President’s Letter
S. Diane Moore, BSN, RN, CDDN
President – DDNA Board of Directors
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Hello members –

Unbelievably, the end of the year is fast approaching and the Board is finalizing plans for the 2012 conference.  The conference will be held in Orlando, and as always, will offer excellent nursing education programs and networking opportunities.  During the conference, DDNA will celebrate the association’s 20th anniversary, so you will not want to miss it!  

As many of you realize, my term as President concludes at the end of this year, and it has been my distinct honor to serve this association.  During the 2011 conference, I took the opportunity to address those in attendance and express my gratitude to the members and the association.  The Board thought it fitting for me to share that address with the membership at large:  

President’s Address

As I reflect back on my time on the Board, I do so with many fond memories.  I feel that I have been truly blessed by the experience, and want to thank the membership for the opportunity. 

I have also learned a few things. 

I have learned …

There is no such thing as perfect people – only perfect intentions – and that most people really are well-intentioned, trying only to do what they honestly feel is best.

I have learned …

That people come in two forms – those who say “That a girl!” when you are doing well, and those who say “Girl – we need to talk.” when you’re not – and that both of these are equally valuable.

I have learned …

That you must focus on the mission at hand or else you lose your way – and that you cannot let your own discomfort with “being in the spotlight” interfere with the show.

I have also learned …

That growth means change – and change is often uncomfortable – even painful – at times.  And that “tradition” is important – especially during times of change – as that familiarity promotes a sense of security and comfort.

And I have learned …

That old adages like “You can’t please everyone” are the result of people’s painful experiences – and that every one of them is true.

And lastly, I have learned…

That life really does throw curve balls!

In the most recent “Rocky” movie, Rocky tells his son “It ain’t about how hard you can hit.  It’s about how hard you can get hit and keep moving forward!”  In some ways, this has been DDNA’s story over the last few years.  

In 2006, DDNA’s founding Executive Director, Randy Bryson, resigned, which as you can imagine, offered many challenges for the Association and the Board.  But in 2007, under the skilled hands of Mary Alice, our fabulous website was rolled out, which generated significant interest in DDNA.  Also in 2007, and through a contract already in place, DDNA – for the first time – held its annual conference in an airplane hangar (some people call it a convention center).  The venue proved challenging on a number of levels and left many feeling less cozy than in previous years; but, this was followed by an increase in membership the likes of which had not been seen before.  In 2008, DDNA broke through that “glass ceiling” of 1200 members, with membership soaring to more than 2000 nurses, and at the 2008 conference held in Foxwoods Connecticut, over 800 people were in attendance!  

Then came the greatest economic crisis this country has seen since the great depression, which led to:  Funding cuts for I/DD programs – almost across the board, DD nurse positions being eliminated, DD agencies no longer paying for nurses’ memberships or conference attendance, spouses losing jobs so DD nurses having less discretionary money for membership/conference, etc.  As the result, membership dropped significantly, but notably still remains above 2006 membership numbers.  

In 2009, with approximately half of the attendance seen the previous year, DDNA held its annual conference in sunny Orlando – and what a conference it was!  The Association made history during that conference by inducting its first eleven chapters. 

In 2010, DDNA worked to more globally to address two significant issues facing persons with I/DD and the nurses who support them.  In collaboration with AADMD, DDNA worked to bring national DD leaders together to address the growing disparity in healthcare for persons with I/DD.  Although some of those leaders seemed rather “self-appointed,” and some more interested in insulting people than in solving the problems we face, it provided DDNA an opportunity to contribute to the discussions about healthcare disparity taking place at the national level.  Through this effort, DDNA presented its position on the issue, as well as collaborated with the AADMD to create a position statement on healthcare disparity.  In 2010, DDNA also began to address Medication Management for persons with I/DD, convening a Task Force to develop and publish the Association’s position on the issue.  DDNA invited the National Council of State Boards of Nursing to participate in the pre-conference program and in the Task Force’s efforts to help address this critical issue, and the association has continued its work on this issue, recently publishing the association Position Paper on Medication Management for Persons with I/DD.

In the last few years, amidst the nation’s economic decline, the Board faced some very tough decisions – and some changes were necessary to assure the ongoing viability of the association while continuing its efforts to advocate, to educate, and to care.  As is often the case with changes, some were well-received, others less so – but through those efforts, we have significantly advanced DDNA’s financial stability, which will serve the association well in the months and years to come.

So here we are – unbelievably it is 2011.  I am confident that this year –and the years to come – will offer challenges for I/DD nurses and for the Association – and DDNA will continue to pursue its mission – to advocate for Nurses who work in the specialized field of I/DD Nursing.

It has been an extreme honor and privilege for me to serve this Association.  Throughout my tenure on the Board, I’ve worked with some of the most committed women and men in Nursing today – not just DD Nursing, but in all of Nursing – the caliber of which one rarely sees these days.  I extend a heartfelt “Thank You” to all of those women and men for the help and support they have shown me over the years.  

The current Board is no exception – these are also hard-working, committed women who strive to serve the membership and to move this association forward.  I’d like to tell you a little bit about each of them.

Our Treasurer – Linda Tupper has served on the Board for six years and also serves on the regional board of the AAIDD.  Linda is our resident “badger” – especially when DDNA fund-raising is involved.  She can be somewhat of a “lightning rod” at times, but has been actively promoting DDNA among the DD community almost since the association was chartered.

Our Secretary – Richanne Cunningham is currently in the middle of her second term as Secretary. Richanne came onto the Board at a somewhat challenging time but stayed anyway.  She also serves on the Board of the New Mexico DDNA Chapter and works tirelessly with Special Olympics – and in her spare time, she works at her actual “job”!

Our Vice President – Judy Stych joined the Board last year, and grabbed the Chapter/Network responsibilities by the horns and has not let go yet!  She takes her commitment to DDNA and this Board very seriously, and through her work she has provided much needed support and direction to our Chapters. 

Our President-Elect – Kathy Brown.  I once heard someone make a comment about Kathy, saying “That woman loves DDNA more than anyone I know!” – and it is true.  Kathy is so committed to this association.  She promotes DDNA and DD nursing all across the country and at every opportunity; and, despite any doubts she may have, it is her very capable hands that will guide this association over the next two years.

And lastly, our Executive Director – Mary Alice Willis.  In 2006, after 14 years with its founding Executive Director, the DDNA Board was faced with the large challenge of replacing the Executive Director (ED).  While there was competition, the Board quickly recognized the skills that Mary Alice Willis brought with her – and what an asset she has turned out to be for this association.  She assumed the ED position in 2007, inheriting the contract already in place for the 2007 conference venue, and began a pattern of “giving” to DDNA.  Mary Alice’s first gift to DDNA was the contract itself – she contracted with DDNA for the same cost as the previous ED – and at approximately $50,000 per year LESS than any competing contract bid, and this contract remained unchanged until just last year.  She has continued to give to DDNA since that time – always thinking of ways to honor our members.  In 2008, it was the “Nurse of the Year” award, where every nurse in attendance at the conference was asked to come by the Board table to meet the Nurse of the Year and be presented with a DDNA pin – because every nurse was the “Nurse of the Year.”  In 2009, it was the orchid corsages for every attendee on Mother’s Day – Mary Alice had developed a website for a florist in Orlando and had not yet received payment.  She decided to have the florist provide orchid corsages for attendees and the floral décor for the dinner dance as her “payment” instead.  In 2009, Mary Alice also made a donation to DDNA in excess of $100,000, which is being used to support DDNA special projects, such as the Medication Management Task Force. She works tirelessly for this Association and despite her quiet demeanor, she feels a strong personal connection to DD nurses and a strong commitment to DDNA.  

I am grateful to Mary Alice and all the Board members for their support, but also for what I hope will be lifelong friendships.

So, it is with a full heart – not a sad one – that I end my term as President of DDNA at the end of this year.  I sincerely thank all of our members for the support offered to me and to the Board throughout the years.  I wish you all the best and look forward to seeing you at future conferences.

------------------------------------

Thank you again for the honor and privilege of serving this association.  I send my very warmest regards to you all!

Diane

S. Diane Moore, BSN, RN, CDDN

President

Executive Director’s Letter
Mary Alice Willis, RN MSN
Executive Director      
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Dear DDNA Members,

Happy Holidays!  We hope that you and yours had a wonderful Thanksgiving holiday, that everyone you love and care for is healthy and happy – and that those turkey and stuffing pounds are melting away like magic.  It is unbelievable how quickly time flies.  Christmas and Hanukah are right around corner!  
Here at DDNA, we are always busy.  Hopefully, you have noticed that we are now putting the “Newest Information” that we can find about IDD nursing on the home page of the website.  We subscribe to multiple newsfeeds about developmental disabilities and monitor these feeds daily.  If there is new research or other news of interest to DDNA members, we make sure to get it up on the website as soon as possible.  This allows you, if you check the homepage of the website on a regular basis, to keep yourself up-to-date on the latest IDD information.  If it has been a while since you have looked at the Newest Information, make sure to click on “Click here to View All News Items” at the bottom of the Newest Information box.  You can then review all the news items that have been posted by DDNA.  Most of the news items also contain links to additional information, if you wish to learn more.
The forums on the DDNA website are picking up a little.  We are not sure why more members are not taking advantage of this new tool for communicating with other members around the country.  We do know that everyone is having to do more and more with less and less, and that includes less time.  But if you get a minute, go to the Forum page on the website and look around.  All you have to do to view posts in a discussion is click on “View Post.”  All that you have to do to ask a question or reply to a post in a discussion is to hit the little green “reply” button.   How simple is that!?!  
The amount of knowledge that our members as a whole have about the care of persons with IDD is enormous.  And the range of that knowledge covers just about everything there is to know about the nursing care of persons with IDD.  You can bet that if you have a concern, problem, question, issue . . . there is another DDNA member who can provide you with some tried and true advice or helpful information.  If you have expertise in an area of nursing and would like to moderate a forum, please click on “Click here to View All Available Forums” on the Forum page of the website.  You will see a list of suggested topics.  The ones already being moderated are in green.  The ones waiting to be “adopted” by a moderator are still greyed out.  Contact DDNA if would like to moderate a DD nursing-related forum topic, and you don’t see it in the list of available forums.  We can always add a new topic for you.  Moderators receive an email from DDNA when someone posts a message or question on their forum, which makes it easy for moderators to respond quickly, and helps to ensure that if you post a question, you will get a prompt response.  
We encourage you to take advantage of the wealth of DD nursing expertise among our members by participating in the forums.  All you have to do to ask a new question or start a new discussion in a forum is to click on the green bar that says “Ask a New Question or Start a new Discussion” at the top of each forum.  How easy is that?!?!  And as an added incentive to become an active forum participant, every DDNA member who participates in the forums over the next three months will receive a beautiful cloisonné DDNA pin that shows you are a proud member of DDNA.  
We know that DDNA members are already looking forward to our 20th Anniversary Annual Education Conference in Orlando, Florida, in May.  We have certification preparation planned for May 3rd.  By popular demand, we have added an additional special full-day program on May 3rd that will focus on telephone triage in IDD nursing.  We get calls at DDNA all the time about issues related to telephone triage, especially as it applies to healthcare issues, medication management, and delegation.  Our preconference on May 4th will focus on a very hot and important topic in IDD nursing today – risk avoidance and management.  Our general session day will be extra special this year – because it is our 20th Anniversary.  And our breakout sessions have been planned to offer three separate tracks over a full day – including pediatric nursing issues, adult/aging issues, and common ground issues that can affect a person with IDD at any age.  During the general session and breakout days, we also will have a simulation skills lab at the conference, which will give you a chance to refresh your clinical nursing skills using state-of-the-art mannequins.  Our final half-day session will explore how nursing can enhance the lives of individuals with IDD through the use of specialized therapies.  
There will also be plenty of time to network with other IDD nurses at our annual general membership meeting and at our recognition Dinner and dance.  This year, we plan to have our dance music provided by the Sunshine City Rock Band from Pyramid Services in Tallahassee, Florida.   Check out their Facebook page:  www.facebook.com/note.php?note_id=480376820355  (Plus, the location of our conference hotel on International Drive puts you within a trolley ride of “shopping outlet world” and at least a hundred restaurants!  And just a short shuttle ride away from the major Orlando theme park attractions!)

We have other good news to report.  Even in these challenging times, DDNA’s membership is steadily growing.  In the past two months alone, we have added more than 130 new members, which is triple the number we added at this same time last year.  We want to thank all of you who are helping to get out the word about the benefits of being a DDNA member.  To all of you who are new to DDNA, please always feel free to call our office during our business hours if you have a question or if there is some way in which we can be of service to you.  We will do our best!

Mary Alice Willis, RN, MSN

Executive Director      
Certification News
Kathleen A. Brown, RN, CDDN

President Elect

Certification Chairperson
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Why does certification in DD nursing matter?  Common sense tells us that certification in developmental disabilities nursing is important, because it helps to demonstrate that you have the professional nursing knowledge and experience in this nursing specialty to be able to provide optimal care for individuals with DD.  DDNA has seen a slight recent drop in new applicants for certification.  The reason is obvious, both money and time are tight these days.  Certification costs money and takes time, and many DD nurses already feel stretched almost to the limit.

However, consider this:  certification can be even more important when times are tight. Some employers who contact DDNA seeking to hire a nurse require that the nurse be certified in developmental disabilities.  Being certified may create more opportunities for employment for you and certainly stands you apart in the job market from other nurses who are not certified in this specialty.  Most employers want to be able to market themselves as providing the highest quality of nursing services. Some employers even increase compensation for certification.  DDNA is always available to discuss with employers the benefits of certification, which include the benefits to the agency, the nurse, and the individuals served by the agency.  If your employer has any question about certification, please feel free to have them call DDNA. 

When you received your nursing license, it demonstrated that you had entry-level competence in nursing.  And very little, if any, of that basic nursing education included any courses or clinical experience in the care of persons with DD.  A CDDN (Certified Developmental Disabilities Nurse - RN) or DDC (Developmental Disabilities Certified- LPN) has demonstrated that she/he has knowledge and experience in the care of persons with DD, and maintains this knowledge and experience through ongoing work in the field of DD and required continuing education specific to the care of persons with DD.  We received a telephone call from a certified nurse who had just been through a facility inspection.  She informed us that when the inspector found out that she was a CDDN, the inspector remarked, “We won’t have to spend a lot of time here.  This nurse is certified, so she knows what she is doing.”

Certification also benefits individuals with DD, who often have complex health needs and require vigilant and skilled care.  DDNA’s certification exam focuses on what DD nurses who practice in this specialty are actually called upon to do on a daily basis.  The exam is not easy.  Its questions challenge you to make the correct decision about the most appropriate nursing action to take when a healthcare-related problem or emergency arises for a person with IDD.  As more and more individuals with DD and complex healthcare needs are being moved into community settings, it is imperative that nurses are able to provide competent and knowledgeable oversight of their care and appropriate delegation to unlicensed support personnel, when needed.

DDNA had a recent request to provide a group exam for 40 nurses in one state.  If you are interested in offering a group exam for 25 nurses or more at one time in one location, please contact DDNA to discuss this possibility with us.  We challenge and encourage all members of DDNA to make certification a goal for 2012.  It is an invaluable career investment.  For more information about certification, go to:  http://ddna.org/pages/certification
Kathleen A. Brown, RN, CDDN

President Elect

Certification Chairperson
Chapter/ Network Update

Judy Stych BS, RN, CDDN
DDNA Vice President – Chapter/Network Liaison
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Is There a DDNA Chapter in Your Area?

To find the answer, go to the DDNA Chapter webpage at http://ddna.org/chapters 

No chapter???  Interested in starting one in your city, region, or state??? Check out the new DDNA Chapter Handbook (download available on the DDNA chapter webpage) for all the information and application forms you will need. If you have additional questions, you may contact Mary Alice Willis at admin@ddna.org or Judy Stych at jscddn@charter.net . We would love to hear from you and assist in any way we can!

Note: Completed chapter applications received and approved by March 31, 2012 will be eligible for participation in the chapter induction at the 2012 DDNA conference in May.

DEADLINE APPROACHING….Chapter and Network Organizational Reports

As we come to the end of another year, it is time to take a few minutes to complete your 2011 Chapter or Network Annual Report to DDNA. Both forms are available at http://ddna.org/chapters  

CHAPTERS: Please note that there is new information being requested to comply with chapter bylaws. All reports are due to DDNA by February 1, 2012. 

A suggestion for future reference . . . compiling the chapter or network report throughout the year as you have chapter or network meetings, conferences, or other events will make short work when the end of the year comes.

REMINDER…. Is Your Chapter or Network Webpage Up-to-Date?

If you have not looked recently, check out the DDNA Chapter/Network webpage and click on your state. Each chapter or network can update their own information (at least quarterly) and it is VERY EASY to do.  If you are your chapter’s designated “information updater,” be sure to notify DDNA so that we can provide you with administrator access to your page. Call the DDNA office if you would like to learn how to administer your page.  It will take fewer than three minutes for DDNA to show you how!

Don’t miss the 2012 DDNA Conference!

Keep an eye out for more information coming soon about DDNA’s 20th Anniversary Education Conference in Orlando! The dates are May 4-7, 2012. The hotel location is terrific . . . with lots of nearby options for food, fun, entertainment, and even a little adventure!  The program will be outstanding too . . . with a preconference on Risk Management,  the 20th anniversary celebration conference kick-off,  the return of Barbara Bancroft who, at the 2010 conference, taught us much in the midst of uproarious laughter, and a wide variety of timely educational sessions, as well as some new features (watch for information about the conference on the conference page of the website and in the conference brochure!).

Will your chapter or network have the most DDNA members attending??  Now is the time to start saving and planning. 

Chapter Leadership Luncheon

In response to feedback, the Chapter Leadership luncheon will be held on Sunday, May 6, 2012. This is the second day (rather than the last day) of the conference to minimize travel challenges. DD nurses love to network, so there will be plenty of time for leaders to connect with each other, as well as to learn about ways to encourage and grow your chapters!

Silent Auction

Given its huge success at the 2010 Hartford conference, the Silent Auction will again be a special feature in Orlando! Chapters and networks are invited to gather your creative ideas and plan to contribute a “fits in a suitcase” auction item(s).  How about a small basket with a DD nursing theme?  Or a theme basket that features items from your region of the U.S.?  Or a gift certificate for a national chain restaurant or store?  The possibilities can be as varied as your imagination!

Poster Presentations

The 2011 conference in Hartford featured many excellent poster presentations.  All conference attendees, chapters and networks are again invited to actively participate in the conference by contributing a poster presentation. Posters can feature:

· Nursing research topics relevant to DD nursing

· DD nursing best practice successes in your organization, city, region, state

· Chapter or Network  information and activities (historical and/or current)

· Topics related to the history of DD Nursing

Trifold posterboard  will be provided at the conference site. For more information, see “Poster Sessions for the 2012 Conference” at http://ddna.org/pages/conference
An encouraging word…….

As we approach the end of another year, I would like to extend heartfelt thanks on behalf of the DDNA Board of Directors to all DDNA members for your continued support of DDNA and its goals. It has been exciting to hear from nurses in various states who are working on starting DDNA chapters, which have also contributed to our growing membership….we are now more than 1,365 members strong!

Best wishes to you and yours for a wonderful holiday season!  See you soon in Orlando!

Warm regards,

Judy Stych BS, RN, CDDN  

DDNA Vice President - Chapter-Network Liaison
Nurses Must Be Advocates for Individuals with I/DD
Richanne Cunningham, RN, CDDN
DDNA Secretary
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Nurses are taught in school that we need to be patient advocates.  For those of us who work in the specialty of I/DD nursing, advocacy is one of our primary responsibilities.  Whether the person with I/DD is verbal or nonverbal, high functioning or low functioning, he or she needs an advocate in this ever-changing world of managed care (outpatient or inpatient) more than ever.  Neither all nurses nor all other healthcare professionals have the specialized education, experience, and competency need to provide optimal care to persons with I/DD.  As nurses who specialize in I/DD nursing, we often run into situations where our knowledge and expertise about the persons for whom we provide care is vital.  
When a person with I/DD is admitted to a hospital or seen by another health professional, it is assumed that he or she will receive appropriate care, but we all know what can happen when you ASSUME!  In hospitals and other healthcare settings, nurses and physicians often do not know how to interact with or assess our individuals.  These professionals may assume that our individuals are just like any other patient – only with some type of syndrome or cognitive impairment – that should not require them to make changes in the way care is provided.  Often, this is a very erroneous assumption!  Our individuals, even when they are verbal and high functioning, are not always able to describe how they are feeling or what may be wrong.  They may say that they feel fine, although as their I/DD nurse we know that they do not always complain.  Or they may try to say what they think the person asking the question wants them to say.  Also, if the person is non-verbal, the health professional may assume that the person is fine, unless he or she is moaning or crying.
The I/DD nurse must advocate for the person by teaching healthcare staff about the person’s disability, usual state of health, usual behaviors, and behaviors that may indicate discomfort.  Depending on the disability, the person may not present with the same type of symptoms as would be expected in someone without that disability.  It is also imperative that healthcare staff is informed on how best to communicate with the person.  This might include how to use the person’s communication device/picture book or how to phrase a question so as to receive a more accurate answer. Depending on the situation, the I/DD nurse should provide written information or meet with the staff, on each shift if necessary, to ensure that the person’s needs are met with appropriate care.  The healthcare system can be confusing and distressing for anyone, not just for persons with I/DD.  And as I/DD nurses, we must go the extra step to make sure that it is not unnecessarily confusing and distressing for persons with I/DD.
It is unfortunate that the population of persons with I/DD is medically underserved.  Continuously increasing cutbacks in funding for care are obviously a highly significant contributing factor to the increasing lack of quality healthcare.  Limited professional education in the healthcare of persons with I/DD is also a significant factor.  A less measurable factor is the discomfort that members of the healthcare team may feel when called upon to provide care to someone who is “different” because of having a syndrome or condition.  It may go beyond discomfort to fear, if the team member has had little or no education about intellectual and developmental disabilities.  This area of education is often relegated to just a few hours in nursing school during the pediatric rotation; in schools of medicine and other healthcare professions, the education and clinical experience provided in the specialty of I/DD is in most cases is also minimal.  

As I/DD nurses, we have learned that the best way to learn is to jump in and really get to know each person in our care.  It then is our responsibility to educate others about this person when necessary. When this person with I/DD becomes a “patient,” it is our responsibility to make sure that he or she gets the best care possible.  And it is not a good idea to wait until the person needs to go to the healthcare provider, or the urgent care center, or the emergency room, or the hospital to prepare this education.  There are excellent forms available just for this purpose.  Make sure that each person for whom you are providing nursing services has one of these kinds of forms filled out and up-to-date at all times.  There is an excellent tool entitled “My Health Passport” on the DDNA Resource page in the section on Health Care Advocacy section.  This tool describes important aspects of the person’s special healthcare needs.  A document such as this should accompany the person to any healthcare appointment or hospital admission.  

We need to advocate every opportunity that we have!  Our individuals will appreciate us for it!
DDNA News
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Need Conference Bags?
DDNA has 40 green DDNA conference tote bags left over from our 2011 Conference in Hartford.  If your chapter would like these bags for use at your next chapter conference, please send an email to bookkeeper@ddna.org.  The first chapter representative that contacts us will receive the bags.
Help Shape the Course of DDNA! Become a Board Member!
The DDNA Board of Directors is seeking candidates who are interested in running for the position of Vice President on the DDNA Board of Directors.  If you are interested, we recommend that you review all the election information at:  http://ddna.org/pages/elections, including the information in the Quick Links box regarding the Election Overview, Elections Schedule, Board Mission, and Board Responsibilities.  Serving as a Board member does require a commitment of time and effort, yet it also offers a great opportunity to actively contribute to shaping the present and future of DDNA.  We know that there are many great IDD nursing leaders out there, and we encourage you to consider this opportunity to be a leader in DDNA.

General responsibilities

All members of the DDNA Board of Directors (hereafter referred to as the 'Board') have the responsibility to serve the association and to promote the mission and goals of the association. 

All Board members must assume and carry out each of the following general responsibilities: 

1. Represent DDNA to its membership and to other organizations or associations. 

2. Promote DDNA and I/DD nursing within the nursing and professional communities and among the community at large. 

3. Promote professional certification in the specialized field of I/DD nursing. 

4. Uphold and enforce the by-laws and policies of the organization. 

5. Participate in establishing and reviewing DDNA's mission, vision, by-laws, policies, practices, and position statements, on an annual basis. 

6. Attend at least 75% of the meetings of the Board of Directors. 

a. Complete assignments within timeframes (between meetings). 

b. Respond to the President's "Call for Agenda Items" within 1 week of request. 

c. Attend the meeting, being prepared to address/discuss agenda items and assignments. 

d. Review minutes of meetings and submit revisions within 1 week of request. 

7. Participate in overview of the finances of the association. 

8. Participate in the planning of DDNA annual conferences. 

9. Attend DDNA annual conference: 

a. Serve as host to members, speakers and guests. 

b. Facilitate general and break-out sessions. 

c. Participate in luncheons and present information to membership. 

d. Be available to members and sponsors. 

10. Attend General Membership meeting(s). 

11. Attend outside conferences and meetings as requested or assigned. 

12. Speak to an issue on DDNA's behalf only as directed and authorized by DDNA. 

13. Assist in completing special projects for DDNA. 

14. Assist with administration of certification examinations. 

15. Contribute to the DDNA Newsletter: 

a. Write one article per year, as assigned/scheduled. 

b. Submit additional information/material, as indicated or assigned. 

16. Be available for: 

a. Travel to Board meetings and conferences. 

b. Dialogue/discussion between meetings via email and phone. 

c. Conference calls and web-cam conference - at least monthly. 

d. Internet and e-mail access. 

Each Board member also has additional responsibilities that are specific to the position held. 
General Time Commitment

As you are considering running for office, please be aware that serving on the DDNA Board of Directors requires a considerable time commitment. The sum total of days the a Board Officer commits to his/her duties is approximately 44 days per year. The effort related to these duties is broken down as follows: 

Meetings

· 12 days (24/7) - Attendance at Board Meetings, 4 days per meeting. 

· 2 days - Participation in at least 8 web-enabled or telephonic Board meetings, each lasting approximately 2 hours. 

· 3 days (8hrs each) - Preparation for Board Meetings. 

· 7 days (24/7) - Attendance at DDNA Conference. 

· 2 days - Preparation for Conference. 

· 1.5 days - Follow-up work from Conference. 

· 3 days (24/7) - Attendance at 1 additional conference. 

· 1 day (8hrs) - Follow-up work from additional conference. 

Newsletter Responsibilities

· 3 days - 1 article per year. 

· 1.5 days - Other newsletter information - 3 issues per year. 

Other Assigned Tasks/Responsibilities

· Varies according to task. 

Email Communications

· 8 days (8hrs each) - Estimated based on 75 minutes/week - 65 hours annually. 

Vice President

In addition to the general Board responsibilities, the Vice President also has the following responsibilities, which are specific to this position:

1. Serve as liaison to local DDNA Networks/Chapters. 

a. Communication with Networks/Chapters: 

i. Forward Network/Chapter Start-Up Packet and other information to prospective Networks/Chapters. 

ii. Respond to Network/Chapter inquiries. 

iii. Assist in disseminating information to Network/Chapter representatives - i.e. policy/procedure changes, reporting requirements, etc. 

iv. Provide information about Networks/Chapters to membership. 

v. Promote Network/Chapter Achievement Award. 

vi. Maintain current and archived information on Chapters and Networks. 

vii. Obtain and keep current records of all Chapter/Network contact information. 

b. Network/Chapter conference-related responsibilities: 

i. Develop network/chapter presentations for conference . 

1. General Network/Chapter information presentation. 

2. Network/Chapter meeting presentation - if needed. 

3. Network/Chapter Achievement Award presentation. 

ii. Facilitate Network/Chapter meeting/break-out session at annual conference. 

iii. Obtain Network/Chapter Achievement Award and present to recipient. 

c. Network/Chapter Activities. 
Attend area network/chapter meetings and conferences when possible. 

d. Network/Chapter-Related Newsletter Responsibilities: 

i. Write greeting/introduction to network/chapter section of newsletter. 

ii. Write summary of network/chapter meeting for newsletter following conference. 

iii. Assimilate information about local networks/chapters and include in newsletter which follows conference. 

iv. Submit additional information/material as indicated - i.e. Network/Chapter Achievement Award, special requests to networks/chapters, etc. 

v. Contact each Chapter/Network contact person on a quarterly basis, to assist them in submitting their Chapter/Network news for the newsletter in time for publication. 

2. Other tasks/duties as assigned by President. 

If you are interested in running for this office and would like more detailed information about Vice Presidential responsibilities and general Board responsibilities, please go to DDNA’s Elections page on the website.
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ABSTRACT

Developmental disability (DD) nurses work in the community in an autonomous setting. These nurses often work alone without nursing supervision. They receive little specialized training. The work done by DD nurses is subject to review by others, often whom have no nursing background. The DD nurse needs to have the means to accurately communicate their nursing judgment to these individuals in order to provide the best care to their patients. The purpose of this study was to evaluate if DD nurses report an increase in their perceived abilities to adequately communicate their nursing judgments to the licensors in group home settings after attending training on communication skills. The study was conducted using a quasi-experimental single group pre-intervention/post-intervention survey design. An educational intervention was developed for DD nurses focusing on empowering nurses to defend their nursing judgments. The class focused on identifying nursing judgments and utilization of communication strategies to adequately convey these judgments to others. A pre-intervention survey and post-intervention survey was developed and administered to study participants. The surveys assessed the DD nurse participant’s comfort level in discussing nursing judgments with others. Ultimately, it was determined that the comfort level of the DD nurses in communicating their nursing judgments to others increased after the educational intervention. 
CHAPTER ONE: INTRODUCTION TO THE PROBLEM 

Introduction 

Developmental disabilities (DD) nurse consultants working in the community usually work with group homes where four to six individuals with developmental disabilities reside. The DD nurse assesses the individual living in group homes and develops a plan of care, the focus of which is to attain and maintain optimal health for the individual including treatments, medications, interventions, protocols, and procedures. The plan is based on the nursing process and regulations developed by the Department of Developmental Services in each state. 

The homes are also staffed with non-licensed personnel trained in providing daily care, behavioral interventions, specific nurse-delegated tasks, and the administration of some medications. The residents have a diagnosis of mental retardation (an IQ of less than 70), along with any other diagnoses found among the general population. Some developmental disabilities clients have specific syndrome-related medical conditions such as Down’s Syndrome (Trisomy 21) where cardiac or muscular issues may also exist. There is also a high incidence of psychiatric disorders within this population. 

Developmental disabilities nurse consultants work in a very autonomous arena. Many times a consultant may be the only nurse employed by the agency running the group homes, and often reports to an agency director who is not a nurse. Nurses who enter this field usually do not have much education or experience with DD nursing, as it is not covered in any depth in nursing programs. However, these nurses do need to have enough experience to allow them a degree of autonomy in critical thinking and decision-making. 

Group homes are licensed by the state through the process of inspections to assure that all regulatory standards are met. The inspectors are usually not nurses. Stakeholders involved in the activities of the group homes include agency administrators, state quality assurance auditors, state case workers, Office of Protection and Advocacy employees (who are assigned to investigate allegations of abuse and neglect), and resident’s family members. Many times a group home nurse will be advised by one of these stakeholders that something should be done differently. Unfortunately in this case, a DD nurse who lacks experience in the field and has no nursing management to seek counsel from will often do as instructed by a stakeholder instead of defending his/her nursing judgment. The following case is an example of this. 

This is the case of a middle-aged gentleman residing in a group home who was over his ideal body weight (IBW). The resident was on a regular low fat diet, and had been regularly losing about 10 pounds a year for the last two years. During a state licensing visit, the inspector instructed the nurse to place the client on a calorie restricted diet because he was over his IBW. The nurse contacted the physician and the individual was placed on an 1800 calorie diet. The staff was instructed in weighing and measuring his food, and began to restrict his intake of food. The individual became frustrated and began to display negative behaviors, leading to a psychiatric consult. At the time of the inspection the nurse could have pointed out the positive outcome of his current diet by showing the weight loss trend stating that she assessed the situation, and in her nursing judgment the current diet was effective. The nurse’s empowerment to express her nursing judgment with an appropriate rationale could have potentially prevented the negative impact on the resident and subsequent psychiatric consultation. 

Members of a local network of the Developmental Disabilities Nurses Association (DDNA) executive board often discuss the situation of nurses not expressing their nursing judgment to non-nurses. 

Such behavior can have a profound effect leading to changes in the plan of care based on opinions of others with no medical background. This may also result in nurses potentially changing agency policies and procedures unnecessarily. Agencies were also receiving citations at inspection which may not have been warranted. Additionally, high rates of nursing staff turnover became a concern because nurses were feeling “scared” and “overwhelmed” by the licensing process. 

The executive board had lengthy discussions about what could be done to increase the support given to DD nurses. One theme in the discussions was that nurses who were more experienced in the field, and who might have developed more effective communication skills, could often engage the inspectors in a discussion about the questioned topic and “make their case,” versus nurses who often acquiesced with the judgment of the inspectors because they might have less experience and fewer communication tools. 

Problem Statement 

Nurses that are not able to effectively express their nursing judgment with an appropriate rationale may contribute to the negative impacts on the care of the developmentally disabled resident. There was a need for education and training of developmental disability nurses in the facility of study on strategies designed to increase the effectiveness of their communication skills in order to support nursing judgments made related to the care of the client’s served. 

Rationale and Significance of the Study 

The problem was significant because client care, quality of life, and client satisfaction can decrease when appropriate nursing judgment is not valued. In addition, unnecessary changes in plans of care, changes in agency policy and procedures, agencies receiving citations on inspection reports that are not warranted, and higher nursing turnover rates can occur when nurses do not advocate for their clients and when their nursing judgment is not acknowledged or supported. 

The purpose of this study was to enhance nurse’s knowledge of strategies to support nursing judgments in communicating them to non-nurses; thus, empowering nurses to advocate more optimally for their patients. 

Research Questions 

This study focused on the following research questions: 

• 1. Was there a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention? 

• 2. Did the DDNs value the education received? 

• 3. Do the DDNs plan to use the education in their communication with non-nursing personnel in the support of nursing judgments for the clients in the group homes? 

Hypothesis 

There will be a significant increase in developmental disability nurse’s comfort level in communicating the needs of those served following an educational intervention on communication strategies. 

Summary 

Nurses that are not able to effectively express their nursing judgment with an appropriate rationale may potentially contribute to the negative impacts on the care of the developmentally disabled resident. Education and training of developmental disability nurses in the facility of study on strategies designed to increase the effectiveness of their communication skills in order to support nursing judgments made related to the care of the clients served may be a solution to this identified problem. 

It was hypothesized that there would be an increase in the developmental disability nurse’s comfort level in communicating the needs of those served following an educational intervention on communication strategies. Further, it is hoped that the enhancement of nurse’s knowledge of strategies to support their communication of nursing judgments to non-nurses will also positively impact future resident care outcomes. 

CHAPTER TWO: LITERATURE REVIEW 

Introduction 

There was a need for education of developmental disabilities nurses (DDNs) on strategies designed to increase communication skills in order to support nursing judgments used in the care of clients in developmental disability group homes. Client care, quality of life, and client and DDN satisfaction can decrease when nursing judgment is not valued. Lack of supporting nursing judgment can also lead to unnecessary changes in client plans of care and agency policies and procedures. As well, the potential for agencies receiving citations on licensing reports can occur when nursing judgment is not supported by others. 

Developmental Disabilities Nursing 

Developmental disabilities nurses (DDNs) work primarily in the community, as institutions housing developmentally disabled clients around the country have closed. Most often their work environment is set in a group home located in a community neighborhood. One factor that influences the professionals working in this field is “professional opinion”. The individuals receiving services have a team of professionals involved in their care, and they have their own opinions. “The real world of patient care is made up of messy indeterminate situations where best outcomes may be very much a matter of opinion” (Bryans & McIntosh, 1996, p. 28). An important role of the community nurse is to be the voice for the patient. This sentiment is noted by Gallacher (2007) who stated that “the masterly nurse is one who is assertive…and who will insist on providing input to the decisions being made…” (p. 43). 

Problems related to DD nursing is the lack of education and opportunities to work with the population served while still in nursing school. “Many community-based nurses lacked the clinical experience and necessary knowledge and skills to care for individuals with I/DD” (LeCavalier,2009, p. 3). This sentiment was also shared by Graff et al., who noted that the biggest obstacles in the field of DD nursing was “the current nursing shortage, educational needs of nurses working in this field, and the health of people with I/DD” (2009, p. 1). Another issue for DD nurses is a feeling of isolation. Many times there may only be one nurse at a private agency, the nurse may be inexperienced and feel that there is no support available for sharing ideas, networking or getting the opinions of another nurse. 

In 2008, O.Neil and Cowman did a qualitative study of community nurses and their understanding of the interdisciplinary team approach by interviewing 27 nurses in three focus groups. The findings of their study showed that community nurses felt they had more autonomy than hospital-based nurses, but that they felt their roles were poorly understood by others. The nurses in this study reported mixed views about their educational preparation for community nursing. 

Nursing Decisions and Judgments 

A decision consists of a choice between two or more options. Nursing decisions or judgments are based on professional experiential and didactic knowledge. Through the use of the nursing process, a problem is identified and the nurse determines the best way to approach the problem by developing a plan of care. Nursing judgments and decisions make up the intervention portion of the plan of care. 

A study by Crow and Spicer (1995) involving 24 registered nurses asked them to sort medical conditions and make predictions. The study found that nursing judgment is acquired through clinical experience. The more experience the nurse had, the better able they were to make sense of their observations or assessments. Knowledge comes from “know how” and “know that.” “Know how knowledge is…routed in intuition and often relates to the art of nursing. Know that knowledge is grounded in theory and empirical research…the science of nursing” (Thompson, 1999, p. 1225). Nursing decisions are often made with more than just scientific data. Intuition has been shown to be at the heart of nursing decisions by a number of researchers (Dowding, 2004; Martin, 1999; Polge, 1995; Thompson, 1999). Thus, nurses use a combination of subjective and objective data to arrive at a clinical decision, and judgments are made on a situational basis. 

Polge conducted a study in 1995 involving 179 nurses chosen at random. The purpose of the study was to look at the use on intuition in making clinical judgments. The study participants completed surveys and questionnaires. Study results showed that as the level of nursing proficiency increased, the use of intuition to make clinical nursing judgments also increased. At expert levels of proficiency, the nurse relies almost exclusively on intuitive critical thinking to make nursing judgments. 

In 1999 Martin conducted a study to examine the influences on clinical judgment in mental health nursing. Interviews were done with 15 mental health nurses and another 180 completed questionnaires. This study concluded that mental health nurses do not use any single approach to making clinical judgments. Yet, some judgments are based on intuition and are difficult to explain and document. The implications of the study noted that the nursing process does not take into account the dynamic and situational nature of clinical decisions, and that nursing should develop a method of clinical judgment and professional record keeping which accurately reflects the judgment process in which nurses’ practice. 

Dowding and Thompson (2003) analyzed ways of measuring quality of judgment and decision-making in nursing. They found that using patient outcomes is difficult due to the uncertainty in health care and bias. They recommended “evaluating decisions by the process in which they are made” (p.55) as a better solution as it can include various patient variables.

 A problem with “know how” knowledge, or the knowledge gained from intuition is that it is difficult to utilize for nurses in defending their actions. “Reliance on intuition to the exclusion of analysis…could undermine the nurse’s ability to present a coherent rationale in defending and justifying their clinical decisions” (Standing, 2008, p. 126). Nursing can be defined as the use of clinical judgment, which “indicates that, in addition to knowing why an intervention is needed and how to perform it competently, nurses have a professional responsibility to justify, explain, and defend judgments and decisions” (Standing, 2008, p. 125). A problem that exists with “know that” knowledge is that it does not allow for specific circumstances. To arrive at the solution, the problem must present in a set way. “Systematic-rational models are not without their problems…the process itself may not be that relevant if…it does not fit with the reality of clinical practice” (Thompson, 1999, p. 1225). 

Nursing Empowerment and Empowerment Training 

Power and empowerment are issues that affect nursing. Much research has been done on the effects of empowerment in nursing. Empowerment is a difficult term to define. “Some have suggested that empowerment is easier to define in its absence and that, like obscenity, although we might not know what it is, we know it when we see it” (Bradbury-Jones, Sambrook, & Irvine, 2007, p. 258). 

Considerable research has been done on various factors affecting empowerment in nursing. Workplace environments that empower nurses have a higher quality of patient care. In 1997, a study conducted by Spence-Laschinger, Sabistion and Kutszcher was done with 334 registered nurses. The study looked at the relationship between workplace empowerment and the nurse’s control over the content and context for their nursing practice. The study results showed that a positive relationship did exist between the two, and that nurses who perceive their work environments to be empowering are more likely to provide high quality care through more effective work practices. 

Spence-Laschinger and Wong conducted another study in 1999 to see if there was a link to staff nurse perception of workplace empowerment and accountability and effectiveness in job performance. They used a sample of 672 registered nurses selected at random from a medical center. The study participants completed questionnaires and surveys. The study results revealed that workplace empowerment led to greater accountability for care outcomes. 

In 2009, Ning, Zhong, Libo, and Qiujie had similar results when they conducted a study to see if there was a relationship between structural empowerment and job satisfaction. Six hundred and fifty nurses who were employed full-time completed questionnaires and surveys. The study results showed a statistically significant correlation between empowerment and job satisfaction. The authors noted that nurses who viewed their work environments to be empowering were more likely to provide high quality care. 

Workplaces that foster empowerment lead to more innovative behavior by nurses as shown by a study done by Knol and van Linge in 2009. In this study a sample of 519 registered nurses took part in a correlation survey. In this study, the results demonstrated that structural empowerment was a statistically significant predictor of innovative nurse behavior. 

Kilkus (1993) conducted a study to determine if there was a correlation between assertiveness levels of professional nurses and demographic factors. Questionnaires were completed by 800 registered nurses. The demographic factors analyzed included: age, sex, level of experience, educational level, and location of nursing practice (specialty area). In terms of age, the study results showed that nurses over the age of 60 years old were the least assertive age group. There was no difference in assertiveness based on sex or levels of experience. However, educational levels did impact assertiveness, with higher degree holders found to be more assertive. Location of nursing practice also had an effect on assertiveness, with nurses who worked in hospitals being the least assertive and those who worked in home health being the most assertive. 

Empowerment training does increase the nurse’s assertiveness and confidence. Esterhuizen and Kooyman conducted a study in 2001 which looked at the outcomes of an educational program in moral decision-making. Nursing staff on 18 wards of an Amsterdam acute care hospital participated in the educational program and were interviewed by the researchers. The results showed that the program did contribute toward the empowerment of nurses in clinical settings, and the participants reported an increase in self-confidence which led to more autonomy and improved communication skills. 

Lawton and Stewart (2005) examined the difficulties that can arise with colleagues due to the inability to assert oneself. They concluded that allowing for rehearsal or role-playing of the skills learned in order to be ready to defend nursing judgments in spontaneous situations is important. Very often individuals forget training they attended when it is necessary in real time experience. Role-playing helps to facilitate taking training and applying it to real world situations. 

Effects of Communication Training 

Effective communication “includes the ability to adapt, to be responsive, and to manage self-awareness during the process of talking and listening” (Schirmer et al., 2005, p.184). Lack of effective communication has been identified by both nursing and medicine as a significant cause of patient injury. “Suboptimal communication between health professionals has been recognized as a significant causative factor in incidents of compromising patient safety” (Marshall, Harrison, & Flanagan, 2009, p.137). A similar sentiment was noted in a paper by Leonard, Graham and Bonacum (2004). 

Duffy, Gordon, Whelan, Cole-Kelly and Frankel (2004) acknowledged the need for an accurate assessment tool to teach and evaluate communication skills. These authors highlighted that other professional areas such as aviation and the military which have a standardized method of communication and other such methods have been shown to effectively reduce errors caused by communication failures. 

Nurses must be able to communicate effectively with patients and team members. Bokhour conducted a qualitative research study in 1996 on communication practices at team meetings. The subjects were two teams of professionals working with individuals with late stage Alzheimer disease. The study results noted that crucial information about the patient was often omitted in team reviews. Bokhour concluded that collaborative discussion is the most accurate means to communicate important information, even though team members may share a common goal, but still develop plans as separate practitioners, “multidisciplinary teams…share information while maintaining division of professional knowledge” (p. 360). 

Other researchers have found much value in following standardized communication standards. In 2005, Monaghn, Channell, McDowell, and Sharma conducted a study involving three groups of 25 stroke patients to see which type of team communication met standards recommended in the United Kingdom for stroke patients. They found that weekly rounds involving all team members, including the patient and their families came the closest to meeting the standards. 

In order for the nurse on interdisciplinary teams to accurately convey their nursing judgments they must possess effective communication skills. Communication training programs for nurses have been evaluated to judge their effectiveness. Wilkinson, Bailey, Aldridge, and Roberts (1999) conducted a longitudinal evaluation of a communication skills program. Although 110 nurses were contacted, the sample consisted of 33 nurses who participated in the study. The mean length of time since completion of the original communication class was 2.9 years. The study results showed that nurses can be taught communication skills which were maintained over time. 

Additionally, Kruijver, Kerdstra, Fracke, Bensing, and van de Weil (2000) did a literature review to evaluate communication training programs for nurses. They found that “…the literature suggested that the communicative behaviors of the nurses after the training still improved during their nursing practice, which means that it may take some time before the newly acquired or modified behaviors are integrated into the daily routine” (2000, p.143). This provides additional evidence that nurses maintain skills learned in communication training programs over time. 

Communication training has also been shown to improve the nurse’s confidence. In 2001, Bowles, Macintosh, and Torn conducted a quantitative study on the use of solution focused brief therapy on nurse’s communication skills. The study participants were 16 registered nurses from various clinical settings who attended a four-day training program. The study results showed that nursing confidence improved after the training program.  Nurse participants also reported being more willing to start discussions with people. Similar results were seen in another study done in 1998 by Wilkinson, Roberts and Aldridge who also evaluated a communication skills program attended by 110 nurses. They found that communication skills could indeed be taught and appeared to significantly improve nurse’s confidence levels. Nurses who function in the community need to have the confidence to explain and defend their nursing decisions. “Competence in teamwork communication includes skill in speaking up against an authority gradient…” (Duffy, Gordon, Whelan, Cole-Kekky, & Frankel, 2004, p. 498). 

Summary 

 The review of the literature examined the role of the developmental disabilities nurse, nursing decision-making and judgments, empowerment strategies for nursing, most specifically communication strategies, and the effects of communication strategies. Nursing judgments are often based on intuition. The more experience a nurse has, the more intuition will augment professional knowledge in decision-making. However, intuitive decisions can be hard to explain and justify because they lack a sound scientific rationale. 

Effective communication skills can improve a nurse’s confidence, which leads to empowerment in defending one’s nursing judgments. Developmental Disabilities Nurses need to have both the communication skills and the confidence to defend their nursing judgments to non-nurse licensors who may question their decisions. The literature has shown the value on educational programs in helping nurses to develop and maintain effective communication skills over time. Educational interventions may also be of value in helping DDNs support and defend their nursing judgments when communicating with non-nursing personnel and others. 

CHAPTER 3: METHODOLOGY 

Introduction 

 The problem this study addressed concerned Developmental Disabilities Nurses (DDNs) lacking the communication tools necessary to defend their nursing judgment to non-nurse licensors in group home settings. A curriculum was developed to enhance nurse’s communication strategies in order to improve their ability to convey the rationale behind their nursing decisions made. 

The research questions addressed in this study were as follows: 

• 1. Was there a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention? 

• 2. Did the DDNs value the education received? 

• 3. Do the DDNs plan to use the education in their communication with non-nursing personnel in the support of nursing judgments for the clients in the group homes? 

Participants and Setting 

The participants in this study consisted of registered nurses employed by a nursing consultant company working exclusively in the field of developmental disability nursing. The agency of study is located in the north eastern part of the United States, and employs approximately 45 nurses. 

A convenience sample size of 25 registered nurses was desired for this study. The course was taught at the team staff meetings, where 8 – 10 nurses were present at a time. The course was repeated three times. Study participants consisted of both male and female registered nurses and the age range varied. However, all study participants were over the age of 18 years. Years in nursing also varied. 

Research Design 

The study was conducted using a quasi-experimental single group pre-intervention/post-intervention survey design. A pre-intervention survey was presented followed by an educational intervention. The data collection concluded with a post-intervention survey. A quasi-experimental design was chosen due to the lack of random assignment to study groups, or use of a control group. 

Description of Research Tool 

 A researcher-designed pre-intervention survey and a researcher-designed post-intervention survey were utilized determine if there was a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention. 

Both of the survey tools used a Likert-scale requiring that the nurse participants rate their level of agreement or disagreement to each of the survey statements. Additionally, the pre-intervention survey asked for some basic demographic data including age, highest degree held, and amount of experience working as a Developmental Disabilities Nurse (DDN). The post-intervention survey included two additional Yes/No questions addressing research questions 2 and 3: 1) whether or not the nurse participants felt that the training was valuable; and, 2) if they felt the strategies learned will help them in future communication with non-nursing licensors and others. 

The educational intervention consisted of a presentation and group discussion that occurred at the agency’s office. The presentation portion lasted no more than 90 minutes and the group discussion lasted from 30 – 60 minutes depending on the level of group participation. Learning objectives of the educational intervention were as follows. 

Upon completion of the presentation, the active participant will be able to: 

1. Describe the steps of the nursing process. 

2. Define nursing judgment. 

3. Explain the difference between nursing orders and medical orders. 

4. Communicate, both verbally and through nursing notes, the rationale of nursing judgments used in situations (including the problem or issues, the assessment, and the plan). 

5. Identify what distinguishes assertive communication from passive and aggressive communication. 

Data Collection 

The purpose of the educational training and study was explained to the participants and they were asked to sign an informed consent. Data collection occurred before the course started by utilizing the pre-intervention survey, and again after the training was concluded with the post-intervention survey. To assure confidentiality no identifying information was included on the surveys. In this study, the researcher was the individual conducting the training and performing all aspects of data collection. 

Validity and Reliability 

The pre-intervention and post-intervention surveys were administered to all participants in the same manor by the same researcher. All three sample groups were given the same instructions. The same prepared course outline and presentation were given to each group. The course content varied between groups due to the variability of the group discussion. The group discussion was driven by the participants, and therefore was different for each group. 

Validity and reliability for the pre-intervention survey and the post-intervention survey are unknown since these tools were researcher-developed for this study, and they have not been used or tested previously. However, the educational intervention component of the study was reviewed prior to its implementation by two other individuals with experience in curriculum development and test/survey construction. 

Human Subjects Protection 

Institutional Review Board (IRB) approval from the facility of study was obtained prior to data collection and implementation of the teaching program. Expedited status was also granted by Western Governors University. Additionally, the researcher completed the National Institutes of Health (NIH) online training on the Protection of Human Subjects in Research. 

As previously stated, each participant signed an informed consent form prior to participating in the study with the knowledge that he/she could withdraw from the study at any time without penalty. There were no physical or emotional risks to the participants. 

The participants for this study were free from any physical disabilities that may have interfered with performing their job duties, and none of the study participants were developmentally disabled. It is possible that some participants could have been pregnant or over the age of 65, but that would have no bearing on this study. 

To assure confidentiality, there was no identifying data collected or used on either the pre-intervention survey or the post-intervention survey. Additionally, results of both the pre-intervention survey and the post-intervention survey cannot be used in any form of performance appraisal as individual study participants cannot be identified. Data is reported in aggregate form only. 

Although the researcher is employed in staff development at the same agency as the study participants, the researcher did not function as the direct supervisor to any participant in this study. Further, individual survey results were not shared with the supervisory or management staff in the agency of study. 

Summary 

This chapter described the methodology used in this research project. Topics covered included a discussion of the study participants, setting, research design, and a description of the research tool, data collection and strategies utilized for Human Subjects Protection. Chapter 4 presents the findings of this study. 

CHAPTER 4: FINDINGS 

Overview 

The study participants consisted of 26 nurses actively employed in the field of developmental disabilities. Three classes were held at various locations. Participants completed a pre-intervention survey prior to the class asking them to rate their level of comfortable on seven points related to communication interactions with non-nurse group home licensors. At the end of the educational intervention, a post-intervention survey utilizing the same statements was given along with two Yes/No questions asking if the nurses perceived the training as valuable, and if would they use it in the future. 

Basic demographic information was also obtained including age, highest degree held, and amount of experience working as a Developmental Disabilities Nurse (DDN). Pre-intervention and post-intervention survey data were compared to see if the educational program increased nurses comfort level communicating with licensors. 

Analysis of Data 

This study focused on the following three research questions: 

• 1. Was there a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention? 

• 2. Did the DDNs value the education received? 

• 3. Do the DDNs plan to use the education in their communication with non-nursing personnel in the support of nursing judgments for the clients in the group homes? 

Research Question 1 was the primary focus of the educational intervention the nurses attended. Seven statements were presented on the pre-intervention survey and the post-intervention survey related to the nurses comfort levels in communicating with non-nurse licensors in the group home setting. The survey tools used a Likert-scale asking that the nurse participants rate their level of agreement or disagreement to each of the statements. The study respondents rated each statement from Strongly Disagree (1), Disagree (2), Neither Agree or Disagree (3), Agree (4) to Strongly Agree (5). 

The data from the pre-intervention survey and the post-intervention survey were converted into mean scores. The data were then analyzed based on the three individual classes and also aggregated to include all respondents as a whole. The difference between pre-intervention and post-intervention responses was computed. Research Questions 2 and 3 were addressed by having the nurse participants answer two Yes/No questions at the end of the post-intervention survey. 

Results and Interpretation 

As noted previously, there were a total of 26 participants in the study. Class 1 consisted on 9 nurses. Five of these nurse participants had baccalaureate degrees and four had associate degrees or less. Three of these nine nurse participants in Class 1 were under the age of 45 years, and two had less than two years’ experience in the field of developmental disabilities. 

Class 1 mean scores from pre-intervention survey to post-intervention survey for Statements 1 through 6 all increased. Mean responses to Statement 1 and Statement 2 only increased by 0.2 or 4.0%. Mean responses to Statement 3 and Statement 4 increased by 0.4 or 8.0%. Mean scores for Statement 5 and Statement 6 showed a 0.5 increase or 10.0%. Statement 6 which looked directly at the nurse’s comfort level communicating with non-nurse licensing inspectors increased from a mean of 3.9 on the pre-intervention survey to a mean score of 4.4 on the post-intervention survey, an increase of 0.5 or 10.0%. Finally, Statement 7, which was related to reading other’s body language, remained the same at 4.6 out of 5. 
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Figure 1. Means of Responses from Pre and Post Surveys for Class 1

Class 2 also had nine nurse participants. Of the nine nurse participants in this class, four had baccalaureate degrees, two were under the age of 45, and four had less than two years’ experience as a DDN. All mean scores for Class 2 increased from the pre-intervention survey to the post-intervention survey, although some only slightly. 

Class 2 mean scores also showed an increase from pre-intervention survey to post-intervention survey. Mean scores for Statement 1 and Statement 3 only increased by 0.1 or 2.0%. Mean scores for Statement 2 increased by 0.4 or 8.0%. Mean scores for Statement 4 and Statement 6 both increased by 0.3 or 6.0%. Mean scores for Statement 5, which was related to practicing assertiveness, increased by 0.7 or 14.0%. This was the largest increase seen in the study. There was also a change of 0.3 or 6.0% increase in response to Statement 6 related to comfort in communicating with the non-nurse licensors. Finally, mean scores for Statement 7 related to body language increased by 0.6 or 12.0% for this class. 
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Figure 2.  Means of Responses from Pre and Post Surveys for Class 2

Class 3 was made up of eight study participants. Five of these eight nurse participants had baccalaureate degrees, two were under the age of 45, and two had less than two years’ experience as a DDN. When the mean scores were computed and compared for this group, Statement 3 addressing comfort levels with documenting nursing judgments actually decreased. 

In Class 3, like Class 1, there was no change from pre-intervention survey to post-intervention survey on the nurses comfort level in reading the body language of others. The greatest increase from pre-intervention survey to post-intervention mean score was for Statement 6 relating to the nurses comfort level in communicating with the non-nurse licensors which increased by 0.4 or 8.0%. Mean scores for Statement 1 and Statement 2 increased by 0.3 or 6.0%. Mean scores for Statement 4 increased by 0.2 or 4.0%, while mean scores for Statement 5 only increased by 0.1 or 2.0%. [image: image10.png]Mean Pre and Post Survey Scores for Class 3
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Figure 3. Means of Responses from Pre and Post Surveys for Class 3

The pre-intervention survey mean scores and post-intervention survey mean scores were totaled for all three classes and the difference noted. When the mean scores for all three classes were totaled, each statement’s mean improved from the pre-intervention survey to the post-intervention survey. Statement 6 relating to comfort communicating with non-nurse licensors increased by a total of 0.5 or 10.0%. Equally, Statement 5 relating to practicing assertiveness increased by the same margin. Table 1 shows the total mean scores for each survey statement for all classes combined. 

	n=26
	Pre survey mean
	Post mean
	difference

	I am comfortable using the nursing process
	4.2
	4.7
	0.5

	I am comfortable identifying nursing orders
	4.4
	4.7
	0.3

	I am comfortable documenting my nursing judgments/interventions
	4.5
	4.6
	0.1

	I am comfortable verbally defending my nursing judgments/interventions
	4.2
	4.5
	0.3

	I am comfortable practicing assertiveness
	3.8
	4.3
	0.5

	I am comfortable communicating with the licensing inspectors
	3.6
	4.1
	0.5

	I am comfortable reading the body language of others 
	4.2
	4.4
	0.2


Table 1. Means of Responses from Pre and Post Surveys for All Classes 

Figure 4 shows the total mean scores from the pre-intervention survey, post-intervention 

survey and the difference for all classes. 
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Figure 4. Means of Responses from Pre and Post Surveys for all 3 Class.

Mean scores for Statement 1, Statement 5 and Statement 6 increased by 0.5 or 10.0%. Mean scores for Statement 2 and Statement 4 increased by 0.3 or 6.0%. Mean scores for Statement 3 on documentation only improved by 0.1 or 2.0%. Comfort in reading body language, addressed in Statement 7, improved by 0.2 or 4.0%. 

The post-intervention survey asked two Yes/No questions to ascertain information related to Research Questions 2 and 3. Question 2 – Was this training valuable for you? Question 3 - Do you think these strategies will help you during licensing? All 26 respondents answered “Yes” to both of these questions. Figure 5 shows a representation of the responses to the Yes/No questions. 
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Figure 5. Responses to Value of Training and Its Future Use Questions 

Summary 

This chapter reported the results of this research study. Pre-intervention and post-intervention survey results for three classes of nurse participants were converted into mean scores. The mean scores were graphed to show the comparisons. The group as a whole was also graphed to show the overall effects of the training program on the nurse’s perceptions. The difference in mean scores was computed into percentages to give a more understandable number of the change from the pre-intervention to the post-intervention survey results. Chapter 5 will present discussion, implications, limitations, recommendations, and conclusions as related to the findings of this study. 

CHAPTER 5: DISCUSSION AND CONCLUSIONS 

Overview 

The purpose of this study was to determine if there was a significant increase in the perceived comfort level of Developmental Disabilities Nurses (DDNs) in communicating the needs of those served after an educational intervention. It was important to determine if this perceived comfort level increased after the educational intervention so that nursing judgments could be effectively communicated to non-nurses, especially licensors. 

The study consisted of a pre-intervention survey, an educational intervention and a post-intervention survey. This study focused on the following three research questions: 

• 1. Was there a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention? 

• 2. Did the DDNs value the education received? 

• 3. Do the DDNs plan to use the education in their communication with non-nursing personnel in the support of nursing judgments for the clients in the group homes? 

The hypothesis was that there would be a significant increase in developmental disabilities nurse’s comfort levels in communicating the needs of those served following an educational intervention on communication strategies. 

Discussion 

Research Question 1 

• 1. Was there a significant increase in the perceived comfort level of DDNs in communicating the needs of those served after an educational intervention? 

All three classes had an increase in mean scores from the pre-intervention survey to the post-intervention survey. The survey statements that specifically related to communication with non-nurse licensors and assertiveness both showed a 10.0% increase from the pre-intervention survey to the post-intervention survey scores. Class 1 and Class 3 had similar mean scores in both the pre-intervention and post-intervention surveys. These two classes also had a similar demographic composition. 

Class 2 had lower mean scores overall. Class 2 had four nurses with less than two years of experience as DDNs, while Class 1 and Class 3 only had two nurses in this category. This may explain why the mean scores were lower for Class 2. 

Research Questions 2 and 3 

• 2. Did the DDNs value the education received? 

• 3. Do the DDNs plan to use the education in their communication with non-nursing personnel in the support of nursing judgments for the clients in the group homes? 

All 26 respondents answered “Yes” to both of these post-intervention survey questions that focused on these topics. One hundred percent (100.0%) of the study participants felt that the training was valuable. Finally, of great importance was that 100.0% of the study participants also reported that they planned on using the strategies learned in communicating their nursing judgments to non-nurse licensors in the future. 

Implications 

Developmental disabilities nurses (DDNs) are in a unique position in that they need to defend their nursing judgments to non-nurse licensors who are in a position of power. Nurses who can effectively communicate their nursing judgments and decisions are less likely to unnecessarily change plans of care or agency policy and procedures. The use of an educational program for DDNs that focuses on communication skills and assertiveness would be useful for this field of nursing. 

Limitations 

This study had three limitations. The first limitation was the small sample size of just 26 nurse participants. Additionally, all of the study participants came from the same nurse consultant company. This company does provide an orientation and supervision that many DDNs who work for private agencies as the sole nurse do not have. Including these nurses into the study population would improve the data collected by being more representative of the DD nursing field. 

Second, the results of this study are based solely on one data collection tool developed by the researcher. Additionally, the researcher-designed research tool utilized in this study had not been tested for validity or reliability prior to its use. A follow-up survey or interview would be helpful to see if the nurses did actually utilize the learned information. Researcher observations could also be done during non-nurse licensor visits to see how the nurses responded to questions. 

Third, the researcher was also an employee at the nursing agency. The researcher currently works in staff development, but in the past has been a peer to, supervisor of, or the person who hired the nursing employees. This relationship may have had an effect on how the nurse participants responded to the surveys. 

Recommendations 

Based on the study results, the following recommendations are made: 

1. The educational presentation should be lengthened in order to focus more on the learning needs of the DDNs. A role play segment would enhance the experience, and provide an opportunity for application of learned concepts. 

2. The study should be replicated using a larger sample size that includes nurses who work at private agencies to enhance the representation of the data collected. 

3. Post-educational follow up should be conducted by survey or interview to determine if application of learned concepts/skills took place and to give greater credibility to the study findings. 

Conclusions 

This study addressed three research questions. The study findings showed that the nurses who participated in the educational intervention reported an overall 10.0% increase in mean scores from pre-intervention survey to post-intervention survey results on statements related to their comfort in practicing assertiveness and their comfort in communication with the non-nurse licensing inspectors. 

Further, all nurse participants agreed that the educational training was valuable, and that the felt the strategies learned would assist them during licensing reviews. Consequently, 100.0% of the study participants stated that they would use what they learned in communicating their nursing judgments to non-nurse licensors in the future. 
Aiveen Iovanna is the Manager of Staff Development & Quality Assurance for DDN Consulting Services in Hamden, Connecticut.
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Indigenous People with I/DD
Carolyn Vogel, RNC, CDDN

[image: image13]
This boy is a touching example of the universal nature of things.  His face represents the indigenous Tzeltal people in the mountains of Chiapas, Mexico.  He lives in a tiny, remote village called Sibal.  It is high in this mountainous area, where the people are descendants of the Mayans.  It is far from any town or urban area of any kind.  I don’t recall his name.  It could be Antonio, Juan, or Pedro.  He was about ten when this picture was taken, and he has Down syndrome.  He touched my heart and I spent time with his family.
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 I don’t know that his family knows what his disability is called.  He is luckier than most, however, in that his family loves and cares for him, and treats him with kindness and understanding.  He is accepted in his village.  In many developing countries, this is not the case.

 There are no services for this young man: no special classes, no schools at all.  No ISPs, no care team, no workshop.  No rules and regs, no doctors, no medical care whatsoever.  No med authorized staff, no meds to authorize.

 Who will know if he has heart complications?  Who will check his ears?  How long will his life span be?  Will he develop Alzheimer’s? 

I recently took the online classes offered through DDNA as a review for renewing my DD certification.  With all of our failings and all of our shortcomings, I was reminded of how blessed we are in this country.  I was reminded that however fragile things are here, we have loving staff, medical care, knowledge and skills in caring for those with disabilities, and the ability to predict many of these ailments before birth.  We have facilities, services, funding, however inadequate.  Compare that with Chiapas, or Haiti, or Somalia. 

I hope to see Antonio, or Juan, or Pedro on my next Mission trip to the area.  I hope that, just by the grace of God, he is doing well, thriving maybe.  It certainly will not be for anything he is receiving locally, or anything that I can bring him.

Quality of Life:  Tubes, Lines, and Other Attachments
Susan Agrawal 
[image: image15]
Reprinted with permission from Complex Child E-Magazine.  Article e-published on 10/17/2011.  

We've all heard some variation of the following said by healthy adults:  "If I get sick and need a feeding tube or breathing tube, just let me die.  What kind of life is it with a tube to eat or breathe?"  While all people are entitled to an opinion, I think it is a common misperception that tubes, lines, and other attachments reduce quality of life.  Most parents of children with these devices would say the exact opposite, that medical technology has improved quality of life.
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Dependency and Life Support
I think the main opposition to medical technology is that it creates dependency on a non-human piece of technology.  When one cannot longer eat, breathe, pee, or poop, suddenly it seems as if you have no control over yourself.  The opposition to medical technology is less about the technology itself, and more about the vital faculty it is replacing.  In other words, we tend to mourn the loss of a function, such is losing the ability to eat or breathe without assistance.  Individuals tend to have more negative feelings toward their underlying condition or disease than toward the medical technology assisting them.

The general thought among some individuals with little experience with medical technology is that it is better to be dead than to lose bodily functions like these, thereby requiring a tube or line to provide support.  What most people don't realize is that these medical devices may not improve things to the point of replacing the bodily function, but they may dramatically improve daily life, energy, and health, while reducing pain, fatigue, and other negative symptoms.

There is also a spectrum of acceptance of various forms of medical technology.  While more invasive, most people do not have a problem with an IV line, because it is usually thought of as temporary.  A feeding tube, on the other hand, while actually less invasive from a physiologic standpoint, is often thought of as life-support and is less accepted.  Similarly, oxygen therapy is usually well accepted by most individuals, while a trach or vent is thought of as an extremely invasive form of life support.  Feeding tubes or trachs are often perceived as something used only by people who are dying or severely disabled.  Many people's primary association with feeding tubes is the Terri Schiavo case, which portrayed feeding tubes as life support for individuals in vegetative states.  Any intervention associated with elimination, whether it be intermittent cathing, a Foley, or an ostomy, is considered problematic by many individuals, often because of the association of incontinence with indignity.  While these perceptions are almost entirely false and based on stereotypes, they definitely impact many people's opinions.

Quality of Life with Medical Technologies:  The Evidence
The literature about quality of life of children who use medical technology is somewhat spotty.  There are not that many studies about children's quality of life with these technologies in general, and those that do exist tend to target specific populations, such as children with severe disabilities or cancer.  Nonetheless, there are enough studies to give us a general idea about quality of life with these devices.

For example, there are several studies on quality of life in children with feeding tubes.  Most show an improvement in quality of life for children  and their families, or improvement in the health of the child.  For example, a study of children with neurological impairment showed that tube feeding improved overall quality of life, and particularly health in the year following tube placement.1  After a year, 84% of parents felt the tube improved their child's quality of life, as well as their ability to care for their child.  While other studies do detail some negative aspects of tube feeding, most of these involve the social acceptance of feeding.  In other words, the children and families are often quite comfortable with tube feeding, while relatives and friends may not be.  Some children do find social situations involving food to be difficult emotionally, and children who previously who were fed orally often have difficulty transitioning to exclusive tube feeding when necessary.  In most cases, however, overall health, weight, and energy all improved, while pain often was decreased.

A study on adults who received parenteral (IV) nutrition at home gives even more compelling evidence that medical technology can improve quality of life.2  Adults in this qualitative study described increased energy, a feeling of well-being, and improved nutrition as a result of the IV nutrition, all of which allowed them to greater participate in daily activities.

Several studies on individuals with neuromuscular diseases who were both trached and ventilated also demonstrate satisfaction with life and overall improvement in health.3  Over two-thirds were satisfied with their lives and 84% felt they made the right decision to use the technology.  While health and energy improved, some individuals complained about self-esteem and disfigurement issues.

While difficult to generalize, on the whole, studies show children and families accept medical technology well, and see an improvement in quality of life with the devices.

Family Responses
While many adults view dependency on medical technology as worse than death, families who use these devices often see the exact opposite. In general, they see medical technology as improving their child's quality of life, and providing health benefits.  Many view these medical therapies as life-giving and life-saving.

Children in particular view some types of medical technology as literally a part of them.  For example, many children name their feeding tubes, IV catheters, or ostomies.  Some children who have been weaned off feeding tubes even describe removal of the medical device to be traumatic emotionally, as many children believe it is a part of their natural self.  Children tend to be very resilient, and typically adjust well to having a piece of medical technology assist them.

In a brief survey of parents on a parenting site for children with medical issues, most parents stated that their children's medical devices improved quality of life overall.  Some had difficulty with certain pieces of technology, such as children struggling with sensory issues related to wearing oxygen or CPAP.  But most raved about the benefits of the devices, particularly tubes and lines.

For example, one parent spoke of the benefits of her child's central line.  She states, "By not continuing to try to feed her via her J tube she is in much less daily discomfort.  We don't have to worry that she is getting properly hydrated or nourished."  Another mother, when asked if her child's quality of life improved, said, "Absolutely, positively, yes!!  He has more energy, better hydrated and nourished, developing again....The GJ [tube] has allowed us to double his caloric and fluid intake WITHOUT pain....The amount of pain he experienced drastically decreased and we got to see more of his true personality.  His sensory issues improved, he wasn't as angry all the time, and is actually starting to readily learn academic concepts at school for the first time in 3 years."

A mother of a child with a trach described her experiences as follows:  "Right away he improved after getting his trach, he even smiled in the hospital for the first time ever.  I know a lot of people resist a trach thinking it will affect their child's quality of life.  But it has been such a blessing for [my child].  Yes, it is a drag dealing with constant supervision and the need for nursing and traipsing around equipment, but he leads a fairly "normal" life.  He runs, plays and drives me crazy just like any other 4-year-old.  If I had to do it all over again, I would do it the same.  Breathing is essential to life.  Period." 

It is important to note that many families and their care teams think very carefully about their child's quality of life before doing a medical intervention that would result in using a new medical technology.  In other words, children whose quality of life would not improve with a certain medical technology typically do not receive that device.  There is, therefore, a bias toward improved quality of life, since decisions are often based upon those considerations before the child even receives the device.

Education and Awareness
If these devices have the power to improve the quality of so many lives, why is there such resistance toward them?  I believe it is mostly due to a lack of awareness and the persistence of stereotypes among the general public.  The solution to this problem is easy:  education and awareness.  Groups such as Feeding Tube Awareness and the Oley Foundation, along with activities including Feeding Tube Awareness Week and Parenteral Nutrition Awareness Week, help the general public to learn about these devices.  They see that regular children with a variety of medical issues, ranging from very mild to severe, use and benefit from medical technology on a daily basis. 

Source:  www.editions.complexchild.com/current.html
Susan Agrawal, the editor of Complex Child, who is the parent of Karuna, a child with many special medical needs.  Karuna is diagnosed with cerebral palsy secondary to hypoxic ischemic encephalopathy, dysautonomia and autoimmune disease, and has many other diagnoses, including pancreatitis, dysmotility, GERD, visceral hyperalgesia, laryngomalacia and other respiratory issues, visual impairment, neurogenic bladder and voiding dysfunction, vision impairment, and orthopedic issues.  She has a GJ tube, a central line, is 100% TPN (IV nutrition) dependent, is on oxygen, and caths and uses a foley at night.  Susan holds a PhD in musicology and used to serve on the faculty of a top research university in the Chicago area.  She currently cares for Karuna and her typically developing children Sameer and Neena. 
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