LGBT populations
are unique and are known to have significant health disparities, particularly if they are from
racial or ethnic groups or have a disability. LGBT individuals are known to experience
adverse situations when accessing health care and mental health services, including issues
with fear, stigma, discrimination, homophobia. or abuse by healthcare providers, LGBT
populations are known to have disproportionate rates of HIV, substance use, adverse
childhood experiences (ACE), depression, suicide, and other mental health issues.
According to the Institute of Medicine (IOM), there is limited data on the health needs and
health care utilization patterns of the LGBT individuals. In Orange County, California, the
only information currently available related to LGBT health are HIV incidence and
prevalence rates. This is the first known study of this kind in Orange County.

Methods: For this pilot study, a quantitative cross-sectional design was used to obtain data
on the health care and mental health care needs and patterns, including access and
utilization. Questions were asked using Qualtrics survey (descriptive, cross-sectional).
Participants were recruited from two organizations serving the LGBT community,
including an AIDS Service Organization and another providing mental health and
substance abuse/recovery services. In both groups, the adult clients, age 18 and over, and
are known to access health care and mental health services on a regular basis. For the
survey, a random sampling method is proposed in order to achieve a representative sample
of the LGBT population in Orange County. The organizations emailed the survey link to
approximately 2000+ clients. Seventy-five participants completed the online survey.
Results: Findings include trouble finding an LGBT competent provider, delays or being
unable to access care, worried about losing insurance. Participants needed to visit multiple
different locations to receive care and preferred a one-stop shop.

Implications for Translation to Practice: Nurses in all settings will encounter individuals
from the LGBT community. Since this is the first study of its kind in Orange County, the
information obtained is invaluable in terms of guiding evidence-informed practice and
suggesting measure to improve current standards of care for LGBT individuals.

Findings from this study will nurse better understand the challenges LGBT
individuals encounter when accessing healthcare services. Nurse can also identify gaps in
available medical and/or mental health services for LGBT populations and assist with
developing solutions to improve access and quality of care for members of the LGBT
community.
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Patient Activation Measure in the Transgender/Gender Diverse Population

Angela Jukkala, PhD, Montana State University College of Nursing, Great Falls, MT; Denise Rivera,
Montana State University College of Nursing, Bozeman, MT; Katherine Mistretta, DNP, Bozeman Creek
Family Health, Bozeman, MT

Purpose: The purpose of thisresearch was to determine the psychometric properties of the Patient Activation Measure
(PAM) among Transgender and Gender Diverse (T GD) persons.

Background: Transgender is an umbrella term used to define a person whose gender identity/expression differs from the
one assigned at birth. Many of these individuals will choose medical affirmation treatmentto allowtheir physique to
become more congruent with their experienced gender. Unfortunately, discrimination, stigma and pronounced
institutional and personal barriers greatly impact a T GD person’s ability to successfully access high quality gender
affirming healthcare. Patient activation refers to having the knowledge, skill, and capacity to become active partner in
their healthcare. The “gold standard” for measuring patient activation isthe PAM; however, validity in the TGD
population hasnot yet been established. Knowledge ofa patient’slevel of activation allows healthcare providers to
personalize health informationand education to the individual’s level of activation to maximize benefit.

Methods: A community-engaged, cross-sectional study design was used to recruit a national convenience sample of T GD
persons (N = 189) online through social media from October - December 0f2020. Potential participants were invited to
participate in a study to explore T GD person’s knowledge and experiences with fertility preservation and healthcare
decision making prior to initiating gender affirmation treatment. Complete information was gathered from 165 (87%) to
support arich description of patient activation, and preferred healthcare decision making preferences within this T GD
sample.

Results: Data was gathered from 165 TGD adults (>18 years). Seventy-seven (46.7%) persons identified as
transmasculine, 59 (35.8%) as transfeminine and 29 (17.6%) as nonbinary. The majority of participants (n =128 ;77.6%)
were under the age of 45, white (n=139; 84.2%) and college educated (n=151:91.5%). The PAM was found to be a
valid and reliable measure of patient activation within T GD persons (Cronbach’s @ = 0.81). PAM scores for the sample
ranged from 35.50 t0 90.70 (M=59.25;SD 13.53). Table 1 presents mean PAM item scores. Participants reported the
least confidence in ability to manage lifestyle adaptations, such as eatinghealthy or exercising. They reported the highest
level of confidence in their medication knowledge. Within the sample, Individuals self-identifyingas transfeminine had
significantly higher PAM scores than their T GD counter parts (M= 61.19; SD=13.64 vs M =54.40; SD=13.96
respectively) (= 0.03 (85df). No other “in-group” differences were identified. Patient activation within this sample
differs from that identified in other populations; T GD persons 2 -3 times more likely to have the lowest level of activation
(Level 1) and half as likely to have the highest level of patient activation (Level 4) (T able 2).

Conclusions: The PAM-13isauseful tool for understanding health behaviorsin the T GD population. However, the
unexpected findings regarding low levels of T GD patient activation, additional research isneeded. While preliminary
findings are promising, replication within a larger more diverse sample would enhance our understanding of the use of the
PAM in the TGD population.
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Birth Includes Us: Development of a Survey Exploring Respectful Care
for LGBTQ Families
Molly R. Altman, PhD, CNM, MPH, Child, Family, and Population Health Nursing,
University of Washington, Seattle, WA; Saraswathi Vedam, PhD, RM, FACNM, Birth
Place Lab, University of British Columbia, Vancouver, BC, Canada

Purpose/Aims: The purpose of the overall study is to explore pregnancy care experiences
for those in the Lesbian, Gay, Bisexual, Transgender, Queer, and other sexual and gender
minority (LGBTQ+) communities, specifically focusing on respectful care provision. In the
first phase of our study, we aimed to develop and content validate a survey capturing the
experiences of LGBTQ+ birthing people and their families using community-engaged
methods.

Background: Disrespect and mistreatment by health care providers in pregnancy and
childbirth is well-documented and is associated with persisting health disparities for many
marginalized communities. Given the lack of attention on health care for LGBTQ+
communities and an expressed community need to measure experiences of respect and
mistreatment in perinatal services, we sought to develop and content validate a survey to
capture the unique experiences of LGBTQ+ perinatal patients and their families, with
future implementation across the U.S. and Canada.

Methods: Following best practices for community participatory action research methods ,
we convened a Community Steering Council (CSC) including patients, researchers, health
care providers, and community birth workers with lived experience within the U.S. and
Canada. Over a two year period, we co-created a survey instrument, adapting existing
validated measures and creating new items specific to the experience of LGBTQ+ family
building through an iterative process. The instrument was subjected to multiple rounds of
review by the CSC, and underwent content validation by community expert reviewers who
assessed the draft online survey for relevance, clarity and importance to lived experience of
perinatal services across a range of gender and sexual identities.

Results: The survey, consisting of approximately 126 questions, was developed and
content validated using an iterative process among 24 CSC members and 30 community
expert reviewers. The community expert reviewers recommended revision on 26 questions,
with the majority of feedback aimed at making the survey as inclusive as possible for a
diverse set of experiences. The final instrument includes demographic questions and items
assessing respect, mistreatment, stigma, and discrimination during preconception,
pregnancy, and birth experiences, with pathways to capture experiences of miscarriage,
stillbirth, and abortion. In addition, the instrument captures the perspectives of all in the
family unit, including the pregnant/birthing individual, a partner/co-parent, and/or an
intended parent using surrogacy.

Implications for Further Research: The next phase of this project will include pilot
implementation of the survey across the U.S. and Canada to further validate the adapted
scales within the survey and to assess the feasibility of capturing a diverse representation of
identities within study recruitment. Data from this survey has the capacity to transform
pregnancy care for LGBTQ+ individuals and families, fillng a much needed gap in
respectful perinatal care research.

Funding: Funded by University of Washington Research and Intramural Funding Program, University of
Washington Royalty Research Fund, and the University of W ashington/University of British Columbia
Collaborative Research Mobility Award.
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Losing a Child: A Grounded Theory of Failed Infant Adoptions Among Gay Men

Michael J. Johnson, PhD, RN, PMH-BC, CNE, School of Nursing, Nevada State College,
Henderson, NV

Although there are many paths for LGBT people to take when wanting children, adoption is
becoming increasingly common. The latest census report revealed that 14.7% of the 1.1 million
same-sex U.S. couples had at least one child under 18 years of age, and that nearly 300,000
children had a parent with a same-sex partner. Moreover, there are more than 2 million LGBT
adults who are interested in adopting children. Just like different-sex couples, these figures do not
represent the immeasurable number of LGBT people who have experienced failed adoptions, which
is when the adoption process ends before it is legally finalized. Although the psychological and
emotional impact of a failed infant adoption on an LGBT adoptive parent is not documented in
research, it is likely profound. No studies to date have examined the experiences of gay men
following a failed infant adoption. Gay men are at particular risk for experiencing psychological
distress following a failed adoption due to gay-specific stressors and disenfranchised grief. The
aims of this grounded theory study were to discover the experiences of gay men who had a failed
infant adoption and to explore the grief and coping response. Participants were recruited from the
largest gay parenting social media networking group. Semi-structured in-depth interviews were
audio-recorded and transcribed. Data were inductively analyzed using a process-based coding
scheme, which is a way of grouping together sequencing parts of a phenomenon. This process
involved three coding stages: initial, focused, and theoretical. Eight people participated in the
interviews, representing 10 distinct failed adoptions. All participants identified as white non-
Hispanic cisgender gay men, and their mean age was 43 years. All adoptions were open and fully
disclosed. Eight out of the nine adoptions failed after the baby was born. Data analysis resulted in
an explanatory process-based framework. The process is divided into three categories: (1) building
anticipation, (2) adoption failure, and (3) loss of child. The first category represents the building
anticipation that participants experienced leading up to the expected birth and adoption of their
newborn baby. Participants described a series of phases that happened over time, each adding to
their anticipation level of adopting a newborn baby. Adoption failure is the point in the process
when participants discovered that the newbom baby would not be joining their family. The
universal reason for adoption failure in this study was a change in decision of the birth mom. The
adoption failure was distressing and unexpected news to every participant. This phase triggered a
complex emotional response, referred to as ‘loss of child’ in this study. Participants described
experiences of grief, mourning, and coping. Although different, the experience of failed infant
adoption is similar to pregnancy loss. Unlike pregnancy loss, failed infant adoption often goes
unrecognized and unsupported. This was the first study to explore the experiences and grief and
coping responses of gay men who had a failed infant adoption.

Funding: Nevada State College Research Stipend
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Are We Ready? COVID-19 Impact on Nursing Students’ Perceived Readiness to Practice

Ahlam A. Jadalla, RN, MSN, PhD., Nursing, CSU Long Beach, Long Beach, CA; Kholoud
Khalil, PhD, RN, CCRN-K, School of Nursing, California State University, Long Beach,
Long Beach, CA, Katie Skaff, School of Nursing, California State University Long Beach,
Long Beach, CA

Purpose: To examine the perceived clinical preparedness of nursing students who
experienced alterations in their learning during the COVID-19 pandemic.

Background: New graduate nurses often experience a theory-practice gap in their
transition from student nurse to registered nurse. This gap was compounded when the
COVID-19 pandemic caused a fast wave of clinical site closures starting the Fall of 2020
that forced nursing schools to shift to alternative modes of instructions and training
(AMI&T). This shift challenged nursing students’ abilities to complete their schooling
timely and impacted their perception of their readiness to practice.

Methods: A Survey-designed study involving undergraduate nursing students in their final
two semesters at a four-year public university in Southern California during Spring of
2021. A total of 46 students responded to the online survey which was developed using the
Microsoft Office Forms application. The survey was comprised of three components:
demographics and nursing education questions, students’ ratings of the AMI&T
experiences, and Clinical Competence Questionnaire (CCQ). The CCQ is a 46-item
validated scale to assess the perceived clinical competence. The Cronbach’s alpha in this
study was .95. CCQ assesses four categories of competencies including: (a) nursing
professional behaviors (NPB), (b) general performance (GP), (c¢) core nursing skills (CNS),
and (d) advanced nursing skills (ANS). Respondents rate each item using a 5-point Likert
scale, where 1 indicates that a student does not know the skill in theory or practice and 5
indicates that a student knows the skill in theory and feels competent in practice without
supervision. Scores on the total CCQ range between 46 and 230. Higher scores on the total
CCQ indicate higher overall competency.

Results: The data were analyzed using SPSS-25 software. Results showed that students, on
average, experienced AMI&T in 4 courses since COVID-19 imposed alterations during
Fall 2020. Overall, 89% of participants reported feeling less prepared to enter the
workforce given the learning modifications during the pandemic. Participants’ overall
perceived clinical competence scores (total CCQ) ranged from 128 to 212 (M=169,
SD=22). Students’ perceived competencies averages for NPB, GP, CNS, and ANS were 65
(SD =7.9), 42 (SD =6.8), 45 (SD =7.8), and 16 (SD=4.2) respectively. There were
significant negative correlations between the number of courses students experienced in
AMI&T and students’ perceived competence in the Core and Advanced Nursing Skills,
(r=-.38, p=.008; r=.35, p=.018 respectively). Results also demonstrated an inverse
correlation between perceived General Performance and the number of missed clinical days
during the Fall 2020 semester (r=-.32, p=.03).

Implications: It is critical to assess the impact of AMI&T imposed by COVID-19 on
student nurses’ readiness to transition to practice in order to design strategies that will help
impacted students when they go back to training fully face to face or join the workforce.
Student nurses who lost part of their clinical experience due to the pandemic may require a
longer adjustment period during their preceptorships and tailored orientation programs to
improve their overall perceived preparedness. Nursing programs and hospitals will need to
implement catchup programs to bridge this gap.
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In Their Own Words: Nursing Student Challenges during the COVID-19 Pandemic
Judy A. Liesveld, PhD, PPCNP-BC, CNE, FAAN, College of Nursing, University of New
Mexico, Albuquerque, NM; Julie Rohr, DNP, RNC-NIC, NPD-BC, Central New Mexico
Community College, Albuquerque, NM; Kimberly Petrovic, PhD, MSN, MA, RN, School of
Nursing & Kinesiology, Western New Mexico University, Silver City, NM; Susan
Grohman, MSN-Ed, RN, Luna Community College, Las Vegas, Cassandra Bourgeois,
BSN, RN, College of Nursing, University of New Mexico, Albuquerque, NM

Purpose & Aims: The purpose of our study was to identify self-disclosed challenges
experienced by pre-licensure nursing students in community college and university settings
during the COVID-19 pandemic. The aim is to create a tool kit of strategies that nursing
programs and faculty can use at present and in the future to mitigate challenges during public
health emergencies or other crises.

Rationale and Background: The pandemic was traumatic for faculty in making abrupt
pedagogical delivery changes and for students in making monumental shifts in how they
learned. This was coupled with stress and fear of changes to day-to-day life. Nursing school is
challenging for students in the best of times. Identifying student challenges that illuminate
necessary changes in educational delivery and policy will facilitate students’ successful entry
into the nursing workforce.

The New Mexico Nursing Education Consortium (NMNEC) is a collaborative model
of twelve state-funded nursing programs, both ADN and BSN, that share policies, curriculum,
and programmatic evaluation tools. Schools are both urban and rural with many near tribal
lands, providing a diverse student pool including a high percentage of Hispanic and Native
American student perspectives.

Methods: IRB approval was obtained for the study. Student surveys are routinely completed at
the end of each semester to elicit programmatic feedback. Starting in Spring, 2020, questions
were added to acquire student perceptions of learning experiences during the COVID-19
pandemic. One question particularly struck a chord with students: “What was the biggest
challenge that you had in completing this semester?” We used Braun and Clark’s thematic
analysis to determine categories, themes and codes from the Spring 2020 survey. The five
authors collaborated to achieve consensus on categories and themes. We met together for an
hour on a weekly basis over 14 weeks. Graphic organizers were used to visually display
categories, themes, and codes to inform discussion and implications for nursing education,
research, and policy.

Results: Fifty-eight students answered our question, many with poignant in-depth responses.
These categories were identified: Technology issues, Concerns with On-line Learning
Methodology, Student Emotional Responses, Faculty Actions/Reactions, Communication, Not
Ready to Go Out and Practice, and Adapting to Change. The theme of Living with the
Pandemic was threaded throughout many responses. Coding for each category includes direct
quotes, the student voices.

Implications for Education, Research, and Policy: Pivoting from in-person to on-line course
delivery at a moment’s notice is now essential. Nursing programs could invest in training for
all faculty regarding on-line learning best practices. Students need regular exposure to on-line
learning, including test-taking. Research and entrepreneurship are needed to develop products
and strategies for on-line skills acquisition to mitigate student distress with lack of hands-on
learning. Best practices for timely communication, such as virtual town halls, are needed.
Support for students including hot spots for Wi-Fi, emergency funds, and mental health
resources are important. Finally, readily operational policies, such as grading, course
completion, and use of virtual simulation for clinical hours necessitate thoughtful
implementation.
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Strategies to Reduce Burnout Among Nursing Faculty and Staff Affected by COVID-19

Cheryl Armstrong, DNP, MS, RN, College of Nursing, University of Utah, Salt Lake City,
UT; Sara Simonsen, PhD, CNM, MSPH, College of Nursing, University of Utah, Salt Lake
City, UT; Jennifer Macali, DNP, MSN, RN, MPH, RYT, University of Utah College of
Nursing, Salt Lake City, UT; Jennifer Clifton, DNP, FNP-BC, CCHP-A, FAANP, College
of Nursing, University of Utah, Salt Lake City, UT; Katarina Felsted, PhD, University of
Utah, Salt Lake City, UT

Purposes: The purposes of this study were to determine the impact of the COVID-19
pandemic on faculty and staffin a College of Nursing (CON), and identify practical strategies
that could be used to reduce stress and burnout.

Background: The continually evolving nature of the COVID-19 pandemic and its ensuing
restrictions have presented challenges for individuals working in nursing academia. In March
2020, faculty and staff of universities across the country were abruptly sent home, expected to
transition to the online format. This created both challenges and opportunities.

Methods: An on-line mixed-methods survey was developed and sent to all faculty and staff in
the CON. Quantitative and qualitative data were collected through a convenience sample using
both open-ended and closed-ended questions. Descriptive statistics were used to analyze the
data.

Results: A total of 139 faculty and staff responded to the survey. Of those, 62% were faculty
(n=86) and 38% were staff (n=53). The survey asked respondents to rate their experiences
with working from home, including the effect on work-related factors and social-lifestyle
factors. Ratings included three categories: “Better, No Change, or Worse”. Respondents were
also allowed space for free-text comments with each topic.

With work-related factors, the areas that were found to be worse were in ergonomics of the
home office, collaboration with colleagues, length of the work day, and social isolation. The
top factors that were noted to be better included work productivity, flexibility, online teaching
support, remote access to meetings, and respect and understanding from colleagues. In
addition, respondents felt that leadership trusted them to work productively from home, which
was noted to be an important aspect of the overall experience.

With social-lifestyle factors, the majority of respondents noted worse outcomes in almost every
category. This was particularly noteworthy with work-life balance, sleep, self-care, and
connectivity with friends, family and colleagues. With regard to physical activity and nutrition,
diverging comments were noted, with half stating these were better and half stating these were
worse. The one aspect where the majority felt things were better was with increased time
outdoors.

Strategies identified to reduce stress and burnout included making time for informal
collaboration with colleagues, ensuring good nutrition, creating a dedicated work space,
focusing on progress and not perfection, incorporating exercise, and improving time-
management skills.

Suggestions for how leadership in the CON could be more supportive included
increased flexibility with working hours, increased transparency, continued trust to work from
home, and ensuring online meetings were necessary and productive.

Conclusions: These findings highlight the impact of the regulations imposed on nursing
faculty and staff as a result of the COVID-19 pandemic, as well as some valuable ideas on how
to reduce stress and burnout. Faculty and staff require ongoing support from leadership and
colleagues. They also must make time for self-care. Leadership in the CON should continue to
be sensitive to the challenges and needs of faculty and staff as this pandemic evolves. Open
communication and transparency are key elements in the successful transitions required.
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COVID-19 and Nurse Resilience from a Global View

Elizabeth Reifsnider, PhD, FAANP, FAAN, Edson College of Nursing and Health
Innovation, Arizona State University, Phoenix, AZ; Soojung Jo, PhD, RN, Edson College
of Nursing and Health Innovation, Arizona State University, Phoenix, AZ; J0 Anne
Bennett, PhD, RN, Nursing, Ministry of Health, Guinea, Conackry, Guinea, VicKi
Simpson, PhD, RN, School of Nursing, Purdue University, West Lafayette, IN; Kala
Mayer, PhD, MPH, RN, School of Nursing, University of Portland School of Nursing,
Portland, OR; Jeanie SKibiski, DNAP, MHA, CRNA, CPPS, School of Anesthseia,
Missouri State University, Springfield, MO, Etsuko Takagi, PhD, RN, Department of
Nursing, Teikyo University of Science, Tokyo, Japan, Sule Kurt, PhD, RN, Health Sciences
Faculty, Nursing Management Department, Karadeniz Technical University,, Trabzon,
Turkey, Keenan Pituch, PhD, Edson College of Nursing and Health Innovation, Arizona
State University, Phoenix, AZ

Purpose: The purpose of this cross-sectional descriptive study was to examine how the
COVID-19 pandemic affected in registered nurses in the areas of compassion fatigue,
burnout, and resilience. Nurses were queried on their compassion fatigue or compassion
satisfaction, burnout, resilience, fear of infection, level of organizational/institutional
support in caring for patients as well as nurses’ safety, and intention to leave nursing as a
profession. Our study was based on an ecological model that examined factors at 5 levels.
Significance: Nurses comprise the largest group of healthcare professionals and are
responsible for delivery of personal and life-saving care, especially with high-risk and
vulnerable patients. Nurses were seen as ‘heroes’ during the COVID-19 pandemic due to
their high level of expert care and willingness to work in dangerous circumstances from
exposure to a deadly pathogen. Nurses died from COVID-19 and more have pondered
leaving the profession. It is essential that support is provided to the nursing workforce to
maintain the high level of care that is delivered. Nursing research can illustrate areas
support where is needed and how to provide such support.

Methods: Anonline survey using REDCap was sent via nursing networks to RNs in active
practice. The survey included demographics, questions about their organization’s handling
of pandemic, and established mstruments. CD10 was used to measure resilience, and
ProQOL 5 was used to measure compassion fatigue, burnout, and compassion satisfaction.
No sample size was predetermined. We obtained a sample of 904 nurses globally. Multiple
regression with all variables were entered simultaneously and maximum likelihood
estimation with robust standard errors (MLR) was used to estimate parameters using Mplus
software.

Results: Nurses who tested positive for COVID-19, who were fearful of infection, and
who desired to leave nursing had lower resilience than nurses without these responses.
Nurses who participated in their organizations’ plans for COVID-19 and who had adequate
provision of PPE had higher resilience than nurses in organizations that did not include
them in plans or provide sufficient PPE.

Implications: It is incumbent upon healthcare organizations to include nurses in planning
for pandemics and infection control and to provide sufficient PPE to protect their health.

Funding: Arizona State University, Institute for Social Science Research
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The Impact of the COVID-19 Pandemic on Nurse Compassion,
Burnout and Moral Distress

Beverley Ingelson, PhD(c), MSN, MSHA, RN, BE-BC, Nursing Administration,
Eisenhower Medical Center, Rancho Mirage, CA, Debbie Hiestand, MSN, RN, CPAN,
Eisenhower Medical Center, Rancho Mirage, CA, Pinthusorn Pattayakorn, PhD, RN,
Eisenhower Medical Center, Rancho Mirage, CA

Purpose: A mixed-method non-experimental observational longitudinal study was conducted
from October 2020 through March 2021. The study utilized a validated survey questionnaire
and a qualitative descriptive design to explore nurses' self-perceived levels of compassion
fatigue, satisfaction, moral distress, moral injury, and burnout during the Covid-19 pandemic.
Rationale: The Covid-19 pandemic has created unprecedented challenges for health care
organizations across the world. Uncertainty and changes in care priorities can lead to high
levels of moral distress and burnout in nurses. Moral distress, compassion fatigue, and burn-out
have long-lasting effects on patient care and nurse retention.

Conceptual Basis: This study utilized Thomas and McCullough's (2014) philosophical
taxonomy. Thomas and McCullough state that the nurse's moral integrity has professional and
individual components. When nurses encounter situations that impact their moral integrity,
which progresses from challenges to threats and violations, significant ethical and moral
distress develops.

Methods: All Registered Nurses and Licensed Vocational Nurses working in an acute care
organization with ambulatory, same-day procedural areas, and specialized clinics were eligible
for study participation. Quantitative data were collected from a convenience sample of 207
nurse participants during two peak waves of the pandemic; October 2020 and March 2021. The
Professional Quality of Life Scale (ProQOL-5) validated survey tool was utilized. The
ProQOL-5 tool measures Compassion Satisfaction (CS), Burnout (BO), and Secondary
Traumatic Stress (STS).

Qualitative data were collected from semi-structured interviews conducted by a single
researcher on 15 nurses from acute inpatient and ambulatory care areas. All interviews were
conducted in a private office, encouraging each nurse to share their lived experience.

Results: Data was analyzed to determine if there were differences between groups. Following
univariate analysis, a two-sample t-test was conducted. Significance was set at p< 0.05.
Comparison between month 1 (October n=117) and 4 (March n=89) showed no significant
change in CS or STS. However, BO scores had a significant change, p=0.13. Data were then
separated into groups. Group 1 consisted of nurses assigned to direct care of Covid-19 patients.
Group 2 consisted of nurses assigned to direct care of non-Covid-19 patients. Significant
changes were noted in BO, p= 0.29 and STS, p< 0.001.

Qualitative analysis was conducted following transcription of each interview with a back and
forth analysis immersing researchers in the data. The following themes were identified:
feelings of exhaustion related to emotional needs of Covid patients and family members, care
validation, fear for self and family, lack of support and appreciation for their emotional
wellbeing, and difficulty looking after non-Covid patients related to the degree of care
demands when compared to Covid patients.

Implications for Practice/Policy: Results of this research reinforce a need for leaders to not
only operationalize processes and procedures that provide for the unique patient care needs but
also care for front line nurses when faced with changes in patient care priorities related to a
pandemic public health model. As organizations continue to adjust to the Covid pandemic,
addressing nurses' emotional distress is urgent, with undetermined long-term effects.
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Relationships between Health Factors and COVID-19-Related Diet Changes
Among Nurses

Marian L. Wilson, PhD, MPH, RN, College of Nursing, Washington State University,
Spokane, WA, Teresa Louise Bigand, PAD, MSN, RN, CMSRN, CNL, Professional
Nursing Development, Providence Health Care, Spokane, WA, Trisha Saul, PhD, PMGT-
BC, Magnet, Providence Little Company of Mary Torrance, Torrance, CA; Marietta
Sperry, DNP, MSN, RN, Nursing, Providence Torrance, Torrance, CA; Rebecca Penders,
PhD, MSN, RN, Professional Development, Providence Health Care, Spokane, WA;
Shaekira Niehuser, RD, Dietary Services, Providence Health Care, Spokane, WA, L0is
James, PhD, College of Nursing, Washington State University, Spokane, WA ; R0SS
Bindler, PharmD, College of Nursing, Washington State University, Spokane, WA

Purpose: To determine relationships between nursing demographics, perceived stress,
exercise, and reported diet quality changes during COVID-19 among acute care Registered
Nurses working full-time, 12-hour shifts.

Background: Diet quality is an important social determinant of health to reduce risk for all-
cause mortality and especially preventable diseases. Registered Nurses working in the acute
care setting during the COVID-19 pandemic have reported increased stress, and strong
evidence supports that stress is related to unhealthy diet quality. Increased stress is also linked
to poor occupational outcomes, including higher risk for more missed days from work and
poorer nursing care delivery. Nurses may need support to prevent worsening diet quality due to
the stress of working during the pandemic, yet it is unclear what factors relate to self-reported
changes to diet quality in this population.

Methods: Guided by Orem’s Self Care Theory, nurses working full-time, 12-hour day or night
shifts from the Western United States were recruited to measure diet, exercise, and stress
between October 2020-2021. This analysis describes cross-sectional, nurse-reported measures
(demographics, stress, and changes to diet and exercise) collected during the pandemic.
Results: Fifty-seven nurses provided data. Of these, 24 (42.1%) reported worse, 19 (33.3%)
reported same, and 14 (24.6%) reported improved diet quality in the context of COVID-19. In
our sample, nurses with an improved diet quality reported significantly less stress (m = 4.9)
compared to those with a poorer diet (n = 6.6, U =105.5, p =0.03). Significantly more nurses
with an improved diet quality worked day shift (n =12, 85.7%) and had a significantly lower
BMI (m = 24.1) and waist circumference (m = 31.3 in.) compared to those reporting a
worsened diet (m = 29.6; 36.7; p<0.05, respectively). Proportionally more nurses with a better
or the same diet quality exercised more since the pandemic (n = 18, 54.5%) compared to those
with a worsened diet (n =11, 45.8%; n= 2, 8.3%; p<0.05). Step data support the exercise
finding; nurses with an improved or the same diet quality reported more daily steps on average
compared to those with a worsened diet quality (p = 0.04). Furthermore, nurses reporting a
worsened diet since the COVID-19 pandemic also had an increased risk for not meeting
national recommendation for daily step requirements (RR=2.36, 95%CI = 1.28 — 4.46, 0.006).
Implications and Further Research: Our study demonstrated that nurses with an improved
diet quality since the pandemic were more likely to have also increased exercise habits and
work the day shift compared to those with a worsened diet. Also, nurses in our sample who
reported an improved diet quality perceived less stress compared to those whose diet quality
stayed the same or worsened. Future research is needed to uncover best strategies to support
diet and exercise self-care practice and promote overall wellbeing for working nurses,
especially when employed during times of high stress or when working the night shift.

Funding: Private foundation grant money: Providence Health Care Foundation and the Selinger Shone
Foundation
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Novel Factors of Health Disparities of Mothers and Their Very-Low-Birthweight Infants
June Cho, PhD, RN, School of Nursing, University of Nevada, Las Vegas, NV; Diane
Holditch-Davis, PhD, RN, FAAN, School of Nursing, Duke University, Durham, NC;
Lung-Chang Chien, DrPH, School of Public Health, University of Nevada, Las Vegas, NV

Aims: To test the hypotheses that (1) biological factors of testosterone and cortisol levels
are associated with sociodemographic factors and (2) both sociodemographic and
biological factors are associated with neonatal health, maternal mental health, and maternal
healthy behaviors of mothers and their very-low-birthweight (VLBW, BW < 1,500 g)
infants.

Background: Racial disparities exist in the prevalence of VLBW and very preterm birth
(gestational age [GA] < 32 weeks), with rates in Black mothers being 2.6 and 2.5 times
those in White mothers, respectively. Black VLBW, very preterm neonates are also at
higher risk for adverse health outcomes than White neonates. Interventions to reduce the
risk of adverse neonatal health and maternal mental health have yet to be effective in
reducing disparities. Sociodemographic factors and environmental factors such as expose
to racial discrimmation and structural racism contribute to disparities, yet those factors are
difficult to modify. The development of interventions requires measurable, modifiable
markers to serve as indicators of risk and to use in assessment of intervention effects.
Testosterone and cortisol canbe used as biological markers as they are involved in stress-
regulation.

Methods: We used a descriptive, longitudinal research design to test our hypotheses.
Participants included 88 mothers and their VLBW, very preterm neonates recruited from a
tertiary medical center in the southeastern U.S. Data on sociodemographic factors (age,
marital status, education, race, body mass index, obstetric complications, type of health
msurance) and neonatal health (GA, Apgar scores, resuscitation at birth, physical growth,
neurological sults, days of hospitalization at 40 weeks’ GA) were collected from medical
records and interview. Maternal mental health (depressive symptoms, anxiety, perceived
stress) and healthy behaviors (healthy eating, refraining from smoking and drinking) were
collected with questionnaires. Maternal salivary testosterone and cortisol levels were
measured at birth and 40 weeks GA using enzyme immune assays. Data were analyzed
using general linear, general linear mixed, and generalized linear models.

Results: Means of maternal testosterone and cortisol levels were 58.61 pg/ml and 0.15
pg/dL atbirth and 55.77 pg/ml and 0.23 pg/dL at 40 weeks’ GA, respectively. High
testosterone and/or low cortisol were associated with younger age, less education,
enrollment in a federal-assistance program, being unmarried, and being Black; poorer
neonatal health (more resuscitation at birth, and more days of hospitalization); and delayed
physical growth in body weight, length, and head circumference. Low cortisol was
associated with higher levels of depressive symptoms. Higher maternal BMI was
associated with higher GA; younger age was associated with higher 1-min Apgar score;
being married was associated with higher 1-min Apgar score and less-frequent
resuscitation at birth; having private imsurance was associated with higher 1-min Apgar
score. Black mothers had fewer healthy behaviors than White mothers.

Implications for Translation to Practice and Future Research: Findings confirm that
biological factors are associated with sociodemographic factors, and both factors are
associated with neonatal health and maternal mental health and healthy behaviors. We
propose using sociodemographic and biological factors concurrently to identify risk and

evaluate ante- and postpartum interventions to reduce disparities.
Funding: This study was partially supported by a grant fromthe NICHD, NIH (RO1HDO076871) to the first
author.
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Examining Cesarean Birth Among Women of Advanced Age in Nurse-Midwifery Care

Antita Kanjanakaew, Oregon Health & Science University School of Nursing, Portland,
OR; Elise Erickson, PhD CNM, School of Nursing, Oregon Health and Science University,
Portland, OR

Aims: 1) Using the Robson 10-Group Classification System (TGCS) compares Cesarean
Birth (CB) utilization between women > 35 years old (advanced maternal age, AMA) and
those < 34 years old in a sample of births attended by Certified Nurse Midwives, and 2)
Examines the antecedent events and/or indicators for CB in Women of AMA within Group
Classifications.

Background/Rationale : For decades, there has been heightened concern about rising rates
of CB. In 2015, the WHO proposed the use of the Robson TGCS as a global standard for
assessing, monitoring, and comparing CB rates within/across healthcare facilities around
the world. While many studies are using the Robson TGCS when reporting about CB, most
have used the TGCS across all ages of parturient women. Few studies have focused on
AMA subgroups specifically, which is critical due to growing numbers of older women
giving birth worldwide. Further, no studies have examined CB among women of AMA
within a midwifery care setting, which tend to care for a healthy population, despite their
age. Understanding overall CB rates, as well as the antecedent events to and/or indicators
for CB in women of AMA may provide additional insights into contributions to CB rates.
Methods: This was a cohort study using the OHSU CNM Clinical Data Repository, which
was gathered prospectively at the time of service. This database includes 194 variables
across antepartum, intrapartum and postpartum care from 2012 and 2020. A total of 3,830
recorded births were available for this analysis. We assigned each birth to one of the 10
mutually exclusive Robson Groups. Each of the 10 groups were then subdivided into two
groups by maternal age (at the time of birth) - <35 vs > 35 years of age. Descriptive
statistics were used to examine CB use across Robson groupings. Chi-square was used to
examine the difference in CB rate between the two groups. Finally, we used logistic
regression with interaction terms to examine the role of AMA status on CB while
controlling for relevant confounders.

Results: Overall, women of AMA underwent CB more frequently (40.4% vs 22.7%). In
the AMA group, the largest contributor to CB was Robson Group 2 [nulliparous term labor
induction] followed by group 1 [nulliparous term spontaneous labor] and group 5
[multiparous term with previous CB]. Yet, Robson Group 1 was the largest contributor to
CB in women < 35 years old followed by Group 2 and 5 respectively. The logistic
regression models indicated that AMA status was predictive of CB controlling for
gestational age, BMI, hypertension and labor induction complexity. Overweight/obesity
was also predictive of CB though, only for non-AMA women (OR 2.48, 95% CI: 1.47-
4.18) in Robson Group 2.

Conclusion: Overall, women >35 appear to be more likely to have a CB in nurse-
midwifery led care. Further, women having their labor induced were the main contributors
to the overall CB rate. This data offers insight into the groups most in need of interventions
to maximize success during labor induction in particular.
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Characterizing Uterine Activity in Women with Obesity to Prevent Cesarean Delivery

Katherine Kissler, PhD, CNM, College of Nursing, University of Colorado, Anschutz
Medical Campus, Aurora, CO, Teri L. Hernandez, PhD, RN, College of Nursing,
University of Colorado, Aurora, CO; Nicole Carlson, RN, CNM, PhD, College of Nursing,
Emory University, Atlanta, GA

Purposes/Aims: The aim of this study was to characterize uterine activity, measured in
Montevideo units (MVU), in nulliparous women with obesity who had spontaneous onset
of labor and augmentation.

Rationale/Conceptual Basis/Background: The majority of unplanned cesarean births in
nulliparous people are indicated by labor arrest (lack of cervical dilation despite adequate
uterine activity). Cesarean births expose women and their infants to surgical risks and
careful weighing of risks and benefits is needed to prevent unnecessary harm. Women with
obesity experience higher rates of cesarean birth and the related complications. The
physiology of the uterus and of uterine contractions is known to be affected by obesity, yet
clinical practice guidelines fail to differentiate best care for women with and without
obesity. Importantly, Black and Hispanic women experience higher rates of both obesity
and cesarean birth; this intersectionality likely contributes to disparities in perinatal
outcomes among these populations.

Current clinical management of slow labor centers on augmentation of contractions
with synthetic oxytocin titrated to achieve 200 Montevideo units (MVU); cesarean birth is
recommended after 4 hours of arrested labor with uterine contractions > 200 MVU or after
6 hours of arrested labor with uterine contractions <200 MVU. Women with obesity are
known to require higher oxytocin doses and have longer active-phase labor than women
without obesity, yet uterine activity in this population has not been characterized.
Methods: A retrospective cohort study of hourly data characterizing uterine activity using
Montevideo units (MVU) and cervical dilation in (n =79) nulliparous women with obesity
who had spontaneous onset of labor which was augmented with oxytocin was conducted.
Differences in measures of uterine activity and oxytocin augmentation by birth route were
evaluated using independent t-tests.

Results: The mean and maximum MVU did not differ by birth route. Among the women in
our sample with prolonged labor dystocia beyond the 4-hour threshold, (N =51), 36
women (70.6%) had uterine activity > 200 MVU. Of these 36, 24 women (66.67%) went
on to have a safe vaginal birth even though they labored for more than the 4-hour time
limit. In total, 30% of the sample had a vaginal birth after exceeding the 4-hour guideline
despite achieving the threshold for adequate uterine activity.

Implications for Translation to Practice/Further Research/Policy: Despite 200 MVU
being the primary measure of adequate uterine activity, there were no differences in birth
route by whether women reached 200 MVU in this sample. Our findings indicate that
women with obesity need more time to progress in labor and higher oxytocin doses even if
they reach the 200 MVU threshold of adequate uterine activity. Care strategies in this
single hospital setting allowed for extended labor dystocia in the presence of maternal and
fetal wellbeing and reduced cesarean births by 30% compared to if current national
guidelines had been followed. Adjusting guidelines nationally to reflect different expected
labor patterns in women with obesity is important to optimize outcomes for these
maternal/fetal dyads and to address racial disparities in perinatal health.

Funding: NIH NINR FN31NR018582-01 Doris Kemp Smith Award, University of Colorado College of
Nursing
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Anemia in Pregnant and Lactating Women in Haiti: A Longitudinal Quantitative Analysis

Marc-Aurel Martial, PhD, MPH, RN, Nursing, Brigham Young University, Provo, UT;
Ashley Gold, SN, Brigham Young University, Provo, UT, Amy Swanson, RN, Brigham
Young University, Provo, UT; Andrew Wilson, PhD, MStat, Parexel Inc., Waltham, MA;
Cempaka Martial, MStat, Intermountain Healtcare, Salt Lake City, UT

Purpose: The purpose of this longitudinal analysis is to evaluate change over time in
anemia status among disadvantaged pregnant or lactating women ages 15-49 following the
implementation of an anemia prevention program in a rural community in Haiti. We
hypothesized that women who attended the free biannual clinics more frequently are more
likely to have higher hemoglobin levels over time.

Background: Haiti’s anemia prevalence in 2019 among women of reproductive age (15-49
years) is 48%, compared to 30% worldwide. Anemia jeopardizes maternal and fetal well-
being and continues to negatively impact children’s development after birth. The Haiti
Health Initiative (HHI), a nurse-led non-profit organization, and its Haitian sister
organization provide the only healthcare access for most rural Haitians in Timo. HHI
addressed anemia through free biannual outreach clinics, supplementation of iron-rich
vitamins, and education related to nutrition, water, and sanitation.

Methods: This longitudinal retrospective secondary analysis utilizes patient data collected
at outreach clinics between 2011 and 2019. Inclusion criteria comprise (1) any
pregnant/lactating woman in the clinic database who (2) attended at least three clinics, and
(3) had at least one blood hemoglobin test recorded in her patient medical records. Prior to
statistical analysis, data were cleaned and verified with paper records to ensure accuracy.
Time-varying anemia states were assigned based on hemoglobin levels and pregnancy
status. Multilevel and multistate analyses in R were used to model individual trajectories
and state transitions, respectively.

Results: Between 2011-2019, 782 pregnant or lactating women aged 15-49 years attended
the HHI clinic, 323 of which met study inclusion criteria. The overall mean hemoglobin of
participants was 11.1 g/dL, with an average hemoglobin of 10.5 g/dL for pregnant women
and 11.5 g/dL for non-pregnant women, suggesting mild anemia. Both pregnant (59.7%)
and non-pregnant women (58.0%) were more likely to be anemic than non-anemic,
reflecting a higher prevalence rate than Haiti’s national average (48%). Multilevel analysis
indicated modest improvement in hemoglobin levels (B = 0.05 g/dL/visit) (p = 0.0048).
Multistate modeling also suggested improvement in women’s anemia category,
transitioning from a high-risk category (moderate or severe anemia) to a low-risk category
(normal or mild anemia) (transition probability = 0.68 over 5 visits) and staying in the low-
risk category once achieved (self-transition probability = 0.68 for 5 visits).

Nursing Implications/Future Research: Longitudinal patient data in low- and middle-
income countries, such as Haiti, are scarce but essential to improving healthcare access and
quality for vulnerable populations. Modest hemoglobin increases suggest the need for
nurses to develop innovative and culturally appropriate approaches to deliver evidence-
based interventions to hard-to-reach populations. For example, anemia interventions should
consider integrating iron-rich vitamins with vitamin C supplementation to elicit a greater
hemoglobin increase. Future analysis should address potential baseline and time-varying
confounding and informative censoring via traditional marginal-structural models and
longitudinal targeted maximum likelihood estimates (ltmle). Future research should collect
prospective qualitative data to understand ecological factors influencing quantitative
results.
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Using Systems Level Thinking and Complexity Science to Dismantle Obstetric Violence

Lorraine M. Garcia, MSN, MA, WHNP-BC, CNM, College of Nursing, University of
Colorado, Anschutz Medical Campus, Aurora, CO; Denise C. Smith, PhD, CNM, College
of Nursing, University of Colorado, Anschutz Medical Campus, Aurora, CO

Purposes/Aims: The purpose of this presentation is to describe the structure and function
of the concept of obstetric violence from a systems level perspective with the use of
complexity theory recommended for advancing the science and solutions to structural
problems. Aim 1: Present the related concept of obstetric racism as an exemplar of how
structural racism impacts the reproductive lives of Black women in particular where it can
both parallel and mntersect with obstetric violence. Aim 2: Present community-based and
mterprofessional models of care with a midwifery presence as solutions known to provide
better clinical outcomes and increase satisfaction for the birthing person.

Definition of Concepts: Obstetric violence is abuse or mistreatment by a healthcare
provider of a female person across the childbearing continuum. It is a violation of
respectful treatment and bodily autonomy and usually involves a lack of informed consent,
coercion, or disregard of refusal. It is internationally recognized as a gender based, sex
specific form of violence against women and a violation of human rights. Obstetric racism
lies atthe intersection of obstetric violence and medical racism, where racism is the
violence that increases risks and harms rather than obstetric violence broadly coming first.
Conceptual Approach: The intersection of risk factors associated with implicit biases that
contribute to health disparities places margnalized groups atincreased risk for harm and
inequitable outcomes. This view illustrates where the related concepts of obstetric violence
and obstetric racism as parallel and intersectional occurrences canbe seen. This juncture is
where common solutions to obstetric violence and obstetric racism have been demonstrated
and are aligned with the use of complexity theory that can account for the multiple
dimensions of structural problems that require conjunctive theorizing to connect the
concepts. In this way, solutions that require the parts be linked to the whole canbe
achieved.

Links to Nursing Practice: Nurses are at the center of identifying and mitigating obstetric
violence in US hospitals, and they are also vulnerable to bystander trauma and moral
distress from a lack of institutionally granted power that may make them witnesses or
unwilling participants when obstetric violence occurs. Community-informed models of
care support patients in experiencing the benefits of relationship-centered care with
midwives, doulas, and nurses to enjoy self-determination while also achieving positive
clinical outcomes. The underutilization of nurses and midwives continues to be a factor in
limiting patient access to reproductive care based on principles of respectful, individualized
care that incorporates informed decision making.

Conclusions: Complex organizational theory provides a framework to understand how
obstetric violence and obstetric racism require a systems level approach to be successful at
advancing the science while working to deconstruct what enables and perpetuates these
structurally embedded problems. The transformative potential to change the behavior of the
whole system of maternity care is possible with a paradigm shift. The utility of connecting
structurally related concepts with complexity theory offers novel pathways for research
designed to be implemented for successful systems level change in the organization and
delivery of maternity care.
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Nurse-Trained Public Health Directors’ Leadership Strategies and Skills
Betty Bekemeier, PhD, MPH, RN, FAAN, Child, Family and Population Health Nursing,
University of Washington, Seattle, WA; Paula M. Kett, PhD, MPH, RN, IBCLC, Center for
Health Workforce Studies, University of Washington, Seattle, WA; Molly R. Altman, PhD,
CNM, MPH, Child, Family, and Population Health Nursing, University of Washington,
Seattle, WA; Jerald R. Herting, PhD, Department of Sociology, University of Washington,
Seattle, WA

Aims: To explore the specific strategies used by nurse-trained public health directors in
supporting health department performance and health equity.

Background: Evidence points to nurses as possessing particular skills which are important
for public health leadership; in particular, investigators have previously found that a local
health department (LHD) nurse-trained public health director is strongly associated with
positive LHD performance and reduced health disparities. This study aimed to better
understand this association and to guide effective deployment of nurse leaders.

Methods: One-on-one audio-recorded semi-structured interviews were conducted virtually
from July-September 2020 with 13 nurse public health directors around the country. A
critical thematic analysis was used in analyzing all data, developing major themes and sub-
themes based on recurring patterns in the data and through analyzing connections between
interview themes and ideologies, positions of power, and social hierarchies.

Results: Participants detailed both (1) the strategies they employed to support local health
department performance and community health and (2) how they employed these
strategies. Major themes focus on the “how” to provide a distinct picture of the nursing
approach to public health leadership. They were: (a) approaching their work with an other-
focused lens, (b) applying theoretical knowledge, (¢) navigating the political side of their
role, and (d) leveraging their nursing identity.

Implications: Through acknowledging the influence of power relations within an
organizational structure, findings articulate the nurse-trained public health director’s
distinctive combination of skills which reflect the interprofessional nature of public health
nursing practice. Such skills demonstrate a specialized approach which may set nurse
leaders apart from other types of public health leaders. Future research is needed to better
understand the training and employment pathways for public health nurse leaders. In
addition, this study has important implications for public health practice and policy, as it
gives further insight into the value nurse leaders bring to public health and highlights their
strengths as leaders. This information can be used to inform policy and practice with
respect to effectively employing nurse leaders in carrying out significant public health
work.

Funding: Robert Wood Johnson Future of Nursing Scholars Pro gram- Grant ID 566403
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Prevalence and Characteristics of the Turnover Intention of Nurse Leaders

Zhizhong Li, MSN, MA, RN, CNL, University of Nevada, Reno, NV; Shelia Gephart, PhD,
RN, FAAN, College of Nursing, University of Arizona, Tucson, AZ

Aims: This project aims to examine the prevalence of turnover intention among nurse
leaders in acute care hospitals, explore the characteristics of nurse leaders who intend to
leave their position, and examine the relationships between the characteristics and nurse
leader turnover intention.

Background: A healthcare organization’s financial success,quality of care outcomes,
patient satisfaction, and staff retention depend on a stable leadership structure. The
definition of nurse leader turnover intention is nurse leaders’ desire to quit, excluding
internal position changes caused by career advancement opportunities or organizational
restructuring. Turnover mtention is important to study because previous research has
discovered that nurse leaders often change positions and employers over one year.
However, a gap still exists in the literature warranting more in-depth investigations of the
phenomenon.

Methods: A quantitative approach involving a cross-sectional and descriptive design was
used in the study. The study sample was from the 2018 National Sample Survey of
Registered Nurses (NSSRN) data. A total of 50,273 eligible participants answered the
survey online or with a paper questionnaire from April 2018 to October 2018. Based on the
literature review, the investigators identified no manuscripts answering similar research
questions with this data. Nurse leaders in this study were defined as participants who
reported spending more than 50% of the time in a typical work week on management,
supervision, and administrative tasks for the primary nursing position and spent most of the
work time on health care management and administration for the primary nursing position.
Characteristics of interest in this study included: education (entry-level nursing program,
entry-level RN degree, year of graduation from an entry-level nursing program, previous
degree before entry-level RN degree, and the highest level of nursing degree, LPN/LVN,
health-related jobs before completing the first RN program, student loans, and non-nursing
degrees after acquiring the first RN degree), primary nursing employment (location,
employed no less than five years, orientation program, assigned preceptor, full-time or
part-time, number of hours worked per week, direct patient care, specialty, job satisfaction,
practice to the full extent of knowledge, and income from primary nursing position), race
(Hispanic/Latino/Spanish, White, Black or African American, Asian, American Indian or
Alaska Native, Native Hawaiian or Other Pacific Islander, and other race), marital status,
and age.

Results: Older nurse leaders were less likely to report turnover mtention (p =.014, OR=
.94, 95% CI=.891 - .987). Hours worked in a typical week predicted turnover intention (p
=.001, OR =1.02, 95% CI=1.007 — 1.029). Low satisfaction in primary nursing position
strongly predicted nurse leader turnover intention (p <.01, OR =6.762, 95% CI=5.338 —
8.567).

Implications: Understanding the prevalence of nurse leader turnover intention and its
related characteristics will contribute to a more in-depth discovery of the causes of nurse
leader turnover and leads to improved interventions for personal wellbeing, career
satisfaction, and retention in nursing leadership.
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Turnover Intention in Acute Care Nurse Leaders: A Scoping Review

Zhizhong Li, MSN, MA, RN, CNL, University of Nevada, Reno, NV; Shelia Gephart, PhD,
RN, FAAN, College of Nursing, University of Arizona, Tucson, AZ,; Barbara B. Brewer,
PhD, RN, MALS, MBA, FAAN, College of Nursing, University of Arizona, Tucson, AZ

Purposes/Aims: The purpose of the scoping review was to map the current knowledge
about the factors leading to turnover intention among nurse leaders in the acute care
setting. The research question was: What factors are contributing to developing turnover
intentions in nurse leaders in the acute care setting?

Background: Effective and stable nursing leadership is imperative to patient care quality
and outcomes, patient satisfaction, and healthcare organizations' financial health. It is also
paramount to improve staff wellbeing, job satisfaction, retention, and decrease turnover.
Research has shown that nurse leaders suffer from high levels of work-related stress and
emotional stress related to their decision to leave their role and find a less demanding job.
Turnover intention is a multi-phase process leading employees to leave their current
position voluntarily.

Methods: The scoping review methodology published by the Joanna Briggs Institute (JBI)
was the preferred method. A publication year limit was setto exclude studies published
before 2013 due to a Canadian systematic review published in 2013. The reviewers
conducted a search using four electronic databases: PubMed, Embase, Cumulative Index to
Nursing and Allied Health Literature (CINAHL), and PsycINFO, accessed through the
University of Arizona's library website. A total of 1841 articles from four databases were
included in the initial screening. The reviewers reached a consensus on including 12
citations for full-text screening. The reviewers also examined the reference lists of the 12
selected articles to identify possible eligible articles not located in the database searches.
The process yielded additional five eligible articles. The final analysis included ten studies
published from 2013 to 2020. All reviewers entered the extracted data from the selected ten
articles into an electronic data form created by using Google Forms ™™,

Results: Five articles focused on nurse leaders at multiple levels, including shift
supervisors, nurse managers, nurse directors, and nurse executives. The other five studies
only included nurse managers. All identified factors were grouped into two categories,
organizational factors and personal factors. The organizational factors were associated with
the nurse leaders' healthcare organizations, including organizational culture, professional
vulnerability, workplace relationships, bullying, succession planning, job roles, practice
environment, workload, and leadership support. The personal factors were associated with
the nurse leaders themselves, including work-life balance, psychological empowering,
resilience, job satisfaction, job stress, burnout, personal demographics, physical health, and
electronic connectedness to work. The findings of the scoping review indicated that acute
care nurse leaders' turnover intention was multifactorial. The factors themselves may have
complex relationships with one another.

Implications: The scoping review findings indicated the lack of research on nurse leader
turnover intention in the current scientific inquiries. All ten studies included in the review
identified the factors influencing acute care nurse leaders' intent to leave. Future research
should continue to explore the causal factors of nurse leaders' decision to quit.
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Head, Back, Knees and Feet: Direct-Patient Care Nurses in Pain

Jessica G. Rainbow, PhD, RN, College of Nursing, University of Arizona, Tucson, AZ;
Claire Bethel, PhD, RN-BC, College of Nursing, University of Arizona, Tucson, AZ; Kerry
Chou, College of Nursing, University of Arizona, Tucson, AZ; Janet Rothers, PhD, RN,
College of Nursing, University of Arizona, Tucson, AZ; Katherine Dudding, PhD, RN,
RNC-NICI, CNE, School of Nursing, University of Alabama at Birmingham, AL

Aims: To explore relationships between the personal (e.g., age, sex, and health) and work
demographics (e.g., hours in shift, patient load, and work setting) and the number of pain
sites and levels of nurse pain.

Background: Internationally, the nursing profession is recognized as an occupation with a
high occurrence of pain and musculoskeletal injuries. These can lead to decreased
functional health and performance at work and home, as well as consequences for patient
care, co-workers, and healthcare systems. In the US, we currently lack understanding of the
prevalence and severity of pain in the registered nurse (RN) population. This is crucial to
developing future targeted interventions to address nurse pain.

Methods: A cross-sectional survey of direct-patient care RNs (N=2,317) in the US were
recruited using social media to complete anonline survey. The survey included items on
participant demographics, health status, number of pain locations and severity of pain.
Descriptive statistics are reported in terms of frequencies, proportions, medians and
interquartile range (Q1,Q3). Relationships between demographics and pain outcomes were
assessed using non-parametric tests. Multiple linear regression models were used to assess
relations between potentially modifiable work setting factors and pain outcomes while
adjusting for relevant demographic factors.

Results: Majorities of participants were female (n=2,234, 96.4%), worked in hospital
settings (n=1,835, 79.2%), had two or more years of current unit experience (n=1,974,
85.3%), and worked 12-hour shifts (n=1385, 59.8%). The median number of pain locations
participants reported was 2 (2,3), and the median pain rating on a 1-10 scale at the highest
rated pain site was 5 (4, 6). The median number of pain sites reported increased with age
(Spearman’s rho: 0.17, P <0.0001) , as did highest reported pain level (Spearman’s rho:
0.07, P=0.001). In models adjusted for age and work setting, significant modifiable work
factors associated with the number of pain locations were average patient load of 10 or
more, working 12 or more hours in a regular shift, and working 25 hours or more of
overtime per month. Significant modifiable work factors associated with highest reported
pain level were average patient load of 10 or more and working 25 hours or more of
overtime per month.

Implications: Nurses experience pain that is associated with modifiable work factors and
demographic factors (e.g., age and years of experience). While nurse demographics cannot
be addressed through interventions, it is possible to address shift length, patient load and
overtime which may decrease nurse pain. Shift length, patient load and overtime have also
been associated with negative patient outcomes; therefore, addressing these through
organizational interventions may improve nurse health and patient care.



LEADERSHIP IN ACTION

Reducing Workplace Violence: An Improvement Initiative in an Academic Medical Center

Daniel Ramberger, Stanford Health Care, Stanford, CA; Hirut Truneh, Stanford Health
Care, Stanford, CA; Hurley Smith, Stanford Health Care, Stanford, CA; Tom Roussin,
Stanford Health Care, Stanford, CA; Dana Jones, Stanford Health Care, Stanford, CA;
Aubrey Florom-Smith, Stanford Health Care, Stanford CA; Neera Ahuja, Stanford
University School of Medicine, Stanford, CA

Purpose: The purpose of this improvement initiative was to develop and implement a
comprehensive employee workplace violence (WPV) program aimed at increasing WPV
recognition, reporting, and response, and reducing WPV experienced by employees in a large
quaternary academic medical center.

Background: From 2017 to 2018, WPV incidents in the organization increased by 34%, but a
formal WPV prevention plan was lacking. These findings, with new state regulations,
highlighted a need to reduce WPV through a standardized program including WPV
recognition, reporting, response, prevention and education processes. Initiated in 2018, the
effort was set in a 605-bed academic medical center with frontline clinicians and staff.

Brief Description of the Undertaking: The LEAN/A3 continual quality improvement method
framed this initiative. In 2018, a WPV needs assessment was conducted with registered nurses,
physicians, physical and occupational therapists, respiratory therapists, dieticians, social
workers, and case managers. An interdisciplinary team defined WPV as any physical assault,
threatening behavior, or verbal abuse in the workplace; WPV can be committed by current or
former clients, patients, or employees, individuals associated with a current or former
employee, or by those with no hospital association.

Key drivers necessary for successful WPV program implementation were identified:
increased recognition, prevention and mitigation strategy awareness, response and reporting
knowledge, and interdisciplinary oversight informed three WPV educational live streaming
webinars and a WPV one-page training document that was disseminated organization-wide.
Signage reinforced shared understanding among care teams, patients and visitors.

To address immediate WPV, the Distress Activation Response Team (DART) program
was piloted on five medicine units. When activated, an interprofessional team deploys to
discuss a behavioral plan of care with the involved individual(s) and initiate next steps. In
2019, DART was implemented on all medicine units.

In August 2020, a train the trainer method was implemented to educate frontline
nursing staff. In September 2020, a WPV response program was created from DART and
expanded to all in-patient nursing units. Instrumental to this roll-out and sustainability was
unit-based leadership, a DART one-page training document, and creation of a Workplace
Violence Committee.

Assessment of Findings: From September 2020 through August 2021, 178 care team members
attended one of the three WPV classes, and there were 103 DART activations across in-patient
units. Post-intervention WPV reports (M = 10.85, SD = 3.31) were significantly increased
compared to pre-intervention WPV reports (M = 3.45, SD = 2.84), #(18) = 7.2, p < .001. The
true improvement in WPV reporting was greater than 5.61 reported incidents per month.
Conclusions: This project yielded crucial WPV infrastructure that increased recognition,
reporting, and response to WPV through education, DART, and program sustainability, and
facilitated a safer environment aligned with strategic goals of ensuring the workplace is free of
fear and prioritizes safety. Coordination and commitment across departments contributed to a
culture in which WPV is not tolerated. Future expansion of the WPV program throughout the
organization, continual program monitoring and evaluation, and effective technology use will
be key in addressing WPV, identifying program successes, and delineating future areas of
WPV study.



LEADERSHIP IN ACTION

Understanding Organizational Response by Email Text Networks and Sentiment Analysis

Figaro Loresto, PhD, RN, Research, Innovation, & Professional Practice, Children's
Hospital Colorado, Aurora, CO,; Nadia Shive, BA, CCRC, College of Nursing, University
of Colorado, Aurora, CO, Lindsey Tarasenko, PhD, MSN, BSN, RN, Research,
Innovation, & Professional Practice, Children's Hospital Colorado, Aurora, CO

Purpose/Aims: This work aims to explore the content and sentiment of organizational
emails from an academic pediatric hospital utilizing text networks and sentiment analysis.
Rationale/Conceptual Basis/Background: The COVID-19 pandemic necessitated
appropriate response from healthcare organizations. Integral to the response aimed at staff
were organizational emails. Emails are an efficient mode of communication utilized to
relay important information. Capturing and describing email communication to pediatric
nurses provides understanding of an organization’s response to the pandemic. This
understanding can inform preparation of pediatric nurses for future critical events. Text
networks and sentiment analysis can be utilized to topically and qualitatively recognize
information for future strategic communication planning or to triangulate nurse
experiences.

Methods: This study was conducted in an academic pediatric hospital in the western
United States. Organizational emails directed to nursing leaders were captured from March
2020 to March 2021. These emails included COVID-19 updates, operational information,
and other essential information. A nurse leader collected these emails. The main aim of this
work was to describe the content and sentiment of these emails. To describe the content,
text networks were utilized. This methodology creates a co-occurrence network of words
where each word is connected to another based on their frequency of appearance within the
same email. From this co-occurrence network, the Louvain community algorithm was
conducted to divide the network into smaller tightly connected sub-networks. These
communities were manually coded based on the words within the sub-network and
represent the topic of the emails. Sentiment analysis was conducted from an overall and
topical perspective. From the overall perspective, a lexicon-based algorithm known as
sentimentR was utilized to obtain sentiment of sentences from the emails. Any score
greater than 0 is considered positive sentiment. From the topical perspective, multiple
sentiment analysis methodologies were used to assign sentiment to the words within each
community. Community sentiment was assigned based on consensus on sentiment results
from investigators. Each community was assigned a positive, neutral, or negative
sentiment. Text networks and sentiment analysis was conducted on emails for each month.
Results: A total of 336 emails were collected over March 2020 and March 2021. Most
emails were sent in April 2020 (n = 80). On average, there were 11 communities identified
through text network methodology. The topics representing these communities ranged from
infection mitigation, employee benefit changes, and diversity, equity and inclusion topics.
Overall average sentiment was 0.20, suggesting positive sentiment. Topical sentiment
suggested that topics involving IT were mostly negative while topics dealing with infection
mitigation ranged from neutral to negative depending on the month. Further, topics evolved
and changed as the pandemic evolved.

Implications for Translation to Practice/Further Research/Policy: This work
demonstrated the use of text network and sentiment analysis on organization emails to
inform organizational response to the pandemic. Early in the pandemic, there was an
abundant of information communicated through emails. Further work is needed to
triangulate these results with nursing experiences to inform future strategy on
communication.



MEASUREMENT AND RESEARCH UTILIZATION

Evaluating Evidence-Based Practice Knowledge/Skill in Acute Care Nurses

Margo Halm, PhD, RN, NEA-BC, Nursing Professional Services, VA Portland Health
Care System, Portland, OR

Background: Evidence-based practice (EBP) has long been recognized as a key solution to
delivering safe, high-quality care. Acute care nurses need EBP competencies to integrate
relevant research findings into care when congruent with patient preferences/values. No
objective method is available to assess nurses’ knowledge/skills that comprehensively
captures all five steps (i.e., inquire, acquire, appraise, apply, evaluate) and three
components (i.e., clinical expertise, research evidence, patient values/preferences) of EBP.
With patient outcomes at stake, competency evaluation is critical so educational
interventions can be tailored to advance EBP proficiency of nurses over time.
Purpose/Objective: The Fresno testis one valid method to objectively evaluate EBP
knowledge/ skills however, it has only been validated with family medicine physicians and
physical/occupational/speech therapists. The 14-item Modified Fresno Test was later
adapted for acute care nursing (XXXX, 2018) and tested with nurses from novice-to-
expert. Six items required revision to produce a valid and reliable EBP knowledge test.
Thus, the specific aim of this study was to revise these items and re-test a revised version
of the Modified Fresno Test-Acute Care Nursing.

Methods: In Phase 1,the Delphi technique was used with a panel of 10 national EBP
experts to revise the six items. Experts were engaged in multiple rounds of revision until at
least 0.78 agreement was reached for each item. Content validity indices for revised items
ranged from 0.83-1.0. Scale CVI for the revised test was 0.92. In Phase 2, a cross-sectional
sample of 90 acute care nurses (i.e., novices, masters, experts) was recruited to complete
the test as done in other Fresno validation studies (McCluskey & Bishop, 2009; Ramos et
al., 2003; Spek etal., 2012; Tilson, 2010). Nurses were recruited via national listservs and
snowball sampling. Two PhD prepared nurses with EBP expertise independently scored
tests using the standardized scoring rubric.

Results: Eighty-six percent of items (12 of 14) exceeded a priori psychometric cutoff
criteria (IDIs > .2, CITCs >.3) for acceptability. One item with low IDI and ITCs was
likely asample specific finding as it met these criteria in the first validation study and thus,
was retained. The second item also performed poorly in the mitial study and was dropped.
As a result, the final Modified Fresno-Acute Care Nursing Test includes 13 items, with a
Cronbach of 0.76. Novice nurses scored lower than master and expert nurse across items.
Most items discriminated well between cohorts.

Conclusion: The 13-item Modified Fresno Exam-Acute Care Nursing is a valid, reliable
assessment of acute nurse’s EBP knowledge/skills. Test items cover all five steps and three
components of EBP. Nursing leaders, educators and researchers may use the 13-item test to
evaluate effectiveness of EBP curricula to advance progression of acute care nurses’ EBP
knowledge/skill competencies in clinical practice and academic settings. It canalso be used
to objectively monitor acute care nurses’ career progression in achieving competent levels
of EBP, thereby advancing the Quadruple Aim: Better patient outcomes at a reduced cost,
improved patient experience,and higher nurse engagement.

Funding: American Nurse's Foundation, grant number 431001



MEASUREMENT AND RESEARCH UTILIZATION

Getfit for CRC: Evaluation of an NP-Led Program to Improve CRC Screening
in Primary Care

Jessica Lynn Willemse, MSN, BSN, RN, School of Nursing, Southern California CSU DNP Consortium ~
Fullerton/Los Angeles/Long Beach, Running Springs, CA; Ahlam Jadalla, PhD, MSN, RN, School of
Nursing, California State University, Fullerton, Long Beach, CA,; LauraConahan, DNP, APRN, FNP-C,
SchoolofNursing, California State University, Long Beach, CA; Laura Sarff, DNP, MSN, RN, California
State University, Fullerton - Southern California CSUDNP Consortium, Fullerton, CA; MargaretBrady,
PhD, RN, CPNP-PC, California State University, Fullerton - Southern California CSU DNP Consortium,
Fullerton, CA

Purpose: The purpose of this quality improvement project was to performa program evaluation using retrospective
data from the GetFIT for CRC program which was implemented at a group of private primary care clinics in
Southern California. This program used evidence-based strategies to improve annual FIT (fecal immunochemical
testing) compliance for colorectal cancer (CRC) screening among eligible patients receiving care at these clinics.
Background: CRC is the second leading cause of cancer-related deaths in the United States, but early detection
through screening can save lives. M ulticomp onent programs aimed at increasing CRC screening rates have been
successful in a multitude of research studies. The national average CRC screening comp liance is 68.8% (including
all forms of screening options), yet at the group of primary care clinics where this program was imp lemented, the
average FIT completionrate failed to even reach this benchmark at an average baseline rate of 45.8%.

Methods: Using the Logic M odel framework, this program evaluation focused on assessing the changes produced
by the strategies utilized in the GetFIT for CRC program through evaluation of CRC screening rates, effectiveness
of phone and text reminders, and satisfaction of patients with the new process. The GetFIT for CRC program
implemented the following changes to the FIT screening process: enhanced provider recommendation for
screening, provided the FIT kit in office, offered a brief education highlighting the importance of the test,
incorporated simplified language and easy -to-follow instructions for collection, handed instructions to patients by
nursing staff, reduced steps for patient to complete FIT, and initiated reminder calls and texts.

Results: FIT completion rates were tracked weekly from March 2021 through August 2021, plotted onto a p chart,
and compared to baseline rates from 2019 using IHI rules for special cause variation. Compared to the baseline
average in 2019 of 45.8% (N=240), the completion rates increased to an average of 65.4% (N=399) after 5 months
of implementation, which indicated that the program was successful. Patient satisfaction scores averaged between
8.75 t08.97 on a Likert scale of 1(lowest) to 10 (highest), indicating high satisfaction with the process of FIT
collection. However, phonecalls (N=327) and text reminders (N=343) were not shown to improve screening

comp letion rates; therefore, ongoing process improvement on this feature of the program is being conducted.
Implications: Research consistently supports programs that utilize multiple modalities to increase CRC screening,
The GetFIT for CRC program was effective in improving CRC screening compliance via FIT in primary care
clinics.



MEASUREMENT AND RESEARCH UTILIZATION

Translation and Validation of English Version of EBP Competence Questionnaire

Shu-Yi Wang, PhD, RN, CNS, Loretto Heights School of Nursing, Regis University,
Denver, CO, Lisa Chappell, DNP, RN, CRRN, Loretto Heights School of Nursing, Regis
University, Denver, CO, Theresa G. Buxton, PiD, RN, CNE, Nursing, Metropolitan State
University, Denver, CO

Background: Valid and reliable tools must be implemented to measure nursing students’
evidence-based practice (EBP) knowledge and skills that transfer to their practice once
students become licensed Registered Nurses.

Objective: The purpose of this study was to translate and validate the English version of
the Evidence Based Practice Competence Questionnaire (EBP-COQ) for undergraduate
nursing students.

Methods: 279 students participated in this study. The EBP-COQ developed by Ruzafa-
Martinez in Spain was used for data collection.

Results: The English version of the EBP-COQ was developed after some items were
modified. The content validity index was 96.16%, indicating that all items were correlated
with the measurement of EBP competence. The Kaiser-Meyer-Olkin (KMO) value was
0.78-0.87, suggesting that the correlations between items were high. The Cronbach’s alpha
was 0.83, indicating good internal consistency. In confirmatory factor analysis, a three-
factor solution was extracted with an eigenvalue greater than one, indicating a good
measure of what it purports to be measuring.

Conclusion: The EBP-COQ translated in English language is a valid and reliable tool for
determining student knowledge, skills and attitudes towards EBP.

Funding: Alpha Kappa-at-Large Chapter of Sigma Theta Tau International Honor Society of Nursing



MEASUREMENT AND RESEARCH UTILIZATION

Development and Validation of a Visual White Matter Hyperintensity Rating Scale

Patricia Zrelak, PhD, RN, FAHA, NEA-BC, SCRN, CNRN, Education, Training, and
Informatics, Kaiser Foundation Hospital, Sacramento, CA

Purpose: To describe the methods used to develop and validate a visual white matter
hyperintensity (WMH) rating scale used in the neuro-imaging sub-study of the Sacramento
Area Latino Study on Aging study (SALSA).

Background: WMHs represent areas of abnormal white matter in the brain, predommantly
defined by their physical attributes seen on brain magnetic resonance imaging (MRI). The
prevalence of WMH correlates with increasing vascular risk factors, such as hypertension,
diabetes, smoking, and age. Clinically they are associated with conditions such as
progressive cognitive impairment, depression, and stroke.

Methods: A cross-sectional study nested within the SALSA cohort study. Based on multi-
stage cognitive screening examination, a stratified sample of 137 subjects 65 years or older
was selected for MRI. MR images were collected on a GE 1.5T Signa Horizon LX
Echospeed system using a standardized protocol. A reference set of images (the gold
standard) was obtained from the University of California, San Francisco with known
amounts of WMH based on the use of a semi-automatic segmentation program. Eight
reference images were selected to represent the range of WMH expected based on content
and construct validity as determined by a panel of neuro-imaging experts. These images
were then used as visual anchor points to develop a visual analog scale ranging from 0 to
100%. Two raters were then asked to estimate the amount of WMH on a set of 21
additional reference scans using the new scale. Rater 1 rescored each scan twice at least 2
weeks apart. Results by each rater were compared to known volumes of WMH for each
scan. This was followed by determining the intra-rater and inter-rater reliability.
Agreement was measured using regression, Wilcoxon signed—rank test, and ANOVA. To
address external validation, a series of bi-and multivariate statistics was used to assess the
agreement of WMH on the SASLSA scans with known known clinical associations.
Results: Both raters had similar results when comparing their scores to known volumes
(p<0.01). Rater I regressed against the gold standard had a slope of 0.98 (p<0.01), and y-
intercept near zero (0.279; p=0.83). There was strong precision (r =0.98), and a strong
correlation (r2= 0.952; F= 358.4; p <0.0001). Intra-rater reliability was strong (rater 1, r =
0.941 and r2 = 0.88; p<0.001) with a non-significant Wilcoxon Rank Sum statistic; p=
0.7938) as was inter-rater reliability (Wilcoxon Rank Sum statistic; p=0.118). ANOVA
demonstrated no group differences between the means for the four sets of readings (p <
0.001). Of the 119 completed and usable SALSA scans, distribution of WMH resembled
the reference data set (mean WM percentage being 13.7% (+ 19.8 SD), with a range of 0-
85.0%. WMH increased with age, a decline in hippocampal volume, cognitive decline, and
with dementia (p<0.05).

Implications: The new scale provides a single, unidimensional quantitative summary of
WM pathology that can be used both as predictor and an outcome in epidemiologic studies.
Besides being inexpensive and easy to use, the tool is psychometrically sound, with good
reliability, repeatability, and validity.

Funding: NIH AG 10129 and 2975



MENTAL HEALTH AND WELLBEING

Parents’ Perceptions about Offspring’s Mental Health Care

Andrea LeClaire, PhD, RN, NEA-BC, College of Nursing, University of Colorado,
Anschutz Medical Center, Denver, CO

The two most often identified mental health issues in adolescents are anxiety and mood
disorders, including depression. The level of undetected mental health disorders in this
population remains extraordinarily high. Parents comprise a key factor in adolescents’
accessing mental health care. The overall purpose of this researchis to generate new
insights about parents’ beliefs and attitudes toward mental health care for their adolescents
with anxiety, depression or both. The specific aims of this study are 1) to identify parents’
beliefs and attitudes about mental health care for their adolescents and 2) to describe what
impacts parents’ support for mental health care treatment for their adolescents.

The theoretical rationale used is the Social Ecological Model (SEM)
(Bronfenbrenner, 1977). One of the advantages of the SEM is that it demonstrates the
nonlinear relationships between parents, facilitators, barriers, and access to adolescent
mental health care. This investigation focuses on the elements of these relationships and the
interactions between the microsystem, mesosystem, exosystem, and macrosystem.

This qualitative study, informed by interpretive description, explores parents’
perceptions of their offspring’s mental health care. A convenience sample, with snowball
techniques applied, consisting of 18 parent participants, was recruited from northeast
Denver, Colorado. Initial participant recruitment was through community newsletters,
social media, and Denver ONLINE High School. Criteria for parent inclusion were: having
an adolescent aged 12—17 years with current anxiety and/or depression, speaking English,
being over 18, and being willing to share their experiences. Semi-structured, face-to-face
interviews were conducted at libraries or by phone. Transcripts were analyzed using both
inductive and deductive approaches, and demographics were analyzed via simple
quantitative methods.

An overarching theme emerged that parents experienced mental health as a journey
for their adolescents, with the parents there for support. Several main themes supported the
notion of the adolescents’ journey, including parents functioning as their adolescents’
advocates, and being a parent to adolescents with anxiety or depression is emotionally
difficult. Other prevalent themes included parents believing that mental health care canbe
helpful. Additionally, parents believed mental illness should be treated in the same way as
medical illness, and that medication can be helpful for treatment. Significant aspects from
the findings can be used to educate, assist nurses, and enhance their nursing care of
adolescent and their parents. Nurses need to familiarize parents with aspects of mental
health care by educating parents about the signs and symptoms of anxiety and depression.

This study highlighted the complex relationships between three key systems: family
system, school system, and the mental health care system, as they relate to anxiety and
depression for adolescents. Future research should therefore be framed by all three systems.
Improved systems must be developed for connecting adolescents and parents into this
journey and supporting parents and address how our societal systems can improve the
journey. Implications for further research include: how systems can be improved to
accomplish treating mental health care as medical health care, interview more diverse
parents, and replication of the study with the same parents post-COVID stay-at-home
orders



MENTAL HEALTH AND WELLBEING

Depression and QoL of Parents with Children with Chronic Ilnesses

Lauren Zuba, Student RN, School of Nursing, Boise State University, Boise, ID, Cara
Gallegos, PhD, RN, Boise State University School of Nursing, Boise, ID

Background: Parents of children with a chronic illness have now adopted the role of
caregiver often providing a level of care that once was only possible in a hospital setting.
Researchers have shown parents of children with chronic illnesses are more likely to
experience stress, anxiety, depression, and post-traumatic stress disorder. Current literature
indicates over 50% of parents reported depressive symptoms and only half reported coping
adequately. In addition, psychological stress and QoL of parents influence the level of
adjustment to the illness of their child and family functioning. Furthermore, it has been
shown that different demographic factors impact the level of stress and QoL rating parents
may experience.

Purpose: The aims of this study were threefold, (1) to describe depression and QoL in
parents caring for a child with chronic illness, (2) describe correlation between level of
depression and QoL, and (3) determine whether demographic variables (family size, time
since diagnosis, number of providers seen, age of child) affect depression and QoL.
Methods: An exploratory, descriptive-correlational study design was used for this study.
The questionnaire used in this study included 14 demographic questions, Beck’s
Depression Inventory (BDI), and the WHO Quality of Life Scale Brief (WHOQOL-
BREF). A convenience sample of parents of a child with chronic illness was recruited
through a local non-profit organization in the Northwest. Following approval by the
institution’s Institutional Review Board (IRB), parents were invited to participate in the
study via email.

Results: Beck’s Depression Inventory revealed a high prevalence of depression among
parents of children with chronic illnesses. Over half (62%) of our 31 participants reported
some level of clinical depression ranging from Borderline (6%), Moderate (31%), Severe
(12.5%), and Extreme depression (12.5%). The mean domain scores from WHOQOL-
BREF ranged from (31-66) higher scores indicating a greater rating of QoL. Depression
and QoL were found to be moderately negatively correlated, [r (31) =-0.579, p = <0.001].
Demographic factors such as number of providers seen and time since diagnosis had no
effect on QoL or depression. There was a significant effect of depression and family size [F
(2,29)=5.75,p =0.01].

Implications: Although the results of this study are consistent with other studies, it is
distressing the number of participants experiencing severe and extreme levels of
depression. The magnitude of the results of this study heighten the need for adequate care
and resources for parents of children with chronic illnesses. Children with chronic illnesses
are seen in appointments with their parents which allows nurses opportunities to utilize
family centered care principles. It may be useful to implement screening tools for early
identification of feelings of depression and decreased QoL. Furthermore, nurses who have
frequent contact with these families canplay arole in timely check-ins with parents to
assess their mental wellbeing and offer further resources and support as needed.

Funding: Undergraduate Research and Creativity Activities - Boise State University



MENTAL HEALTH AND WELLBEING

Stress Predicts Depression in Heart Failure Regardless of SES or Ethnicity

Samira M. Moughrabi, PhD, FNP-C, AGPNP, CNS, RN, California State University-
Dominguez Hills, Carson, CA

Purpose: The purpose of this pilot study was to examine socioeconomic status, ethnicity,
stress, and inflammation in predicting depression in heart failure (HF) patients.
Background: Depression is an established comorbid in HF that increases risk of
heightened inflammation, rehospitalization, and increased morbidity and mortality.
Disturbances of the pro- and anti-inflammatory and acute reactive proteins production is
well documented in HF, depression, and stress. Low socioeconomic status (SES) is a
common source of stress and a risk factor for depression. Studies has shown that Hispanics
have lower SES as measured by income and education. Thus, this ethnic group, particularly
those with HF may be at higher risk for depression. However, the relationship between
depression, SES, and stress remains poorly understood in this population.

Methods: This pilot study employed a descriptive, cross-sectional design. Institutional
Board Review and participants’ consents were obtained. The sample consisted of 55 HF
patients (74.5% male; 31% Hispanic) with a mean age of 71.62+/-11.33 years who were
assessed for depression and perceived stress (PS) using the PHQ-9 and PSS, respectively.
Data on education levels and yearly income were used as indices of SES and serum CRP
samples were collected to assess inflammation. Data was analyzed using Mann-Whitney U-
test and chi-square to compare Hispanics and non-Hispanic Whites (NHW) on study
variables. Pearson bivariate correlation and linear multiple regression were used to examine
the relationship between depression with SES, stress, and CRP.

Results: Hispanics were younger and had lower education and income levels than NHW.
No significant difference was found between both groups on depression, stress,and CRP.
Depression was only correlated with stress (r=.42, p=.00) and NYHA (r=.26, p=.05).
Independent of age, gender, ethnicity, and income, NYHA (b=.32, p=.03) and PS ((b=43p
=.00)) remained as predictors of depression. When education replaced income in the
regression analysis, these two variables (NYHA: b=.36, p=.03 and PS: .42, p=.00)
continued to independently predict depression. Hispanic ethnicity, SES, and CRP did not
contribute to the variation of depression severity.

Implications: PS and NYHA are independent predictors of depression in HF regardless of
ethnicity and SES. To improve outcomes, it is imperative that nurses address disease
severity as well as stress in their assessment and treatment of depression in these patients.
Further research is needed to better understand sources of stress in HF before effective
interventions can be implemented, especially in cultures, which stigmatize depression and
use of antidepressants.



MENTAL HEALTH AND WELLBEING

Chronic Fatigue Predicts Hospital Nurse Turnover Intentions

Dana Rutledge, PhD RN, St. Joseph Hospital - Orange, Providence St. Joseph Health,
Irvine, CA, Elizabeth J. Winokur, PhD, RN, CEN, Nursing, California State University,
Los Angeles, Los Angeles, CA; Sarah Douville, MBA, Academic Progress Intelligence,
Inc., Walnut, CA

Purpose: To determine the impact of specific workforce engagement factors on hospital
nurse turnover intentions during the coronavirus pandemic.

Background/Conceptual Basis: Nurse turnover intentions are impacted by occupational
fatigue and burnout, which is differentially impacted by fatigue, meaning and joy in work,
and work-related resilience. This study builds on a prior study that found meaning and joy
in work mediated chronic occupational fatigue which predicted nurses’ intention to leave
their organizations among nurses from two midwestern hospitals (Rutledge et al., 2021).
Methods: 151 nurses from a southwestern Magnet hospital completed online surveys
during April 2021. Measures included demographic and turnover intention questions and
psychometrically sound tools evaluating occupational fatigue, meaning and joy in work,
resilience at work, and burnout. Path analyses evaluated relationships among variables.
Results: Nurse respondents came from all areas of the hospital and all nurse roles. Most
nurses were female, well educated (87% BSN+), and ranged in age from 24 to 73 years.
Most reported being staff nurses (68%). Nine percent indicated a likelihood of leaving the
organization with 6-12 months. Chronic occupational fatigue was the only significant
predictor of nurse turnover intentions. While strongly associated with emotional exhaustion
and depersonalization (burnout components), burnout did not predict turnover intention.
High levels of chronic fatigue predicted lower meaning and joy in work and lower work-
related resilience. While significantly correlated, meaning and joy in work and resilience
did not predict total burnout scores when analyzed in causal models.

Implications for Translation to Practice/Further Research/Policy: Chronic fatigue is a
factor not measured in most turnover/attrition studies and is therefore missed as a potential
predictor. Valuable information would be obtained if future research included occupational
fatigue measures and if longitudinal studies could track fatigue over time and evaluate
fatigue-ameliorating interventions. In practice settings, nurse administrators should focus
their efforts on factors such as chronic occupational fatigue that are likely to impact nurses’
decisions to leave their positions.

Rutledge, D.N., Douville, S., Winokur, E., Drake, D., & Niedzela, D. (2021). Impact ofengagement factors
onnurses’ intentionto leave hospital employment. Journal of Nursing Management, 29(6), 1554-1564.



MENTAL HEALTH AND WELLBEING

Prayer, Resilience, Perceived Stress, and PTSD Symptoms in Medical Flight Crews

Veronica Place, PhD, RN, Center for the Study of Healthcare Innovation, Implementation
& Policy, North Hills, CA

Background: Medical flight crews are an understudied group of first responders who
experience various stressors that are unique to their profession. These stressors
disproportionately increase their risk of developing post-traumatic stress disorder (PTSD)
as well as other mental health conditions. Currently, little is known regarding the strategies
medical flight crews use to cope with their occupational stressors.

Purpose: The purpose of this study was to understand and describe the relationships
between relational prayer, resilience, perceived stress, and post-traumatic stress symptoms
among flight nurses and flight paramedics.

Methods: This study employed a mixed-methods approach with convergent design.
Correlational and regression analyses were applied to quantitative data and thematic
analysis was used to identify, code, and categorize patterns into themes from qualitative
data. Matrix analysis techniques were used to examine quantitative and qualitative data
results concurrently, in a convergent manner. This methodological triangulation provided a
comprehensive understanding of the complex phenomena involved in the everyday practice
and health experiences of medical flight crews as they relate to relational prayer, resilience,
perceived stress, and PTSD symptomatology. The quantitative element of the design
allowed for data summaries yielding generalizations based on statistical estimations. The
qualitative element provided rich, descriptive detail about the human context for
interpreting quantitative results.

Findings: A total of 246 participants completed an online survey and were included in the
final analysis. Multiple regression analyses revealed the best set of independent predictors
for perceived stress are relational prayer, resilience, gender, and ethnicity (R=.514, R2 =
265, Adj. R2=.236, p <.001). The best set of predictors for PTSD symptomatology are
resilience and previous mental health diagnosis (R=.438, R2=.192, Adj. R2=.182, p<
.001). Most participants (56.91%) reported they engage in relational prayer. Of those that
pray, 71% reported they felt they were developing a relationship with the entity they pray
to, making relational prayer a salient concept among those who pray. Engagement in
relational prayer was found to be associated with decreased stress (r =-.278, p = .003) and
with several themes identified through qualitative analyses: 1) Calming Effect, 2)
Lightening Emotional Burdens, 3) Improved Clinical Competence, 4) Coping, 5) Open &
Direct Communication, and 6) Relationship Building. Qualitative analyses also revealed
that engaging in prayer increased their resilience and decreased any PTSD symptoms. Data
collection for this study occurred approximately three months after the Coronavirus
Disease 2019 (COVID-19) pandemic had spread world-wide. There was a notable link
between pandemic stress and perceived stress (r =.494, p < .001) and PTSD symptoms (r =
.340, p <.001).

Conclusions and Implications: Flight nurses and flight paramedics belong to an elite
group of first responders who experience consistent stress responding to traumas, disasters,
and emergency situations. This study has elucidated the significance of relational prayer as
a potentially effective stress relief modality. As research investigating other spiritual
practices such as meditation and mindfulness grow, so should research investigating
prayer. For many, it is a meaningful centuries old practice that deserves contemporary
scholarly attention.
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Advance Care Planning from Marginalized Patient Perspectives: Transcend Stereotype

Shigeko (Seiko) lzumi, PhD, RN, FPNC, School of Nursing, Oregon Health & Science
University, Portland, OR; Ellen Garcia, MN, Oregon Health Sciences University,
Portland, OR; Ariel Ford, BSN, OMHA, Oregon Health & Science University, Portland,
OR

Purpose: To understand meanings and approaches for advance care planning (ACP) from
perspectives of persons from marginalized populations.

Background: ACP is recommended to assist persons to prepare for future health care
decisions and deliver goal-concordant care. Current ACP practice is mostly based on White
perspectives, and uptake of ACP among marginalized populations is low resulting in many
receiving treatments that may not align with their values. Current ACP approach may not
be acceptable or meaningful to other populations. There is a need to explore ACP
approaches that are meaningful, acceptable, and equitable to all.

Methods: We conducted 15 qualitative interviews using interpretive phenomenology.
Participants with serious illness from marginalized groups were recruited from primary
care clinics: 10 women and 5 men; 7 Black, 4 Asians, 1 American Indian, and 1 Latina; 1
LGBT person; and 2 immigrants with limited English proficiency. Most Interviews were
conducted via telephone. Average interview time was 42 minutes. Interviews were audio
recorded, transcribed verbatim, and analyzed using hermeneutic analysis method described
by Benner (2008). IRB approval was obtained before interviews were conducted.

Finding: Participants’ perception about ACP varied based on their past experience related
to serious illness or end of life. Participants who had experienced being seriously ill or
observing what end-of-life care looks like tended to have clear ideas about what future care
they wanted and were willing to engage in ACP conversations. Participants who had not
had past experiences related to serious illness or end of life found it hard to imagine future
care. They had no idea what it might be like, therefore they tended not to have ACP
conversations. Willingness to have ACP conversations with healthcare professionals was
affected by their relationship with their care providers. If they had a trusting relationship
and believed that the provider’s intensions for ACP was to “know me better to treat me
better,” they were more open to ACP conversations. Yet, many participants mentioned that
healthcare professionals are often busy, and if their providers did not take time to explain
what to expect and /isten to their concerns, participants tended to refrain from engaging in
meaningful ACP conversations even if they had a relatively good rapport. Although
cultural or religious beliefs affected individual preference for future care and/or decision-
making style, each participant’s perception and engagement in ACP was driven by their
past experiences rather than racial or cultural stereotype.

Conclusions: Values, preferences, and engagement in ACP are formed by past
experiences, and each person’s past experience is different. Our findings suggest that
taking time to build relationships and showing genuine curiosity to learn who the person is
beyond the stereotype would be the best approach to facilitate ACP conversations with all
people.

Funding: Rita & Alex Hillman Foundation
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Discrimination and Quality of Life Among US Minority Nurses during the Pandemic

Angela Chia-Chen Chen, PhD, RN, PMHNP-BC, Edson College of Nursing and Health
Innovation, Arizona State University, Phoenix, AZ; Lihong Ou, MSN, Edson College of
Nursing and Health Innovation, Arizona State University, Phoenix, AZ; Wei LI, PhD, ASU,
Tempe, AZ; Weichao Yuwen, School of Nursing and Healthcare Leadership, University of
Washington Tacoma, WA, Charlotte Lee, PhD, RN, CON(C), Daphne Cockwell School of
Nursing, Ryerson University, Toronto, Canada,; Karen J. Leong, PhD, School of Social
Transformation, Arizona State University, Tempe, AZ

Purpose: Guided by the Vulnerable Populations framework that argues that health status
reflects the dynamic interplay between resource availability and relative risk, this study
mvestigated discrimination experience and factors associated with quality of life (QoL)
among minority nursing staffin the United States.

Background: The COVID-19 pandemic has negatively impacted individuals and
communities globally. Frontline healthcare providers, particularly racial/ethnic minority
nursing staff are at risk of developing unfavorable health outcomes due to the greater
probability of experiencing race-based and related discrimination.

Methods: We recruited a convenience sample of nursing staff imcluding minority nurses
and certified nursing assistants via professional networks. An online, anonymous survey
consisting of reliable and valid measures was used to assess racial discrimination, fear of
COVID-19, perceived risk of infection, resilience, social support, and QoL. Each
participant received an eGift card via email. We used descriptive statistics to describe the
sample and key variables; independent t-test, ¥2 and multiple regression were conducted to
compare racial group differences and variables contributing to QoL of our target
population.

Results: A diverse sample of 513 minority nursing staff (31.4% Black, 21.5% Latino,
17.0% Asian, 13.5% American Indian/Alaska Native, 12.7% Native Hawaiian/other Pacific
Islander) completed the survey. About 83.5% of participants were females, 80% between
26 and 40 years old, 35.6% had BSN, and 26% working in acute settings (e.g., ED, ICU).
While the entire sample reported high prevalence of discrimination experience (60%
witnessed, 28.3% experienced), Latinx nurses reported the highest percentage of both
witnessed (79%) and experienced (46%) discrimination associated with race, and the worst
QoL. In the regression models, witnessed discrimination had a significant impact on
worsened QoL across all racial/ethnic groups while perceived risk of getting infection was
significantly associated with worsened QoL in four of five groups. Higher level of
resilience and social support, on the other hand, were significantly associated with better
QoL i four out of five racial/ethnic groups.

Implications: Nursing staff comprise the largest group of healthcare providers who play a
pivotal role in taking care of patients during the pandemic. This research highlights a high
prevalence of race-based discrimination witnessed or experienced by minority nursing
staff; and, other factors associated with their QoL. The findings will guide the development
of approaches that address discrimination, perceived risk, and strengthen resilience and
social support to promote minority nursing staff’s QoL.

Funding: Arizona State University
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The Impact of COVID-19 on the Quality of Life of Native American Nurses

Timian M. Godfrey, DNP, APRN, FNP-BC, CPH, Edson College of Nursing and Health
Innovation, Arizona State University, Phoenix, AZ; Angela Chia-Chen Chen, PhD, RN,
PMHNP-BC, Edson College of Nursing and Health Innovation, Arizona State University,
Phoenix, AZ; Chung Jung Mun, PhD, Edson College of Nursing and Health Innovation,
Arizona State University, Phoenix, AZ

Purpose: Guided by the Vulnerable Populations Framework, this study aimed to examine
the interrelationships among resource availability, relative risk, and health status among
Native American (NA) nursing staffin the U.S. amid COVID-19 pandemic.

Background: Nursing plays an important role in achieving health equity, as nursing staff is
often the first and only point of care in under-resourced communities. However, the work-
related burden due to the pandemic has been a cause for nursing staff to leave the
profession at increased rates. As a result, existing nursing workforce shortages have
worsened, and nursing staff are at higher risk of experiencing poor quality of life (QoL). A
further complicating matter is the disproportionate impact on ethnic minority nurses during
the pandemic, who often experience high burden in working with disenfranchised
populations. Evidence shows that NA nursing staff are more likely to work in tribal
communities where, even before the pandemic, some of the largest health disparities in the
U.S. exist. As it stands, only 0.3% of the active nursing workforce identifies as NA. It is
imperative to protect the health and well-being of NA nursing staff who can deliver
culturally-relevant care to NA communities. Little research, however, has examined the
impact of the pandemic on the QoL of NA nursing staff.

Methods: We conducted a secondary analysis using time 1 data from a parent longitudinal
survey study. A convenience sample was recruited through professional networks. An
online, anonymous survey consisting of psychometrically well-validated instruments
assessed relative risk (i.e., perceived racial discrimination, fear of getting COVID-19,
perceived risk of getting COVID-19), available resources (i.e., social support and
resilience), and health status (i.e., QoL). We used descriptive statistics to characterize the
study sample, and conducted hierarchical multiple regression to investigate the role of
resource availability and relative risk on health status among NA nursing staff. Model 1
included demographics (i.e., age, gender) only; Model 2 added nursing characteristics (i.e.,
education, work setting, professional role), and Model 3 added theoretical variables, while
controlling for demographics and nursing characteristics variables.

Results: In this target sample (N= 69), the mean QoL score was 61.9 out of 100 and 75.4%
reported witnessing or hearing about incidents of prejudice and discrimination against NA.
After controlling for demographics and nursing characteristics, we found that greater level
of witnessing discrimmation (B=-15.31, SE=4.24, p<.001) and perceived risk of getting
COVID-19 (B= -4.28, SE=1.47, p< .01) were associated with lower QoL. Other theoretical
variables were not significantly associated with QoL. In terms of effect sizes (R-squared),
Models 1, 2, and 3 explained 8.3%, 9.6%, and 43.5% of variance of the outcome,
respectively.

Implications: Findings of this project address a gap in the literature examining the
relationships among resource availability, relative risk and NA nursing staff’s QoL. To
protect an already scarce resource, the present study suggests that workplace practices and
policies should mitigate race/ethnicity-based discrimination and the perceived risk of
getting COVID-19 infection among NA nursing staff during the pandemic.
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Weight Bias Measure in Undergraduate Nursing Students
Kelley Connor, PhD, RN, CHSE, School of Nursing, Boise State University, Boise, ID;
Margaret Quatraro, School of Nursing, Boise State University, Boise, ID,; John Henry
Dye, School of Nursing, Boise State University, Boise, ID; Sarah Llewellyn, PhD, RN,
School of Nursing, Boise State University, Boise, ID

Purposes: The purpose of this study is to measure weight bias in incoming pre-licensure
nursing students.

Rationale/Background: The link between obesity and poor health outcomes has been
strongly established in the research. Yet, stigma against people with obesity is prevalent in
healthcare. Weight bias has an adverse effect on health outcomes. These outcomes include
a delay in seeking care, mistrust of providers, and increased patient stress levels. If doctors,
nurses and nursing students continue to have explicit biases towards people with obesity
then how can we expect the health outcomes for this patient population to change?
Methods: Eighty first-semester nursing students were given a QR code to voluntarily
participate in a survey measuring weight bias during their orientation. The survey included
demographic questions, the Fat Phobia Scale, Beliefs About Obese Persons Scale (BOAP),
and qualitative questions. The Fat Phobia scale measures explicit bias by having
participants mark how they would describe a person with obesity using sets of opposing
descriptors such as lazy vs. industrious. The BAOP scale is a 10 item Likert scale that asks
how much the participants agree/disagree with statements about people with obesity.
Qualitative questions asked, “What are your thoughts about working as a nurse caring for
an obese patient; Is there anything else you would like to add?” Informed consent was
given. No incentives for completion of the survey were provided.

Results: Forty students completed the survey. Preliminary analysis of the data show that
many students believe that obesity is caused by a lack of willpower, patients who are obese
overeat and do not exercise enough, and are often lazy. Data also indicates that the majority
of respondents felt that people who are obese are unattractive, have poor self-control, are
inactive, slow and have no endurance. Emerging themes from qualitative questions
included: a.) treatment of all patients should be the same and b.) more education is needed
for these patients. These concerning trends in the preliminary data demonstrate
preconceived notions about patients with obesity and a lack of individualized, patient
centered approach to care.

Implications for Translation to Practice: Goals of the American Association of Colleges
of Nursing (2021) include advancing diversity, equity and inclusion in nursing education
by means of improving education quality and addressing “pervasive inequality in
healthcare’. Weight stigma and discrimination is a preventable imequality in healthcare.
Addressing the need for education, examining existing bias, and implementing tools to
reduce bias can improve health outcomes for people who are obese. Future steps will
include providing students opportunities to work with people experiencing obesity to
reduce stigma.

Funding: The Jody DeMeyer Endowment for funding ofthe undergraduate research assistant program, Boise
State University.
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Perceptions of Obesity in Nursing Students after a Simulated Experience

Kelley Connor, PhD, RN, CHSE, School of Nursing, Boise State University, Boise, ID;
John Henry Dye, School of Nursing, Boise State University, Boise, ID; Margaret
Quatraro, School of Nursing, Boise State University, Boise, ID; Sarah Llewellyn, PhD,
RN, School of Nursing, Boise State University, Boise, ID

Purpose: This research project sought to decrease perceptions of weight bias in pre-
licensure BSN nursing students using a simulated experience with a patient with obesity.
Background: People with obesity experience weight bias from health care providers. This
leads to patients delaying care, not trusting the healthcare system, and experiencing poor
communication with providers. This causes poor health outcomes. Research involving
medical students interacting with standardized patients who were obese was associated
with decreased stereotyping and increased empathy towards people experiencing obesity.
Description of the Project: A simulation scenario was created with the objectives based
on effective communication and completing a focused physical assessment. In the scenario,
a patient with obesity presented with respiratory complaints. The patient sought care for her
respiratory issues three days earlier and was told to lose weight. Her respiratory concerns
were not addressed. In the scenario, she is not feeling well and is frustrated. The scenario
was developed, facilitated, and debriefed using the INACSL healthcare simulation
standards of best practice.

A group of 77 second semester students in a pre-licensure Bachelor of Science in
Nursing program were given a pre-survey which included questions from the Fat Phobia
Scale, the Beliefs About Obese Persons Scale, and qualitative questions about weight
perceptions. During the first week of school, students participated in the simulation
scenario and then were given a post-survey with the same set of questions.

Six students completed the pre-survey while 68 completed the post-survey. Due to
lack of participation in the pre-survey, quantitative information is limited. However, results
from the qualitative data are promising. Themes from the qualitative analysis include the
importance of listening to patients, being adaptable in care, and focusing on the patient’s
concerns.

Outcomes Achieved: Simulation scenarios developed and taught using simulation best
practices could improve empathy and communication skills among nursing students. For
example, 29 students commented on the importance of communication, especially listening
and paying attention to non-verbal cues in patient care.

Next Steps: Simulation could be an effective means of decreasing bias in nursing students.
Researchers will repeat the study with a different group of students and will attempt to
increase the number of pre-survey responses. Results of this study will be compared within
the group and between groups. Future studies will be conducted to determine the effect of
simulation decreasing weight and other types of bias. Decreasing bias promotes effective
patient-centered care.

Funding: The authors would like to thank the Jody DeMeyer Endowment for funding ofthe undergraduate
research assistantprogram, Boise State University.
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A Simple Strategy for Inclusion: Correct Name Pronunciation

Joanne Noone, PhD, RN, CNE, ANEF, FAAN, School of Nursing, Oregon Health &
Science University, Ashland, OR; Rana Halabi Najjar, PhD, RN, CPNP, School of
Nursing, Oregon Health & Science University, Monmouth, OR; Karen Reifenstein, PhD,
RN, Oregon Health & Science University, Portland, OR

Purpose: This presentation describes an initiative to promote an inclusive learning
environment through the implementation of tools and strategies for correct name
pronunciation. This initiative was part of a strategic goal to advance the culture of the
School of Nursing community by cultivating respect for diversity and fostering equity and
inclusion.

Rationale/Background: The Future of Nursing 2020-2030 Report identifies a diverse
nursing workforce is a key component of the nursing profession’s contribution to achieving
health equity. The report recommends eliminating practices within nursing education that
contribute to racism and discrimination of students, faculty and staff. As nursing education
faculty and programs strive to increase the recruitment and retention of diverse students,
the creation of a learning environment free from bias and discrimination is integral to
achieving inclusion and belonging. Name mispronunciation has been identified as a
microaggression that can interfere with an inclusive learning environment and a sense of
belonging.

BriefDescription of the Undertaking: The approach used in this initiative consisted of
faculty development to learn about the impact of name mispronunciation on belonging and
tools to promote structures for correct name pronunciation. Assessment of increased
awareness and implementation of tools and strategies were measured through faculty
survey. The faculty development approach included 1) showing a TEDX talk of a personal
story of a college administrator their lived experience, helpful and unhelpful responses to
name pronunciation, and strategies to promote correct name pronunciation; and 2) sharing
resources for implementing name pronunciation tools within email and the learning
management system (LMS). The tools allow for audio recording of a name and phonetic
spelling.

Assessment of Findings/Outcomes Achieved: Forty-two faculty attended the faculty
development and 28 completed the follow-up survey for a response rate of 67%. All
respondents believed the presentation was useful and will change their practice as a nurse
educator. Qualitative comments discussed the importance of demonstrating respect for
students through correct name pronunciation and using personal strategies and tools to
assist. 64% of respondents expressed that they plan to or already had implemented the
name pronunciation tool into their email signature and 82% reported likewise for
incorporating tools into the LMS. Respondents reported an increase in understanding that
name mispronunciation may be considered a microaggression and an increased awareness
of their own response to correct name pronunciation. Respondents reported the TEDX was
meaningful and impactful to use a personal perspective to increase awareness.
Conclusion: Itis critical that faculty recognize the power differential that occurs within
and across academic learning environments. Educators have the ability to transform the
learning environment into a space supportive of diversity or to perpetuate oppressive
practices that contribute to othering and social isolation. Correct name pronunciation tools
and techniques are simple strategies to promote a sense of inclusion. Faculty development
for correct name pronunciation should be included in faculty orientation and resources
should be readily available to support this inclusive practice.
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Enhancing Ongoing Advance Care Planning in Mechanical Circulatory Support Patients

Tiffany Dzou, PhD, RN, PHN, PCCN, Smidt Heart Institute, Cedars-Sinai Medical Center, Los Angeles, CA,; Huibrie C.
Pieters, PhD, DPhil, RN, School of Nursing, University of California, Los Angeles, CA,; Carol Pavlish, PAD, RN, FAAN,
School of Nursing, University of California, Los Angeles, CA; Lynn V. Doering, PhD, RN, FAAN, School of Nursing,
University of California, Los Angeles, CA; Jo-Ann Eastwood, PhD, RN, CNS, ACNP-BC, FAHA, FPCNA, FAAN, School
of Nursing, University of California, Los Angeles, CA; Jaime D. Moriguchi, MD, Smidt Heart Institute, Cedars-Sinai
Medical Center, Los Angeles, CA

Purpose: This qualitative study describes perspectives that patients with mechanical circulatory support expressed
regarding opportunities and challenges for ongoing communication about advance care planning (ACP).

Background: When medical and surgical treatment options have failed, mechanical circulatory support maybe offered
for selected patients with end-stage heart disease. Potential post-implant complications include stroke, device thrombosis,
recurrent gastrointestinal bleeds, and renal failure. T o address these issues in this highly vulnerable population, ongoing
ACP is essential to enhance shared decision-making. Unfortunately,despite the incorporation of palliative care
consultants in preimplantation work-up, the dearth of studies and clinical experience show a persistent deficiency of
ongoing ACP.

Methods: Grounded theory was used to examine perceptions of ongoing conversations about ACP. The 24 participants
were English-speaking adults currently implanted with mechanical circulatory support; patients who were cognitively
disabled or hospitalized were excluded. Flyers were used to recruit participants at two medical centers. A semi-structured
interview guide was developed by authorsand used for phone andin-person data collection. The first and last authors
independently conducted three rounds of coding during data analysis. Constant comparison served to focus subsequent
interviews on clarifying processes until data saturation was met.

Results: The most notable finding was that ongoing ACP communication was definitively absent. Despite most
participants (n=19) having completed advance directives prior to implant surgery, they were unable to recall discussions
about ACP after the mechanical circulatory support device was implanted. Importantly, when faced with hospital
readmissions or serious changes in health, a lack of communication about future outcomesand ACP was evident. Four
categories of opportunities and challenges were synthesized from the data: 1) Identifying context and timing for ACP
occurred in situations of significant physical and mental device-related experiences; 2) Sharing information about
advanced care was contingent upon identifyingkey individuals, such as mechanical circulatory support nurses. As one
individual described, “Youget to knowa nurse. You have conversations with them and share things;” 3) Promoting
understanding of ACP required assessing patients’ perceptions of its purpose and content, as the process was often
misunderstood and reduced to selecting surrogate decision-makers; 4) Assessing satisfaction revealed discrepancies
between initial expectations and the realities of living with the device, which created new opportunities for ongoing ACP
conversations. These categories are depicted in a framework (see Figure) situated within the context ofliving with
mechanical circulatory support over time.

Implications for Practice/Further Research: Enhancingongoing ACP for patients with mechanical circulatory support
requires an iterative process of reassessing the four categories to engage individuals in communication about values and
preferences and shared decision-making. Implications from this study include trainingand mobilizing mechanical
circulatory support clinicians to practice primary palliative care. A high priority for future research is the development of
ACP education and training materials specific to mechanical circulatory support clinicians. Nurses trained in mechanical
circulatory support are in a prime position to promote justice and equity through bridging gaps in communication by
facilitatingongoing ACP conversations.
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Association between Habitual Sleep Duration and Hypertension Control in US Adults

Everlyne G. Ogugu, PhD, RN, Betty Irene Moore School of Nursing, University of
California, Davis, Sacramento, CA, Sheryl L. Catz, PhD, Nursing, University of
California, Davis Betty Irene Moore School of Nursing, Sacramento, CA; Janice F. Bell,
MN, MPH, PhD, Betty Irene Moore School of Nursing, UC Davis, Sacramento, CA, Julie
T. Bidwell, PhD, RN, Betty Irene Moore School of Nursing, University of California,
Davis, Sacramento, CA; Christiana Drake, PhD, Department of Statistics, University of
California, Davis, CA; James E. Gangwisch, PhD, Department of Psychiatry, Columbia
University, New York, NY

Purpose: The study examined the relationship between habitual sleep duration and
hypertension control in adults with hypertension.

Background: Short sleep duration, defined by the American Academy of Sleep Medicine and
Sleep Research Society (AASM/SRS) as a sleep duration of fewer than seven hours per day,
has been identified as a risk factor for hypertension in observational and experimental studies.
However, there is a paucity of data on the relationship between sleep duration and hypertension
control.

Methods: This cross-sectional study used data from the 2015-2018 National Health and
Nutrition Examination Survey (NHANES) for US adults who met the 2017 American College
of Cardiology and American Heart Association (ACC/AHA) criteria for hypertension (systolic
blood pressure (BP) >130 mmHg or diastolic BP >80 mmHg, or current intake of BP-lowering
medications; n=3,/63). Habitual sleep duration was the self-reported amount of sleep usually
obtained in a night or main sleep period during weekdays or workdays. Hypertension control
was assessed based on measured BP readings. A survey-weighted multivariable logistic
regression model was fit to examine the association between habitual sleep duration (<6, 6 -
<7,7 - 9 (reference), and >9 hours) and hypertension control (BP <130/80mmHg versus
>130/80mmHg), adjusted for sociodemographic factors (gender, age, race/ethnicity, nativity,
education level, annual household income, employment status, and health insurance), health-
related characteristics (body mass index, alcohol intake, cigarette smoking, physical activity,
and history of cardiovascular disease, chronic kidney disease, diabetes, and depressive
symptoms), and other sleep characteristics (symptoms of sleep apnea and history of seeking
help for sleeping difficulty). Additional analyses tested for effect modification of the
relationships between habitual sleep duration and hypertension control by age or gender.
Results: In the fully adjusted model, habitual sleep duration of <6 hours/main sleep period was
associated with reduced odds of hypertension control (OR =0.66, 95% CI: 0.46 — 0.95, p value
=0.027) when compared to 7 — 9 hours. No significant differences were noted in hypertension
control between the reference group (7 - 9 hours) and the 6 - <7 group (OR = 1.41, 95% CI:
0.93 —2.13, p value = 0.099 ) or >9 hours group (OR = 0.99, 95% CI: 0.69 —1.42, p value =
0.941). There were no significant differences across age groups or gender in the relationship
between habitual sleep duration and hypertension control.

Implications for Translation to Practice, Policy, and Further Research: The results show
that a habitual sleep duration of <6 hours is associated with reduced odds for hypertension
control, which indicates that promoting adequate habitual sleep duration may help improve
hypertension control, especially in those who habitually sleep less than 6 hours a day. These
findings point to the need for health care teams in primary care and other clinical practice
settings to recommend and support adequate habitual sleep duration as part of the other
recommended lifestyle interventions for hypertension management. Since this was a cross-
sectional study, future longitudinal studies are recommended to examine how habitual sleep
predicts BP changes and hypertension control in adults with hypertension.
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Symptoms, Gut Microbiome, and Tryptophan in Irritable Bowel Syndrome

Kendra J. Kamp, PhD, RN, Biobehavioral Nursing and Health Informatics, School of
Nursing, University of Washington, Seattle, WA; Anna Plantinga, Williams College,
Williamstown, M A, Robert L. Burr, MSEE, PhD, Biobehavioral Nursing and Health
Informatics, University of Washington, Seattle, WA, Li Chen, University of Washington,
Seattle, WA; Linda Yoo, BSN, RN, School of Nursing, University of Washington, Seattle,
WA; Kevin C. Cain, PhD, Biostatstics and Office of Nursing Research, University of
Washington, Seattle, WA, Margaret M. Heitkemper, PhD, RN, FAAN, Biobehavioral
Nursing and Health Informatics, School of Nursing, University of Washington, Seattle, WA

Purpose/Aims: The purposes of this study were to investigate associations of Irritable Bowel
Syndrome (IBS) presence, subtype, or symptoms with (1) microbiome diversity and (2)
Bifidobacterium abundance and fecal microbiome functional capability for tryptophan synthesis
and metabolism (estimated based on predicted microbial gene content) in healthy control women
and women with IBS. Given the importance of dietary tryptophan intake we also examined group
differences relative to tryptophan intake over a 3-day period.

Rationale: IBS is a disorder of gut-brain interaction that is associated with chronic abdominal pain.
Growing evidence supports the notion that alterations in the gut microbiota composition affect the
gut-brain axis by modulating tryptophan metabolism. TRP metabolites such as serotonin and
tryptamine have multiple effects impacting pain perception, mood, gut motility, and sleep/arousal,
all of which have been found to be altered in subgroups of patients with IBS. To date there has been
little study of the interplay between gut bacterial taxa, their ability to participate in tryptophan
metabolism and synthesis, and daily symptoms of IBS (pain, diarrhea).

Methods: Women with IBS and healthy controls were recruited through healthcare provider
referrals and community advertisements. Women were eligible if they were between the ages of 18
to 45 years old. Women with IBS had a diagnosis of IBS from their healthcare provider and met the
Rome III research criteria. Healthy control women did not have any moderate to severe disease or
disorder. After informed consent, women completed a 28-day diary of symptoms, a three-day food
record, and provided a stool sample for 16S rRNA analyses. Predicted functional profiles were
generated from stool bacterial gene sequences using Tax4Fun2.

Results: The sample included 111 women with a mean age of 28.5 years (SD 7.5). Sixty-seven
women had IBS and 44 were healthy controls. There were no differences in demographic
characteristics or in alpha and beta diversities of fecal samples. The abundance of Bifidobacterium
was reduced in the IBS relative to the control group. The IBS group had increased metabolic
capacity for tryptophan and decreased biosynthetic capacity for tryptophan relative to control
group. Among the IBS group, dietary intake of tryptophan influenced the relationship between
Bifidobacterium and tryptophan metabolic capacity. For instance, there was a significant
association between stool consistency and the Bifidobacterium abundance-tryptophan intake
interaction (p=0.001, q=0.042). Although not significant after multiple comparison adjustment,
there is some suggestion of an association of Bifidobacterium abundance and daily abdominal pain
report (p=0.050 in the non-interaction model, g=0.319).

Implications: Tryptophan intake, microbiome composition, and microbial-based tryptophan
biosynthesis and metabolism form a complex system that plays a role in IBS symptom severity. As
such there is no single recommendation - for instance, increasing tryptophan intake or taking
Bifidobacterium probiotics - that can be applied for all individuals with IBS. These results point
towards the need for precision medicine approaches that incorporate knowledge of multiple factors
such as dietary tryptophan intake and microbiome composition to develop personalized intervention
approaches.

Funding: Funding forthis project was provided by the National Institute of Nursing Researchand the Office
of Researchon Women’s Health (ROINR014479).
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Comprehensive Self-Management Program Improves Work Productivity
and Activity in IBS

Pei-Lin Yang, MSN, PhD, RN, School of Nursing, National Defense Medical Center,
Taipei, Taiwan; Sarah W. Matthews, DNP, APRN, FNP-BC, Child, Family and
Population, School of Nursing, University of Washington, Seattle, WA; Robert L. Burr,
PhD, Biostatistics and Office of Nursing Research, University of Washington, Seattle, WA ;
Kevin C. Cain, PhD, Biostatistics and Office of Nursing Research, University of
Washington, Seattle, WA, Margaret M. Heitkemper, PhD, RN, FAAN, Biobehavioral
Nursing and Health Informatics, School of Nursing, University of Washington, Seattle,
WA, Kendra J Kamp, PhD, RN, Biobehavioral Nursing and Health Informatics, School of
Nursing, University of Washington, Seattle, WA

Background and Purpose: Individuals with irritable bowel syndrome (IBS) are more likely to
miss work (absenteeism), have reduced work effectiveness (presenteeism) and experience activity
impairment. Although work and activity impairment are well-documented in IBS, few IBS
interventions have addressed impact on work productivity and daily activity. This study compared
the effect of a comprehensive self-management (CSM) intervention program (incorporating
cognitive behavioral therapy, diet education, relaxation) versus usual care on work productivity and
activity impairment in adults with IBS.

Methods: This secondary data analysis used data from a randomized control trial of 160 adults

with IBS. Participants ages 18-70 years old who had a healthcare provider diagnosis of IBS and met
the Rome II criteria were included. After baseline assessment, participants were randomized into
the CSM intervention or usual care. The CSM intervention included nine individual sixty-minute
sessions delivered by a trained nurse practitioner based on an IBS Managing Symptoms Workbook.
Daily diaries and Work Productivity and Activity Impairment: Irritable Bowel Syndrome
(WPALIBS) data of absenteeism, presenteeism, work productivity and activity impairment were
collected at baseline, 3, 6 and 12 months post-randomization. Mixed-effects modeling was used to
compare the effect of CSM versus usual care on work- and activity-related outcomes.

Results: The majority of participants were middle-aged, female, self-identified white, college-
educated and paid employees. Of the employed/student participants, 24.3 % reported any hours
missed from work due to IBS based on the WPAI-IBS, and 7.2 % reported any days of work missed
due to IBS on the 28-day diary. At baseline, neither demographics or WPALIBS subscales and
diary-measured work productivity and activity status differed statistically between treatment groups
(CSM, UC) (all p > 0.05). The effect of CSM was shown to be superior to usual care in improving
WPALIBS and diary-measured presenteeism, work productivity and activity impairment with
sustained effects up to 12 months post-randomization (all p < 0.05). Also, the CSM intervention
was found to be particularly beneficial for IBS patients with greater baseline presenteeism, work
productivity loss and activity impairment (all p < 0.05).

Conclusions and Implications: This study extends significant positive impacts of the CSM
intervention for adult with IBS by reporting its effects on work productivity and activity levels,
particularly for individuals with greater work and activity impairment. Individuals with IBS can
benefit from the CSM intervention not only for reducing IBS symptoms but also improving work
productivity and activity levels. The multifaceted CSM intervention enables individuals with IBS to
select preferred strategies for their personalized set of symptom managements.

Funding: The parent study included in this secondary data analysis were funded by National Institute of
Nursing Research, National Institutes of Health, USA (NR004142 and P30 NR04001). P-L. Y was supported
by predoctoral scholarship fromthe Ministry of National Defense Medical A ffair Bureau, the Republic of
China (Taiwan). K.J.K was supported by the National Institutes of Health, National Institute of Diabetes and
Digestive and Kidney Diseases Program, at the University of Washington (T32DK007742-22).
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Midlife Women’s Health and Wellness: A Descriptive Middle Range Theory

Lisa Taylor-Swanson, PhD, MAcOM, LAc, College of Nursing, University of Utah, Salt
Lake City, UT

Purpose: The purpose of this project is to describe a mid-range theoretical model of
midlife women’s health and wellness perception. This theory is a descriptive middle-range
theory to inform intervention development and testing.

Description: Components of the theory include symptom experience (frequency, duration),
symptom appraisal (severity, bother, interference), the use of self-care behavior(s),
healthcare-seeking behavior(s), and the return to a state of balanced wellbeing
(salutogenesis). The model also incorporates symptom appraisal balancers (e.g.,
interoceptive awareness, emotion regulation, attitudes) and symptom appraisal amplifiers
(e.g., stress, anxiety, catastrophization, trauma) and menopausal transition stages.
Conceptual Approach: The conceptual approach to this project was informed by Meleis
and Liehr and Smith’s strategies to develop a middle-range theory. We employed clinical
observations (induction through practice), defined concepts (concept building), and
conducted preliminary research with diverse midlife women (n=5). We discussed each
woman’s lived experience and whether the concepts in the model were relevant or not. The
model was iteratively revised based on input.

Logic Linking the Theory to Research: This framework is based on clinical experience
and on a thorough review of the scientific literature on symptoms, biomedical and
integrative health interventions and therapeutics.

Conclusions: The model is a useful heuristic to organize key concepts related to symptom
experience, appraisal, and action during the menopausal transition and post-menopause. It
includes biopsychosocial concepts relevant to midlife women and identifies specific
junctures for intervention development and testing.
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Examining the Patient Preference Aspect of the Patient Experience amidst a Pandemic

Sheree A Scott, PhD(c), RN, AGCNS-BC, CMSRN, University of San Diego, San Diego,
CA

Background: It has been nearly 20 years since the Institute of Medicine released the report
Crossing the Quality Chasm, emphasizing the importance of patients receiving healthcare
that is individualized and responsive to patient preferences. Since that time, the term
patient experience has become a staple in healthcare vernacular. Personal preferences are a
key attribute to the patient experience and shape all its aspects. The COVID-19 global
pandemic necessitated patient isolation, visitor restrictions, and has skewed the patient
experience for the sake of patient, staff, and community safety. Understanding the impact
of the pandemic on patient preference measures has significance for organizations, nurses,
and patients.
Study Population: The study population consists of inpatient adults ages 18 and greater, at
an acute care community hospital in Southern California who completed an HCAHPS
survey.
Purpose/Aims: This study examined patient perceptions of staff respecting their
preferences as measured by a score of “always” on the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) items 1, 2, 5, 6, and 20 prior to and during
the pandemic. Specific aims included:
1. Describe socio-demographics, hospital length of stay, and personal preference
aspects of the patient experience in the sample.
2. Describe relationships among the independent variables and the dependent variable.
3. Examine the amount of variance in perception of personal preference aspects of the
patient experience accounted for by variables found to have statistically significant
relationships.
Methods: A retrospective correlational comparative design study was conducted.
Deidentified HCAHPS data (n = 3,539) was analyzed from October 2019 to February
2021. Descriptive statistics characterized the sample and chi square analysis was conducted
to describe the relationships of the variables. Logistic regression identified the amount of
variance for variables that had statistically significant associations
Results: There were no statistically significant differences in personal preference questions
among patients hospitalized prior to and during the pandemic. During the pandemic, there
was a significant relationship between: a top box score was on HCAHPS question two
“During this hospital stay, how often did nurses listen carefully to you?” and a patient’s
length of stay (y(4) =21.91, p <0.05), a patient’s educational background (y(5) =12.62, p
< 0.05), and patient race (y(7) = 14.27, p <0.05). The multiple logistic regression model
was a significant predictor of patients rated their nurse as a good listener (y(7)= 34.14, p <
0.001). If a patient’s length of stay was 8 to 14 days, the odds of rating the nurse as a good
listener decreased by a factor of 0.66 (B =-0.42, W="7.74, p=0.005). If a patient’s length
of stay was 15 days or longer, the odds of rating the nurse as a good listener decreased by a
factor of 0.64 (B =-0.45, W=3.93, p=0.047).
Implications: Nursing care provided during a pandemic influenced patients perceptions of
staff respecting their preferences. Qualitative analysis to further explore the associations of
the variables is warranted.



SOCIAL NETWORKS AND RESOURCES

Companionship Is Associated with Decreased Pain Severity in Veterans with Chronic Pain

Krista Scorsone, PhD, RN, PMHNP-BC, Denver/Seattle Center of Innovation for Veteran-
Centered and Value-Driven Care, VA Eastern Colorado Health Care System, Aurora, CO;
Joseph Frank, MD, MPH, Denver/Seattle Center of Innovation for Veteran-Centered and
Value-Driven Care, VA Eastern Colorado Health Care System, Aurora, CO,; Evan Carey,
PhD, Denver/Seattle Center of Innovation for Veteran-Centered and Value-Driven Care,
VA Eastern Colorado Health Care System, Aurora, CO; Erin Krebs, MD, MPH, VA Center
for Care Delivery and Outcomes Research, Minneapolis VA Health Care System,
Minneapolis, MN, Sean Nugent, BA, VA Center for Care Delivery and Outcomes
Research, Minneapolis VA Health Care System, Minneapolis, MN

Purposes/Aims: To assess if companionship is associated with reported pain, depression, fatigue,
sleep, pain self-efficacy, and opioid medication reduction among Veterans with chronic pain
prescribed long-term opioid therapy (LTOT).

Rationale/Conceptual Basis/Background: Chronic pain is a major public health problem
affecting an estimated 20-40 million Americans each year, and military Veterans experience
increased rates of chronic pain. For individuals prescribed LTOT for chronic pain, clinical
guidelines recommend opioid dose reduction when the functional benefits no longer outweigh risks.
Potential advantages to opioid tapering include improved quality of life, mood, and overall
functioning. For Veterans with chronic pain, access to social support may facilitate the opioid
tapering process as increased social isolation has been linked to depression, anxiety, and other
mental health symptoms. We sought to understand the role of perceived social supports on pain,
various mental health issues, and experience with opioid medication reduction.

Methods: We conducted a prospective observational cohort study of primary care patients
prescribed LTOT in the Veterans Health Administration. At 18-month follow-up, we completed a
telephone survey with a random sample of cohort members. The primary exposure variable was
self-reported companionship at 18-month follow-up, measured using the 4-item PROMIS Adult
Companionship Instrument. We dichotomized this measure into high and low perceived
companionship. The primary outcome was pain severity, measured using the 3-item PEG scale,
which assesses past-week average pain intensity and interference with enjoyment of life and
activity on a 0-10 scale. We also measured 1-item general health status, the 4-item Patient Health
Questionnaire for depression/anxiety, the 4-item PROMIS measures of sleep and fatigue, the Pain
Self-Efficacy Questionnaire and self-reported past-year opioid medication reduction. To determine
the association between variables, data were analyzed using chi-square tests for all categorical
variables, and independent sample t-tests for continuous variables.

Results: The study sample included 290 Veterans who completed all primary measures at 18-
month follow-up. Veterans with high perceived companionship reported lower PEG scores at
baseline (6.5 for high companionship vs. 7.3 for low companionship, p<.001), 12-month follow-up
(6.5 vs. 7.4, p<.001) and 18-month follow-up (6.3 vs 7.1, p<.001). High self-reported
companionship was associated with significantly less depression/anxiety, less fatigue, and better
self-efficacy (p<0.001). These Veterans also reported improved general health at all time points
(p<0.081, 0.001 and 0.006 at 6, 12 and 18 months respectively). High companionship was not
associated with sleep quality or self-reported past-year opioid medication reduction.
Implications for Translation to Practice/Further Research/Policy: In this sample of Veterans
with chronic pain prescribed LTOT, high companionship was associated with improved pain
severity, depression/anxiety, fatigue, and self-efficacy. Companionship may lead to improved
symptoms through support for self-management of chronic pain and navigation of healthcare
services for pain management. Alternatively, decreased pain severity may lead to improved
companionship through increased function, activity, and engagement with others. However,
companionship was not associated with opioid tapering. Provider and health system factors may
also impact Veterans’ experience with opioid medication and other pain management. Future work
should evaluate the impact of interventions that increase companionship, reduce mental health
symptoms, and promote medication safety.
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Hospital Discharge during COVID-19: The Role of Social Resources

Andrea Wallace, PhD, RN, College of Nursing, University of Utah, Salt Lake City, UT;
Kirsten Schmutz, MSN, RN, CCRN, College of Nursing, University of Utah, Salt Lake City,
UT; Alycia A. Bristol, PhD, RN, AGCNS-BC, College of Nursing, University of Utah, Salt
Lake City, UT; Erin Phinney Johnson, PhD, School of Medicine, University of Utah, Salt
Lake City, UT; Sonja Raaum, MD, FACP, School of Medicine, University of Utah, Salt
Lake City, UT

Purpose: To explore the effect of the COVID-19 pandemic on patients’ abilities to obtain
and receive social and physical support from both formal and informal networks after
hospital discharge.

Background: The COVID-19 social distancing recommendations potentially disrupted the
level of support provided to patients from formal networks, such as home health, and
informal networks, such as friends and community members. We chose the Individual and
Family Self-management Theory to guide our study as it evaluates context (risk and
protective factors), process (knowledge and beliefs, self-regulation, and social facilitation),
and outcomes (proximal and distal) to determine successful engagement in self-
management behaviors — including transitionng home from the hospital. To date, there is
scant research related to the impact of COVID-19 on hospital discharge quality and
outcomes for COVID-19 and non-COVID-19 patients.

Methods: Qualitative description supported this study’s focus on describing patients’
experiences of transitioning home during the COVID-19 pandemic as it seeks to support
close understanding of patient experiences by focusing on the words individuals use.
Audio-recorded, semi-structured interviews were completed with 26 patients
approximately one month after discharge from a large academic hospital. Content analysis
was used to identify themes.

Results: Three themes were identified: COVID-19’s impact on receiving help from friends
and family, COVID-19’s impact on access to healthcare services after discharge, and the
contrasting post-discharge experiences of two patients hospitalized with COVID-19. While
participants identified the effect post-discharge isolation had on their emotional and social
experiences, they also indicated that access to instrumental support from formal and
informal networks were minimally disrupted. These experiences fell in contrast to one
participant, representing an extreme case, who experienced dramatic, unanticipated
changes in her support network after hospital discharge due to COVID-19. A changed
support network greatly impaired the participant’s ability to engage in self-management
behaviors, particularly given the discharge team assumed adequate support at the time of
discharge.

Implications: Our findings indicate that strong pre-existing support networks are resilient
and protective. However, even when patients appear to have a strong supportive network,
patients should be provided with resources on what to do and who to contact if unexpected
events occur post-discharge. While it may be tempting to forgo a thorough assessment of
patients’ social circumstances during a pandemic when health systems and resources are
stressed, these are times when it may be even more important to include careful social
resource assessments in clinical workflow and discharge planning, particularly in the
landscape of communicable diseases likely impacting patients’ abilities to obtain and
receive physical and social support after hospital discharge. We recommend further
research regarding how having a communicable disease, such as COVID-19, affect

patients’ abilities to obtain and receive support after hospital discharge.
Funding: This project was funded by the A gency for Healthcare Research and Quality, Grant no.
RO1HS026248
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Facilitators and Barriers to Implementation of a Social Needs Assessment Screener

Robyn Haynes, MS, RN, Case Management, University of Utah Hospital, Salt Lake City,
UT; Rebekah Perkins, PhD, MS, BSN, College of Nursing, University of Utah,
Cottonwood Heights, UT; Andrea Wallace, PhD, RN, College of Nursing, University of
Utah, Salt Lake City, UT; Brenda Luther, PhD, RN, College of Nursing, University of
Utah, Salt Lake City, UT; Erin. P. Johnson, PhD, School of Medicine, University of Utah,
Salt Lake City, UT

Purpose/Aims: The aims of this project were to explore 1) case manager (CM) knowledge,
attitudes, and perceived barriers to using a social needs assessment (SNA) during the
mpatient admission process, 2) implementation strategies and barriers to using the SNA
questionnaire for discharge planning, 3) CM workflow processes to respond to patient
resource needs and improve patient outcomes.

Background: Social determinants of health (SDoH) are defined as environmental and
social conditions — access to safe housing, healthy food, transportation, education,
preventive health care, social support, and personal safety - affecting all aspects of a
person's life throughout the life spectrum. Specific to health care systems, SDoH impacts
individual and population health, medication adherence, hospital readmissions, treatment
adherence, and cost of care. In fact, data suggest that social determinants largely explain
why 50% of health care costs are applied to only 5% of the population (Fink-Samnick,
2018). A critical first step in addressing SDoH may be screening for patients’ social needs
in clinical settings. Screening for SDoH risks has been argued to improve SDoH visibility
among healthcare clinicians, increase service referrals, and improve patient health
outcomes at the individual and population levels (Byhoff etal ,2019). However, to
implement appropriate interventions and provide useful resources, clinicians require
focused training on patients’ SDoH needs (O'Brian, 2019; Wallace et al, 2020).

Methods: We used a deductive, qualitative thematic analysis approach with semi-
structured interviews and chart reviews during pre- and post-implementation of a universal
SNA questionnaire. Participants were three registered nurse CMs and one case
management educator. The Plan, Do, Study, and Act (PDSA) cycle framework was used to
guide iterative data collection and feedback during this project.

Results: Pre-implementation interviews revealed that the CMs had limited knowledge of
SDoH and the purpose of the SNA, specifically around the need to build rapport, how the
SNA questionnaire could contribute to discharge planning, and help with information
gathering. Time, social needs resources, workflow, and CM/patient assessment discomfort
were identified as barriers to overcome. Chart audits conducted during implementation
revealed that CMs did not identify any SDoH needs in any of the SNAs. Post-
implementation, despite focusing on only time and workflow barriers, CMs revealed biased
assumptions about patients’ social needs: CMs communicated skipping the SNA according
to patient appearance, insurance funding, and the home neighborhood location.
Conclusion: SDoH directly impact case management discharge planning and patient
outcomes. Despite evidence that an SNA can provide early identification of SDoH needs,
we identified barriers to implementation including lack of knowledge about SDoH; limited
comfort with, and training in, SNA as a health screening activity; and limited time. A case
management workflow process may address these barriers and provide patient-centered
resources. However, our findings strongly suggest that, for SNA to translate into improved
outcomes for hospitalized patients, CMs need more education and training on bias, SDoH’s
impact on patient outcomes, SNA strategies and tools, and resources to provide appropriate
and patient-centered discharge planning.
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Dignity for Persons Living with Serious Iliness: Timing of Illness Onset Matters

Heather Coats, PhD, APRN, College of Nursing, University of Colorado, Anschutz
Medical Campus, Aurora, CO, Nadia Shive, BA, CCRC, College of Nursing, University of
Colorado, Aurora, CO; Jakob Nelsen, College of Nursing, University of Colorado
Anschutz Medical Campus, Aurora, CO

Purpose: Describe the characteristics of dignity for persons living with serious illness.
Background: Preserving patients’ dignity is integral to the nurse role in the U.S. and
globally. More research is needed to explore how a diversity of patients experience, gain,
or lose dignity. There has been significant inquiry into dignity at the end of life, but there is
a dearth of such research for persons living with serious illness and particularly those who
experienced their illness from a young age (early onset).

Methods: Using a secondary data set of transcripts of audio-recorded interviews, a
thematic content analysis was conducted to identify characteristics of dignity. The primary
data were collected from October 2019 to October 2020 under the parent study from 16
persons living with serious illness who were admitted in an acute care hospital. The patient
participants were aged >18 years and diagnosed with heart failure and/or dialysis-
dependent renal failure. The research team employed van Gennip etal.’s, 2013 “Model of
Dignity in Illness” to create a codebook, which the three authors utilized to independently
code all 16 transcripts. Codes were categorized from each of the model’s three domains:
individual self, relational self, and societal self. Each coder independently entered their
codes into a matrix. The matrix was used to lead discussions at weekly research team
meetings from May 2021 to September 2021 for final thematic consensus on findings
presented here.

Results: Ten of the 16 (62.5%) participants were diagnosed with heart failure and six
(37.5%) were diagnosed with end stage renal disease. Nine (56.3%) participants identified
as non-white. Five of the 16 participants qualified as adolescent or young adult (15 —35
years of age) at time of illness onset (early onset group). The average age of the early-onset
and late-onset participants at the time of the study was 32 and 55 years, respectively.
Participants’ current age ranged from 20 years to 70 years with an average age of 47.9
years. A main finding was early onset participants expressed markedly different dignity
concerns than late onset participants. In the individual domain, early onset participants felt
that their illness was “normal”; they did not experience the “healthy person to patient”
transition described by older onset participants. In the relational domain, early onset
participants expressed that their relationships were formed through illness and were
therefore more likely to withstand worsening illness. In the societal domain, both early and
late onset groups expressed similar, but not identical, dignity concerns related to their
ability to work and support themselves and their families financially.

Implications: A person’s sense of dignity through serious illness may depend on the
timing of illness onset. The findings from this study indicate that persons with early-onset
illness have an experience of dignity that is distinctive from other groups. Furthermore,
nurses’ awareness of the importance of work and financial independence to the experience
of dignity for serious ill patients may enhance patients’ dignity experience.

Funding: NIH/NINR K99/RO0NR016686-04 PI: HCoats
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An Interpretive Description of Older Adults’ Experience Creating a Legacy of Values
Kristin G. Cloyes, PHD, MN, RN, College of Nursing, University of Utah, Salt Lake City,
UT; Sarah A. Neller, MSN, APRN, AGPCNP-BC, College of Nursing, University of Utah,
Salt Lake City, UT; Gail L. Towsley, PHD, NHA, College of Nursing, University of Utah,
Salt Lake City, UT

Background: A legacy of values (e.g., ethical will, legacy letter) is a non-legal way to
express values, beliefs, life lessons, wisdom, love, apology or forgiveness using any format
(e.g., text, audio, video). Creating a legacy of values intentionally communicates intangible
assets, including emotional and supportive mstruction, with family, friends, or community.
While a few studies have investigated legacy interventions for patients with a terminal
ilness, no studies have explored the experiences of older adults in the community creating
a legacy of values.

Purpose: As part of a larger exploratory sequential mixed methods study examining the
outcomes of older adults creating a legacy of values, we conducted interviews with older
adults exploring their motivations for, contextual factors surrounding, and outcomes related
to creating a legacy of values.

Methods: From January to May 2021, we enrolled 16 older adults who had previously
created a legacy of values to participate in semi-structured interviews about their
experience. We analyzed transcribed interviews using an interpretive descriptive approach.
We iteratively coded the interviews deductively, based on the research questions and
sensitizing concepts identified in the literature (e.g., existential well-being, end-of-life
preparation and completion, generativity, and resilience) and inductively, based on
participants’ descriptions of their experiences. Codes were analyzed by patterns of
motivations, creation, outcomes, and meaning and thematically summarized.

Results: We conceptualized the overall experience of creating a legacy of values as
Preparing for the Future While Living in the Present. We identified four themes
characterizing the experience of creating a legacy of values: Preserving the Intangible for
You and for Me, Sharing What I Want You to Know, Obtaining Peace through Connection
and Preparation,and Living into a Continuing Legacy. Creating a legacy of values is a
non-linear, iterative process that is influenced by the individual’s personal, familial, and
societal contextual factors. Participants described the legacy of values as a way to distill
who they are and how they want to be remembered, communicate their most important
values to others, and provide a link between the generations. Through the process of
creating a legacy of values, participants received peace, affirmation, and a sense of
symbolic immortality.

Implications for Practice: Creating a legacy of values is a way for individuals to make a
lasting impression on others, obtain a sense of peace, and foster continued life engagement.
Creating a legacy of values is a promising approach for nurses to help older adults across
care settings address their mortality and obtain a sense of peace amidst their circumstances.
These findings are also applicable to gerontologists and interdisciplinary professionals
working with older adults within clinical and community settings (e.g., social workers,
chaplains, older adult ministers, physicians) who are well positioned to interact with older
adults during times of life transition and engage them in what matters most as they age and
anticipate the end of life.

Funding: Sarah Neller was supported by the National Institute of Nursing Research ofthe National In stitutes
of Health under Award Number T32NR013456 and a research award fromthe Sigma Theta Tau Gamma Rho
Chapter.
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Impact of Dementia-Related Behaviors on the Health Status of Diverse Family Caregivers

Jung-Ah Lee, PhD, RN, FGSA, FAAN, Sue & Bill Gross School of Nursing, University of California
Irvine, CA; Eunae Ju, RN, MSN, Sue & Bill Gross School of Nursing, University of California, Irvine,
CA; Eilleen Sabino-Laughlin, MPH, Sue & Bill Gross School of Nursing, University of California,
Irvine, CA; Amir Rahmani, PhD, Sue and Bill Gross School of Nursing, University of California,
Irvine, CA; Sangyhuk Shin, PiD, Sue and Bill Gross School of Nursing, University of California,
Irvine, CA, Lisa Gibbs, MD, Family Medicine, Division of Geriatric Medicine and Gerontology,
University of California Irvine, Orange, CA; Julie Rousseau, PhD, CNM, RN, Sue & Bill Gross School
of Nursing, University of California, Irvine, CA; Adey Nyamathi, PhD, ARNP, FAAN, Sue and Bill
Gross School of Nursing, University of California, Irvine, CA; Hannah Nguyen, PhD, MSW, Human
Services, California State University, Dominguez Hills, Carson, CA; PriscillaKehoe, PhD, Sue & Bill
Gross School of Nursing, University of California, Irvine, CA; Annie Qu, PhD, Statistics, University of
California, Irvine, CA

Background: Community-dwelling persons with dementia (PWD) rely on family caregivers for most of
their basic needs, which include management of complex behavioral needs. Without adequate support,
many family caregivers experience severe burden. Family caregivers of PWD are twice as likely to
experience significant emotional, financial and physical difficulties when compared with family
caregivers of persons without dementia. This role can span many years, and the continuous care oftheir
loved one takes a significant toll, resulting in the experience of chronic stress, depression, sleep
disorders, poorhealth quality of life, and early mortality. While caregiver burden is well documented in
the literature, we do not fully understand the impact on those within diverse communities who may also
experience the added challenges of low socioeconomic status, limited English proficiency, and lack of
familiarity of available resources.

Purpose of Study: To understand characteristics of diverse family caregivers for PWD and examine the
relationship of caregiver health status, including caregiver burden, depression, stress, sleep, and
caregiving self-efficacy to the PWD’s memory and behavioral problems.

Methods: This is a cross-sectional study of survey data collected from a convenience sample of family
caregivers of community-dwelling PWD recruited in a diverse county in Southern California. Survey
questions included demographics, service utilization related to Alzheimer’s care, the SF-12 Health
Survey for health-related quality of life, the Zarit Burden Interview, Center for Epidemiologic Studies
Depression Scale, Caregiving Self-Efficacy, and perceived Stress Scale. PWD characteristics were also
reported by caregivers, including demographics, Katz index of independence in activities of daily living
(ADL), Lawton-Brody instrumental activities of daily living scale, and The Revised Memory and
Behavior Problems Checklist. Analysis was performed using R statistical software (significance level of
P <.05).

Results: A total of 26 family caregivers participated in the study (13 Korean, 8 Vietnamese, 3 Latinx, 2
Non-Hispanic White; relationship to the PWD: 13 spouses (50%), 13 off-spring (50%); 18 females
(69%); mean age=66.8, SD=12.7). 30% of caregivers reported little to no English proficiency. 58% of
PWD and 33% of family caregivers had Medicaid, and 2 family caregivers had no health insurance.
50% of caregivers reported having a chronic illness: hypertension, diabetes, and high cholesterol. Half
of caregivers reported seeking help from community resources, including in-home supportive services,
adult day services, caregiving education, or support group. 61.5% of caregivers reported “No one”
helped them care for the PWD.

Significant correlations were found between the PWD’s memory and behavioral problems and caregiver
outcomes, including depression, stress, and caregiving self-efficacy (all P<.05). There was a significant
trend between caregiver burden and PWD behavioral problems (P=.052). Caregivers’ depression and
quality of life were significantly related to the PWD’s ADL (all P<.05).

Conclusions: Results from the study demonstrate that diverse family caregivers’ health outcomes were
significantly associated with the behavioral problems of their loved one with dementia. Caregiver
outcomes may be related to low utilization of dementia-related community services. Low English
proficiency may influence patterns ofservice utilization. Availability of culturally and linguistically
appropriate services could improve well-being among diverse dementia family caregivers.

Funding: NIH/NIA RO1 AG069074
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Elderly Partners Experience of Bladder/Colorectal Cancer Diagnosis, Surgery, Ostomy

Dinah Herrick, PhD, RN, College of Nursing, California Baptist University, Riverside,
CA; Cheryl Westlake, PhD, RN, Nursing, Azusa Pacific University, Azusa, CA

Purposes: The purpose of this study was to illuminate the experiences of elderly, 65 to 84
years old, partners of patients diagnosed with bladder and/or CRC resulting in an ostomy.
Conceptual Basis/Background: Bladder and colorectal cancer (CRC) are two of the most
aggressive types of cancer with treatment creating physical and psychosocial comorbidities
that affect the quality of life of patients affected by the disease. Numerous studies have
been conducted about the experiences and needs of people who have had a bladder and/or
CRC diagnosis, surgical intervention, and an ostomy, but studies about the experiences of
the elderly partners are negligible. Specifically, the older adult (65-84 years old) group was
found to be essentially unstudied with only 10 (0.51%) known 75- to 84-year-old
participants included in relevant studies that involved 2119 participants. Thus, this elderly
group may have distinct experiences, needs, and challenges that are unknown and warrant
our attention. Therefore, a research study was proposed to study the experiences of this
specific group of elderly partners of patients diagnosed with CRC who have an ostomy.
Methods: Giorgi's descriptive phenomenological method and narrative descriptions
provided by the participants (n=11) were used to address the knowledge gap. Participants
were the partners (husband/wife/cohabitating intimate significant other) of a person who
had a bladder or CRC diagnosis and surgery resulting in an ostomy who were 65-84 years
of age, English reading and speaking, cognitively intact (Mini-Cog™ with Clock Drawing
Test score of 3-5), literate at better than the 6th grade reading level (Rapid Estimate of
Adult Literacy in Medicine—Short Form, score >4), and agreeable to participate in a one-
on-one audiotaped interview. The interview length average was 39.3 (standard deviation,
12.53) minutes and ranged from 10 to 55 minutes. The interviews were taped, transcribed,
and then analyzed to identify themes.

Results: Participants (n=11) were recruited from support groups and the United Ostomy
Association of America within Los Angeles, Orange, Riverside, and San Bernardino
counties. All were partners (cohabitating husband, wife, or intimate significant other) of a
person who had a bladder and/or CRC diagnosis with an ostomy. There were three males
and eight females age from 65 - 84 years. They met the inclusion criteria, completed the
mterview, and constituted the sample. They were all Caucasian with educational
background from high school to terminal degrees. Using Giorgi’s five-step analysis
method, five themes emerged that illuminated the partners’ experience: (a) feeling
supported by others, (b) providing support to the person with cancer and an ostomy, (c)
expressed needs, (d) accepting/adjusting to diagnosis/treatment/ostomy, and (e) advocating
for the person with cancer and an ostomy.

Implications: The findings have suggested that the young- to middle-old adult partners’
experiences mirror those of younger partners of patients with bladder and/or CRC and an
ostomy, but their experiences differed in their expressed needs and the lack of importance
of sexuality. The findings may serve as the foundation for future studies to improve the
care of the elderly partners of patients with a bladder and/or CRC diagnosis, surgery, and
an ostomy.



TOPICSIN ADULT AND ELDER CARE

Time to First Rehospitalization in Medicare Recipients with Heart Failure

Youjeong Kang, University of Utah, Salt Lake City, UT; Kathryn Bowles, University of
Pennsylvania, Philadelphia, PA

Purpose: To identify patient-related characteristics associated with time-to-first
rehospitalization in Medicare recipients with HF within the first 60 days of the home
healthcare (HHC) episode.

Background: Heart failure (HF) is the leading cause of rehospitalization due to frequent
HF exacerbations. Unfortunately, although HF exacerbations are preventable, patients with
HF often tolerate worsening of symptoms for a few days and may delay seeking timely
medical care. HHC services provide continuous care after hospital discharge but despite
that attention, many patients with HF are experiencing rehospitalization during the HHC
episode. It is important to highlight patient characteristics associated with rehospitalization
to develop preventive interventions.

Methods: This observational, cross-sectional study analyzed a de-identified Outcome
Assessment Information Set (OASIS)-C dataset provided by a for-profit HHC company.
We used items derived from the OASIS-C start of care dataset as potential patient
characteristics associated with time-to-first all-cause rehospitalization for Medicare
recipients with HF. Time-to-first rehospitalization is defined as the number of days from
the index hospitalization discharge to the first rehospitalization, within the first 60 days of
the HHC episode. To examine associations between all of the variables and time-to-first-
rehospitalization, the Cox Proportional Hazards Regression procedure was conducted in
SAS™ version 9.4, which accounts for both censored and non-censored data. Hazard ratios
for time-to-first-rehospitalization were calculated for each statistically significant risk
factor, using the Kaplan-Meier method.

Results: A total of 567 subjects were included in the dataset for survival analysis. Overall,
the median age of subjects in the survival analysis sample was 79.1 years (IQR 15.1), and
10.7% of subjects were between 55 and 65 years. Females were approximately 55%, and
the majority of subjects were White (83%). In terms of living arrangements, 74% of
subjects were reported to be living with other person(s) in the home, with or without any
kind of assistance (p<0.01). The rate of first rehospitalization within the first 60 days of the
home health care episode was 36%. A total of final seven patient-related characteristics
from the Cox proportional hazards model were associated with time-to-first
rehospitalization during the course of the 60-day home health care episode: a change of
urinary incontinence prior to medical or treatment regimen change or in-patient stay within
the past 14 days, multiple hospitalizations (i.e. more than two) in the past 12 months,
results of formal pain assessment (with or without reports of severe pain), living situations,
physician-ordered plan of care which include pressure ulcer treatment, frequency of pain
interfering with the subject’s activity or movement and the subject’s ability to dress his or
her lower body. The Kaplan-Meier curve graphically presents differences among the strata
for each categorical predictor at 30days and at 60 days by using Epanechnikov Kernel-
Smoothed Hazard, which provides the expected number of events at certain time points, for
every 1000 person-days at risk.

Implications for Further Research: Because of the 30-day rehospitalization penalty from
the Centers for Medicare and Medicaid Services, identifying risk factors that are associated
with time-to-30-day rehospitalization in the HHC setting by using updated OASIS may be
warranted.



TOPICSIN ADULT AND ELDER CARE

Posttively Influencing Nursing Student Attitudes Toward Older Adults to Create Change

Kelly Henrichs, DNP, RN, GNP-BC, College of Nursing, University of Colorado, Aurora,
CO; JoAnn Crownover, DNP, RN, CNE, College of Nursing, University of Colorado,
Aurora, CO

Background: The older adult population in the US is burgeoning. With aging comes
chronic conditions and complex health care needs. Nurses will be at the forefront of
providing the skilled, compassionate care needed for this population. It has been shown
that undergraduate nursing students do not commonly desire to work with older adults after
graduation which could be secondary to negative attitudes; this can also adversely impact
the care provided. Research has shown that increasing interactions with older adults can
promote positive attitudes among undergraduate nurses and potentially increase their desire
to enter this field after graduation.

Objectives: To see if the use of novel, various teaching approaches positively shifts
undergraduate nursing student attitudes toward older adults and can promote more desire to
work with this population.

Design: A pre/post interventional study design was used, and comparisons of the total
score were analyzed using t-tests.

Methods: Students in two cohorts (2019 and 2020) enrolled in the course, Nursing Care of
the Older Adult, completed the Kogan’s Attitude Toward Older People Instrument on the
first and last day of class at a large University in the Midwest. Participation was voluntary
and student identification remained anonymous. A total of total of 233 students were
included in the baseline data. Post course data was analyzed on 216 students. Faculty
employed several intentional teaching methods during the 8 week course to impart content
to students, and increase positive interactions with older adults including lecture
presentations by faculty, videos, MaskEd™ presentations, small group exercises, case
studies and clinical hours.

Results: Both cohorts had significant (p <.0001) differences in the total score of 8-9 points
from baseline to post survey on the Kogan instrument, indicating a positive change in
attitudes toward older adults. The total scores changed from 167.2 (95% CI: 164.1, 170.4)
pre to 176.9 (95% CI: 173.3, 180.6) post in 2019 and 179.4 (95% CI: 174.4, 184.5) pre to
188.1 (182.9, 193.4) post in 2020.

Conclusion: Incorporating innovative, intentional teaching strategies into a gerontology
course was effective in promoting positive attitudes toward older adults.



TOPICS IN EDUCATION

Engaging Undergraduate Nursing Students in Research

Lisa R. Roberts, DrPH, MSN, RN, FNP-BC, CHES, FAANP, FAAN, School of Nursing,
Loma Linda University, Loma Linda, CA; Ellen Derrico, PhD NEA-BC, Graduate
Nursing, Loma Linda University, Loma Linda, CA

Problem: Research opportunities and interest are often lacking among undergraduate nursing
students, yet these very students are the nurse scientists of the future.

Methods and Setting: An innovative project targeting nursing students in an undergraduate
baccalaureate nursing program was created to: a) generate excitement regarding the importance
of nursing scholarship, b) promote active involvement in research activities, c¢) support faculty
research, and d) raise awareness of the role of the PhD prepared nurse scientists. Response to
announcements and student attendance at orientation sessions were used to gauge initial
interest. The number of students who engaged and program outcomes were also tracked.
Description: We created the Student Undergraduate Research Generating Evidence (SURGE)
program to provide undergraduate students with applied research opportunities. At SURGE
orientations, first term undergraduate (UG) students received basic information about the
research process and reassurance that no prior experience is necessary. Faculty research foci
are presented and student research interests are solicited, followed by a discussion regarding
research support available, and current opportunities for participation. Possible research
activities available for student engagement include data collection and entry, qualitative coding
and analysis, quantitative analysis, and full proposal development and implementation. Student
participation also extends to inclusion in research dissemination. The SURGE program
provides faculty opportunities to mentor UG students in active research participation and
exposure to the nurse scientist role. To date, we have had two orientations (n =41 UG
attendees), with a third orientation scheduled for Fall 2021. Feedback after orientations
included students’ new appreciation for the breadth of research possible, increased awareness
of nursing research, and better understanding of the nurse scientist role. Eleven students
engaged in research activities across four different studies, and one is in the pipeline for the
PhD program. One abstract submitted by students was accepted for a podium presentation at a
professional conference, and a manuscript on the same project is being prepared for submission
with students holding first and second authorship.

Implications: Innovative programs to engage students in research and scholarship are
essential. While gaining valuable research experience, UG students are also exposed to the PhD
program. American Association of Colleges of Nursing data indicates reduced numbers of
students enrolling in PhD programs. The education of PhD prepared nurse scientists is crucial
to the future of nursing. Nurse scientists generate new knowledge and conduct translational
research resulting in evidence for implementation science, which supports evidence-based-
practice and quality improvement. Nursing care of increasingly high-acuity patients in complex
health systems, requires the generation of new evidence and innovative solutions.
Recommendations: Providing early opportunities for engagement in research increases UG
students’ pursuit of graduate studies and nursing research. Innovative efforts to enhance the
research environment and scholarly productivity of nursing schools simultaneously supports
the future of our profession by including UG students in research. Longitudinal tracking of
student outcomes, professional attainment, and scholarship will be essential to evaluate our
sphere of influence. Simultaneously, faculty scholarly productivity may show a pattern of
increase reflecting mentoring activities, which may also increase faculty satisfaction.
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Inclusive Excellence in Undergraduate Clinical Education with Teaching Innovation

Zhizhong Li, MSN, MA, RN, CNL, University of Nevada, Reno, NV; Shelia Gephart, PhD,
RN, FAAN, College of Nursing, University of Arizona, Tucson, AZ

Purpose: This process improvement project aimed to explore mnnovative teaching
strategies fostering inclusive excellence in nursing undergraduate clinical education.
Rationale/Background: With the restrictions caused by the pandemic, many hospitals
have limited mn-person clinicals, and many programs canceled in-person skills training.
Students have no choice but to adapt to the new norm rapidly. Underrepresented and
marginalized individuals often suffer from high burden caused by sudden changes and may
struggle to adjust their learning strategies to cope with the changes made by their programs
even while coping with pandemic-associated mental stress. The need is urgent and
imperative to ensure inclusive excellence in teaching and equitable access to education.
Description of the Undertaking: Through this process improvement project, the faculty
explored mnnovative teaching strategies to improve academic inclusivity in accessibility,
neurodiversity, inclusive online learning, digital team-based learning, and mental health
support. For accessibility, all electronic documents went through an accessibility check
before being published. Audio and video content was created with online content capturing
programs for captioning. For neurodiversity, students were provided with multiple content
delivery formats. For example, skills training videos could be helpful for visual learners,
while other students might prefer to use the electronic skills checklist to guide their skills
training. Technology proficiency, financial constraints, and user situations were also
considered. Zoom conferencing and Nearpod were used to create a virtual safe space for
the students to do a weekly mental wellbeing check-in. Using those tools, faculty fostered a
safe space for students to share their concerns and debrief timely.

Assessment of Findings/OQutcomes Achieved: A simple survey was implemented for the
students during the weekly virtual check-ins. The survey results indicated an overall
improvement in mental wellbeing and a decrease in anxiety. The students expressed that
the teaching strategies had enabled them to stay connected with faculty and peers, and the
challenges associate with the pandemic were lessened. The students also felt they could
express their concerns to faculty in a safe and inclusive environment. The teaching
innovations also provided an excellent opportunity to spur conversations and awareness
among faculty and students regarding diversity, equity, and inclusion in higher education.
The students stated they felt much more confident and prepared for the future semesters
and entering the nursing task force. The success of the teaching strategies was also
reflected in the student retention rate of 100%. Student engagement in extracurricular
activities increased with the majority of the students in the cohort volunteering to mentor
incoming students.

Conclusions: The goal of promoting an inclusive learning environment before the
pandemic still applies to online or hybrid settings, though barriers make it more
complicated to do so with virtual pedagogies. Combining modern technologies' benefits
with their teaching talent, nursing faculty can leverage innovative teaching strategies to
enhance inclusive excellence.
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Primary Care Experiences for Baccalaureate Nursing Students in Rural Communities

Larry Garrett, PhD, MPH, RN, College of Nursing, University of Utah, Salt Lake City, UT;
Brenda Luther, PhD, RN, College of Nursing, University of Utah, Salt Lake City, UT;
Linda S. Edelman, PhD, RN, FGSA, FAAN, College of Nursing, University of Utah, Salt
Lake City, UT

Purpose/Aims: The objectives of this project are: 1) identify primary care (PC) clinics
serving rural and underserved communities having at least one nurse working within an
interdisciplinary team, 2) develop partnerships with these clinics to place baccalaureate
nursing students for clinical rotations including capstone, and 3) maintain partnerships to
ensure nurses provide students with positive clinical experiences. The premise behind these
objectives is to prepare nursing graduates to work in PC.

Rational/Background: Primary care is an essential component of the healthcare system.
Current PC delivery models are often unable to meet the needs of their patients, especially
clinics serving rural or underserved populations or those operating without a nurse. PC
transformation is needed, including care models that feature interprofessional teams. To
capitalize on the nursing role, the skill sets, educational competencies, and number of RNs
working m PC must be increased. For this to occur, there is a need for student nurses to
have meaningful PC rotations and for those that mentor them to be practicing at the top of
their licensure.

Undertaking: We partnered with the Utah Association of Community Health Centers
(AUCH) to identify clinics. Unfortunately, there was a limited number that employed
nurses and even less having nurses practicing at the top of their licensure. As such, we
expanded our search to include urban clinics serving underserved populations.
Simultaneously, we identified encounter types that lent themselves to a shared
nursing/provider encounter or where an independent nurse could work under the “incident
to” rules associated with billing. We developed implementation guides for these
encounters. We subsequently met with the clinics and made business cases demonstrating
that a nurse working at the top of their licensure could increase revenue, reduce provider
burnout, and improve patient outcomes.

Findings/Outcomes: We developed partnerships with 12 clinics and provided trainings
utilizing a combination of onsite and remote learning featuring the implementation guides
developed for this project (i.e., Annual Wellness Visit, Chronic Care Management,
Transitional Care Management, Advanced Care Planning). A dedicated College of Nursing
liaison provided the trainings. Findings from the clinics identified additional nursing roles
and we subsequently developed materials supporting dementia assessments and women’s
health. Webinars (n=26) help ensure nurses continue to operate at the top of their licensure.
We placed 26 students with most (n=24) utilizing this as their capstone experience. A total
of 1,696 clinical hours were completed by the students.

Conclusion and Next Steps: Progress has been made in placing baccalaureate students in
PC clinics as well as increasing the nursing role within the clinics we partnered with, yet
much remains to be done. For example, some have implemented shared nursing/provider
encounters but do so without standard protocols or standing order sets. A recent AAACN
open forum discussion identified many clinics across the nation that are trying to address
this issue as well. Work remains to improve the nursing role within PC clinics. The
ongoing placement of students within fully functioning clinics is important if we are to
increase the role and numbers of nurses working in PC.

Funding: Health Resources and Services Administration (HRSA): UK1HP31735 Nurse Education, Practice,
Quality and Retention Program
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Using Virtual Reality for Urinary Catheter Insertion Mastery Learning
Madeline L. Lassche, DNP, RN, NEA-BC, CHSE, College of Nursing, University of Utah,
Salt Lake City, UT; Ann L. Butt, EdD, RN, CNE, CHSE, College of Nursing, University of
Utah, Salt Lake City, UT

Purpose: The purpose of this pilot study was to examine the effectiveness of an innovative virtual
reality (VR) program used to practice female urinary catheter insertion, including student learning
of sterile technique and feasibility of replacing traditional education (on task trainers) with VR
training,.

Rationale: Mastering procedural skills has become increasingly challenging for nursing students
without significant costs of simulation time, supplies, and faculty. Decreasing exposure to skills in
the clinical setting, increasing hospital regulations dictating student experiences, and increasing
cost of nursing faculty time has made it difficult for students to repeatedly practice, much less
master, procedural skills for quality outcomes. Hospital-acquired infections such as catheter-
associated urinary tract infections (CAUTIs) are considered a preventable quality outcome that can
be used to measure effectiveness of sterile technique.

Methods: A pre- post quantitative design was used to compare participants practicing urinary
catheter insertion traditionally with those practicing in virtual reality. IRB was obtained. A
convenience sample of n=36 of pre-licensure nursing students was consented using faculty not
associated with student’s course or grading criteria. All participants received a pretest prior to
traditional vs. VR education to standardize iitial exposure to urinary catheter insertion. Students
were then randomized to control group (n=18) vs. virtual reality experimental group (n=18) for 3
weeks of practice. A post-test using standard checklist prior to course evaluation was then
administered to both the tradition and VR groups to decrease anxiety associated with final course
evaluations. The pre- and post-test included hand hygiene, opening a sterile kit, applying sterile
drape, donning sterile gloves, keeping field sterile, holding meatus, swabbing technique, discarding
swabs, obtaining catheter, inserting catheter, inflating balloon, securing catheter, and remove drape.
Results: Pilot data was analyzed using Wilcoxon Signed-Ranks test for paired ordinal variables and
p-value comparisons. An alpha = 0.05 was used for an initial study. Total sample size after
dropping missed data was n=28 (n=14 control, n=14 VR). No difference was found in outcomes for
the traditional practice vs. the VR groups overall. For each data point, a significant difference was
found (p=.002, p=.0014) in “opens kit” & “donning gloves” in the VR group. A significant
difference was found (p=.046 and p=.046) in “inserting catheter” and “inflating balloon” in the
control group. Conclusion: It is feasible to use VR as an alternative training method for urinary
catheter insertion and sterile technique decreasing sterile supplies costs and the high cost of faculty
time during repeated practice.

Implications: VR enhancements in the urine catheter insertion program for inserting catheter and
inflating balloon are needed for further studies. Although an agreed-upon, criterion-based checklist
is used to teach and test competence, there remains an element of ambiguity in how procedures are
taught and tested. Research on critical elements of a checklist is needed to decrease the amount of
VR programming. The VR system will then give immediate and standardized feedback to the
learner during practice. Decreased cost for procedural education in all health sciences after initial
VR expenditure could allow time for additional needed education.
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Excelling at DNP Curricular Mapping

Annette Carley, DNP, RN, NNP-BC, PPCNP-BC, University of California, San Francisco
School of Nursing, San Francisco, CA; Katherine Schott, MS, RN, CNM, University of
California, San Francisco School of Nursing, San Francisco, CA

Purpose: This project aimed to align the current DNP curriculum at the UCSF School of
Nursing with the recently released competencies from AACN that address two levels of
nursing education: entry-level and advanced-level. It was vital to reveal gaps and excesses
in the current DNP curriculum to continue to support program growth. Advanced-level
competencies will impact both DNP program and the advanced practice specialties
currently housed within the Master’s program.

Background: In 2006 AACN published The Essentials of Doctoral Education for
Advanced Nursing Practice as competencies to guide development of DNP programs.
These eight competencies were used to support our post-Masters DNP program that opened
in 2018. In 2021 AACN released an updated set of competencies, The New Essentials:
Core Competencies for Professional Nursing Education that introduced some new domains
that will need to be addressed by nursing education.

According to AACN, there are over 350 DNP programs, and over half of those under
development will be at the post-Baccalaureate level. Professional organizations have
endorsed the DNP including the National Organization of Nurse Practitioner Faculties
(NONPF) that committed to transition nurse practitioner education to the DNP by 2025.
This has hastened planning efforts nationally, including at UCSF, where planning for
transitioning current Master’s specialties to the DNP is underway. It was prudent to
evaluate our current DNP curriculum to reveal gaps and redundancies that will need to be
addressed to align with AACN competencies as well as the planned integration of specialty
programs into a DNP exit. A literature review revealed examples of curricular mapping that
were used to conceptualize an approach to this project.

Methods: A curricular mapping project cross referenced DNP course objectives and
assignments for current DNP courses with the AACN New Essentials competencies An
excel spreadsheet was created to tabulate frequencies of course objectives and assignments,
and two evaluators scored each course.

Findings: The project revealed multiple strengths in the curriculum, as well as areas for
improvement. Sixty-eight percent of all 204 sub-competencies were represented by at least
one course objectives or assignment. Two domains, knowledge for practice (domain 1) and
scholarship (domain 4) were fully represented in objectives and/or assignments. However,
some other domains need further exploration. For example, domain 2, (person-centered
care) only met competency mapping for 41% of items. This finding may be due to the
nature of our post-Master’s DNP program that doesn’t confer advanced practice role
preparation at this time.

Conclusions and Recommendations: As expected with our current post-Master’s DNP
program, some competency domains were underrepresented and will need to be addressed.
This project provided insight into the state of our curriculum and changes needed. We
anticipate that with integration of the Master’s specialty content these domains will be
more evident in objectives and/or assignments. Future work will need to align project
findings with results of curricular mapping of the Master’s programs to generate a seamless
post-Baccalaureate model to DNP exit.
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A Model for Regional Delivery of Advanced Practice Nursing Programs

Jacqueline Webb, DNP, FNP-BC, RN, School of Nursing, Oregon Health & Science
University, Portland, OR,; Helen N. Turner, DNP, CNS, APRN, PCNS-BC, AP-PMN,
FAAN, School of Nursing, Oregon Health & Science University, Portland, OR; Elizabeth
Knight, PhD, DNP, FNP-BC, School of Nursing, Oregon Health & Science University,
Portland, OR; Asma A. Taha, PhD, RN, CPNP, CNS, CCRN, School of Nursing, Oregon
Health & Science University, Portland, OR; Joanne Noone, PhD, RN, CNE, ANEF,
FAAN, School of Nursing, Oregon Health & Science University, Ashland, OR,; Cynthia K.
Perry, PhD, FNP-BC, FAHA, School of Nursing, Oregon Health & Science University,
Portland, OR

Purposes/Aims: The purpose of this performance improvement project was to develop a model for
regional delivery of advanced practice nursing (APN) programs that 1) is sustainable, 2) supports
students remaining in rural communities, 3) addresses the needs of both rural and urban students, 4)
is based on best practices for teaching and learning, 5) is flexible to align with differing APN
program needs, and 6) meets statewide workforce needs.

Rationale/Background: In Oregon there is a lack of primary care providers in rural areas. In a
2018 Oregon Center for Nursing survey, 87% of responding hospital and health systems reported
that recruiting and hiring APNs was challenging; yet 74% still plan to increase the number of APNs
in the next two years. OHSU School of Nursing, the only statewide public school of nursing,
responded to this need through the development of a regional delivery model to educate APN
students in their communities.

Brief Description of the Undertaking/Best Practice: In collaboration with a Performance
Improvement consultant with expertise in Lean Quality Improvement methods, we established a
performance improvement process, formed a work group that included practice faculty, regional
academic leaders and staff and created a charter that included scope of work, timelines, and
outcomes. We completed a root cause analysis followed by a two-day Kaizen, which is an intensive
brainstorming event with key stakeholders to identify future state with short and long-term goals.
The initial model emerged from this event and was refined over the following year as we
implemented the action steps from the Kaizen. The final model revolves around being equitable,
learner-centered and sustainable with key strategies (e.g., communication plan, standard processes
and experiences, evidence-based teaching, authentic learning, clinical partner engagement,
preceptor support and development). The central outcome is graduating students committed to
practicing in rural and urban underserved communities. We also assessed the impact of model
implementation through surveys with preceptors, students, and faculty, focus groups with students
and student enrollment and graduation in rural areas of the state.

Assessment of Findings/Outcomes Achieved: We standardized terminology and the layout of
course web pages and developed a communication plan and a Doctor of Nursing Practice (DNP)
program calendar for travel, events and exams. In student surveys a majority of rural students
reported improvements in connectivity and clarity of mformation/communication. Most preceptors
felt they had the needed resources and faculty were available for questions and concerns. We have
subsequently expanded offering of the family nurse practitioner (FNP) and psychiatric mental
health nurse practitioner (PMHNP) programs to Eastern and Southem Oregon with 8 current
students and 5 graduates in Eastern and 20 current students and 1 graduate in Southern Oregon.
Conclusions: Use of best practices in performance improvement, listening and responding to key
stakeholders, and forming a strong team committed to ensuring success of outcomes was critical to
the success of the development of this model.

Funding: 1 T94HP32900 Health Resources and Services A dminis tration
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Community Health Fairs as Health Promotion for the Latino Community

Madeline Metcalf, Montana State University College of Nursing, Bozeman, MT; Sally
Moyce, RN, PhD, Montana State University College of Nursing, Bozeman, MT

Purpose: The purpose of this researchis to describe a community engaged project
designed to provide basic health screenings and preventive services to the Latino
community in a rural area.

Background: The number of individuals who identify as Latino is continually growing,
and Latinos may experience disproportionate socioeconomic, occupational, and
environmental risks that negatively affect their overall health. In a new immigrant
community, where the Latino population makes up approximately 4% of the overall
population, barriers including language and insurance coverage create unequal access to
care. In previous research conducted by our team, we found that 80% of the Latino
population lack health insurance and a regular medical provider. Additionally, 67%
reported not visiting a dentist within the previous five years. While community health fairs
are not designed to deliver primary care to populations, they can serve to promote healthy
habits, identify health risks, and provide an opportunity to refer people to more consistent
medical care. Therefore, at the request of our team’s community advisory board, we
conducted two community health screening events for the Spanish-speaking Latino
population.

Methods: In June and October 2021, we conducted community health fairs to offer basic
health screenings including body mass index (BMI), blood pressure, pulse, and hemoglobin
Alc measurements. Screenings were delivered by nursing and medicine students with the
assistance of other students serving as interpreters. Interpreters administered a health
history survey to assess risk factors. A non-profit dental provider offered dental cleanings,
sealants, and x-rays. Community organizations were invited to present resources at tables.
All results were shared with participants. Abnormal results were referred to a public health
nurse or a physician for consultation. Referrals for follow-up care were provided and were
coordinated by a bilingual nursing student.

Results: We conducted a total of 98 medical screenings and provided dental services to 70
participants in the two health fairs. We found that 85% of participants lacked health
msurance and that 83% lacked a usual source of care. We found diabetes in 10%, pre-
diabetes in 35%; hypertension in 45%, pre-hypertension in 35%; overweight in 41% and
obesity in 37% of the sample. When asked to rate their ability to speak English, 71%
responded “poor”. We made 12 referrals for follow up care for dentistry.

Implications for Translation to Practice: The poor health outcomes of participants at the
health fair indicate a need for regular medical care for many Latinos in our community.
Unfortunately, due to language and cultural barriers, the health fair may be the only source
of health information and preventive care for many who attended. Nurses are in a unique
position to provide health screenings to those who require medical care and can assist with
case management and referrals. Using a community based participatory research approach
ensures that the community’s needs are incorporated into the planning and delivery of such
events.



TOPICS IN THE HEALTH OF DIVERSE POPULATIONS AND SETTINGS

A Physical Activity Intervention with Latinx Adults with Type 2 Diabetes Mellitus

Julio Cesar Loya, PhD, RN, CMSRN, College of Nursing, University of Arizona, Tucson,
AZ

Aims: To evaluate impact of the Salud Paso por Paso ntervention on number of steps and
minutes per week of physical activity (PA) pre- to post-intervention and to assess
intervention feasibility and acceptability in a group of Latinx adults living with type 2
diabetes mellitus (T2DM).

Background: The U.S. Latinx population accounts for approximately 18% of the total U.S.
population and it is growing ata rate higher than that of other groups. This population is
disproportionally affected by the burden of T2DM. Latinx adults have a greater than 50%
risk for developing diabetes than other U.S. adults. Additionally, Latinx individuals with
T2DM have a higher incidence and prevalence of nephropathy, diabetic eye disease, and
higher incidence of diabetes-related amputations. Limited information is available
regarding culturally-tailored PA interventions for Latinx adults with T2DM.

Methods: A community-partnered approach was used to examine a novel culturally-
tailored PA intervention using a pre-post, no control group design. Participant recruitment
occurred in a free clinic. A convenience sample of Latinx adults living with T2DM were
recruited. Inclusion criteria were confirmed diagnosis of T2DM, ability to speak English or
Spanish, and previously sedentary. Intervention development was theoretically-informed
and consisted of six weekly 45-minute sessions for participants to engage in PA.
Participants provided baseline and post-intervention data on demographic and health
characteristics and self-efficacy. Data analyzed included demographic data, acculturation,
self-efficacy scores, and PA frequency (steps and minutes of PA per week).

Results: 21 individuals enrolled, with 19 (90.5%) participants completing the intervention.
The typical participant was a 53-year-old female (90%) Latina adult living with T2DM
with low acculturation. All participants spoke primarily Spanish and had lower income
levels; additionally, participants had lived in the U.S. for 15 years on average. Self-efficacy
scores showed participants had high self-efficacy pre- and post-intervention. Pre-
intervention, participants walked 10,285 (SD=14,779) steps per week with 43.4 (SD=68.1)
minutes of PA per week. Post-intervention, participants walked 19,197 (SD=27,719) steps
per week and 118 (SD=115) minutes of PA per week. There were significant increases in
steps per week (p=0.007; d=1.03) and minutes of PA per week (p=0.000; d=1.62).
Participants also expressed positive comments regarding the weekly PA intervention
demonstration.

Further Research: Findings suggest that Salud Paso por Paso has promise as a strategy to
enhance PA behaviors in Latinx adults. Participants had increases in steps and minutes of
PA per week. The need for effective interventions promoting PA in Latinx adults is
considerable. As the Salud Paso por Paso intervention was being conducted, many
participants expressed interest in learning more about other behaviors that can enhance
T2DM outcomes, such as nutrition. While the focus of this intervention was engaging
participants in PA, a randomized, controlled trial with a larger study sample is warranted to
examine efficacy and impact on the diabetes health outcomes of Latinx adults with T2DM.
Moreover, future research should include measures to examine the ability for long-term
sustainment of PA improvements. Developing effective interventions that can ameliorate
the deleterious effects of T2DM in Latinx adults will lead to a healthier community.

Funding: National Institute of Nursing Research-funded T32 Health Behavior Science Pre-Doctoral
Fellowship
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“HIV Is Not the Same as Before™:
An Explanatory Model of HIV Infection Among Latinos in NYC

Samantha Stonbraker, PhD, MPH, RN, Scholarship and Research, University of Colorado College of Nursing, Aurora,
CO; Gabriella Sanabria, MEd, University of South Florida College of Public Health, Tampa, FL; Christine Tagliaferri
Rael, PhD, Scholarship and Research, University of Colorado College of Nursing, Aurora, CO; Susan Olender, MD,
NewYork-Presbyterian/Columbia University Medical Center, New York, NY,; Peter Gordon, MD, NewYork-
Presbyterian/Columbia University Medical Center, New York, NY; Suzanne Bakken, PhiD, RN, FAAN, FACMI, FIAHSI,
School of Nursing, Columbia University, New York, NY; Rebecca Schnall, PhD, MPH, RN-BC, FAAN, School of
Nursing, Columbia University, New York, NY; Maureen George, PhD RN AE-C FAAN, School of Nursing, Columbia
University, New York, NY

Rationale/Conceptual Basis/Background: Cultural perceptions of illness can alter patients’ willingness to accept
diagnoses, follow medical advice, and adhere to prescribed treatments. Nurses can their tailor care to address patients’
cultural beliefs, which can increase patient engagement and self-management behaviors, leading to better health
outcomes; yet there is little research on how to identify and explore patients’ unique viewpoints. One way to generate this
understanding is to create explanatory models (EM). EMs synthesize an individual (or group’s) illness experience by
detailing cultural nuances of diagnosis components such as its etiology, pathophysiology, and preferred treatment among
others.

Purposes/Aims: To construct an explanatory model of the illness experience of Latino persons living with HIV (PLWH)
in New York City (NYC).

Methods: Werecruited adult (> 18 years of age) PLWH who self-identified as Hispanic or Latino from a clinic
specializing in HIV care. Guided by qualitative descriptive methodology, participants completed in-depth interviews with
a bilingual (English/Spanish) nurse researcher in their preferred language. Interviews followed a semi-structured
interview guide developed using established methods. Questions followed Arthur Kleinman’s framework for generating
explanatory models (T able 1). Interviews were audio recorded and professionally transcribed verbatim in the language of
the interview. We used conventional directed content analysis to code transcripts using constructs of Kleinman’s
framework and inductive analysis to identify additional emergent meaning. T wo bilingual researchers iteratively
developed a codebook which guided coding. Qualitative rigor was enhanced using recommended strategies.
Representative quotes of findings were translatedto English.

Results: Participants (N=23) were half Spanish-speaking (52%), a majority male (65%), and an average age of 52 years
(SD + 14.5). They were born in the Dominican Republic (48%), the United States (30%), or in other Latin
American/Caribbean countries and had been living with HIV for an average of 15.6 years (SD + 10.3).

Participants provided varyingresponses to questions from Kleinman’s framework (T able 1). They indicated the
experience of living with HIV depends on how you take care of yourself and explained that individuals who are adherent
to their medications live long, healthy, vibrant lives while those who ignore their diagnosis, or its treatment, die quickly.
Although receiving the initial diagnosis was difficult, over time, most participants accepted it andreportedlivingnormal
lives. However, participants encountered problems such as fear of disclosure, discrimination and rejection, and feeling
compelled “to keep secrets.” They indicated overwhelming support for their prescribed antiretroviral therapy and did not
endorse the use of alternative treatments for HIV. Inductive findings included participants’ belief that living with HIV
now is much better than in the past and that those who were religious or believed in God found their beliefs to be a source
of comfort and/or motivation.

Implications for Translation to Practice/Further Research/Policy

Suggestions for clinicians to help alleviate some stressors faced by Latino PLWH were to respect patient privacy, offer
resources to support disclosure, and demonstrate sensitivity regardingthe initial diagnosis. Nurses can use this EM and/or
use the guiding framework to create EMs to inform culturally relevant care for their patients.
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Advancing Health Equity: Factors Leveraged by the Nurse Public Health Director

Paula M. Kett, PhD, MPH, RN, IBCLC, Center for Health Workforce Studies, University
of Washington, Seattle, WA, Betty Bekemeier, PhD, MPH, RN, FAAN, Child, Family and
Population Health Nursing, University of Washington, Seattle, WA; Jerald R. Herting,
PhD, Department of Sociology, University of Washington, Seattle, WA; Molly R. Altman,
PhD, CNM, MPH, Child, Family, and Population Health Nursing, University of
Washington, Seattle, WA

Aim: To gain understanding of the nurse-trained public health director’s relationship with
local health department (LHD) performance and health equity work.

Background: Significant research has been devoted to exploring associations between
high-performing LHDs and population health improvements, including what factors drive
LHD performance. Leadership is one such factor — specifically, nurse-trained public health
directors have been found to be positively associated with LHD performance as well as
reduced health disparities. However, specific mechanisms underlying these relationships
are unknown. This study explores the relationship between the nurse-trained public health
director and certain LHD organizational factors, providing mnsight into the nurse leader’s
association with LHD performance and improved health outcomes.

Methods: A national, county-level dataset was compiled containing variables pertaining to
the LHD and community demographics. We used multivariate logistic regression and count
data analyses to explore the relationship between nurse versus non-nurse public health
directors and engagement in ten organizational factors including: community health
assessment (CHA) completion; community health improvement plan (CHIP) completion;
and involvement in policy activities (overall and related to the social determinants of health
[SDOHY]). The final sample consisted of 1,447 LHDs.

Results: Multivariate logistic regression models showed that the odds of having completed
a CHA is 1.49 times more likely, and the odds of having completed a CHIP is 1.56 times
more likely, when the health department director is a nurse. Count data models predicted
the nurse public health director, compared to the non-nurse, to perform 1.14 times more
policy activities overall and 1.18 times more SDOH-related policy activities.
Implications: The results presented here provide valuable information regarding which
organizational factors nurse public health directors appear to leverage in their work to
create more effective health programs. Results suggest that nurse public health directors are
more likely than non-nurses to emphasize assessment and planning in their work and to
engage in policy activities which address the root causes of health inequities. This
commitment persists amidst a complex network of community and organizational
influences which were accounted for in this study. As such, this highlights the strong role
nurses can play in developing a strong and responsive public health system and the
importance of their leadership in work to facilitate equitable community health outcomes.
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Improving Emergency Airway Care ata Critical Access Hospital

Kelly E. Mitchell, DNP, MS, ARNP, CRNA, School of Nursing/Anesthesia, University of
Alaska Anchorage/Providence Valdez Medical Center, Anchorage, AK

Purpose: The purpose of this evidence-based project was to improve intubation outcomes
by providing video laryngoscopy (VL) training to non-expert providers in emergency
endotracheal intubation. The project included assessment of this training and measuring the
confidence of these providers’ pre and post-training,

Background: In urban and most suburban communities, healthcare providers trained in
airway management are readily available. However, expert providers are not always
available atrural critical access hospitals (CAH). CAHs have been designated as eligible
rural hospitals by the Centers for Medicare and Medicaid Services. Such facilities are
required to provide 24-hour emergency services seven days a week. Providers are typically
family practice specialists, and the vast majority do not regularly perform laryngoscopy
and intubation. Less experience often leads to a need for repeated attempts at successful
ntubation. Multiple intubation attempts are associated with a higher incidence of adverse
events. A critical review of the literature supports that VL increases the first pass of the
endotracheal intubation success in non-expert providers. VL is associated with a better
view of glottic structures and faster intubation times.

Methods: VL education was delivered to the ten participants via a prerecorded video
lecture to ensure consistent delivery of the training intervention. Providers attended an in-
person lecture and hands-on training in both direct laryngoscopy (DL) and VL. After this
training, these non-expert providers participated in four simulations, including standard and
difficult airway settings using VL and DL. The evaluation included a rating of the view
providers had of the simulated glottic area using the modified Cormack-Lehane scale
(MCLS) and whether successful intubation was accomplished or not. A pre-and post-
mtervention survey Likert scale was used to assess provider confidence.

Outcomes: Frequency and percentage statistics were used to describe the successful or
unsuccessful intubation of the simulated patients for both easy and hard DL and VL
simulation cases. Means and standard deviations were reported and interpreted for the #-test
analyses of survey questions.

Statistically significant increases in confidence (p = .03) were evident among
providers who do not often perform endotracheal int