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P r e f a c e

Major revisions was the name of the game for the 
seventh edition of Nursing Now: Today’s Issues, 
Tomorrow’s Trends, with tons of new information
and topics! We believe you will be very pleased with
how it turned out. It remains truly unique among is-
sues and trends books. The seventh edition retains the 
eye-appealing and user-friendly format that made
previous editions so popular. 

The changes keep coming in health care
since the last publication of this text. Major demo-
graphic shifts are occurring as baby boomers reach
retirement age and the population of new immigrants
rapidly expands. As the health-care reform bill con-
tinues to be implemented, large groups of individuals
now have health-care insurance who didn’t in the 
recent past. Nurses, as always, are at the forefront of
these changes, providing care for the elderly and
those who speak English as a second language. They
have to implement reforms that look more to quality
of care rather than the number of services provided.

Thanks to our readers’ suggestions, we have
added several new chapters. Chapter 13, “Under-
standing and Dealing Successfully With Difficult
Behavior,” is an outgrowth of Chapter 12 on com-
munication. It organizes difficult behavior around
the five elements of the grieving process. It also pro-
vides examples of both what clients might say or do
when being difficult and the appropriate responses
by the nurse. Because of the emphasis placed on
quality of care and outcomes of care in the health-
care reform bill, Chapter 15, “Ensuring Quality
Care,” was added to clearly define what quality is
and means and the efforts to achieve it. Chapter 19,
“The Politically Active Nurse,” discusses the pros
and cons of health-care reform in a balanced man-
ner. It is very timely, as the health-care reform bill
will be fully implemented over the next few years.
Every nurse has noticed the increase of the elderly 
in the health-care system, so Chapter 23, “Impact of

the Aging Population on Health-Care Delivery,” 
was added and discusses how the large influx of the
elderly have added additional stress to an already
stressed system of care. 

It is also impossible to deny that there has
been an increase in natural and man-made disasters
over the past few years. Disaster preparedness is
something all nurses need to be familiar with, and
new Chapter 26, “Preparing for Functioning Effec-
tively in a Disaster,” discusses both the role of the
public in preparing for disasters and the special
preparation nurses need to have to function after a
disaster in providing care for the victims. 

The chapter on the NCLEX exam was up-
dated to reflect the recent changes by the National
Council of State Boards of Nursing, including samples
of the new alternative-format questions. All other
chapters were revised with the addition of new con-
tent and resources. There is new material on bioethics
and leadership and management; expanded discussion
of SBAR, QSEN, and Six Sigma; discussion of the
LACE model and future plans for advanced practice
nurses; expanded information on writing and submit-
ting online résumés; and many other new develop-
ments in health care. 

Graduates from today’s nursing programs
have opportunities for professional practice and ad-
vancement that could only be dreamed of a few years
ago. Yes, the demands are many, but the rewards are
great. Today’s nursing students must learn more, do
more, and be more. Students entering nursing
schools today come from diverse cultural, personal,
and educational backgrounds. They must master a
tremendous amount of information and learn a wide
variety of skills so that they can pass the licensure
exam and become highly skilled registered nurses.

The seventh edition of Nursing Now! Today’s
Issues, Tomorrow’s Trends offers students a starting
point to influence the future of health care in the

vii
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United States. We are very excited about the revised
text and believe its quality and content meet the high
standards demanded by our readers.

As in past editions, we have retained the 
interactive format of the text, in addition to the
journal layout, current issues boxes, and integrated
questions throughout. There are many new graphic
illustrations and case studies. We also added a num-
ber of new illustrations to increase the visual appeal
of the book. The available website with interactive
learning activities for students has been updated 
and expanded.

The book’s primary purpose remains the
same as in past editions. It presents an overview and
synthesis of the important issues and trends that are
basic to the development of professional nursing and
that affect nursing both today and into the future.
Our readers tell us that the book can be used both at
the beginning of the student’s educational process as
an “Introduction to Nursing” course, and also toward
the end of the process as an “Issues and Trends”
course. Some instructors even use it throughout 
their programs, incorporating chapters as the content
is reflected in their course presentations. Nursing 
students remain the primary intended audience for
Nursing Now! However, practicing nurses have re-
ported there is a sufficiently wide range of current 
issues and topics covered in enough depth to be 
useful for their practice.

Another dichotomy that nurses face on a
daily basis is the ability to hold on to key unchanging
principles while working in a constantly changing 
environment. Simply stated, a nurse’s ability to adapt
to changes in the health-care system while remaining
focused on providing high-quality care is the basis for
a successful professional practice. The only way that
nurses will be able to effectively practice their profes-
sion in a demanding health-care system is to remain
firmly rooted in those values and beliefs that have 
always served as their source of strength. Even more
so than in the past, nurses need to look to each other
for the inspiration and the strength that allow them
to succeed. Professional organizations still serve as
the single most powerful force for nurses, and mem-
bership in professional organizations is becoming 
increasingly important.

It is our belief that this book will help future
nurses become familiar with the important issues and
trends that affect the profession and health care. The
nursing profession needs highly skilled nurses who
can be civil, teach, do research, solve complicated
client problems, provide highly skilled care, obtain
advanced degrees, and influence the political realm
that so affects all aspects of health care. The leaders 
of the profession will come from those students who
have a clear understanding of what it means to be a
professional nurse and are willing to invest effort in
attaining their goals.

Joseph T. Catalano, PhD, RN

viii Preface 
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S
WHAT IS A PROFESSION?

ince the time of Florence Nightingale, each generation of nurses, in
its own way, has fostered the movement to professionalize the image of
nurses and nursing. The struggle to change the status of nurses—from
that of female domestic servants to one of high-level health-care
providers who base their protocols on scientific principles—has been a
primary goal of nursing’s leaders for many years. Yet some people, both
inside and outside the profession of nursing, question whether the
search for and attainment of professional status is worth the effort and
price that must ultimately be paid.

At some levels in nursing, the question of professionalism
takes on immense significance. However, to the busy staff nurse—who
is trying to allocate client assignments for a shift, distribute the medica-
tions at 9 a.m. to 24 clients, and supervise two aides, a licensed practical
nurse (LPN) or licensed vocational nurse (LVN) and a nursing student—
the issue may not seem very significant at all.

Indeed, when nurses were first developing their identity sepa-
rately from that of physicians, there was no thought about their being
part of a profession. Over the years, as the scope of practice and respon-
sibilities have expanded, nurses have increasingly begun to consider
what they do to be professional activities.

This chapter presents some of the current thoughts concerning
professions and where nursing stands in relation to these viewpoints.

Joseph T. Catalano

The Development 
of a Profession

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Define the terms position, job,
occupation, and profession

• Compare the three approaches
to defining a profession

• Analyze those traits defining a
profession that nursing has at-
tained

• Evaluate why nursing has failed
to attain some of the traits that
define a profession

• Correlate the concept of power
with its important characteristics

1

3
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APPROACHES TO DEFINING A PROFESSION

In common use, terms such as position, job, occupa-
tion, profession, professional, and professionalism
often are used interchangeably and incorrectly. The
following definitions will clarify what is meant by
these terms within this text:

Position: A group of tasks assigned to one individual
Job: A group of positions similar in nature and 

level of skill that can be carried out by one or
more individuals

Occupation: A group of jobs similar in type of work
that are usually found throughout an industry or
work environment

Profession: A type of occupation that requires pro-
longed preparation and formal qualifications and
meets certain higher level criteria (discussed later
in this chapter) that raise it to a level above that of
an occupation1

Professional: A person who belongs to and practices
a profession (The term
professional is probably
the most misused of all
these terms when de-
scribing people who are
clearly involved in jobs
or occupations, such as
a “professional truck
driver,” “professional
football player,” or even “professional thief.”)

Professionalism: The demonstration of high-level
personal, ethical, and skill characteristics of a
member of a profession2

For almost 100 years, experts in social sci-
ence have been attempting to develop a “foolproof”
approach to determining what constitutes a profession
but with only minimal success. Three common mod-
els are the process approach, the power approach, and,
most widely accepted, the trait approach.

Process Approach
The process approach views all occupations as points
of development into a profession situated along a
continuum ranging from position to profession:

Continuum of Professional Development:

Position Profession

Using this approach, the question becomes
not whether nursing and truck driving are professions

but where they are located along the continuum. Oc-
cupations such as medicine, law, and the ministry are
widely accepted by the public as being closest to the
professional end of the continuum.3 Other occupa-
tions may be less clearly defined.

4 U n i t  1 The Growth of Nursing

What Do You Think? ?Do you really care if nursing is a profession? How will it 
affect the way you practice nursing?

The major difficulty with this approach is that
it lacks criteria on which to base judgments. Final de-
termination of the status of an occupation or profes-
sion depends almost completely on public perception
of the activities of that occupation. Nursing has always
had a rather negative public image when it comes to
being viewed as a profession.

Power Approach
The power approach uses
two criteria to define a 
profession:

1. How much independ-
ence of practice 
does this occupation
have?

2. How much power 
does this occupation
control?

The concept of power is discussed later in
this chapter, but in this context, it refers to political
power and the amount of money that the person in
that occupation earns.4

Using this determinant, occupations such as
medicine, law, and politics clearly would be consid-
ered professions. The members of these occupations
earn high incomes, practice their skills with a great
deal of independence; and exercise significant power
over individuals, the public, and the political commu-
nity, both individually and in organized groups. The
ministry is generally perceived as having power and
influence. However, most people in this group, except
for a few individuals such as television evangelists,
have relatively low income levels. Nursing, of course,
with its comparatively lower salaries, low member-
ship in professional organizations, and perceived lack
of political power, would clearly not meet the power
criteria for a profession.

Over the years, as the scope of practice
and responsibilities have expanded,
nurses have increasingly begun to con-
sider what they do to be professional 
activities.

“
”
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The question that comes to mind is whether
power, independence of practice, and high income are
the only elements that determine professional status.
Although those three factors confer status in our cul-
ture, other elements can be considered significant in
how a profession is viewed. For example, to many
people, members of the clergy have a great deal of
power when they act as counselors, speakers of the
truth, and community leaders.

Trait Approach
Of the many researchers and theorists who have at-
tempted to identify the traits that define a profession,
Abraham Flexner, Elizabeth Bixler, and Eliza Pavalko
are most widely accepted as the leaders in the field.
These three social scientists have determined that the
following common characteristics are important:

• High intellectual level
• High level of individual responsibility and account-

ability
• Specialized body of knowledge
• Knowledge that can be learned in institutions of

higher education
• Public service and altruistic activities
• Public service valued over financial gain
• Relatively high degree of autonomy and independ-

ence of practice
• Need for a well-organized and strong organization

representing the members of the profession and
controlling the quality of practice

• A code of ethics that guides the members of the
profession in their practice

• Strong professional identity and commitment to the
development of the profession

• Demonstration of professional competency and
possession of a legally recognized license4

NURSING AS A PROFESSION

How does nursing compare with other professions
when measured against these widely accepted profes-
sional traits? The profession of nursing meets most of
the criteria but falls short in a few areas.

High Intellectual Level
In the early stages of the development of nursing
practice, this criterion did not apply. Florence
Nightingale raised the bar for education, and gradu-
ates of her school were considered to be highly edu-
cated compared with other women of that time.

However, by today’s standards, most of the tasks per-
formed by these early nurses are generally considered
to be menial and routine.

On the other hand, as health care has ad-
vanced and made great strides in technology, phar-
macology, and all branches of the physical sciences, 
a high level of intellectual functioning is required 
for even relatively simple nursing tasks, such as tak-
ing a client’s temperature or blood pressure using 
automated equipment. On a daily basis, nurses use
assessment skills and knowledge, have the ability to
reason, and make routine judgments based on clients’
conditions. Without a doubt, professional nurses
must function at a high intellectual level.

High Level of Individual Responsibility 
and Accountability
Not too long ago, a nurse was rarely, if ever, named as
a defendant in a malpractice suit. In general, the pub-
lic did not view nurses as having enough knowledge to
be held accountable for errors that were made in client
care. This is not the case in the health-care system
today. Nurses are often the primary, and frequently the
only, defendants named when errors are made that re-
sult in injury to the client. Nurses must be accountable
and demonstrate a high level of individual responsibil-
ity for the care and services they provide.5

The concept of accountability has legal, ethi-
cal, and professional implications that include accept-
ing responsibility for actions taken to provide client
care and for the consequences of actions that are 
not performed. Nurses can no longer state that “the

C h a p t e r  1 The Development of a Profession 5
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physician told me to do it” as a method of avoiding
responsibility for their actions.

Specialized Body of Knowledge
Most early nursing skills were based either on tradi-
tional ways of doing things or on the intuitive
knowledge of the individual nurse. As nursing de-
veloped into an identifiable, separate discipline, a
specialized body of knowledge called nursing science
was compiled through the research efforts of nurses
with advanced educational degrees.6 As the body of
specialized nursing knowledge continues to grow, it
forms a theoretical basis for the best practices move-
ment in nursing today. As more nurses obtain ad-
vanced degrees, conduct research, and develop
philosophies and theories about nursing, this body
of knowledge will increase in scope and quantity.

Evidence-Based Practice
In professional nursing today, there is an increasing
emphasis on evidence-based practice. Almost all of
the currently used nursing
theories address this issue
in some way. Simply
stated, evidence-based
practice is the practice of
nursing in which interven-
tions are based on data
from research that demon-
strates that they are appro-
priate and successful. It involves a systematic process
of uncovering, evaluating, and using information
from research as the basis for making decisions about
and providing client care.7 Many nursing practices
and interventions of the past were performed merely
because they had always been done that way (accus-
tomed practice) or because of deductions from physi-
ological or pathophysiological information. Clients
are now more sophisticated and knowledgeable about
health-care issues and demand a higher level of
knowledge and skill from their health-care providers.

The development of information technol-
ogy has made evidence-based practice in nursing a
reality. In the past, nurses relied primarily on units
within their own facilities for information about the
success of treatments, decisions about health care,
and outcomes for clients. Nursing education now
requires nursing students to perform Web-based 
research for papers and projects so that by the time
of graduation, they feel comfortable accessing a

wide range of the best and most current information
through electronic sources. Of course, one of the key
limiting factors of evidence-based practice is the
quality of the information on which the practice is
based. Evaluating the quality of information on the
Web can be difficult at times.

The first step in developing an evidence-
based practice is to identify exactly what the inter-
vention is supposed to accomplish. Once the goal
or client outcome is identified, the nurse needs to
evaluate current practices to determine whether
they are delivering the desired client outcomes. 
If the current practices are unsuccessful or if the
nurse feels they can be more efficient with fewer
complications, research sources need to be col-
lected. These can be from published journal 
articles (either electronic or hard copy) and from
presentations at research or practice conferences,
which often present the most current information.
Then a plan should be developed to implement the
new findings. This process can be applied to chang-

ing policy and proce-
dures or developing
training programs for fa-
cility staff. Research data
should always be used
when initiating new
practices or modifying
old ones. 

Public Service and Altruistic Activities
When defining nursing, almost all major nursing 
theorists include a statement that refers to a goal of
helping clients adapt to illness and achieve their high-
est level of functioning. The public (variously referred
to as consumers, patients, clients, individuals, or hu-
mans) is the focal point of all nursing models and
nursing practice. The public service function of nurs-
ing has always been recognized and acknowledged 
by society’s willingness to continue to educate nurses
in public, tax-supported institutions and in private
schools. In addition, nursing has been viewed univer-
sally as an altruistic profession composed of selfless 
individuals who place the lives and well-being of their
clients above their personal safety. In the earliest days,
dedicated nurses provided care for victims of deadly
plagues with little regard for their own welfare. Today,
nurses are found in remote and often hostile areas,
providing care for the sick and dying, working 12-hour
shifts, being on call, and working rotating shifts.

6 U n i t  1 The Growth of Nursing

Evidence-based practice is the practice 
of nursing in which interventions are
based on data from research that
demonstrates that they are appropriate
and successful.

“
”

3972_Ch01_001-019  29/12/14  11:39 AM  Page 6



C h a p t e r  1 The Development of a Profession 7

Websites: Friends or Foes?

Have a paper or report to do for class? Need information on pheochromocytoma,
Smith-Strang disease, Kawasaki disease? No problem, look it up on the Web,
right? Well, yes and no. Without question, there is a tremendous amount of infor-
mation about almost any subject available just a few mouse clicks away. But the
bigger question is, How good is that information? Anyone can post almost any-
thing online these days, and there are no organizations or agencies that oversee
or review the information for quality, accuracy, or objectivity. So how are you sup-
posed to know what is good and what is not? Although there is no foolproof method
for determining the quality of any given website, some telltale markers can point you
in the right direction when you are rating the quality of the information you seek.

Marker 1: Peer Review

All major professional journals have a peer-review process that requires any man-
uscripts submitted to be reviewed by two or three professionals who are consid-
ered experts, or at least knowledgeable, in the subject matter. Peer review is one
of the key elements in ensuring the accuracy of the information in the manuscript.
When considering a Web source, look for a clear statement of the source of the
information and how that information is reviewed. If the information is from an 
established source, such as a recognized professional journal, it has been peer 
reviewed and has a higher degree of accuracy. Examine the format and writing
style of the document. If it seems to be very choppy, or if the style, tone, or point
of view changes throughout the article, it is an indication that it was not well edited
and probably not peer reviewed. Use the information with caution.

Marker 2: Author Credentials

The name of the author and his or her titles and credentials should be listed. Be
cautious if no author or publisher is listed. Of course, anyone can use another per-
son’s name as the author, but it is relatively easy to cross-check authors’ names
through other databases, such as those found in libraries. Before accepting the 
information as gospel, it is probably worth looking up the author and seeing what
other articles or books he or she has written. Another key to determining author
credentials is to establish who owns the website. In general, personal website
pages are less likely to contain authoritative information. You can also look at the
last three letters in the website address. The ones that end in .gov, .org, or .edu
tend to have higher-quality information. Also, see whether the information has a
copyright. If the information is copyrighted, the person felt strongly enough about
what he or she was posting to go to the effort of making sure that no one else
could use it as their original information.

Marker 3: Prejudice and Bias

Although there is almost always a small degree of prejudice and bias in all written
material, most legitimate authors strive to be as objective as possible. Many times,
if you read a document with a critical eye, you can discern obvious prejudicial

I s s u e s  N o w

(continued)
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viewpoints. See if the author has a vested interest in the content of the document.
For example, an article about the effects of tobacco use on the respiratory system
written by a scientist who was hired by the R. J. Reynolds Company would proba-
bly have a decidedly different viewpoint than an article written by a scientist who
was employed by the National Health Information Center. See if contact informa-
tion is provided by the author and who the sponsor or publisher of the document
is. If these are not provided, be suspicious about the information.

Marker 4: Timeliness

Of course, all of us want the most recent information we can find and sometimes
mistakenly assume that because it is on the Web, it is new. Some forms of the Web
have been around since Tim Berners-Lee invented the World Wide Web in 1989, so
some of the material can be very outdated. See if you can determine when the site
was last updated and how extensively the information was revised. It is also a good
practice to look to other sources (e.g., Web, journals, books) to compare the material
for currentness. Many websites have links where you can access other related infor-
mation. If those links have messages such as “Page not found” or “Link no longer
available,” be extremely cautious with the information. Good links should connect you
to other reliable sites.

Marker 5: Presentation

Although the old saying is that “you can’t tell a book by its cover,” experienced
Web surfers can often tell a lot about a website by its presentation. Some look
well developed and professional, and others look very amateurish. There is no
guarantee that the slick-looking websites are better, but it is one factor to consider
in the overall evaluation of the information you are seeking. Take a look at the
graphics. They should be balanced with the text and help explain or demonstrate
information in the text. If the graphics seem to be just decorative, it should raise a
red flag about the content of the site. Some sites use a compressed format that
requires special programs such as Adobe Acrobat to view them. If you do not
have access to these programs, the information in the site is unusable. Move on
to the next site.

In summary, the Internet can be a valuable source of information about a
wide variety of subjects. However, each source needs to be evaluated carefully.
Following the five markers discussed here will place you on the path to deciding
the quality of the information presented in any website.

I s s u e s  N o w continued

Sources: Carlson EA. What to look for when evaluating Web sites. Orthopaedic Nursing, 28(4):
199–202, 2009; Golterman L, Banasiak NC. Primary care approaches. Evaluating web sites. 
Reliable child health resources for parents. Pediatric Nursing, 37(2):81–83, 2011; Spector ND,
Matz PS, Levine LJ, Gargiulo KA, McDonald MB 3rd, McGregor RS. e-Professionalism: Challenges 
in the age of information. Journal of Pediatrics, 156(3):345–346, 2010.
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Few individuals enter nursing to become
rich and famous. It is likely that those who do so for
these reasons quickly become disappointed and move
on to other career fields. Although the pay scale has
increased tremendously since the 1990s, nursing is, at
best, a middle-income occupation. Surveys among
students entering nursing programs continue to indi-
cate that the primary reason for wishing to become a
nurse is to “help others” or “make a difference” in
someone’s life and to have “job security.” Rarely do
these beginning students include “to make a lot of
money” as their motivation.7

Well-Organized and Strong Representation
Professional organizations represent the members of
the profession and control the quality of professional
practice. The National League for Nursing (NLN) and
the American Nurses Association (ANA) are the two
major national organizations that represent nursing
in today’s health-care system. The NLN is primarily
responsible for regulating the quality of the educa-
tional programs that prepare nurses for the practice
of nursing, whereas the ANA is more concerned with
the quality of nursing practice in the daily health-care
setting. These and other organizations are discussed
in more detail in Chapter 5.

Both these groups are well organized, but
neither can be considered powerful when compared
with other professional organizations, such as the
American Hospital Association, the American Med-
ical Association (AMA), or the American Bar Associ-
ation (ABA). One reason for their lack of strength is
that fewer than 10 percent of all nurses in the United
States are members of any professional organization
at the national level.3 Many nurses do belong to spe-
cialty organizations that represent a specific area of
practice, but these lack sufficient political power to
produce changes in health-care laws and policies at
the national level.

Nurses’ Code of Ethics
Nursing has several codes of ethics that are used to
guide nursing practice. The ANA Code of Ethics for
Nurses, the most widely used in the United States,
was first published in 1971 and updated in 1985 and
2001. In 2013, the ANA began surveying its members
for input into possible changes in the Code. The cur-
rent 2014 ANA Code of Ethics, while maintaining the
integrity found in earlier versions, is now more rele-
vant to current health-care and nursing practices.

This code of ethics is recognized by other professions
as a standard with which others are compared. The
nurses’ code of ethics and its implications are dis-
cussed in greater detail in Chapter 6.

Competency and Professional License
Nurses must pass a national licensure examination to
demonstrate that they are qualified to practice nurs-
ing. Nurses are allowed to practice only after passing
this examination. The granting of a nursing license
is a legal activity conducted by the individual state
under the regulations contained in that state’s nurse
practice act.

WHEN NURSING FALLS SHORT OF THE CRITERIA

Before Florence Nightingale practiced nursing, peo-
ple considered it to be unnecessary, if not outright
dangerous, to educate nurses through independent
nursing programs in publicly supported educational
institutions. As nursing has developed, particularly in
the United States, the recognition of the intellectual
nature of the practice, as well as the vast amount of
knowledge required for the job, has led to a belief by
some nursing leaders that college education for
nurses is now a necessity.8–10

Autonomy and Independence of Practice
Historically, the handmaiden or servant relationship
of the nurse to the physician was widely accepted.11 It
was based on several factors, including social norms.
For example, women became nurses, whereas men
became physicians; women were subservient to men,
the nature of the work being such that nurses cleaned
and physicians cured. In terms of the relative levels of
education of the two groups, the average nursing pro-
gram lasted for 1 year, whereas physician education
lasted for 6 to 8 years.

Unfortunately, despite efforts to expand
nursing practice into more independent areas
through updated nurse practice legislation, nursing
retains much of its subservient image. In reality,
nursing is both an independent and interdependent
discipline. Nurses in all health-care settings must
work closely with physicians, hospital administrators,
pharmacists, and other groups in the provision of
care. In some cases, nurses in advanced practice
roles, such as nurse practitioners, can and do estab-
lish their own independent practices. Most state
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nurse practice acts allow nurses more independence
in their practice than they realize. To be considered a
true profession, nursing will need to be recognized by
other disciplines as having practitioners who practice
nursing independently.

Professional Identity and Development
The issue of job versus career is in question here. 
A job is a group of positions, similar in nature and
level of skill, that can be carried out by one or more
individuals. There is relatively little commitment to
a job, and many individuals move from one job to
another with little regard to the long-term out-
comes. A career, in contrast, is usually viewed as a
person’s major lifework, which progresses and de-
velops as the person grows older. Careers and pro-
fessions have many of the same characteristics,
including a formal education, full-time employ-
ment, requirement for lifelong learning, and a dedi-
cation to what is being achieved. Although an
increasing number of nurses view nursing as their
life’s work, many still treat nursing more as a job.

The problem becomes circular. The reason
nurses lack a strong professional identity and do not
consider nursing as a lifelong career is that nursing
does not have full status as a profession.11 Until
nurses are fully committed to the profession of nurs-
ing, identify with it as a profession, and are dedicated
to its future development, nursing will probably not
achieve professional status.

MEMBERS OF THE HEALTH-CARE TEAM

The health-care delivery system employs large
numbers of diagnosticians, technicians, direct 
care providers, administrators, and support staff
(Table 1.1). It is estimated that more than 300 job
titles are used to describe health-care workers.
Among these are nurses, physicians, physician 
assistants, social workers, physical therapists, occu-
pational therapists, respiratory therapists, clinical
psychologists, and pharmacists. All these individu-
als provide services that are essential to daily 
operation of the health-care delivery system in 
this country.

Of particular importance among this array of
health-care workers are various types of nurses: Regis-
tered nurses, licensed practical (vocational) nurses,
nurse practitioners, case managers, and clinical nurse

specialists. Each of these requires a different type of
educational background, clinical expertise, and, some-
times, professional credentialing. In general, all nurses
make valuable contributions within the health-care
delivery system. There has been an increased demand
for nurses who are educated to deliver care in the
community setting and in long-term health-care set-
tings rather than in the hospital. There has also been a
need for nurse case managers who are prepared to co-
ordinate care for vulnerable populations requiring
costly services over extended periods. Nursing educa-
tion programs are attempting to meet these needs by
preparing individuals who can practice independently
and autonomously, network, collaborate, and coordi-
nate services. These programs also offer more clinical
experiences in rehabilitation, nursing home, and com-
munity settings.

10 U n i t  1 The Growth of Nursing

What Do You Think?

?List and rate several of your recent experiences with the
health-care system. In what roles did you observe regis-
tered nurses functioning?

Registered Nurses, Licensed Practical Nurses,
and Unlicensed Assistive Personnel
Registered nurses (RNs) who have been educated at
the associate, diploma, or baccalaureate level have
traditionally been considered the cornerstone of the
current health-care delivery system. In the past, most
RNs worked within hospital settings and provided
direct client care and nursing administration func-
tions within these facilities. Owing to past trends in
health-care funding, there were fewer hospital ad-
missions, which temporarily decreased the demand
for RNs in acute care facilities and increased the
need for well-prepared nurses who could function
autonomously within the community. However, 
current trends in population and health care have
demonstrated a need for RNs in both acute care and
community settings. The need still remains within
institutional settings for licensed practical nurses
(LPNs) and unlicensed assistive personnel (UAPs)
who work under the supervision of an RN. This pat-
tern of care is particularly evident in nursing homes
and other long-term care facilities.12

Advanced Practice Nurses
For individuals who are unfamiliar with the health-
care delivery system, it is sometimes difficult to 
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Table 1.1 Other Key Health-Care Team Members

Title Credential Practice

Physician (MD)

Physician (DO)

Physician (DC)

Physician (DPM)

Physician assistant

Social worker

Physical therapist

Respiratory therapist

Clinical psychologist

Pharmacist

License—Medical

License—Osteopath

License—Chiropractor

License—Podiatry

Certification—no 
individual license

License

License

License

License

License

Medical—limited only by specialization; some serve as
primary care providers.

Medical, with focus on body movement and holistic
health—similar to MD. Can serve as primary care
providers.

Limited—focus on spinal column and nervous system.
Unable to prescribe medications.

Limited—foot problems. Can prescribe medications,
perform foot surgery.

Practices on physician’s license. Practice limited by medical
practice act and wishes of supervising physician.

Increasingly important as health care becomes more
complex. Resolves financial, housing, psychosocial,
and employment problems; does discharge planning
and assists clients in transfer between facilities. May
serve in case management roles to coordinate services.

Focuses on helping clients maintain or regain the highest
level of function possible after strokes, spinal cord injury,
arthritis, or residual effects of traumatic accidents. Helps
prevent physical decline and regain the ability to groom,
eat, and walk through individualized range of motion and
exercise programs. Therapy occurs in hospitals, clinics,
or the community.

Strives to restore normal or as near to normal pulmonary
functioning as possible by conducting diagnostic
tests and administering treatments that have been
prescribed by a physician.

Helps clients to manage mental health problems. Private
practice, clinics.

Distributes prescribed and over-the-counter
medications, educates clients, monitors appropriate
medication selections, detects interactions and
untoward responses in community pharmacies and
institutional settings. Valuable resource for nurses.

understand the similarities and differences between
nursing titles and roles. This confusion is particu-
larly evident in the case of clinical nurse specialists
(CNSs) and nurse practitioners (NPs), who are
sometimes collectively referred to as advanced
practice registered nurses (APRNs).13

The Nurse Practitioner
In general, NPs are prepared to provide direct client care
in primary care settings, focusing on health promotion,

illness prevention, early diagnosis, and treatment of
common health problems. Their educational prepara-
tion varies, but in most cases individuals successfully
complete a graduate nurse practitioner program and
are certified by the American Nurses Credentialing
Center (ANCC) or an appropriate professional nursing
organization. Depending on the individual state nurse
practice act, NPs have a range of responsibilities for di-
agnosing diseases and prescribing both treatments and
medications. A growing number of states now grant

3972_Ch01_001-019  29/12/14  11:39 AM  Page 11



NPs direct third-party reimbursement for their serv-
ices without a physician.

The Clinical Nurse Specialist
Clinical nurse specialists usually practice in second-
ary- or tertiary-care settings and focus on care of in-
dividuals who are experiencing an acute illness or an
exacerbation of a chronic condition. In general, they
are prepared at the graduate level and are ANCC cer-
tified.14 These highly skilled practitioners are com-
fortable working in high-tech environments with
seriously ill individuals and their families. Because of
the nature of their work, they are excellent health-
care educators and physician collaborators.

Attempts have been made to combine the
roles of the CNS and NP so that the best qualities of
both roles are preserved. The goal of this combina-
tion is to provide high-quality care to individuals in
a wide array of health-care settings who have a wide
range of health problems. Advocates of this move-
ment include the NLN,
the American Association
of Colleges of Nursing
(AACN), and the ANA.
Titling for this new
blended role is uncon-
firmed, and state legisla-
tures may make the final
decisions through their li-
censing laws.14 As such, titling, educational prepa-
ration, and practice privileges will probably vary
from one state to another.

Case Managers
One argument for the blended NP–CNS role is the
need for case managers who possess the expertise 
of both levels of preparation. Case managers coordi-
nate services for clients with high-risk or long-term
health problems who have access to the full contin-
uum of health-care services. Case managers provide
services in various settings, such as acute care facili-
ties, rehabilitation centers, and community agencies.
They also work for managed care companies, insur-
ance companies, and private case management agen-
cies. Their roles vary according to the circumstances
of their employment; however, their overall goal is to
coordinate the use of health-care services in the most
efficient and cost-effective manner possible.15

Case management is the glue that holds
health-care services together across practitioners,

agencies, funding sources, locations, and time. Titling,
educational preparation, and certification of nurse
case managers are now available. The ANCC has de-
veloped certification eligibility criteria for nurse case
managers, and an examination is available. At this
time, case managers can be physicians, social workers,
RNs, and even well-intentioned laypersons with little
health-care education.

EMPOWERMENT IN NURSING

One concern that has plagued nursing, almost from
its development as a separate health-care specialty,
is the relatively large amount of personal responsi-
bility shouldered by nurses combined with a rela-
tively small amount of control over their practice.
Even in the more enlightened atmosphere of today’s
society, with its concerns about equal opportunity,
equal pay, and collegial relationships, many nurses
still seem uncomfortable with the concepts of power

and control in their prac-
tice. Their discomfort
may arise from the belief
that nursing is a helping
and caring profession
whose goals are separate
from issues of power.

Historically,
nurses have been mostly powerless, and previous
attempts at gaining power and control over their
practice have been met with much resistance from
groups who benefit from making sure that nurses
remain without authority. Nevertheless, all nurses
use an authoritative voice in their daily practice,
even if they do not realize it. Until nurses under-
stand the sources of their influence, how to increase
it, and how to use it in providing client care, they
will be relegated to a subservient position in the
health-care system.

The Nature of Power
The term power has many meanings. From the stand-
point of nursing, power is probably best defined as
the ability or capacity to exert influence over another
person or group of persons.16 In other words, power
is the ability to get other people to do things even
when they do not want to do them. Although power
in itself is neither good nor bad, it can be used to pro-
duce either good or bad results.

12 U n i t  1 The Growth of Nursing

Depending on the individual state 
nurse practice act, NPs have a range of
responsibilities for diagnosing diseases
and prescribing both treatments and 
medications.

“
”
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Power is always a two-way street. By its 
very definition, when power is exerted by one per-
son, another person is affected; that is, the use of
power by one person requires that another person
give up some of his or her power. Individuals are 
always in a state of change, either increasing their
power or losing some; the balance of power rarely re-
mains static. Empowerment refers to the increased
amount of power that an individual or group is ei-
ther given or gains.

with someone. In any close personal relationship,
one individual often will do something he or she
would really rather not do because of the relation-
ship. This ability to change the actions of another is
an exercise of power.

Nurses often obtain power from this source
when they establish and maintain good therapeutic
relationships with their clients. Clients take medica-
tions, tolerate uncomfortable treatments, and partici-
pate in demanding activities that they would likely
prefer to avoid because the nurse has good relation-
ships with them. Likewise, nurses who have good 
collegial relationships with other nurses, departments,
and physicians are often able to obtain what they 
want from these individuals or groups in providing
care to clients.

Expert Power
The expert source of power derives from the amount
of knowledge, skill, or expertise that an individual or
group has. This power source is exercised by the indi-
vidual or group when knowledge, skills, or expertise
is either used or withheld in order to influence the 
behavior of others. Nurses should have at least a min-
imal amount of this type of power because of their
education and experience. It follows logically that in-
creasing the level of nurses’ education will, or should,
increase this expert power. As nurses attain and 
remain in positions of power longer, the increased 
experience will also aid the use of expert power.
Nurses in advanced practice roles are good examples
of those who have expert power. Their additional 
education and experience provide these nurses with
the ability to practice skills at a higher level than
nurses prepared at the basic education level.

By demonstrating their knowledge of the
client’s condition, recent laboratory tests, and other
elements that are vital to the client’s recovery, nurses
demonstrate their expert power. This knowledge may
increase the amount of respect they are given by
physicians. Nurses access this expert source of power
when they use their knowledge to teach, counsel, or
motivate clients to follow a plan of care. Nurses can
also use expert power when dealing with physicians.

Power of Rewards
The reward source of power depends on the ability 
of one person to grant another some type of reward
for specific behaviors or changes in behavior. The 
rewards can take on many different forms, including

C h a p t e r  1 The Development of a Profession 13

Origins of Power
If power is such an important part of nursing and the
practice of nurses, where does it come from? Although
there are many sources, some of them would be in -
appropriate or unacceptable for those in a helping and
caring profession. The following list includes some of
the more accessible and acceptable sources of power
that nurses should consider using in their practice:16

• Referent
• Expert
• Reward
• Coercive
• Legitimate
• Collective

Referent Power
The referent source of power depends on establish-
ing and maintaining a close personal relationship
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personal favors, promotions, money, expanded privi-
leges, and eradication of punishments. Nurses, in
their daily provision of care, can use this source of
power to influence client behavior. For example, a
nurse can give a client extra praise for completing the
prescribed range-of-motion exercises. There are
many aspects of the daily care of clients over which
nurses have a substantial amount of reward power.
This reward source of power is also the underlying
principle in the process of behavior modification.

Coercive Power
The coercive source of power is the flip side of the 
reward source. The ability to reprimand, withhold 
rewards, and threaten punishment is the key element
underlying the coercive source of power. Although
nurses do have access to this source of power, it is
probably one that they use minimally, if at all. Not
only does the use of coercive power destroy therapeu-
tic and personal relationships, but it can also be 
considered unethical and even illegal in certain situa-
tions. Threatening clients with an injection if they do
not take their oral medications may motivate them to
take those medications, but it is generally not consid-
ered to be a good example of a therapeutic communi-
cation technique.

Legitimate Power
The legitimate source of power depends on a legisla-
tive or legal act that gives the individual or organiza-
tion a right to make decisions that they might not
otherwise have the authority to make. Most obviously,
political figures and legislators have this source of
power. This power can also be disseminated and dele-
gated to others through legislative acts. In nursing, 
the state board of nursing has access to the legitimate
source of power because of its establishment under the
nurse practice act of that state. Similarly, nurses have
access to the legitimate source of power when they are
licensed by the state under the provisions in the nurse
practice act or when they are appointed to positions
within a health-care agency. Nursing decisions made
about client care can come only from individuals 
who have a legitimate source of power to make those
decisions—that is, licensed nurses.

Collective Power
The collective source of power is often used in a
broader context than individual client care and is the
underlying source for many other sources of power.
When a large group of individuals who have similar
beliefs, desires, or needs become organized, a collective
source of power exists.17 For individuals who belong to
professions, the professional organization is the focal
point for this source of power. The main goal of any
organization is to influence policies that affect the
members of the organization. This influence is usually
in the form of political activities carried out by politi-
cians and lobbyists.

Professional organizations that can deliver
large numbers of votes have a powerful means of in-
fluencing politicians. The use of the collective source
of power contains elements of reward, coercive, ex-
pert, and even referent sources. Each source may
come into play at one time or another.

How to Increase Power in Nursing
Despite some feelings of powerlessness, nurses re-
ally do have access to some important, and rather
substantial, sources of power. What can nurses, 
either as individuals or as a group, do to increase
their power?

14 U n i t  1 The Growth of Nursing
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Kasey is an RN who has worked on the busy surgical unit of a large city hospital
for the past 6 years. As one of three RNs on the unit’s day shift, she often serves
as the charge nurse when the assigned charge nurse has a day off. She is hard
working, caring, and well organized and provides high-quality care for the often
very unstable postoperative clients they receive on a daily basis.

About 2 weeks ago, Kasey’s mother was admitted for a high-risk surgical
removal of a brain tumor that was not responding to chemotherapy or radiation
therapy. The surgery did not go well, and Kasey’s mother was admitted to the
surgical unit after the procedure. During the past 2 weeks, she has shown a grad-
ual but steady decline in condition and is no longer able to recognize her family,
speak, or do any self-care. It is believed she will probably not live more than an-
other week.

Per hospital policy, Kasey is not assigned to care for her mother; how-
ever, during her shifts, Kasey is spending more and more time with her mother,
sometimes to the detriment of her assigned clients. She is also beginning to make
more demands on the unit nursing staff, often overseeing their care and request-
ing that only certain nurses care for her mother. One of the other nurses on the
unit suggested that Kasey’s mother be moved to a less specialized unit. When
Kasey heard about the suggestion, she became livid and loudly scolded the nurse
for her insensitivity in the middle of the nurses’ station.

Questions for Thought

1. Is the practice of not allowing nurses to provide care for their relatives evi-
dence-based or accustomed practice?

2. Identify the steps in making this policy evidence based.
3. Do you think nurses should be allowed to care for relatives? Why? Why not?

I s s u e s  i n  P r a c t i c e
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Professional Unity
Probably the first, and certainly the most important,
way in which nurses can gain power in all areas is
through professional unity. The most powerful
groups are those that are best organized and most
united. The power that a professional organization
has is directly related to the size of its membership.
According to the ANA, there are approximately 
2.7 million nurses in the United States. It is not diffi-
cult to imagine the power that the ANA could have 
to influence legislators and legislation if all of those
nurses were members of the organization rather than
the 250,000 who actually do belong. This point—
that nurses need to belong to their national nursing
organization—cannot be emphasized enough.

Political Activity
A second way in which
nurses can gain power is
by becoming involved in
political action. Although
this produces discomfort
in many, nurses must 
realize that they are af-
fected by politics and 
political decisions in 
every phase of their daily
nursing activities.

The simple truth is that if nurses do not be-
come involved in politics and participate in important
legislation that influences their practice, someone
other than nurses will be making those decisions for
them. Nurses need to become involved in political ac-
tivities from local to national levels. The average legis-
lator knows little about issues such as clients’ rights,
national health insurance, quality of nursing care,
third-party reimbursement for nurses, and expanded
practice roles for nurses, yet they make decisions about
these issues almost daily. It would seem logical that
more informed and better decisions could be made if
nurses took an active part in the legislative process.

Accountability and Professionalism
A third method of increasing power is by demon-
strating the characteristics of accountability and

professionalism. Nursing has made great strides in
these two areas in recent years. Nurses, through
professional organizations, have been working hard
to establish standards for high-quality client 
care. More important, nurses are now concerned
with demonstrating competence and delivering
high-quality client care through processes such 
as peer review and evaluation. By accepting 
responsibility for the care that they provide and 
by setting the standards to guide that care, nurses
are taking the power to govern nursing away from
non-nursing groups.

Networking
Finally, nurses can gain power through establishing
a nurse support network. It is common knowledge
that the “old boy” system remains alive and well in

many segments of our
seemingly enlightened
21st-century society. The
old boy system, which is
found in most large or-
ganizations, ranging
from universities to busi-
nesses and governmental
agencies, provides indi-
viduals, usually men,
with the encouragement,

support, and nurturing that allow them to move up
quickly through the ranks in the organization to
achieve high administrative positions. An impor-
tant element in making this system work involves
never criticizing another “old boy” in public, even
though there may be major differences of opinion
in private. Presentation of a united front is ex-
tremely important in maintaining power within this
system. Nursing and nursing organizations have
never had this type of system for the advancement
of nurses.

Part of the difficulty in establishing a nurse
support network is that nurses have not been in high-
level positions for very long. The framework for a sup-
port system for nurses is now in place; with some
commitment to the concept and some activity, it 
can grow into a well-developed network to allow the
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By demonstrating their knowledge of 
the client’s condition, recent laboratory
tests, and other elements that are vital to
the client’s recovery, nurses demonstrate
their expert power. This knowledge may
increase the amount of respect they are
given by physicians.
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brightest, best, and most ambitious people in the 
profession to achieve high-level positions.16

Future Trends in the Nursing Profession
Clearly, it would be difficult to make an airtight case
for nursing as a profession. Yet nursing does meet
many of the criteria proposed for a profession. Al-
though it would probably be most accurate to call
nursing a developing or
aspiring profession, for
the purposes of this book,
nursing will be referred to
as a profession. Only
when nurses begin to
think of nursing as a pro-
fession, work toward rais-
ing the educational
standards for entry level,
and begin practicing independently as professionals
will the status of profession become a reality for nurs-
ing. The movement of any discipline from the status
of occupation to one of profession is a dynamic and
ongoing process with many considerations.

Experts now predict a severe shortage of 
professional nurses, ranging from 200,000 to 800,000,
by the year 2025. In the past, the way that nursing

shortages were handled was to use a quick-fix method
of producing more nurses in a shorter period of time
by reducing the educational requirements. The cur-
rent nursing education system is producing approxi-
mately 40,000 graduates from diploma and associate
degree programs every year.10 Although this number
may help alleviate the nursing shortage, the more
critical question to ask is whether this level of educa-

tion is going to prepare
nurses to meet the chal-
lenges of a rapidly chang-
ing and demanding
health-care system.

As the national
employment picture 
continues to evolve for
registered nurses, from
bedside caregivers to 

coordinators of care, and as financial resources be-
come stressed, perhaps more nurses will begin to
look on what they do as a lifelong commitment.
Professional commitment is a complicated issue,
but little doubt exists that nurses will not have in-
creased independence of practice until they begin to
demonstrate that they are professionals committed
to the field of nursing.

C h a p t e r  1 The Development of a Profession 17

C o n c l u s i o n

Ongoing changes in the health-care system will have a
major impact on how and where nursing is practiced,
and even on who practices it. If nurses utilize their
tremendous potential power by banding together as 
a profession, they will be able to influence decisions
about the direction in which health-care is going. Sub-
sequently, nurses, rather than politicians, physicians,
hospital administrators, and insurance companies, will
be shaping the future of the nursing profession. The
move toward mandated staffing ratios is one way that
nurses are demonstrating their power to achieve a goal
when they band together and exert power as a group.

Nursing has taken great strides forward in
achieving professional status in the health-care 

system. Currently, many nurses accept the premise
that nursing is a profession and therefore are not
very concerned about furthering the process. Even
as nursing has matured and evolved into a field 
of study with an identifiable body of knowledge, 
the questions and problems that have plagued this
profession persist. In addition, advances in technol-
ogy, management, and society have raised new
questions about the nature and role of nursing in
the health-care system. Only by understanding 
and exploring the issues of professionalism will
nurses be prepared to practice effectively in the
present and meet the complex challenges of the 
future.

Probably the first, and certainly the
most important, way in which nurses
can gain power in all areas is through
professional unity. The most powerful
groups are those that are best organized
and most united.

“
”
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C r i t i c a l  T h i n k i n g  E x e r c i s e s
• Distinguish between an occupation and a profession.
• Is nursing a profession? Defend your position.
• Discuss four ways in which nursing can improve its professional status.
• Name the three sources of power to which nurses have the most access. 

Discuss how nurses can best use these sources of power to improve nursing,
nursing care, and the health-care system.

18 U n i t  1 The Growth of Nursing
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K
UNDERSTANDING OUR HISTORY

nowledge about the profession’s past can help us understand how
nursing developed and even suggest solutions to problems that face the
profession today. Several threads run throughout the history of nursing,
including society’s beliefs about the causes of illness, the value placed
on individual life, and the role of women in society. The wars of mod-
ern history have also had a significant impact on nursing, particularly
in influencing the development of technology and guiding the direction
of health care. This chapter is not a treatise on the history of health care
and nursing but presents some key historical milestones and individu-
als that helped to form the foundations of health and nursing care.

ORIGINS OF NURSING

According to the American Nurses Association (ANA), the modern
definition of nursing is the protection, promotion, and optimization of
clients’ health and abilities, the prevention of disease and illness, and
the alleviation of suffering through the diagnosis and treatment of
human response to disease and injury. This comprehensive and modern
definition of nursing was only arrived at after centuries of development.
However, one of the common elements seen throughout the history of
nursing is the belief that by providing care to the ill and injured, includ-
ing individuals, families, and communities, optimal health and quality
of life could be restored or maintained. 

Joseph T. Catalano

Historical Perspectives

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain why studying the history
of health care and nursing is im-
portant to the nursing profession

• Name three “historical threads”
found in the study of nursing
history and discuss why they
are important

• Discuss Christian influences on
health care and nursing

• Discuss the influences of the
Renaissance and Reformation
on health care and nursing

• Describe the major changes in
health care and nursing that 
occurred during and immediately
after World War II

• Identify key historical persons
who advanced the profession of
nursing
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Before Nursing
Current nursing practice is a relatively recent devel-
opment. The major concern of most early civiliza-
tions was the survival of the group, and because
illness and injury threatened this survival, many
primitive health-care practices grew from processes
of trial and error. In prehistoric times, women tended
to care for the ill and injured. Evil spirits were
thought to be the cause of illness, and the medicine
men and women who practiced witchcraft were 
considered religious figures.

Driving Out Demons
In ancient Eastern civilizations, starting from about
3500 BC, health care was intertwined with religion.
Taoism emphasized balance and the driving of
demons out of the ailing body. Acupuncture devel-
oped over the next several thousands of years, and
medicinal herbs were used in preventive health care.

In Southeast Asia, Hinduism emphasized
the need for good hy-
giene, and written records
would soon chronicle a
number of surgical proce-
dures. This was also the
first culture to document
medical treatment outside
the home, although
women were prohibited
from working. The rise 
of Buddhism around 530 BC caused a surge in inter-
est in health care, with the development of public
hospitals, the requirement of high standards for
doctors and other hospital workers, and an empha-
sis on hygiene and prevention of disease. The 
development of medical knowledge was somewhat
hindered by the refusal of physicians to come in
contact with blood and infectious body secretions
and the prohibition against dissection of the 
human body.

Ancient Sciences
During the same period, the ancient Egyptians’ 
belief that all disease was caused by evil spirits 
and punishing gods was changing. Health-care
providers from that time showed a well-developed
understanding of the basis of disease. Writings
from 1500 BC refer to surgical procedures, the 
role of the midwife, bandaging, preventive care, 

and even birth control. Women enjoyed a higher
status in Egyptian society and even worked in 
hospitals.1 Physicians, however, were still men, 
who served in multiple roles as surgeons, priests,
architects, and politicians.

The Babylonian Empire, united in 2100 BC,
was a civilization that focused on astrology. Its
health-care practices included special diets, massage
therapy, and rest to drive evil spirits from a body.
People would go to the marketplace to seek advice
on how to treat their ailments. During the height of
the empire, strict guidelines governed doctors’ fees
and responsibilities in medical practice. There is also
evidence from this period of child care and treat-
ment of some diseases, but most care still took place
in the home.

By 1900 BC, the Hebrews had formed a 
nation along the Mediterranean and adopted many 
of the health practices of their neighbors. They inte-
grated elements of the Egyptian sanitary laws to form

the Mosaic Code of Laws
which, as in many other
cultures, mixed religion
and medicine. Caring for
widows, orphans, and
other strangers in need
was part of daily life. 
Hebrews had good knowl-
edge of anatomy and 
physiology, especially the

circulatory system. Physician-priests routinely 
performed operations such as cesarean deliveries
(named later by the Romans), amputations, and cir-
cumcisions. They also enforced rules of purification,
performed sacrifices, and conducted rituals related to
food preparation.

C h a p t e r  2 Historical Perspectives 21

What Do You Think? ?Is the study of history really necessary for nursing students?
Why or why not?

The Father of Medicine
Ancient Greek culture focused on appeasing the gods,
and its medical practice was no exception. The god
Apollo was devoted to medicine and good health. The
Greeks performed sacrifices to appease the gods and
practiced abortion and infanticide in an attempt to

The major concern of most early civi-
lizations was the survival of the group,
and because illness and injury threat-
ened this survival, many primitive
health-care practices grew from
processes of trial and error.

“
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control the population. People took hot baths at spas
to improve health, but the sick and injured were
cared for at clinics. Although women were held in
high esteem, they were not permitted to provide any
health care outside the home.

Around 400 BC, the writings of Hippocrates
began to change medical practice in Greece. One of a
roving group of physician-priests, Hippocrates was
called “the father of medicine.” His beliefs focused on
harmony with the natural law instead of on appeasing
the gods. He emphasized treating the whole client—
mind, body, spirit, and environment—and making
diagnoses on the basis of symptoms rather than on 
an isolated idea of a disease. He was also concerned
with ethical standards for physicians, expressed in 
the now-famous Hippocratic Oath. (See http://www
.medterms.com/script/main/art.asp?articlekey=20909 
for a copy of the oath.)

Health Care in the Roman Empire
Ancient Romans clung to superstitions and poly-
theism as the foundations for medical and religious
practices. The dominant Roman Empire ruled from
around 290 BC and absorbed useful elements of
whatever culture it conquered—including the
Greeks and Hebrews. The Romans developed quite
an advanced system of medicine and a pharmacol-
ogy that included more than 600 medications de-
rived from herbs and plants. Roman physicians
were eventually able to distinguish among various
conditions and performed many surgeries. They
also did physical therapy for athletes; diagnosed
symptoms of infections; identified job-related dan-
gers of lead, mercury, and asbestos; and published
medical textbooks.

The Romans’ advances in creating an 
unlimited supply of clean water through aqueducts
were critical in maintaining the good health of the
citizens, as were central heating, spas and baths,
and more advanced systems for sewage disposal. 
Because the great Roman armies were so crucial to
the empire, they developed early hospitals to care for
sick and injured soldiers. These were mobile and were
staffed by female and male attendants who performed
duties that would today be thought of as nursing care:
Cleaning and bandaging wounds, feeding and clean-
ing clients, and providing comfort to the wounded
and dying. In many ways, women enjoyed an equal
place in society, and they provided home health care
and midwifery.

Early Efforts at Nursing
Although caring for the ill and injured had become
an established element in most early societies, the
concept of a special group to provide this care
evolved some time later. The concept of “nurse” grew
primarily from the care provided by Christian orders
of nuns who were solely dedicated to the care of the
sick and dying. Even today, these early roots are re-
flected in Great Britain, where nurses are still referred
to as “sisters.”

The Sanctity of Life
The rise of Christianity, starting from AD 30, brought
with it a strong belief in the sanctity of all human life.
Christians considered practices such as human sacri-
fice, infanticide, and abortion—which had been com-
mon in Roman society—to be murder. Following the
teachings of Jesus meant that caring for the sick,
poor, and disadvantaged was of primary importance,
and groups of believers soon organized to offer care
for those in need.

Early writings of the Christian period record
women’s important role in ministering to the sick
and providing food and care for the poor and home-
less. Wealthy Roman women who had converted to
Christianity established hospital-like institutions and
residences for these caregivers in their homes. The
term nurse is thought to have originated in this 
period, from the Latin word nutrire, meaning to
nourish, nurture, or suckle a child. The majority of
care was still provided by a family member in the
home. Most early Christian hospitals were roadside
houses for the sick, poor, or destitute who were cared
for by male and female attendants alike. The atten-
dants learned from a process of trial and error and
from observing others.

22 U n i t  1 The Growth of Nursing
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A Time of Disease
The Dark Ages, from roughly AD 500 to 1000, were
marked by widespread poverty, illness, and death.
Plagues and other diseases such as smallpox, leprosy,
and diphtheria ravaged the known world and killed
large segments of populations. Health care at this
time was almost nonexistent.

However, the strong beliefs of the Catholic
Church, which was based in Rome, produced monas-
teries and convents that became centers for the care
of the poor and the sick. By AD 500, there were 
several religious nursing orders in what is today 
England, France, and Italy. Men and women worked
there and also traveled to rural areas where they were
needed, combining religious rituals with home reme-
dies and providing treatments such as bandaging,
cautery, bloodletting, enemas, and leeching. The
biggest contribution to health care in this period may
have been the insistence on cleanliness and hygiene,
which lessened the spread of infections. Medieval
nurses did not have any formal schooling but learned
through apprenticeships
with older monks or nuns.
Eventually hospitals came
to be built outside of
monastery grounds. 
Secular orders were also
established, which could
provide a wider range of
services to the sick because they were not limited by
religious restrictions and obligations.

Early Military Hospitals
At the end of the Dark Ages, there was a series of 
holy wars and invasions, including the Crusades,
which produced many sick and injured who were far
from home. Military nursing orders developed to care
for the soldiers, but these were made up exclusively of
men who wore suits of armor to protect themselves
and their hospitals against attacks. These orders, with
the emblem of the Red Cross, were extremely well 
organized and dedicated, and they existed well into
the Renaissance.

Development of the Modern Nurse
It is hard to argue with the fact that technology 
and scientific advancements have changed the 
way nurses practice in today’s society. However,
technological advancements both solve and create
problems. Nurses have proven themselves to be

highly resourceful in dealing with issues related 
to technology. Current society readily accepts tech-
nology and scientific breakthroughs; however, 
earlier religion-based societies had more difficulty
moving forward with these developments, which
were sometimes seen as works of Satan. The Renais-
sance developed into a battle between progressive
thinkers and a very conservative governance struc-
ture that resisted change. 

Health Care in the Renaissance
In the intellectual reawakening of the Renaissance in
Europe, starting in about 1350, nursing emerged in a
recognizable form, although it did not grow steadily
as a profession during this period. Inventions from
this time include the microscope and thermometer,
but the use of more modern diagnoses and treat-
ments was viewed with skepticism. Monastic hospi-
tals still regarded the restoration of health as
secondary to the salvation of the soul. Major political
changes initiated by the Protestant Reformation in

1517 had the greatest effect
on the health care of the
period. In Catholic nation-
states, including Italy,
France, and Spain, health
care remained generally
unchanged from that of

the Middle Ages, although the number of male nurs-
ing orders gradually decreased. By 1500, the majority
of health care was provided by female religious 
orders.
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What Do You Think?

?Imagine yourself living in one of the historical periods dis-
cussed in this chapter. Given your or your family’s health-
care problems, how would your lives be different?

A Nursing Hierarchy
In the nation-states that broke away from the
Catholic Church, such as England, Germany, and the
Netherlands, health care soon degenerated to a con-
dition even worse than that of the Middle Ages. The
role of women was reduced under Protestant leader-
ship, and the male nurse all but disappeared. Secular
nursing orders gradually took over the duties of the
many substandard hospitals that had been established
in metropolitan areas. The most famous of these was
the Sisters of Charity, established in 1600.

The term nurse is thought to have origi-
nated in this period, from the Latin
word nutrire, meaning to nourish, 
nurture, or suckle a child.

“
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These orders were the first to establish a
nursing hierarchy. Primary nurses were called sisters,
and those assisting them were called helpers and
watchers. At this time, people began to recognize the
benefit of skilled nursing care. The first nursing text-
books appeared, and the use of midwives became
widespread. Although hospitals were gaining impor-
tance, most clients still received health care at home.

The Industrial Revolution (1760–1840) caused
a flood of people throughout Europe to move from
rural areas into cities, and cramped living situations
caused very bad health conditions and the spread of
disease and plagues. Factory owners supported some
forms of health care to keep their workers on the job,
and this led to an early form of community health nurs-
ing. The Sisters of Charity expanded their care to in-
clude home care. Only a few male nursing orders
survived the Protestant Reformation and Industrial
Revolution. Several non-Catholic nursing orders were
founded, including the one by the famous Quaker, 
Elizabeth Fry, who established the Society of Protestant 
Sisters of Charity in London in 1840, which provided
training to nurses who cared for the sick and poor, 
including prisoners and children.

NURSING IN THE UNITED STATES

Five hospitals existed in America before the Revolu-
tionary War that housed the homeless and the poor and
included rudimentary infirmaries. However, there were
no identifiable groups of nurses for these infirmaries.2
Health care in America at this time reflected that of the
European countries from which the settlers had come.
Infant mortality rates were very high, ranging between
50 and 75 percent. One of the first schools of nursing
was established in 1640 by the Sisters of St. Ursula in
Quebec, and Spanish and French religious orders
would establish hospital-based training schools in the
New World over the next 100 years.

In Colonial Times
During the Revolutionary War, there was no organ-
ized medical or nursing corps, but small groups of
untrained volunteers cared for the wounded and 
sick in their homes or in churches or barns. In 1751,
Benjamin Franklin founded Pennsylvania Hospital,
the first U.S. hospital dedicated to treating the sick.

Between the Revolutionary and Civil Wars,
health care in the United States increased markedly

with the influx of religious nursing orders from Europe.
More early schools of nursing developed at this time.
Despite the rapid increase in the number of hospitals,
most nursing care was still given at home by family
members. Hospitals were considered a last resort and
still had very high mortality rates.

When the States Went to War
The Civil War caused more death and injury than any
war in the history of the United States, and the demand
for nurses increased dramatically. Women volunteers
(as many as 6000 for the North and 1000 for the South)
began to follow the armies to the battlefields to provide
basic nursing care, although many of them were un-
trained. Navy Nurses, the American Red Cross, and the
Army Nurse Corps all date from this period. Large
numbers of women came out of their homes to work 
in the hospitals, and a number of African American
volunteers in the North paved the way for others to
enter the health-care field in the future.
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Technological developments in the 19th
century included medications such as morphine and
codeine for pain and quinine to treat malaria. The ar-
rival of 30 million immigrants in this century meant
that the need for health care increased accordingly.

3972_Ch02_020-037  29/12/14  11:41 AM  Page 24



Hospitals sprang up, and many instituted their own
schools of nursing. Still, home care was the preferred
type of nursing.

After 1914
Nursing and nurses still had a very negative image prior
to the beginning of World War I. Their primary duties
were to carry out the orders of physicians, clean, cook,
and empty bedpans. Most of the duties carried out by
physicians would fall well within the current-day scope
of practice for nurses. However, in the face of the large
numbers of injured produced in World War I, nurses’
roles rapidly expanded and they began to be recognized
for their skills in providing care and saving lives.

Untrained Nurses
At the beginning of World War I, there were only
about 400 nurses in the Army Nurse Corps, but by
1917, that number had swelled to 21,000. Because
many hospitals were recruiting untrained women to
provide basic care, a committee on nursing was
formed to establish standards, and eventually the Red
Cross began a training
program for nurse’s aides.
This was supported by
physicians but opposed by
many nursing leaders who
were concerned that it 
relegated nursing to “women’s work,” which would
be seen as something anyone could do with minimal
training. Because nurse’s aides were a cheap source of
labor, they began to replace more trained nurses in
hospitals. Unfortunately, this also resulted in a lower
quality of care.

Between Wars
After the war, a segment of the nursing profession
began to focus on improving the educational standards
of nursing care. At the time, 90 percent of nursing care
was still given at home, but nurses began to practice in
industry and in branches of government outside of the
military. The standards of nursing care were low, and
external quality controls were nonexistent.

The Great Depression took its toll on health
care and nursing, as jobs became scarce and many
nursing schools closed. At this time, the federal gov-
ernment became one of the largest employers of
nurses. The newly organized Joint Committee on
Nursing recommended that jobs go to more qualified
nurses and that the workday be reduced from 12 to 

8 hours, although these measures were not widely 
implemented. During this period, hospitals became the
primary source of health care, supported by hospital
insurance programs. As the size of hospitals increased,
more nursing jobs became available.

Establishing Standards
World War II produced another nursing shortage,
and in response, Congress passed the Bolton Act,
which shortened hospital-based training programs
from 36 to 30 months. The new Cadet Nurse Corps
established minimum educational standards for nurs-
ing programs and forbade discrimination on the basis
of race, creed, or sex.2 Many schools revised and im-
proved their curricula to meet these new standards.

To encourage more nurses to enter the 
military, the U.S. government granted women full
commissioned status and gave them the same pay as
men with the same rank. By the end of the war,
African American and male nurses were also admit-
ted to the armed services.

Modern Times:
Emerging Specialties
The single largest transfor-
mation of the practice of
nursing occurred during
World War II. Navy and

army nurses had such a positive image that it attracted
more volunteers than any other occupation at the time.
Nurses were revered as selfless heroes under fire in sev-
eral movies produced during the war. Even nurses cap-
tured by the Japanese were allowed to keep practicing
because their role was so highly respected. On the bat-
tlefields and at rear area hospitals, they often worked
together with untrained care providers and physicians,
thus initiating the concept of a health-care team.

A Team of Nurses
The advancements in health care made during World
War II required that nurses receive more highly 
specialized education to meet clients’ unique needs.
After the war, many nurses left the profession to raise
families, and the spaces were filled by graduates of
new programs that trained licensed practical nurses
(LPNs) and licensed vocational nurses (LVNs) in just
1 year. At this time, the concept of team nursing
came to be widely accepted, although it removed 
the registered nurses (RNs) from direct client care,
requiring them to serve as team leaders.
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Medieval nurses did not have any formal
schooling but learned through apprentice-
ships with older monks or nuns.“ ”
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A Growing Need
Technical nursing programs, which granted associate
degrees (associate degree nurse [ADN]) at 2-year
community colleges, were developed to help with the
nursing shortage. With the baby boom, the need for
nurses continued to grow, and what had been a
quick-fix solution began to take a stronger hold. By
the mid-1960s, ADNs outnumbered the nurses with
baccalaureate degrees (BSN) and the technical LPNs.
Also, ADNs won the right to take the same licensing
examinations as RN graduates from diploma and
BSN programs.

Still, as the health-care system became in-
creasingly complicated, some nursing leaders ques-
tioned whether 1- or 2-year LPN and ADN programs
were adequate to meet the needs of the profession.
Slowly, the number of BSN programs and graduate-
level programs began to increase.

Vietnam: Traveling Hospitals
The mobile army surgical hospital (MASH) units
that had been developed
during the Korean War
were replaced during the
Vietnam War with med-
ical unit, self-contained
transportable (MUST)
hospitals, which were
staffed by nurses and
physicians. Some 5000
nurses served in this war, and for the first time,
graduates of 2-year ADN programs were commis-
sioned into the armed services. Several navy nurses
were injured in the line of duty, and one army
nurse was killed. The efforts of these and other
women who served are recognized at the Vietnam
Women’s Memorial in Washington, dedicated 
in 1993.

THE EVOLUTION OF SYMBOLS IN NURSING

All professions have symbols that are easily identi-
fied and connected with the work and services they
provide. In the past, when most of the population
was illiterate, these were helpful in distinguishing
one professional from another. In modern society,
the symbols connect the professions to their histori-
cal roots and provide the philosophical basis for the
work they do.

The Lamp
The simple definition of a lamp is a device that pro-
vides a continuous source of light for an extended 
period of time. The first evidence of lamp use can be
traced back to 10,000 BC, when a hollowed out stone
with oil residue was found in a cave. Early variations
on the oil lamp included seashell lamps and coconut
lamps. Since then, technology has advanced lamps to
clay bowls, pottery, and various types of metals.

Pushing Back Darkness
The significance of the lamp is really the significance
of light. Its origins can be traced back to the first at-
tempts of human beings to control fire and use it as a
tool of survival. These early humans soon found that
fire was a source of warmth on cold nights, kept wild
animals from attacking, and was useful for cooking.

Light, first in the form of torches and can-
dles and later in the form of the oil lamp, has been
used by human beings for thousands of years to push
back the darkness of night. It dispelled fear and 

allowed people to pursue
learning long after the sun
went down.

The lamp has long
been used as a religious
symbol. It often represents
the eternal flame that dis-
pels darkness and evil.
Commonly found in Chris-

tian symbolism is the “Lady of Light,” often depicted as 
radiant and glowing brightly and filled with goodness,
purity, and wisdom. The lamp can also represent the
flame of life, eventually extinguished by death.

As schools and universities developed dur-
ing the Middle Ages, many adopted the lamp as a
symbol of learning. The burning of the lamp signified
the continual seeking of knowledge. It also symbol-
izes the enlightenment that accompanies knowledge.
The coats of arms or logos used by many universities
contain the image of a lamp.

A Sign of Caring
The lamp was first introduced as a symbol for the nurs-
ing profession at the time of Florence Nightingale. In
addition to her fame as an early health-care reformer
and pioneer, she became well known for her role in
caring for injured soldiers during the Crimean War.
She made history when she took her 38 nurses to
Turkey to try to improve the squalid, filthy conditions
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Large numbers of women came out of
their homes to work in the hospitals, 
and a number of African American 
volunteers in the North paved the way
for others to enter the health-care field
in the future.

“
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she found in the primitive British field hospitals. As
Nightingale and her nurses made their night rounds,
caring for the wounded in unlit wards, they carried oil
lamps to light the way. For the wounded and suffering,
these lamps became signs of caring, comfort, and often
the difference between life and death.

Nightingale’s lamp was not the often-depicted
“genie” or “Aladdin’s” lamp. Rather, Nightingale 
would have used one of the many lamps in circulation
around the wards, picking up whichever was closest at
hand—an ordinary camp lamp or a Turkish candle
lantern. She later became immortalized as the “lady
with a lamp” in a poem written by Longfellow (“Santa
Filomena”). In our modern society, oil lamps are
sometimes used for atmosphere or nostalgic re-
minders of the past, although when the power goes
out, they can be very handy. However, for graduate
nurses, the lamp, or its close cousin the candle, re-
tains its significance as a symbol of the ideals and 
selfless devotion of Florence Nightingale. It also 
signifies the knowledge and learning that the gradu-
ates have attained during their years in the nursing
program. Even though the
nursing graduates may 
not physically carry an oil
lamp during pinning cere-
monies, they symbolically
carry the brightly burning
lamp of their care and de-
votion as they minister to the sick and injured in their
nursing practice.

The Nursing Pin
Unlikely as it may seem, the modern nursing pin can
trace its origins to the heavy protective war shields
used by soldiers as far back as the Greek and Roman
Empires. The primary purpose of these shields was to
protect the warriors from the spears, swords, and ar-
rows of the opposing army. Adorned with the em-
blems of the soldier’s country and his particular unit
in the army, these ancient war shields also served as a
quick way to distinguish friend from foe.

During the Crusades, the Knights Hospi-
tallers were formed to provide medical care for the
wounded and sick. The Knights wore black tunics over
their armor, carried no weapons, and wore a white
Maltese cross on chains around their necks. Those
wearing this cross became known for their skills in
treating the injured and healing the wounded. Since
that time, the Maltese cross has been recognized as a

symbol of those who care for the sick. Although large
by today’s standards, the Maltese cross is often consid-
ered the first true nursing pin.

The shields of some medieval knights were
painted with the coats of arms of the kings they were
defending. Only the best knights, recognized for their
skills in battle, strength, honesty, and dedication to
the service of the king, were permitted to use the
king’s coat of arms on their shields. The coat of arms
displayed to the world the characteristics by which
the king wished to be known. A classic example is the
symbol of the lion, found on the shields of the knights
who served King Richard the Lionheart, which indi-
cated the king’s fearlessness and power.

Similarly, during the Middle Ages when
most of the population was illiterate, tradesmen
and craft guilds began adopting symbols as pictorial
representations of their services, skills, and crafts.
Modern companies use trademarks and brand
names in the same way today. Medieval schools and
universities also began using symbols to represent
their values and goals. The modern practice of

“branding the university,”
or adopting an official
symbol or logo for the
school, can be traced back
to these early practices.
These symbols were em-
bossed on clothing, but-

tons, badges, and pins that were worn by members
of the group. Also traceable to this time in history
are the “shields” and badges worn by firefighters
and law enforcement officers. Although these
shields offer little in the way of protection from ar-
rows and spears, they symbolize official authority
and identify the wearer as belonging to a unique,
specially trained group.

The first modern nursing pin is attributed 
to Florence Nightingale. After receiving the medal 
of the Red Cross of St. George from Queen Victoria
for her selfless service to the injured and dying in the
Crimean War, Nightingale chose to extend the honor
she had received to her most outstanding graduate
nurses by awarding each of them a “badge of excel-
lence.” The badge or pin she designed for her school
is a deep-blue Maltese cross (Fig. 2.1). In the center 
of the cross is a relief image of Nightingale’s head. 
As the number of nursing schools increased, each
program designed a unique pin to represent its own
particular values, philosophies, beliefs, and goals.
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The Civil War caused more death and
injury than any war in the history of 
the United States, and the demand 
for nurses increased dramatically.
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The pinning ceremony is part of a long tradi-
tion that acknowledges nursing graduates as belonging
to a unique group and identifies them as new members
of the health-care community. The historical origins 
of the pin remind nursing professionals of what it 
symbolizes. Like the badge worn by law enforcement
officers, it is also a sign of their legal authority as 
licensed professionals. Nursing graduates wear their
pins proudly in the work setting as evidence of their
successful completion of the nursing program.

Question for Thought

Obtain a picture of your nursing school’s pin.
What do the various symbols on the pin signify?

The Cap
It is rare to see a nurse wearing the traditional “nurs-
ing cap” in today’s modern hospitals. However, the
cap has a long, rich history. Although it may seem
sexist by today’s standards, throughout much of his-
tory, women were required to keep their heads cov-
ered with some type of garment. This practice was
prevalent in the early Hebrew, Greek, and Roman
cultures that served as the roots for modern Western
society and the current profession of nursing.

A Symbol of Service
The origins of what we identify as modern nursing
can be traced back to an early Christian era group

of women called deaconesses. Deaconesses were set
apart from other women of the period by their
white head coverings, which indicated that their
primary service was to care for the sick. Originally
this head covering was more like a veil that nuns
wear, but after the Victorian era, it evolved into a
cap. During the early centuries of Christianity,
groups of deaconesses banded together and formed
what later became the religious orders that were so
prevalent in the Holy Roman Empire. The former
deaconesses, now recognized as religious order
nuns, remained the primary providers of care for
the sick throughout the Middle Ages. The tradi-
tional garb of nuns, the long-robed habit with the
wimple or veil, can be considered the first official
nurse’s uniform. Each religious order had its own
unique style of habit and wimple. The order the
nun belonged to could be easily identified from the
habit or veil she was wearing.

Religious orders continued to be the primary
source of care for the sick well into the 19th century.
However, as the Industrial Revolution progressed and
the concept of the modern hospital developed, the
care of the sick moved away from religious orders to
care by laypeople who did not wear the nun’s robe
and veil.

By the time Florence Nightingale trained at
the Institute of Protestant Deaconesses in Germany, 
the veil had evolved into a white cap that signified
“service to others.” However, Florence Nightingale
lived and practiced nursing during the Victorian
era, which required “proper” women to keep their
heads covered. The nursing cap Florence Nightin-
gale wore was similar to the head garb worn by
cleaning ladies of the day. It was hood shaped with
a ruffle around the face and tied under the chin
(Fig. 2.2). This early cap served multiple purposes.
It met the requirements of the times for women to
keep their heads covered; it kept the nurse’s long
hair, which was fashionable during the Victorian
era, up and off her face; and it kept the hair from
becoming soiled.

A Cap for Every School
In the United States, the first standardized nursing
cap is generally attributed to Bellevue Training
School in New York City around 1874. The cap’s 
primary purpose was to keep the nurse’s long hair
from getting in the way, but it also identified nurses
who had graduated from Bellevue. The Bellevue cap
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covered the whole head to just above the ears and re-
sembled a modern knitted ski hat, except for being
white linen with a rolled fringe at the bottom.

As the number of nursing schools increased,
there was a corresponding increase in the need for
unique caps. Each nursing school designed its own
cap. Nursing caps became very frilly, elaborate, and
sometimes large and unwieldy. Some caps adopted
the upside-down ice cream cone shape, similar to 
the cloth cone through which ether was given as 
an anesthetic. By looking at the cap, a person could
still determine the school from which the nurse
had graduated.

Traditionally, in the 3-year hospital-
based schools of nursing, there were two separate 
ceremonies—one for capping and one for pinning.
The capping ceremony usually took place after the
student completed the initial 6 months of classroom
education, which was considered the probationary
period of the program. Capping indicated that the
student was now off probation and that she had
earned the right to wear the cap during clinical rota-
tions in the hospital.

During nursing school, the cap was also used
as a sign of rank and status. In the 3-year hospital-
based nursing schools, first-year students wore plain
white caps. Second-year students had a vertical black

band added to the edge of the cap, and third-year stu-
dents were given a second vertical black band. When
the student graduated, the vertical black bands were
removed, and a horizontal black band was placed
across the front of the cap.

Unchanging Values
As shorter hair became an acceptable style for women
in the 20th century, the nursing cap lost its function
of controlling long hair. However, it continued as a
status symbol and a source of pride and identity for
the graduates of nursing schools into the 1970s. As
technology increased in the health-care work envi-
ronment, the traditional nursing cap became more 
of an obstacle for nurses in the practice setting. Also,
research demonstrated that the cap, rather than pro-
tecting clients from infection by organisms from the
nurse’s hair, actually helped to colonize organisms.
By the 1980s, health-care facilities no longer required
nurses to wear caps as part of the uniform, and nurs-
ing schools eliminated the cap as a mandatory item 
of students’ uniforms.

Most nursing programs have eliminated
the capping ceremony as a throwback to an era that
was repressive to women. However, the nursing 
cap connects graduates to a rich and long history. 
It retains its significance, from the time of Florence
Nightingale, as a sign that the primary goal of nurs-
ing is “service to those in need.” The nursing cap is
a reminder of the unchanging values of wisdom,
faith, honesty, trust, and dedication. These values
are as important in today’s modern, technology-
filled hospitals as they were in the era when wash-
ing floors was a required basic nursing skill.
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F i g u r e  2 . 2 Florence Nightingale’s nursing cap 

What Do You Think?

?Does your nursing school have a unique nursing cap that
was used in the past? What is the symbolism of the cap’s
design?

NURSING LEADERS

The nursing profession as it is practiced today owes a
great deal to several outstanding nurses who had a 
vision for the future. The few discussed here are rep-
resentative of the great drive and dedication of the
many individuals who created change and influenced
the development of the nursing profession.
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Florence Nightingale (1820–1910)
Universally regarded as the founder of modern nurs-
ing, Florence Nightingale dedicated her long life to
improving health care and nursing standards. Raised
in England, Nightingale was considered highly edu-
cated for her time. Through travels with her family,
she became aware of the substandard health care in
many countries in Europe. In 1851, she attended a 
3-month nurses’ training program at the church-run
hospital in Kaiserswerth, Germany. She was im-
pressed with the program but believed this brief
training was insufficient. She later ran a private nurs-
ing home and realized that the only way to improve
health care was to educate women to be reliable,
high-quality nurses.3

Volunteering Under Fire
Plans to develop a school of nursing in England were
interrupted in 1854 by a cholera epidemic. Nightin-
gale volunteered her services and learned a great deal
about how to prevent the spread of disease. When the
Crimean War broke out that same year, she obtained
permission to take a group of 37 volunteer nurses
into the battlefield area. British medical officers ini-
tially refused their assistance, but as conditions wors-
ened, the nurses were admitted to the hospital.

After just 6 months of the nurses cleaning
and bandaging wounds, cooking, and cleaning the
wards, the mortality rate dropped from 42 percent to
2 percent.3 Nightingale expanded her reform to in-
clude supplies, a military post office, convalescent

camps for long-term recovery, and residences for sol-
diers’ families. She also began to help with the care
given at the front lines. At the height of her work in
the war, Nightingale supervised 125 nurses in several
large hospitals, and her accomplishments were recog-
nized by the Queen of England with an Order of
Merit, the highest award given to English civilians.
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What Do You Think? ?What would current nursing practice and nursing education
be like without the influences of Florence Nightingale?

A Health-Care Reformer
The war experience strengthened Nightingale’s con-
victions that nursing education required major 
reform. Believing that nursing schools should be run
by nurses and be independent of hospitals and physi-
cians, she advocated a program of at least 1 year that
included basic biological science, techniques to im-
prove nursing care, and supervised practice. She 
regarded nursing as a lifelong endeavor and felt that
nurses should be in direct contact with clients rather
than doing menial jobs such as cooking and cleaning.
She worked tirelessly for the reform of health care
and nursing and was appointed to many related com-
mittees and commissions. A prolific writer, she wrote
extensively about improving hospital conditions, san-
itation, nursing education, and health care in general.

Her famous Florence Nightingale School of
Nursing and Midwifery opened in 1860 and began to
train nurses, who were in great demand throughout
Europe and the United States. At this school,
Nightingale advocated health maintenance and the
concept that nursing was both an art and a science.
She taught that each person should be treated as an
individual and that nurses should meet the needs of
clients, not the demands of physicians.

The school flourished, although it faced
strong opposition from physicians who felt that
nurses were already overtrained. Many early gradu-
ates went on to become important nursing leaders.
Nightingale’s ideas were somewhat diluted during the
first half of the 20th century, but they have since
resurfaced and are now evaluated in the light of a 
rapidly changing health-care system.3
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Travel Nursing as a Career

As a nursing student, you may have heard of travel nursing or traveling nurses but
not really know what they are or if it might be something you would be interested
in as a career. Much like the recruitment posters for the armed services, “See the
World” seems to be an attractive slogan for those looking for new experiences
and adventure. However, there may be some drawbacks to travel nursing.

In general, travel nurse staffing companies require a BSN or higher de-
gree. This standard allows the nurses to meet any staffing requirements of individ-
ual facilities, and research has demonstrated good client outcomes. Travel nurses
differ from agency nurses in several ways. Travel nurses are usually committed to
working for a facility for a predetermined length of time, usually about 3 months.
To allow preparation for travel to the facility, they are scheduled for their time
about 2 months before their start date. Agency nurses generally work on a per
diem (by the day) basis and live near the facility. They work a few days at a time to
meet a short-term staffing need. Travel nurses provide more continuity of care and
fill in for long-term needs, such as extended illness, maternity leave, or even sab-
batical leave.

Travel nurses can select where they want to work and the time period of
the work schedule. They usually follow the schedule required by the facility but
have scheduled days off like other nurses. Their salaries tend to be higher, and,
depending on the company, the benefits may range from “bare bones” to what
regular staffers would receive at a large health-care facility. The staffing agency
also pays for the nurse’s license and housing costs. Staffing agencies have a
group of employees who support the nurse and act as liaisons with the facilities to
resolve any problems that may arise.

A nurse must be careful when selecting a travel nurse staffing company.
The nurse should investigate the company carefully, talk to other nurses it employs,
and examine the benefits closely. Generally, the larger the firm, the more locations
it serves and the better the benefits and support services. Some nurses use travel
nurse employment to research locations in which they may be interned and then
permanently relocate when they find the ideal location.

So, if you want to be a travel nurse, the opportunities are out there.
Travel nursing certainly provides a high degree of autonomy and control of your
schedule and career. One of the key elements reported by nurses for career satis-
faction is quality of life. The freedom of choice provided by travel nursing would
certainly fulfill that need.

I s s u e s  N o w

Sources: Nurses RX. AMN Health Care Company. Retrieved April 2013 from http://www.nursesrx.
com/; Travel Nursing: The Authority in Travel Nursing. Retrieved April 2013 from http://www.
travelnursing.com/
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Isabel Adams Hampton Robb (1860–1910)
Isabel Adams Hampton Robb started out as a
teacher in her home province of Ontario, Canada,
but in 1881 she went to New York City to train to be
a nurse. After graduation, she moved to Rome and
became a superintendent of a hospital there. She had
always focused on the academic rather than the clin-
ical side of nursing, but in Italy, her conviction grew
that nurses needed a solid theoretical education—a
belief that was not well accepted by the medical
community of the time. From that point on, she
dedicated her life to raising the standards of nursing
education in the United States, first as director of
the Illinois Training School for Nurses, a school that
was unique for its time in that it was university
based and emphasized academic learning. Some of
her unique ideas for the time were to develop and
implement a grading policy for nursing students
that required nurses to prove their abilities in order
to be awarded a diploma. She also advocated for the 
reduction of the long hours involved in training
nurses. She later headed the new Johns Hopkins
Training School for Nurses and would implement
her ideas there as well.4

Hampton Robb brought together leaders
from key nursing schools to form the American 
Society of Superintendents of Training Schools for
Nurses, and she served as its chairwoman. The
group was the precursor to the National League 
for Nursing, which was dedicated to improving the
standards for nursing education. In 1896, Hampton

Robb became the first president of a group for staff
nurses in active practice called the Nurses Associ-
ated Alumnae of the United States and Canada,
which would later become the American Nurses 
Association (ANA), dedicated to the improvement
of clinical practice.4 She later helped develop the
American Journal of Nursing, the first professional
journal dedicated to the improvement of nursing,
which is still the official journal of the ANA.

Lillian Wald (1867–1940)
Lillian Wald was raised in Ohio and graduated from
the New York Hospital Training School for Nurses in
1901. After working as a hospital nurse, she entered
medical school, but encounters with New York’s poor
and sick caused her to change direction. She instead
opened the Henry Street Settlement, a storefront health
clinic in one of the poorest sections of the city, which
organized nurses to make home visits, focusing on san-
itary conditions and children’s health.5 Wald became a
dedicated social reformer, an efficient fundraiser, and
an eloquent speaker. Although women still did not
have the right to vote, her political influence was felt
worldwide.

Under Wald’s auspices, Columbia Univer-
sity developed courses to prepare nurses for careers
in public health. Wald also advocated wellness educa-
tion, which the medical community did not value at
the time. However, the Metropolitan Life Insurance
Company saw the value in her beliefs and asked her
to organize its nursing branch. She is also credited
with founding the American Red Cross’s Town and
Country Nursing Service and with initiating the con-
cept of school nursing. In 1912, she founded and be-
came the first president of the National Organization
for Public Health Nursing. She was the first to place
nurses in public schools.5 Many child health and 
wellness programs in use today are based on her 
efforts. Current proposals for health-care reform
often include her ideas about public health nursing,
independent clinics, and health maintenance.
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What Do You Think?

?
Who is your favorite historical nursing leader? What are
some of that person’s characteristics that appeal to you? Is
there a current nurse or nurse educator who is a role model
for you? What are some of that person’s characteristics that
appeal to you?
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own nursing programs. Goodrich had demonstrated
that teaching theoretical information in a classroom
was just as important in training highly skilled nurses
as clinical practice. When the war was over, Goodrich
returned to the Henry Street Settlement and then be-
came a nursing educator, eventually serving as dean
at the Yale School of Nursing. Her many writings
about nursing education and her experiences with
military nursing have been a great contribution to the
nursing profession.7

Loretta C. Ford (1920– )
Credited with founding nurse practitioner (NP) prac-
tice, Loretta C. Ford was born in New York City. She
received her diploma in nursing from the Robert
Wood Johnson University Hospital in New Brunswick,
New Jersey. She held a staff nurse position there until
she accepted a commission as an officer in the U.S.

Army Air Force in 1943.
After the war, she was 
accepted into the Bachelor
of Science (BS) program 
at the University of Col-
orado College of Nursing.
She earned her BS in 1949
and her Master of Science
in nursing in 1951. Subse-
quently, she worked as a
public health nurse in
Boulder, Colorado, and
then for the Boulder
County Health Depart-
ment, where she served as

director from 1956 to 1958.8
Ford began her career in education in 1955,

when she was appointed assistant professor at the
University of Colorado College of Nursing in Denver.
She received her doctorate in education from the
University of Colorado in 1961 and became a 
professor in 1965. 

During her time at University of Colorado,
she began working with a pediatrician, Dr. Henry K.
Silver. Together, they noted that there was a severe
regional shortage of family care physicians and pedia-
tricians, particularly in the rural and underserved
areas of Colorado. In response, they came up with an
innovative approach to the health-care provider
shortage. They applied for and received a small grant
from the university in 1965, which led to the creation
of a demonstration project that focused on extending
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Lavinia Lloyd Dock (1858–1956)
Lavinia Lloyd Dock left her home in Pennsylvania in
1885 to attend New York’s Hunter-Bellevue School of
Nursing. Her contributions as a reformer focused on
the professionalization of nursing and the equality of
women.6 She noticed that many of her fellow students
struggled to learn about all the medications that were
becoming available, and she would later write the first
medication textbook for nurses. She worked along-
side Lillian Wald at the Henry Street Settlement and
Isabel Hampton Robb at Johns Hopkins Hospital.

Like Wald, Dock believed that poverty and
squalor contributed to poor health, and she dedicated
herself to social reform to address these problems.6
However, she soon learned that she was limited in her
influence because she was a woman, and she spent
most of her career dedicated to the pursuit of equal
rights. For 20 years, she lobbied legislators at all levels
about women’s right to
vote, believing that this
was the only way to influ-
ence social reform and
health care. An excellent
example of the diverse
ways that nurses can help
achieve higher-quality
health care, she is consid-
ered one of the most influ-
ential leaders in the early
20th century.

Annie W. Goodrich
(1866–1954)
Annie Goodrich provided nursing care at Lillian
Wald’s Henry Street Settlement in New York after 
receiving her nursing degree. She was known as an
outstanding nursing educator and ran a number of
nursing schools in New York. In 1910, she was 
appointed as state inspector of nursing schools, a 
position that up to that time had been held only by
physicians. After the U.S. Army asked her to survey
its hospital nursing departments, Goodrich proposed
that it organize its own nursing school. The school
opened later that year, with her as its dean, and this
school would serve as the model for others estab-
lished at army hospitals during World War I.

To respond to the need for nurses in the
war, Goodrich also established a nursing training
program at Vassar College. After the war, other col-
leges and universities slowly began to develop their

The war experience strengthened
Nightingale’s convictions that nursing
education required major reform. 
Believing that nursing schools should be
run by nurses and be independent of
hospitals and physicians, she advocated
a program of at least 1 year that in-
cluded basic biological science, tech-
niques to improve nursing care, and
supervised practice.

“

”
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the role of the nurse in the health-care community.9
It was so effective that they published their findings,
which later became the blueprint for an educational
curriculum for NPs. 

Soon after the pilot project was completed,
the University of Colorado started the first formal
NP program in the country. Initially, it was a cer-
tificate program for nurses with a baccalaureate 
in nursing degree. Ford believed that the nurse
practitioner philosophy should be to provide a 
holistic approach to the client’s health. Nurse prac-
titioners should focus on health, functionality, and
daily living, as well as give the client feedback on
how they are progressing.8

At first, the NP program prepared nurses 
in child and family care, educating clients in preven-
tive health. The program became extremely popular
and moved up to a master’s degree program. It also
expanded its focus to a broader population as it
grew, including caring for adults. Ford’s program 
educated NPs to integrate the traditional role of the
nurse with advanced medical training and commu-
nity health, thereby providing clients with high-
quality care and education not found in the traditional
health-care setting. 

NPs are found in every corner of the health-
care system today. There are over 150,000 NPs working
within the United States, and the number grows daily.
In many states, NPs can function independently and
provide services such as ordering, performing, and

interpreting diagnostic tests. They can diagnose and
treat acute and chronic conditions such as diabetes,
high blood pressure, infections, and injuries. In some
states they are legally permitted to prescribe medica-
tions independently. Although still receiving some 
resistance from physicians’ groups, NPs have trans-
formed both the health-care system and the profession
of nursing.8

Ford became the founding dean of the 
University of Rochester School of Nursing and di-
rector of the Nursing Service at the University Hos-
pital in 1972. The school now has nine specialty 
NP programs, including child psychiatry, which
helps fill a need for mental health services in rural
upstate New York.9 In 2003, she was awarded the
Blackwell Award (named for the first female doctor
in America) from Hobart and William Smith Col-
leges, which is given to a woman whose life exempli-
fies outstanding service to humanity. Among many
other accolades, she was inducted into the National
Women’s Hall of Fame in 2011 for being recognized
as an internationally renowned nursing leader 
who has transformed the profession of nursing and
made health care more accessible to the general
public. Ford is now retired and living in Florida;
however, she has remained involved with the 
University of Rochester School of Nursing. She still
consults and lectures on the historical development
of the nurse practitioner along with issues in ad-
vanced nursing practice and health-care policy.
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C o n c l u s i o n

Many of the problems and difficulties with today’s
health-care system, and those of nursing in particular,
are based in the historical development of the profes-
sion. Knowledge of these historical roots can help us
understand why the profession of nursing is the way
it is and even suggest solutions to problems that may
seem unsolvable. For example, nursing today appears
to be a profession with a high level of responsibility
but a low level of power.

How did this situation develop? What can be
done about it? A great deal of confusion exists about
the education of nurses, unlike the situation in other
health-care professions. Why does nursing have this
problem, and how can this confusion be addressed?
Those who belong to the nursing profession have a
responsibility not only to learn how these and other
conditions developed but also to relate that knowl-
edge to nursing’s possibility for growth in the future.
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Mrs. Lee, a 56-year-old high school teacher, had been “feeling something in her
eye” for 3 days. She visited the retail optometry store where she had purchased
her last pair of glasses. The optometrist at the store examined her and did not find
any foreign objects in her eye or scratches on her cornea. However, he felt that
the symptoms were serious enough to have Mrs. Lee visit the emergency depart-
ment (ED) at a local hospital.

At the hospital, the ED triage nurse assessed Mrs. Lee’s vital signs,
which were normal, and also gave her a basic eye examination for visual acuity.
The exam revealed 20/200 vision in the right eye and 20/30 vision in the left eye
(20/20 is normal).

The triage nurse had a second-year ophthalmology resident from the
hospital’s outpatient vision clinic examine Mrs. Lee. The resident examined both
eyes but extensively examined the right eye, which had the worse vision. He could
find no irregularities and sent Mrs. Lee home with eyedrops and an appointment
to see an ophthalmologist the next day. The ophthalmologist ordered a computed
tomography (CT) scan, which was taken the same day. He also sent Mrs. Lee
home with an appointment to see a neurologist the next day.

Mrs. Lee went home after the CT scan. She collapsed and died from a
ruptured cerebral aneurysm before the scan was read by the hospital radiology
department and before she could see the neurologist. The family filed a malprac-
tice law suit against the triage nurse, the physicians, and the hospital.

After a lengthy trial, the jury in the Supreme Court of Kings County, New
York, concluded that ED personnel committed negligence by failing to have the
client examined by a neurologist at admission to the ED. Expert witness testimony
convinced the jury that the great disparity in the vision between the two eyes was
a primary indicator of some type of brain problem. This should have been recog-
nized immediately by the nurse and ED staff, and a neurologist should have been
part of the team from the beginning. The jury awarded $2.15 million to the family.

Questions for Thought

1. Do you think there was any malpractice involved in this case? If yes, what is
its nature?

2. Should the triage nurse have noticed any abnormalities that might suggest
the condition was worse than an eye problem?

3. What would you have done differently in this case if you were the triage nurse?

I s s u e s  i n  P r a c t i c e :  C a s e  S t u d y

Source: Collazo v. NY Eye and Ear Infirmary, 2009 WL 1199357. Superior County Kings Court,
New York, March 18, 2009.
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1. Trace the history of your nursing school. Who were the leaders in the 

foundation of the school? Write a short biography for each one, listing 
their accomplishments.

2. If you know any elderly nurses, contact them and ask them if they would be
willing to talk to you about their practice. Develop an oral history of what they
experienced and compare it to nursing practice today.

3. Start a journal of your own experiences as a nursing student. Maintain this jour-
nal throughout your career. Make sure to include interesting instructors and
clients with whom you are in contact.
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F
CARING FOR REAL PEOPLE

or many nurses, and for most nursing students, the terms theory
and model evoke images of textbooks filled with abstract, obscure words
and convoluted sentences. The visceral response is often, “Why is this
important? I want to take care of real people!” The simple answer is that
understanding and using nursing theories or models will help you be a
better nurse and provide better care to real people.

DIFFERENCES BETWEEN THEORIES AND MODELS

What Is a Theory?
Although the terms theory and model are not synonymous, in nursing
practice they are often used interchangeably. Strictly speaking, a theory
refers to a speculative statement involving some element of reality that
has not been proved. For example, the theory of relativity has never
been proved, although the results have often been observed.

The nursing profession tends to use the term theory when 
attempting to explain apparent relationships between observed behaviors
and their effects on a client’s health. In this nursing context, the goal of a
theory is to describe and explain a particular nursing action to make a 
hypothesis, which predicts the effect on a client’s outcome, such as im-
proved health or recovery from illness. For example, the action of turning
an unresponsive client from side to side every 2 hours should help to pre-
vent skin breakdown and improve respiratory function.

In recent years, nursing has been moving toward using research
findings to guide nursing practice. This approach, called evidence-based
practice, is an important element in improving nursing care and proving

Joseph T. Catalano

Theories and Models 
of Nursing

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain why theories and mod-
els are important to the profes-
sion of nursing

• Analyze the four key concepts
found in nursing theories and
models

• Interrelate systems theory as 
an important element in under-
standing nursing theories and
models

• Evaluate how the four parts of
all systems interact

• Synthesize three nursing theories,
identifying how the different nurs-
ing theorists define the key con-
cepts in their theories

• Compare and contrast a mid-
dle-range theory with a major
nursing theory

3

38
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many of the long-standing theories that the nursing
profession has developed over the years.1

What Is a Model?
A model is a hypothetical representation of some-
thing that exists in reality. The purpose of a model is
to explain a complex reality in a systematic and or-
ganized manner. For example, a hospital organiza-
tional chart is a model that attempts to demonstrate
the interrelationships of the various levels of the
hospital’s administration.

thus improve his health status. The client goals would
then be achieved.

If a researcher were to stop 10 people at ran-
dom on the street and ask the question, “What do
nurses do,” he or she would likely get 10 different 
answers, but the confusion about nurses’ activities 
extends far beyond the public at large. What if the 
researcher asked 10 hospital administrators, 10 physi-
cians, or even 10 nurses the same question? The an-
swers would probably vary almost as much as the
answers from laypersons.

The Iowa Project
In an attempt to identify what exactly it is that nurses
do, J. C. McCloskey and G. M. Bulechek, two nurse
researchers at the University of Iowa, have been con-
ducting a research project since 1990 to develop a
taxonomy of the interventions that nurses use in
their practice (Box 3.1). This research has been called
Nursing Interventions Classification (NIC), the Iowa

Interventions Project, or
simply the Iowa Project.2–5

A Classification System
The Iowa Project addresses
an ongoing need for
nurses to be able to iden-
tify and quantify what they
do. In the current era of
concern for high-quality
health care, this need has
become even more acute.
The first results, published
in 1994, categorized and

ranked 336 interventions that nurses use when they
provide care to clients. A follow-up study was con-
ducted about 2 years after the original study catego-
rized and ranked 433 interventions used by nurses.
McCloskey and Bulechek6 also investigated which
nursing interventions were commonly used by nurses
in specialty settings. Forty specialty areas responded,
and the researchers were able to develop a table that
lists what core skills are used by each organization. 
In 2008, the list was again updated. It now contains
542 interventions within a taxonomy of seven do-
mains (i.e., physiological: basic; physiological: com-
plex; behavioral; safety; family; health systems; and
community) and 30 classes of interventions.

Research into nursing intervention classifi-
cation systems is ongoing and has served as the
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What Do You Think? ?Do you consider yourself to be healthy? What factors make
you healthy? What factors are indicators of illness?

What Do Nurses Do?
Although a model tends to be more concrete than a
theory, they both help ex-
plain and direct nursing
actions. This ability, using
a systematic and structured
approach, is one of the key
elements that raises nurs-
ing from a task-oriented
job to the level of a profes-
sion that uses judgment
and knowledge to make in-
formed decisions about
client care. With the use of
a conceptual model,
nurses can provide intelli-
gent and thoughtful answers to the question, “What do
nurses do?” Consider the quoted scenario above.

Without an understanding of the underlying
dynamics involved, the nurses might themselves be-
come sarcastic and scold the client about his behavior
or simply minimize their contact with him. This type
of response will not improve Mr. X’s health status. 
If, however, the nurses knew about and understood
the dynamics of grief theory, they would realize that 
Mr. X was probably in the anger stage of the grief
process. This understanding would direct the nurses
to allow, or even to encourage, Mr. X to express his
anger and aggressiveness without condemnation and
to help him deal with his feelings in a constructive
manner. Once Mr. X gets past the anger stage, he can
move on to taking a more active part in his care and

Mr. X had surgery for intestinal cancer 
4 days ago. He has a colostomy and
needs to learn how to take care of it at
home because he is going to be dis-
charged from the hospital in 2 days.
When the nurses attempt to teach him
colostomy care, he looks away, makes
sarcastic personal comments about the
nurses, and generally displays a belliger-
ent and hostile attitude.

“

”
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B o x  3 . 1
What Constitutes Care?

At first glance, it would seem that everybody knows that nurses take care of clients. But what constitutes
care? A study conducted by the faculty of the University of Iowa, called the Nursing Interventions Classification
(NIC) or simply the Iowa Project, has identified 336 tasks or interventions for which nurses are responsible in
their care of patients. Not all nurses carry out all 336 of these tasks all the time, but during an average career,
a nurse would likely be involved in the majority of these tasks. Although this project was undertaken in the
mid-1990s, it remains the benchmark study. Since the original study, several additional studies have been
conducted that reaffirm the findings of the Iowa Project, and several researchers have undertaken projects to
use the data generated by the Iowa Project in actual client-care situations.

This project is an excellent example of how a nursing theory led to a research project that developed in-
formation that can be used by nurses in their daily practice. On the principle that nursing interventions are
specific actions that a nurse can perform to bring about the resolution of a potential or actual health-care
problem, the NIC attempted to identify and classify nursing interventions. It also attempted to rank those inter-
ventions according to the number of times a nurse was likely to perform one during a working day. The goal of
the project was to develop a nursing information system that could be incorporated into the current informa-
tion systems of all clinical facilities. By using the NIC system, hospital administrators, physicians, nurses, and
even the public should be better able to recognize and evaluate the multiple interventions that nurses are re-
sponsible for in their daily work.

It is a generally acknowledged fact that nurses, as the largest single group of health-care providers, are
essential to the welfare and care of most clients. Yet, in an age of health-care reform, nurses are finding it in-
creasingly difficult to delineate the specific contributions they make to health care. If nurses are unable to de-
fine the care they provide, how are the reformers, politicians, and public going to be able to identify the unique
contribution made by nursing?

Unfortunately, many of the contributions that nurses make to health care are currently invisible because
there is no method of classification for them in the computerized database systems now in use. Commonly
used nursing interventions such as active listening, emotional support, touch, skin surveillance, and even 
family support cannot be measured and quantified by most current information systems.

The large number of interventions used daily by nurses demonstrates the complex and demanding nature
of the profession. The breadth and depth of knowledge and skills demanded of nurses on a daily basis are
much greater than are found in many other health-care professions. One study found that nurses working 
in general medical-surgical units during a 6-month period were likely to care for 500 clients with more than
600 individual diagnoses (many clients have multiple diagnoses). These researchers also found that the 
physical demands of the work were actually less difficult and tiring than dealing with the emotional and techni-
cal demands of handling the huge amounts of information generated by the care given.

Sources: Bulechek GM, Butcher HK, Dochterman JM. Nursing Interventions Classification (NIC) (5th ed.). St. Louis, MO: Mosby Elsevier, 2008;
Moorhead S, et al. Nursing Outcomes Classification (NOC): Iowa Outcomes Project (3rd ed.). St. Louis, MO: Mosby, 2004; Scherb CA, Weydt
AP. Work complexity assessment, nursing interventions classification, and nursing outcomes classification: Making connections. Creative Nursing,
15(1):16–22, 2009.

foundation of new methods to define nursing prac-
tice and measure the outcomes of client care. The
need to increase client satisfaction and achieve 
successful outcomes of nursing care is a key element
in the Affordable Care Act (ACA), which was
passed in 2010. Even more than in the past, these
elements will be the basis of reimbursement for
health-care providers.

Using the NIC as a starting point, the Work
Complexity Assessment (WCA) was developed so
that nurses could identify specific interventions they

routinely perform for various client populations.
Taking the process one step further, the Nursing Out-
comes Classification system closes the loop by pro-
viding a means for nurses to evaluate whether the
outcomes were achieved.2

Although initially used primarily to help
nurses with the delegation of duties to unlicensed
personnel by linking skills with performance re-
quirements, WCA is now an important tool in the
improvement of the quality of nursing care. When
nurses analyze the care they provide and actually
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look at the various interventions they use, they in-
crease their understanding of both the methods and
rationales for care. WCA also fits nicely into the use
of evidence-based practice when nurses share with
other nurses what they have learned about improv-
ing care.

This type of research helps identify the im-
portant contributions made by nursing to the health
and well-being of clients. It also demonstrates the
complex and demanding nature of the nursing pro-
fession. Much of the public, and even many physi-
cians and nurses, do not really understand what
nurses do for clients on a daily basis. Using classifica-
tion systems aids in clarifying what nurses bring to
client care, makes what they do measurable, and 
validates the importance of the nursing profession.

Nursing Competencies
One way in which the nursing profession identifies
what nurses do is by looking at competencies. In
nursing, the word compe-
tence is often defined as
the combination of skills,
knowledge, attitudes, val-
ues, and abilities that sup-
port the safe and effective
practice of the nurse. A
nurse practices compe-
tently when he or she has
mastered a range of skills
and decision-making
processes demonstrated in the care of clients. All the
major nursing organizations have developed lists of
competencies for nurses. These are usually general,
broad statements rather than catalogues of specific
skills. (See “Issues Now: The Pew Commission Final
Report” in this chapter.)

Nursing competencies are currently under
close scrutiny due to the large number of medication
and other types of errors in the health-care setting
that have led to numerous clients being injured or
killed. The Institute of Medicine’s (IOM) document
on the future of nursing contains recommendations
and lists of competencies for nursing school gradu-
ates to help improve the quality of care. The Quality
and Safe Education for Nurses (QSEN) project, built
upon the IOM recommendations, is in the process of
developing a framework for nursing schools’ curric-
ula (see IOM and QSEN in Chapter 4).

Nursing researchers have attempted to 
develop specific lists of skills based on the general

competency statements from the various nursing 
organizations. These skills lists help differentiate the
various levels of nursing practice. One such list of
skills is presented in Table 3.1.

KEY CONCEPTS COMMON TO NURSING MODELS

Although nursing models vary in terminology and
approach to health care, four concepts are common
to almost all of them: Client or patient (individual or
collective), health, environment, and nursing. Each
nursing model has its own specific definition of these
terms, but the underlying definitions of the concepts
are similar.

Client
The concept of client (or patient) is central to all
nursing models because it is the client who is the
primary recipient of nursing care. Although the

term client usually refers
to a single individual, it
can also refer to small
groups or to a large col-
lective of individuals
(e.g., for community
health nurses, the com-
munity is the client).

A Complex Relationship
The concept of client 

has changed over the years as knowledge and 
understanding of human nature have developed
and increased. A client constitutes more than a 
person who simply needs restorative care and
comes to a health-care facility with a disease to 
be cured. Clients are now seen as complex entities
affected by various interrelating factors, such as 
the mind and body, the individual and the 
environment, and the person and the person’s 
family. When nurses talk about clients, the term
biopsychosocial is often used to express the complex 
relationship between the body, mind, and environ-
ment. These elements are at the heart of preventive
care that has been an emphasis of professional
nursing since the time of Florence Nightingale. 
The prevention of disease and promotion of health
are key provisions in the health-care reform bill
passed in 2010 and open the door for nurses to
practice what has always been a part of their 
educational history.
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(Text continued on page 51)

The need to increase client satisfaction
and achieve successful outcomes of nurs-
ing care is a key element in the Health
Care Reform Act, which was passed in
2010. Even more than in the past, these
elements will be a basis of reimbursement
for health-care providers.

“
”
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Table 3.1 Competencies for Nursing Skills

Associate Degree RN Baccalaureate Degree RN

Administering Blood Products
Obtain and document baseline vital signs according to 

agency policies and procedures.

Obtain blood transfusion history. Initiate administration 
of blood products according to agency policies and 
procedures.

Evaluate and document client response to administration 
of blood products.

Admission, Transfer, Discharge
Admit client to a health-care facility, following facility’s 

policies and procedures.

Transfer client within a health-care facility, following 
facility’s policies and procedures.

Assist client in exiting a health-care facility, following 
facility’s policies and guidelines.

Assess client to determine readiness for discharge.

Facilitate the continuity of care within and across 
health-care settings.

Assessment of Vital Signs
Monitor and assess oral, rectal, and axillary temperature.

Measure and record temperature using an electronic or 
tympanic thermometer.

Monitor and assess peripheral pulses.

Monitor and assess apical pulse.

Monitor and assess apical-radial pulse.

Monitor and assess blood pressure.

Monitor and assess respiratory rate and character.

Bowel Elimination
Document characteristics of feces.

Perform test for occult blood.

Administer enemas for cleansing or retention.

Remove a fecal impaction.

Provide and teach colostomy and ileostomy care.

Administer a rectal suppository.

Administer a rectal tube.

Develop client’s bowel retraining protocol.

Care of the Dying Client
During the dying process, provide measures to decrease 

client’s physical and emotional discomfort.

Evaluate final progress note on client’s chart to determine 
completeness of information.

Notify appropriate people and departments, according to 
agency’s policies and procedures.

Same

Same

Same

Same

Same

Manage the discharge planning process.

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

3972_Ch03_038-071  29/12/14  11:42 AM  Page 42



C h a p t e r  3 Theories and Models of Nursing 43

Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Evaluate family’s response to client’s death and make 
referrals as appropriate.

Provide care for the body after client’s death, according 
to agency’s policies and procedures.

Circulatory Maintenance
Evaluate fetal heart rate pattern.

Apply antiembolism stockings.

Obtain cardiopulmonary resuscitation certification.

Client Teaching
Assess and document client’s and/or family member’s 

knowledge of specific procedure or health problem.

Assess client and significant support person(s) for 
learning strengths, capabilities, barriers, and
educational needs.

Develop an individualized teaching plan based on 
assessed needs.

Modify teaching plan based on evaluation of progress 
toward meeting identified learning outcomes.

Provide client and significant support person(s) with 
the information to make choices regarding health.

Teach client and significant support person(s) the 
information and skills needed to achieve desired 
learning outcomes.

Evaluate progress of client and significant support 
person(s) toward achievement of identified 
learning outcomes.

Implement teaching plan using individualized 
teaching and learning strategies with clients 
and/or groups in unstructured settings.

Communication
Effectively use communication skills during assessment, 

intervention, evaluation, and teaching.

Express oneself effectively using a variety of media 
in different contexts.

Adapt communication methods to clients with special 
needs (e.g., sensory or psychological disabilities).

Produce clear, accurate, and relevant writing.

Use therapeutic communication within the 
nurse–client relationship.

Maintain confidentiality of nurse–client interactions.

Appropriately, accurately, and effectively communicate 
with diverse groups and disciplines using a 
variety of strategies.

Develop services that support dying clients
and their families.

Same

Same

Same

Same

Assess client’s readiness to learn.

Develop materials to provide client and/or
family member with information
concerning procedure or health problem.

Same

Same

Same

Same

Using multiple teaching strategies, teach
heterogeneous groups of clients,
accounting for individual differences.

Implement teaching plan using individualized
teaching and learning strategies with
clients and/or groups in structured
settings.

Same

Same

Same

Same

Same

Same

Evaluate effectiveness of communication
patterns.

(continued)
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Elicit and clarify client preferences and values.

Evaluate dynamics of family interactions.

Evaluate data concerning coping mechanisms of 
client/family/support system.

Provide emotional support to client/family/support system.

Evaluate strengths of client and family/significant other.

Evaluate need for alternative methods of communicating 
with client.

Use assertive communication skills in interactions with 
clients and other health-care providers.

Communicate data concerning client to appropriate 
members of the health-care team.

Communicate the need for consultation/referral to 
interdisciplinary care team.

Collaborate with other health-care team members to 
provide nursing care.

Critical Thinking
Within acquired knowledge base, create alternative 

courses of action, develop reasonable hypotheses, 
and develop new solutions to problems.

Develop an awareness of personal values and feelings 
and examine basis for them.

Evaluate credibility of sources used to justify beliefs.

Examine assumptions that underlie thoughts and 
behaviors.

Seek out evidence and give rationale when 
questioned.

Delegation and Supervision
Provide assistive personnel with relevant instruction 

to support achievement of client outcomes.

Coordinate the implementation of an individualized 
plan of care for clients and significant support 
person(s).

Delegate aspects of client care to qualified assistive 
personnel.

Supervise and evaluate activities of assistive personnel.

Same

Same

Same

Same

Same

Same

Teach assertive communication skills to
clients, unlicensed assistive nursing
personnel, and other licensed nurses.

Same

Identify and plan for services to ensure
continuity in meeting health-care needs
during transition from one setting to
another.

Collaborate with community members in
planning care for the community.

Same

Same

Same

Same

Use critical thinking to further develop
working hypotheses, using patterns and
inconsistencies in data.

Specify aspects of nursing care that can
appropriately be delegated to unlicensed
health-care providers and assistive
personnel.

Coordinate and/or implement plan of care for
clients with multiple nursing diagnoses,
especially both physiological and
psychosocial diagnoses.

Delegate performance of nursing
interventions.

Delegate nursing care given by others while
retaining accountability for the quality of
care given to the client.

Supervise performance of nursing
interventions.
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Documentation
Maintain privacy of client’s record.

Accurately document data according to agency’s 
policies and procedures.

Use common abbreviations and nomenclature for 
recording information in the client’s record.

Health Assessment
Using a systematic process, perform a 

head-to-toe assessment.

Assess physical, cognitive, and psychosocial abilities 
of individuals in all developmental stages.

Assess family structure, roles of family members, 
and family’s strengths and weaknesses.

Evaluate an individual’s capacity to assume 
responsibilities for self-care.

Assess community resources to determine possible 
referral sources.

Supervise nursing care given by others while
retaining accountability for the quality of
care given to the client.

Manage community-based care for a group
of clients.

Direct care for clients whose conditions are
changing.

Direct care for clients in situations with a
potential for variation in client condition.

Supervise implementation of a comprehensive
client-teaching plan.

Same

Same

Same

Establish a reporting and recording system to
provide for continuity and accountability of
programs in designated structured and
unstructured settings (e.g., school health,
occupational health, community).

Perform a holistic assessment of the
individual across the life span.

Perform a risk assessment of the individual
and family, including lifestyle, family and
genetic history, and other risk factors.

Same

Perform assessment of using a family
genogram.

Perform a community assessment for diverse
populations.

Perform an assessment of the environment in
which health care is being provided.

Establish processes to identify health risks in
designated structured and unstructured
settings (e.g., school health, occupational
health, community).

Integrate data from client, other health-care
personnel, and other systems to which
client is linked (e.g., work, church,
neighborhood).

(continued)
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Use assessment findings to diagnose and evaluate 
quality of care and to deliver high-quality care.

Evaluate family’s emotional reaction to client’s illness 
(e.g., chronic disorder, terminal illness).

Evaluate client’s emotional response to treatment.

Evaluate adequacy of client’s support systems.

Assist in diagnostic procedures used to determine 
client’s health status.

Health Promotion
Facilitate parental attachment with newborn.

Determine the need for a health promotion program.

Evaluate risk factors related to client’s potential for 
accident/injury/disease.

Evaluate client’s knowledge of disease prevention.

Evaluate client’s knowledge of lifestyle choices 
(e.g., smoking, diet, exercise).

Heat and Cold Therapy
Evaluate client’s response to heat therapy.

Evaluate client’s response to cold therapy.

Evaluate client’s response to sitz bath.

Monitor and evaluate client’s response to hypothermia 
blanket.

Monitor and evaluate infant’s response to radiant 
warmer.

Home Care Management
Evaluate ability of family/support system to provide 

care for client.

Evaluate client’s home environment for self-care 
modifications (e.g., doorway width, accessibility for 
wheelchair, safety bars).

Infection Control
Use aseptic practices: Hand washing, donning and 

removing a face mask, gowning, donning and 
removing disposable gloves, bagging articles, 
managing equipment use for isolation clients, 
assessing vital signs.

Use universal precautions.

Use body substances isolation procedures.

Modify data collection tools to make them
appropriate to client’s situation (e.g.,
language and culture, literacy level,
sensory deficit).

Perform family assessment.

Same

Same

Same

Same

Same

Develop and implement a health promotion
program.

Same

Same

Same

Same

Same

Same

Same

Same

Same

Develop criteria to evaluate client’s home
environment for self-care modifications
(e.g., doorway width, accessibility for
wheelchair, safety bars).

Same

Same

Same
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Evaluate client’s immunization status.

Use surgical aseptic practices: scrubbing hands, 
donning and removing a sterile gown, donning and 
removing sterile gloves, preparing and maintaining a 
sterile field.

Assist with a sterile procedure.

Information and Health Care Technology
Use technology, synthesize information, and select 

resources effectively.

Demonstrate competence with current technologies.

Use computers for record-keeping and documentation in 
health-care facilities.

IV Therapy
Perform venipuncture to obtain blood specimens.

Perform venipuncture with an over-the-needle device.

Prime tubing and hang IV fluids.

Load and discontinue a PCA pump.

Administer and document IV piggyback medications.

Administer and document IV push medications.

Calculate IV flow rates.

Document medications administered through IV.

Discontinue an IV and document procedure.

Monitor and maintain an IV site and infusion.

Change IV tubing and container.

Prime tubing and hang IV fluids.

Determine amount of IV fluid infused and left-to-count 
each shift

Assess implanted infusion devices.

Maintain implanted infusion devices.

Medication Administration
Assess family members’ knowledge of medication 

therapy: reasons for taking medication, daily 
dosages, side effects.

Instruct clients and their families in the proper 
administration of medications.

Accurately calculate medication dosages.

Same

Same

Same

Use technology, analyze information, and
select resources effectively.

Same

Same

Use data-management system to evaluate a
comprehensive program for monitoring
health of populations in designated
structured and unstructured settings (e.g.,
school health, occupational health,
community).

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same
(continued)
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Gather information pertinent to the medication(s) 
ordered: actions, purpose, normal dosage and 
route, common side effects, time of onset and 
peak action, nursing implications.

Administer and document administration of enteral and 
parenteral medications per order.

Administer and document administration of topical 
medications per order.

Evaluate client’s response to medication.

Perform eye and/or ear irrigation according to agency 
guidelines.

Meeting Mobility Needs
Evaluate client’s need for range-of-motion exercises.

Evaluate client’s level of mobility.

Manage care of client who uses assistive devices.

Provide client or family member with list of resources to 
contact when mobility or body alignment is impaired.

Evaluate client and/or family members’ ability to perform 
range-of-motion exercises.

Nursing Process
Analyze collected data to establish a database for client.

Identify client health-care needs to select nursing 
diagnostic statements.

Consider complex interactions of actual and potential 
nursing diagnoses.

Identify client goals and appropriate nursing interventions.

Develop and communicate nursing care plan.

Same

Same

Same

Same

Same

Same

Same

Same

Evaluate client’s need for range-of-motion
exercises.

Evaluate client’s level of mobility.

Manage care of client who uses assistive
devices.

Provide client or family member with list of
resources to contact when mobility or
body alignment is impaired.

Evaluate client and/or family members’ ability
to perform range-of-motion exercises.

Perform comprehensive assessment to
determine client’s ability to manage 
self-care, including physiological,
psychosocial, developmental, and
cognitive factors and their interaction 
with each other.

Formulate individualized nursing diagnoses,
based on a synthesis of knowledge from
nursing, biological and behavioral
sciences, and humanities, that reflect a
health problem and its etiology.

Consider complex interactions of actual and
potential nursing diagnoses (e.g., two or
more physiological and/or psychosocial
nursing diagnoses).

Same

Same

Develop comprehensive plan of care in
collaboration with client.
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Implement and document planned nursing interventions.

Establish priorities for nursing care needs of clients.

Evaluate and document the extent to which goals of 
nursing care have been achieved.

Pain Management
Evaluate data from comprehensive pain history.

Evaluate and document client’s response to 
pharmacological and nonpharmacological 
interventions.

Document client’s response to interventions used to 
prevent or reduce pain.

Assess client when pain is not relieved through ordered 
pharmacological and nonpharmacological methods.

Evaluate appropriateness of any pain medication taken 
by clients.

Educate clients on correct use of medications.

Manage and monitor client receiving epidural analgesia.

Teach client to use a PCA device.

Perioperative Care
Preoperatively, assess client’s risk for postoperative 

respiratory complications.

Postoperatively, assess client’s ability to perform 
respiratory exercises.

Same

Implement a care plan for individuals,
families, and communities with complex
health problems that have unpredictable
outcomes.

Use preventive, supportive, and restorative
measures to promote client comfort,
optimum physiological functioning, and
emotional well-being.

Base care planning on knowledge of primary,
secondary, and tertiary levels of
prevention.

Same

Participate in obtaining collective data
concerning client outcomes.

Deliver care that reflects an understanding of
interactions among potentially conflicting
nursing interventions.

Initiate a comprehensive plan for discharge of
client at time of admission.

Care for clients in an environment that may
not have established protocols.

Care for clients in situations requiring
independent decision-making (e.g.,
community-based practice settings).

Same

Same

Same

Collaborate with other members of health-
care team to identify alternative
interventions.

Same

Same

Same

Same

Same

Same

(continued)
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Preoperatively, assess client’s risk for postoperative 
thrombus formation.

Postoperatively, assess client’s ability to perform passive 
range-of-motion exercises.

Preoperatively, assess client’s willingness and capability to 
learn exercises.

Preoperatively, assess family members’ willingness to 
learn and to support client postoperatively.

Postoperatively, assess client’s condition during 
operative procedure, including range of vital signs, 
blood volume or fluid loss, fluid replacement, type of 
anesthesia, type of airway, and size and extent of 
surgical wound.

Personal Hygiene of Clients
Provide or assist with personal hygiene on developmental 

and/or chronological age basis.

Provide or assist with personal hygiene needs as 
determined by physical limitations and/or diagnosis.

Provide or assist with personal hygiene needs with 
respect to client’s culture and/or religious values.

Provide or assist with personal hygiene care in hospital, 
nursing home, or client’s home.

Assess and maintain chest tubes.

Safety and Comfort
Implement measures to protect the immunosuppressed 

client.

Protect the client from injury.

Verify identity of the client.

Implement agency policies and procedures in the event 
of client injury.

Follow policies and procedures for agency fires and 
safety measures.

Follow procedures for handling biohazardous materials.

Assess need for restraints or other safety devices.

Implement nursing measures to reduce the risk for falls, 
poisoning, and electrical hazards.

Prepare for internal and external disasters.

Develop a plan for reducing environmental stressors 
(e.g., noise, temperature, pollution).

Evaluate client’s orientation to reality.

Evaluate need for measures to maintain client’s 
skin integrity.

Vascular Access Devices
Assist with insertion of central venous catheters.

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Same

Develop protocols for use of restraints or
other safety devices.

Same

Same

Same

Same

Same

Same
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Table 3.1 Competencies for Nursing Skills—cont’d

Associate Degree RN Baccalaureate Degree RN

Change a central venous catheter dressing.

Monitor administration of medications/nutrients via a 
vascular access device.

Measure and monitor central venous pressure.

Maintain central vein infusions in adults and children.

Change parenteral hyperalimentation dressing and tubing.

Wound Care and Dressings
Assess and manage wounds, including irrigation, 

application of dressings, and suture/staple removal.

Same

Same

Same

Same

Same

Same

PCA = patient-controlled analgesia.
Sources: Cowan DT. Competence in nursing practice: A controversial concept—a focused review of literature. Accident
& Emergency Nursing, 151(1):20–26, 2007; Dickey C, et al. Nursing Skills Identified as Required Competencies. Helene
Fuld Educational Mobility Grant. Oklahoma Nursing Articulation Consortium, Kramer School of Nursing, Oklahoma City
University; Levett-Jones TL. Facilitating reflective practice and self-assessment of competence through the use of
narratives. Nurse Education in Practice, 7(2):112–119, 2007.

Modeling a Healthy Client
A client, in many of the
nursing models, does not
have to have an illness to
be the central element of
the model (this explains
the preference for using
the term client over the
term patient). This is also one of the clearest distinc-
tions between medical models and nursing models.
Medical models tend to be restrictive and reactive, fo-
cusing almost exclusively on curing diseases and
restoring health after the client becomes ill. Nursing
models tend to be proactive and holistic. Like med-
ical models, they are certainly concerned with curing
disease and restoring a client’s health, but they also
focus on preventing disease and maintaining health.
A healthy person is just as important to many nursing
models as the person with a disease.

Health
Like the concept of client, the concept of health has
undergone much development and change over the
years as knowledge has increased. Traditionally,
health was originally thought of as an absence of dis-
ease. A more current realistic view is that of health as
a continuum, ranging from a completely healthy
state in which there is no disease to a completely un-
healthy state, which results in death. At any given

time in our lives, we are
located somewhere along
the health continuum and
may move closer to one
side or the other, depend-
ing on circumstances and
health status.7

Health is difficult
to define because it varies so much from one individual
to another. For example, a 22-year-old bodybuilder
who has no chronic diseases perceives health differently
than an 85-year-old who has diabetes, congestive heart
failure, and vision problems. The perception of health
also varies from one culture to another and at different
historical periods within the same culture. In some past
cultures, a sign of health was pure white skin, whereas
in the modern American culture, a dark bronze tan has
been more desirable as a sign of health—although re-
search has shown how harmful ultraviolet light is to 
the skin.

Environment
The concept of environment is another element in
most current nursing models. Nursing models often
broaden the concept of environment from the simple
physical environment to elements such as living con-
ditions, public sanitation, and air and water quality.
Factors such as interpersonal relationships and social
interactions are also included.

Although nursing models vary in 
terminology and approach to health
care, there are four concepts that are
common to almost all of them: Client 
or patient (individual or collective),
health, environment, and nursing.

“
”
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Some internal environmental factors that af-
fect health include personal psychological processes,
religious beliefs, sexual orientation, personality, and
emotional responses. It has long been known that in-
dividuals who are highly self-motivated and inter-
nally goal directed (i.e., type A personality) tend to
develop ulcers and have myocardial infarctions at a
higher rate than the general population. Medical
models, which are primarily illness oriented, may not
consider it to be treatable. Nursing models that con-
sider personality as one of the environmental factors
affecting health are more likely to attempt to modify
the individual’s behavior (internal environment) to
decrease the risk for disease.

Like the other key concepts found in nursing
models, the concept of environment is used so that it is
consistent within a particular model’s overall context.
Nursing models try to show how various aspects of en-
vironment interrelate and how they affect the client’s
health status. In addition, nursing models treat envi-
ronment as an active element in the overall health-care
system and assert that positive alterations in the envi-
ronment will improve the client’s health status.

Nursing
The culminating concept in all the various nursing
models is nursing itself. After consideration of what 
it means to be a client, what it means to be healthy,
and how the environment influences the client’s
health status (either positively or negatively), the 
concept of nursing delineates the function and role 
of nurses in their relationships with clients that affect
the client’s health.

Historically, the profession of nursing has
been interested in providing basic physical care (i.e.,
hygiene, activity, and nourishment), psychological
support, and relief of discomfort. Modern nursing, 
although still including these basic elements of client
care, has expanded into areas of health care that were
only imagined a generation ago.

Client as Partner
In the modern nurse–client relationship, the client is
no longer the passive recipient of nursing care. The
relationship has been expanded to include clients as
key partners in curing and in the health-maintenance
process. In conjunction with the nurse, clients set
goals for care and recovery, take an active part in
achieving those goals, and help in evaluating whether
those actions have achieved the goals.8

Because of the broadened understanding of
environment, several nursing models include manip-
ulation of environmental elements that affect health
as an important part of the nurse’s role. The environ-
ment may be directly altered by the nurse with little
or no input from the client, or the client may be taught
by the nurse to alter the environment in ways that will
contribute to curing disease, increasing comfort, or
improving the client’s health status.9

Four Key Concepts
To analyze and understand any nursing model, it is
important to look for these four key concepts: client,
health, environment, and nursing. These concepts
should be clearly defined, closely interrelated, and
mutually supportive. Depending on the particular
nursing model, one element may be emphasized
more than another. The resultant role and function 
of the nurse depend on which element is given
greater emphasis.

GENERAL SYSTEMS THEORY

A widely accepted method for conceptualizing and
understanding the world and what is in it derives
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What Do You Think? ?How do you define nursing? What competencies are impor-
tant for you to practice safely when you graduate?
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from a systems viewpoint. Generally understood as
an organized unit with a set of components that in-
teract and affect each other, a system acts as a whole
because of the interdependence of its parts.10 As a 
result, when part of the system malfunctions or fails,
it interrupts the function of the whole system rather
than affecting merely one part. The terminology and
principles of systems theory pervade U.S. society. 
Humans, plants, cars, governments, the health-care
system, the profession of nursing, and almost any-
thing that exists can be viewed as a system. 

A Basis in Thought
Although general systems theory in its pure form is
rarely, if ever, used as a nursing model, its process
and much of its terminology underlie many nursing
models. Elements of general systems theory in one
form or another have found their way into many
textbooks and much of
the professional litera-
ture. General systems the-
ory often acts as the
unacknowledged concep-
tual framework for many
educational programs. An
understanding of the
mechanisms and termi-
nology of general systems
theory is helpful in pro-
viding an orientation to
understanding nursing
models.

Manageable Fragments
General systems theory, sometimes referred to simply
as systems theory, is an outgrowth of an innate 
intellectual process. The human mind has difficulty
comprehending a large, complex entity as a single
unit, so it automatically divides that entity into
smaller, more manageable fragments and then exam-
ines each fragment separately. This is similar to the
process of deductive reasoning in which a single com-
plex thought or theory is broken down into smaller,
interrelated pieces. All scientific disciplines, from
physics to biology and the social sciences (e.g., sociol-
ogy and psychology), use this method of analysis.

Reassembling the Fragments
Systems theory takes the process a step further. After
analyzing or breaking down the entity, systems theory

attempts to put it back together by showing how the
parts work individually and together within the sys-
tem. This interrelationship of the parts makes the sys-
tem function as a unit. Often, particularly when the
system involves biological or sociological entities, the
system that results is greater than the sum of its parts.

For example, a human can be considered to
be a complex, biosocial system. Humans are made 
up of many smaller systems such as the endocrine
system, neurological system, gastrointestinal system,
urinary system, and so forth. Although each of these
systems is important, in and of themselves they do
not make a human. Many animals have the same sys-
tems, yet the human is more than the animal and
more than the sum of the systems.

A Set of Interacting Parts
Although the early roots of general systems theory

can be traced as far back as
the 1930s, Ludwig von
Bertalanffy is usually cred-
ited with the formal devel-
opment and publication of
general systems theory
around 1950.11 His major
achievement was to stan-
dardize the definitions of
the terms used in systems
theory and make the con-
cept useful to a wide range
of disciplines. Systems the-
ory is so widely applicable

because it reflects the reality that underlies basic
human thought processes.

Very simply, a system is defined as a set of 
interacting parts. The parts that compose a system may
be similar or may vary a great deal from each other,
but they all have the common function of making the
system work well to achieve its overall purpose.

A school is a good example of how the 
dynamics and connections of a system work. A
school as a system consists of several units, includ-
ing buildings, administrators, teachers, students,
and various other individuals (e.g., counselors, 
financial aid personnel, bookkeepers, and mainte-
nance persons). Each of these individuals has a
unique job but also contributes to the overall goal
of the school, which is to provide an education for
the students and to further the development of
knowledge through research.
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The culminating concept in all the vari-
ous nursing models is nursing itself.
After consideration of what it means to
be a client, what it means to be healthy,
and how the environment influences the
client’s health status (either positively or
negatively), the concept of nursing delin-
eates the function and role of nurses in
their relationships with clients that
affects the client’s health.

“

”
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All systems consist of four key parts: the sys-
tem itself (i.e., whether it is open or closed), input and
output, throughput, and a feedback loop.

Open and Closed Systems
A system is categorized as being either open or closed.
Very few systems are completely open or completely
closed. Rather, they are usually a combination of both.

Open Systems
Open systems are those in which relatively free
movement of information, matter, and energy into
and out of the system exists. In a completely open
system, there would be no restrictions on what moves
in and out of the system, thus making its boundaries
difficult to identify. Most systems have some control
over the movement of information, energy, and mat-
ter around them. This control is maintained through
the semipermeable nature of their boundaries, which
allows some things in and keeps some things out, as
well as allowing some out while keeping others in.
This control of input and output leads to the dynamic
equilibrium found in most well-functioning systems.

Closed Systems
Theoretically, a closed system prevents any move-
ment into and out of the system. In this case, the sys-
tem would be totally static and unchanging. Probably
no absolutely closed systems exist in the real world,
although some systems may tend to be closed to out-
side elements. A stone, for example, considered as a
system, seems to be almost perfectly closed. It does
not take anything in or put anything out. It does not
change very much over long periods. In reality,
though, it is affected by several elements in nature. It
absorbs moisture when it is damp, freezes when cold,
and becomes hot in the summer. Over long periods,
these factors may cause the stone to crack, break
down, and eventually become topsoil.

Systems with which nurses deal frequently are
relatively open. Primarily, the client can be categorized
as a highly open system that requires certain input ele-
ments and has output elements too. Other systems that
nurses commonly work with (e.g., hospital administra-
tors and physicians) are generally considered to be open,
although their degree of openness may vary widely.

Input and Output
The processes by which a system interacts with ele-
ments in its environment are called input and output.

Input is defined as any type of information, energy, or
material that enters the system from the environment
through its boundaries. Conversely, output is defined
as any information, energy, or material that leaves the
system and enters the environment through the sys-
tem’s boundaries. The end product of a system is a type
of output that is not reusable as input. Open systems
require relatively large amounts of input and output.

Throughput
A third term sometimes used in relationship to the
system’s dynamic exchange with the environment is
throughput. Throughput is a process that allows the
input to be changed so that it is useful to the system.

For example, most automobiles operate on
some form of liquid fossil fuel (input) such as gaso-
line or diesel fuel. However, going to the gas station
and pouring liquid fuel on the roof of the car will not
produce the desired effects. If the fuel is put into the
gas tank, it can be transformed by the carburetor or
fuel-injection system into a fine mist, which when
mixed with air and ignited by a spark plug burns rap-
idly to produce the force necessary to propel the car.
Without this internal process (throughput), liquid
fuel is not a useful form of energy.

Feedback Loop
The fourth key element of a system is the feedback loop.
The feedback loop allows the system to monitor its 
internal functioning so that it can either restrict or in-
crease its input and its output and maintain the highest
level of functioning.

Positive Feedback
Two basic types of feedback exist. Positive feedback leads
to change within the system, with the goal of improving

54 U n i t  1 The Growth of Nursing

3972_Ch03_038-071  29/12/14  11:42 AM  Page 54



nursing care.12 The six nursing models discussed
here (Table 3.2) have been selected because they are
the most widely accepted and are good examples of
how the concepts of client, health, environment, and
nursing are used to explain and guide nursing ac-
tions. Discussion of these theories is not intended to
be extensive but rather to provide an overview of the
main concepts of the nurse theorist. It is important
to understand the terms used in the theories as de-
fined by their authors and to see the interrelation-
ship between the elements in each theory as well as
the similarities and differences among the various
models.

The Roy Adaptation Model
As developed by Sister Callista Roy, the Roy Adapta-
tion Model of nursing is very closely related to sys-
tems theory.13 The main goal of this model is to allow
the client to reach his or her highest level of function-
ing through adaptation.

Client
The central element in the
Roy Adaptation Model is
man (a generic term refer-
ring to humans in general,
or the client in particular,
collectively or individu-

ally). Man is viewed as a dynamic entity with both
input and output. As derived from the context of the
four modes in the Roy Adaptation Model, the client is
defined as a biopsychosocial being who is affected by
various stimuli and displays behaviors to help adapt
to the stimuli. Because the client is constantly being
affected by stimuli, adaptation is a continual
process.13

Inputs are called stimuli and include internal
stimuli that arise from within the client’s environ-
ment and stimuli coming from external environmen-
tal factors such as physical surroundings, family, and
society. The output in the Roy Adaptation Model is
the behavior that the client demonstrates as a result
of stimuli that are affecting him or her.

Output, or behavior, is a very important 
element in the Roy Adaptation Model because it pro-
vides the baseline data about the client that the 
nurse obtains through assessment techniques. In this
model, the output (behavior) is always modified by
the client’s internal attempts to adapt to the input, or
stimuli. Roy has identified four internal adaptational
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the system. For example, students in the classroom re-
ceive feedback from the teacher in several ways; it may
be through direct verbal statements such as “Good work
on this assignment” or through examination and 
homework grades. Feedback is considered positive if it
produces a change in a student’s behavior, such as moti-
vating him or her to study more, spend more time on as-
signments, or prepare more thoroughly for class.

Negative Feedback
Negative feedback maintains stability—that is, it does
not produce change. Negative feedback is not necessar-
ily bad for a system. Rather, when a system has reached
its peak level of functioning, negative feedback helps it
maintain that level. For example, if a person on a
weight-loss regimen has reached the target weight, he
or she knows what type of diet and exercise is needed to
stay at the ideal weight. Negative feedback—in the form
of numbers on the bathroom scale—indicates that no
changes in diet or exercise patterns are required.

The feedback loop is an important element in
systems theory. It makes
the process circular and
links the various elements
of the system together.
Without a feedback loop,
it is virtually impossible
for the system to have any
meaningful control over
its input and output.

Feedback loops are used at all levels in a hospi-
tal. Nurses get feedback about the care they provide both
from clients and their supervisors. The hospital adminis-
tration gets feedback from clients and accrediting agen-
cies. Physicians get feedback from clients, nurses, and
the hospital administration. Since the passage of the
ACA with its emphasis on quality of care, feedback from
clients about the care they received while in health-care
facilities is an important part of the facilities’ economic
survival. Systems theory is present, if sometimes unseen,
in almost all health-care settings. Professional nurses
need to be able to understand and identify the compo-
nents of systems theory when they are encountered to
improve their nursing practice and quality of care.

MAJOR NURSING THEORIES AND MODELS

At least 15 published nursing models (or theories)
have been used to direct nursing education and

The feedback loop is an important 
element in systems theory. It makes the
process circular and links the various 
elements of the system together.

“
”
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Table 3.2 Comparison of Selected Nursing Models

Nursing Theory Client Health Environment Nursing

Roy Adaptation 
Model

Orem Self-
Care Model

King Model of 
Goal Attainment

Watson Model of 
Human Caring

Johnson Behavioral 
System Model

Neuman Health-Care 
Systems Model

Human being—a
dynamic
system with
input and
output

Human being—
biological,
psychological,
social being
with the
ability for
self-care

Person—
exchanges
energy and
information
with the
environment
to meet
needs

Individual—has
needs, grows,
and develops
to reach a
state of inner
harmony

Person—a
behavioral
system; an
organized,
integrated
whole
composed 
of seven
subsystems

An open system
that
constantly
interacts with
internal and
external
environment

Multistep process that
helps the client
adapt and reach the
highest level of
functioning

Assistance in self-care
activities to help the
client achieve health

Dynamic process that
identifies and meets
the client’s health-
care needs

Science of caring that
helps clients reach
their greatest
potential

Activities that
manipulate the
environment and
help clients achieve
the balanced state of
health

Identifies boundary
disruption and helps
clients in activities to
restore stability

Both internal and
external stimuli that
affect behaviors

The medium through
which the client
moves

Personal, interpersonal,
and social systems
and the external
physical world

The client must
overcome certain
factors to achieve
health

All the internal and
external elements
that affect client
behavior

Internal and external
stressors that
produce change in
the client

A continuum
with the
ability to
adapt
successfully
to illness

Able to live 
life to the
fullest
through
self-care

Dynamic
process to
achieve the
highest
level of
functioning

Dynamic state
of growth
and
development
leading to
full potential 
as a human
being

A behavioral
system able
to achieve a
balanced,
steady state

An individual
with
relatively
stable
internal
functioning
of a high
state of
wellness
(stability)
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activities that clients use and has called them the four
adaptation modes:

1. The physiological mode (using internal physiologi-
cal process)

2. The self-concept mode (developed throughout life
by experience)

3. The role function mode (dependent on the client’s
relative place in society)

4. The interdependence mode (indicating how the
client relates to others)

Health
In the Roy Adaptation Model, the concept of health is
defined as the location of the client along a contin-
uum between perfect health and complete illness. In
this model, health is rarely an absolute. Rather, “a
person’s ability to adapt to stimuli, such as injury,
disease, or even psychological stress, determines the
level of that person’s health status.”13 For example, a
client who broke her neck in an automobile accident
and was paralyzed but who eventually went back to
college, obtained a law degree, and became a practic-
ing lawyer would, in the Roy Adaptation Model, be
considered to have a high degree of health because of
the ability to adapt to the stimuli imposed.

Environment
The Roy Adaptation Model’s definition of environ-
ment is synonymous with the concept of stimuli. The
environment consists of all those factors that influence
the client’s behavior, either internally or externally.
This model categorizes these environmental elements,
or stimuli, into three groups: (1) focal, (2) contextual,
and (3) residual.

Focal stimuli are environmental factors that
most directly affect the client’s behavior and require
most of his or her attention. Contextual stimuli form the
general physical, social, and psychological environment
from which the client emerges. Residual stimuli are fac-
tors in the client’s past, such as personality characteris-
tics, past experiences, religious beliefs, and social norms,
that have an indirect effect on the client’s health status.
Residual stimuli are often very difficult to identify be-
cause they may remain hidden in the person’s memory
or may be an integral part of the client’s personality.

Nursing
In the Roy Adaptation Model, nursing becomes a
multistep process, similar to the nursing process, to

aid and support the client’s attempt to adapt to stim-
uli in one or more of the four adaptive modes. To de-
termine what type of help is required to promote
adaptation, the nurse must first assess the client.

Assessment
The primary nursing assessments are of the client’s
behavior (output). Basically, the nurse should try to
determine whether the client’s behavior is adaptive or
maladaptive in each of the four adaptational modes
previously defined. Some first-level assessments of the
client with pneumonia might include a temperature
of 104°F, a cough productive of thick green sputum,
chest pain on inspiration, and signs of weakness or
physical debility, such as the inability to bring in
wood for the fireplace or to visit friends.

A second-level assessment should also be
made to determine what type of stimuli (input) is af-
fecting the client’s health-care status. In the case of
the pneumonia client, this might include a culture
and sensitivity test of the sputum to identify the inva-
sive bacteria, assessment of the client’s clothes to de-
termine whether they were adequate for the weather
outside, and an investigation to find out whether any
neighbors could help the client upon discharge from
the hospital.

Analysis
After performing the assessment, the nurse analyzes
the data and arranges them in such a way as to be able
to make a statement about the client’s adaptive or
maladaptive behaviors—that is, the nurse identifies
the problem. In current terminology, this identifica-
tion of the problem is called a nursing diagnosis. The
problem statement is the first part of the three-part
PES (problem–etiology–signs and symptoms) formu-
lation that completes the nursing diagnosis (Fig. 3.1).

Setting Goals
After the problem has been identified, goals for opti-
mal adaptation are established. Ideally, these goals
should be a collaborative effort between the nurse and
the client. A determination of the actions needed to
achieve the goals is the next step in the process. The
focus should be on manipulation of the stimuli to
promote optimal adaptation. Finally, an evaluation is
made of the whole process to determine whether the
goals have been met. If the goals have not been met,
the nurse must determine why, not how, the activities
should be modified to achieve the goals.11
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The Orem Self-Care Model
Dorothea E. Orem’s model of nursing is based on 
the belief that health care is each individual’s own 
responsibility. The aim of this model is to help clients
direct and carry out activities that maintain or improve
their health.14

Client
As with most other nursing models, the central ele-
ment of the Orem model is the client, who is a biolog-
ical, psychological, and social being with the capacity
for self-care. Self-care is defined as the practice of 
activities that individuals initiate and perform on their
own behalf to maintain life, health, and well-being.
Self-care is a requirement for maintenance of life and
for optimal functioning.

Health
In the Orem Self-Care Model, health is defined as the
person’s ability to live fully within a particular physical,
biological, and social environment, achieving a higher
level of functioning that distinguishes the person from
lower life-forms.

Quality of life is an extremely important 
element in this model of nursing. A person who is
healthy is living life to the fullest and has the capacity
to continue that life through self-care. An unhealthy
person is an individual who has a self-care deficit.
This group of unhealthy individuals also includes
adults with diseases and injuries, young and depend-
ent children, elderly people, and disabled people. This
deficit is indicated by the inability to carry out one or
more of the key health-care activities. These activities
have been categorized into six groups:

• Air, water, and food
• Excretion of waste
• Activity and rest
• Solitude and social interactions
• Avoiding hazards to life and well-being
• Being normal mentally under universal self-care

Self-Care
In the Orem model, self-care is a two-part concept.
The first type of self-care is called universal self-care
and includes those elements commonly found in
everyday life that support and encourage normal
human growth, development, and functioning. 
Individuals who are healthy, according to the Orem
model, carry out the activities listed in order to main-
tain a state of health. To some degree, all of these ele-
ments are necessary activities in maintaining health
through self-care.15

The second type of self-care comes into play
when the individual is unable to conduct one or more
of the six self-care activities. This second type of self-
care is called health deviation self-care. Health devia-
tion self-care includes those activities carried out by
individuals who have diseases, injuries, physiological
or psychological stress, or other health-care concerns.
Activities such as seeking health care at an emergency
department or clinic, entering a drug rehabilitation
unit, joining a health club or weight-control program,
or going to a physician’s office fall into this category.

Environment
Environment, in the self-care model, is the medium
through which clients move as they conduct their
daily activities. Although less emphasized in this
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Problem
Any problem or risk,
either stated by the
patient, or identified

by the nurse

Etiology
Suggests a possible 
cause of the stated 

problem

Subjective and objective 
clues that indicate and 

support the presence of 
the problem

PES Statement

Signs and
Symptoms

Together, these components make up the PES 
(Problem, Etiology, Signs/symptoms) statement, which
is demonstrated below.

Pain, acute, may be related to surgical wound, as 
manifested by facial grimacing, increased heart rate, 
and verbal complaints of pain at the incision site.
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F i g u r e  3 . 1 Together, these components make up the
PES (problem–etiology–signs and symptoms) statement:
Pain, acute, may be related to surgical wound, as manifested
by facial grimacing, increased heart rate, and verbal com-
plaints of pain at the incision site.
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model, the environment is generally viewed as a neg-
ative factor in a person’s health status because many
environmental factors detract from the ability to pro-
vide self-care. Environment includes social interac-
tions with others, situations that must be resolved,
and physical elements that affect health.

Nursing
The primary goal of nursing in the Orem model is to
help the client conduct self-care activities in such a way
as to reach the highest level of human functioning. Be-
cause there is a range of levels of self-care ability, three
distinct levels, or systems, of nursing care are delin-
eated, based on the individual’s ability to undertake
self-care activities. As clients become less able to care
for themselves, their nursing care needs increase.

Wholly Compensated Care
A person who is able to carry out few or no self-care
activities falls into the wholly compensated nursing
care category, in which the nurse must provide for
most or all of the client’s
self-care needs. Examples
of clients who require this
level of care include coma-
tose and ventilator-depen-
dent clients in an intensive
care unit, clients in sur-
gery and the immediate
recovery period, women
in the labor and delivery phases of childbirth, and
clients with emotional and psychological problems so
severe as to render them unable to conduct normal
activities of daily living (ADLs).

Partially Compensated Care
Clients in the partially compensated category of nurs-
ing care can meet some to most of their self-care needs
but still have certain self-care deficits that require nurs-
ing intervention. The nurse’s role becomes one of iden-
tifying these needs and carrying out activities to meet
them until the client reaches a state of health and is able
to meet the needs personally. Examples of this level of
nursing care include postoperative clients who can feed
themselves and do basic ADLs but are unable to care
for a catheter and dressing, and clients with newly diag-
nosed diabetes who have not yet learned the technique
of self-administered insulin injections.

Supportive Developmental Care
Clients who are able to meet all of their basic self-care
needs require very few or no nursing interventions.

These clients fall in the supportive developmental cate-
gory of nursing care, in which the nurse’s main func-
tions are to teach the client how to maintain or improve
health and to offer guidance in self-care activities and
provide emotional support and encouragement.
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What Do You Think?

?Based on your experiences with the health-care system,
write your own definition of client (patient). What factors led
you to this definition?

Also, the nurse may adjust the environment 
to support the client’s growth and development toward
self-care or may identify community resources to help
in the self-care process.15 Conducting prenatal classes,
arranging for discharge planning, providing child
screening programs through a community health
agency, and organizing aerobic exercise classes for post-
coronary clients all are nursing actions that belong in
the supportive developmental category of care.

A Three-Step Process
In the Orem model, nurs-
ing care is carried out
through a three-step
process. Step 1 determines
whether nursing care is
necessary. This step in-

cludes a basic assessment of the client and identification
of self-care problems and needs. Step 2 determines the
appropriate nursing care system category and plans
nursing care according to that category. Step 3 provides
the indicated nursing care or actions to meet the client’s
self-care needs.

Step 3—the provision of nursing care 
(implementation phase)—is carried out by helping
the client through one or a combination of five nurs-
ing methods:12

• Acting for or doing for another person
• Guiding another person
• Supporting another person (physically or 

psychologically)
• Providing an environment that promotes personal

development
• Teaching another person 

Orem, by focusing on the individual’s ability
to perform self-care, was many years ahead of her
time. Current trends in health care reinforce her 
belief that individuals can take responsibility for care

The primary goal of nursing in the 
Orem model is to help the client conduct
self-care activities in such a way as to
reach the highest level of human 
functioning.

“
”

3972_Ch03_038-071  29/12/14  11:42 AM  Page 59



of themselves and others. The capacity for self-care is
a key premise of the ACA and the more than 8000
apps that are available that deal with self-care. It
might even be referred to as “Digital Orem.”

The King Model of Goal Attainment
The current widely accepted practice of establishing
health-care goals for clients, and directing client care
to meet these goals, has its origins in the King Model
of Goal Attainment developed by Imogene M. King.
It is also called the King Intervention Model.16

The King model also notes that nursing must
function in all three system levels found in the environ-
ment: Personal, interactional, and social. The primary
function of nursing is at the personal systems level,
where care of the individual is the main focus. How-
ever, nurses can effectively provide care at the interac-
tional systems level, where they deal with small to
moderate-sized groups in activities such as group ther-
apy and health-promotion classes. Finally, nurses can
provide care at the social systems level through such 
activities as community health programs. In addition,
the role of nursing at the social systems level can be 
expanded to include involvement in policy decisions
that have an effect on the health-care system as a whole.

Client
As in other nursing models, the focal point of care in the
King model is the person or client. The client is viewed
as an open system that exchanges energy and informa-
tion with the environment—a personal system with
physical, emotional, and intellectual needs that change
and grow during the course of life. Because these needs
cannot be met completely by the client alone, interper-
sonal systems are developed through interactions with
others, depending on the client’s perceptions of reality,
communications with others, and transactions to reduce
stress and tension in the environment.

Environment
Environment is an important concept in the King
model and encompasses a number of interrelated ele-
ments. The personal and interpersonal systems or
groups are central to King’s conception of environ-
ment. They are formed at various levels according to
internal goals established by the client.

Personal Systems
At the most basic level are the personal systems, where
an interchange takes place between two individuals

who share similar goals. An example of such a personal
system is a client–nurse relationship.

Interpersonal Systems
At the intermediate level are the interpersonal systems
that involve relatively small groups of individuals who
share like goals, for example, a formal weight-loss pro-
gram in which the members have the common goal of
losing weight. Human interactions, communications,
role delineation, and stress reduction are essential 
factors at this level.

Social Systems
At the highest level are social systems, which include
the large, relatively homogeneous elements of society.
The health-care system, government, and society in
general are some important social systems. Common
goals of these social systems are organization, author-
ity, power, status, and decision. Although the client
may not be in direct interaction with the social sys-
tems, these systems are important because the per-
sonal and interpersonal systems necessarily function
within larger social systems.

Invoking the principle of nonsummativity,*
whenever one part of an open system is changed, all the
other parts of the system feel the effect. For example, a
decision made at the governmental level to reduce
Medicare or Medicaid payments may affect when and
how often a client can use health-care services such as
doctor’s office visits, group therapy, or emergency de-
partment care. The King model also includes the exter-
nal physical environment that affects a person’s health
and well-being. As the person moves through the world,
the physical setting interacts with the personal system to
either improve or degrade the client’s health-care status.

Health
Viewed as a dynamic process that involves a range of
human life experiences, health exists in people when
they can achieve their highest level of functioning.
Health is the primary goal of the client in the King
model. It is achieved by continually adjusting to envi-
ronmental stressors, maximizing the use of available
resources, and setting and achieving goals for one’s
role in life. Anything that disrupts or interferes with
people’s ability to function normally in their chosen
roles is considered to be a state of illness.
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*Nonsummativity is the degree of connection among the systems
parts. The higher the degree of nonsummativity, the greater the 
interdependence of parts.
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Nursing
The King model considers nursing to be a dynamic
process and a type of personal system based on inter-
actions between the nurse and the client. During
these interactions, the nurse and the client jointly
evaluate and identify the health-care needs, set goals
for fulfillment of the needs, and consider actions to
take in achieving those goals. Nursing is a multifac-
eted process that includes a range of activities such as
the promotion and maintenance of health through
education, the restoration of health through care of
the sick and injured, and preparation for death
through care of the dying.11

The process of nursing in the King model in-
cludes five key elements considered central to all
human interactions:

• Action: A sequence of behaviors involving mental
and physical activities

• Reaction: The resulting behaviors produced by the
process of action

• Interaction: The client and nurse communicating
together to establish goals

• Transaction: A life situation in which perceivers and
things perceived are encountered and entered into
as active participants

• Feedback: Change that occurs as a result of the in-
teraction and transaction process.

With some modifications, the King model has
been successfully implemented in a variety of health-
care settings ranging from rural clinics to acute urban
care centers. Its focus on the one-on-one interaction
between the nurse and the client is at the heart of all
nursing practice. Establishing goals with the client
rather than for the client raises the success level of the
interventions and promotes better outcomes. 

The Watson Model of Human Caring
Although the concept of caring has always been an
important, if somewhat obscure, element in the prac-
tice of nursing, the Watson Model of Human Caring
defines caring in a detailed and systematic manner. In
the development of her model, Jean Watson used a
philosophical approach rather than the systems the-
ory approach seen in many other nursing models.
Her main concern in the development of this model
was to balance the impersonal aspects of nursing care
that are found in the technological and scientific as-
pects of practice with the personal and interpersonal
elements of care that grow from a humanistic belief

in life. Watson is also one of the very few theorists
who openly recognizes the client’s and family’s spiri-
tual beliefs as an essential element of health.17

Client
The concept of client or patient in the Watson model
is developed closely with the concept of nursing. 
The individuality of the client is a key concern. The
Watson model views the client as someone who has
needs, who grows and develops throughout life, and
who eventually reaches a state of internal harmony.

The client is also seen as a gestalt, or a whole
entity, who has value because of inherent goodness
and capacity to develop. This gestalt, or holistic, 
view of the human being is a recurring theme in the
Watson model; it emphasizes that the total person is
more important to nursing care than the individual
injury or disease process that produced the need for
care. “The Watson model views the client as someone
who has needs, who grows and develops throughout
life, and who eventually reaches a state of internal
harmony.”17

Environment
Environment in the Watson model is a concept 
that is also closely intertwined with the concept of
nursing. Viewed primarily as a negative element in
the health-care process, the environment consists 
of those factors that the client must overcome to
achieve a state of health. The environment can be
both external (physical and social elements) and in-
ternal (psychological reactions that affect health).

Health
To be healthy according to the Watson model, the 
individual must be in a dynamic state of growth and
development that leads to reaching full potential as a
human. As with other nursing models, health is
viewed as a continuum along which a person at any
point may tend more toward health or more toward
illness.

Illness, in the Watson model, is the client’s
inability to integrate life experiences and the failure to
achieve full potential or inner harmony. In this
model, the state of illness is not necessarily synony-
mous with the disease process. If the person reacts to
the disease process in such a way as to find meaning,
that response is considered to be healthy. A failure to
find meaning in the disease experience leads to a state
of illness.
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The Pew Commission Final Report

Projected estimates of the nursing shortage based on data collected by the
U.S. Bureau of the Census Current Population Survey, Division of Nursing, the
Pew Commission, and the Buerhaus and Staiger data collection agency in
1998 are now considered woefully inadequate. Current projections of the nurs-
ing shortage range from 400,000 to as many as 1,000,000 by the year 2015.
The Pew Commission’s final report addressed the competencies that nurses 
in the future will need.

Twenty-One Competencies for the 21st Century

1. Embrace a personal ethic of social responsibility and service.
2. Exhibit ethical behavior in all professional activities.
3. Provide evidence-based, clinically competent care.
4. Incorporate the multiple determinants of health in clinical care.
5. Apply knowledge of the new sciences.
6. Demonstrate critical thinking, reflection, and problem-solving skills.
7. Understand the role of primary care.
8. Rigorously practice preventive health care.
9. Integrate population-based care and services into practice.

10. Improve access to health care for those with unmet health needs.
11. Practice relationship-centered care with individuals and families.
12. Provide culturally sensitive care to a diverse society.
13. Partner with communities in health-care decisions.
14. Use communication and information technology effectively and appropriately.
15. Work in interdisciplinary teams.
16. Ensure care that balances individual, professional, system, and social

needs.
17. Practice leadership.
18. Take responsibility for quality of care and health outcomes at all levels.
19. Contribute to continuous improvement of the health-care system.
20. Advocate for public policy that promotes and protects the health of 

the public.
21. Continue to learn and help others to learn.

The Pew Commission also went on to identify five key areas for profes-
sional education:

1. Change professional training to meet the demands of the new health-care system.
2. Ensure that the health profession workforce reflects the diversity of the nation’s

population.
3. Require interdisciplinary competence in all health professionals.

I s s u e s  N o w
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4. Continue to move education into ambulatory practice.
5. Encourage public service of all health-professional students and graduates.

The changes that will occur over the next decade may take some health-
care professionals out of their comfort zone, but they will also open up a vista of
opportunities for those willing to look creatively into the future. Nursing has to rec-
ognize that it will grow only to the extent that it is able to contribute to the needs
of an evolving health-care system. These needs will change with time. The Pew
Report, although broad in scope, provides the nursing profession with a blueprint
for dealing with these changes as they occur. It is a call to action that nurses and
the nursing profession need to hear.

I s s u e s  N o w continued

Sources: Bellack JP, O’Neil EH. Recreating nursing practice for a new century: Recommenda-
tions of the Pew Health Professions Commission’s Final Report. Nursing and Health Care 
Perspectives, 21(1):14–21, 2000; Brady M, et al. A proposed framework for differentiating the 
21 Pew Competencies by level of nursing education. Nursing and Health Care Perspectives,
22(1):30–36, 2001; Pontious M. Where have all the nurses gone? Oklahoma Nurse, 47(1):1, 18,
2002; More than one million new nurses needed by 2010. American Nurse, 34(1):5, 2002; Critical
Challenges: Revitalizing the health professions for the 21st century. Pew Health Professions 
Commission, San Francisco, 1995.
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Nursing
Watson makes a clear distinction between the 
science of nursing and the practice of curing 
(medicine).12 She defined nursing as the science 
of caring in which the primary goal is to assist the
client to reach the greatest level of personal poten-
tial. The practice of curing involves the conduct of
activities that have the goal of treatment and elimi-
nation of disease.

The process of nursing in the Watson model
is based on the systematic use of the scientific problem-
solving method for decision-making. To best under-
stand nursing as a science of caring, the nurse should
hold certain beliefs and be able to initiate certain 
caring activities.

Values
Basic to the beliefs necessary for the successful prac-
tice of nursing in the Watson model is the formation
of a humanistic, altruistic system of values based on
the tenet that all people are inherently valuable be-
cause they are human. In
addition, the nurse should
have a strong sense of faith
and hope in people and
their condition because of
the human potential for
development.

Caring
According to Watson’s caring way, several activities
are important in the practice of nursing. These in-
clude establishing a relationship of help and trust be-
tween the nurse and the client; encouraging the client
to express both positive and negative feelings with 
acceptance; manipulating the environment to make 
it more supportive, protective, or corrective for the
client with any type of disease process; and assisting
in whatever way is deemed appropriate to meet the
basic human needs of the client.

The Johnson Behavioral System Model
By integrating systems theory with behavioral theory,
Dorothy E. Johnson developed a model of nursing
that considers client behavior to be the key to pre-
venting illness and to restoring health when illness
occurs. Johnson holds that human behavior is really a
type of system in itself that is influenced by input fac-
tors from the environment and has output that in
turn affects the environment.12

Client
Drawing directly on the terminology of systems 
theory, the Johnson model describes the person, 
or client, as a behavioral system that is an organized
and integrated whole. The whole is greater than 
the sum of its parts because of the integration and
functioning of its subsystems. In the Johnson
model, the client as a behavioral system is com-
posed of seven distinct behavioral subsystems. In
turn, each of these seven behavioral subsystems
contains four structural elements that guide and
shape the subsystem.

Security
The first behavioral subsystem is the attachment, or
affiliate, subsystem. Its driving force is security. For
the most part, the type of activity that this subsystem
undertakes is inclusion in social functions, and the
behavior that is observed from this subsystem is so-
cial interaction.

Dependency
The second behavioral
subsystem is dependency;
its main goal is to help
others. The primary type
of activity involved is nur-
turing and promoting self-
image. The observable
behaviors that are a result

of this activity include approval, attention, and physi-
cal assistance of the person.

Taking In
The third behavioral subsystem is the ingestive 
subsystem. Its motive is to meet the body’s basic
physiological needs of food and nutrient intake.
Correspondingly, its primary activity is seeking 
and eating food.

Eliminative Behavior
The fourth behavioral subsystem is the eliminative; its
goal is removing waste products from the system. Its
primary activity is means of elimination, which is ob-
served as the behavior of expelling waste products.

Sexual Behavior
The fifth behavioral subsystem is sexual behavior,
which is found in the Johnson model’s description of
the person. The sexual subsystem has gratification
and procreation of the species as its goals. It involves
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The Johnson model sees human behavior
as being goal directed, which leads the
person to constant growth and develop-
ment beyond the maintenance of a mere
steady state.

“
”
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the complex activities of identifying gender roles, un-
dergoing sexual development, and participating in
sexual activity. It manifests itself in courting and mat-
ing behaviors.

Self-Protection
The sixth behavioral subsystem is the aggressive sub-
system; its main goal is self-preservation. All of the
actions that individuals undertake to protect them-
selves from harm, either internal or external, derive
from this subsystem and are shown in actions toward
others and the environment in general.

Achievement
The seventh, and final, behavioral subsystem is
achievement. Exploration and manipulation of the
environment are the objectives of this subsystem.
Gaining mastery and control over the environment
is the primary activity; it can be demonstrated ex-
ternally when the individual shows that learning
has occurred and higher-level accomplishments are
being produced.18

As with all open systems, the behavioral sys-
tem that makes up the person seeks to maintain a dy-
namic balance by regulating input and output. This
regulation process takes the form of adapting to the
environment and responding to others. However, the
Johnson model sees human behavior as being goal
oriented, which leads the person to constant growth
and development beyond the maintenance of a mere
steady state.

Health
According to the Johnson model, a state of health is
achieved when balance and a steady state exist within
the behavioral systems of the client. Under normal
circumstances, the human system has enough inher-
ent flexibility to maintain this balance without exter-
nal intervention. At times, however, the system’s
balance may be disturbed to such a degree by physi-
cal disease, injury, or emotional crisis as to require
external assistance. This out-of-balance state is the
state of illness.

Environment
In the Johnson model, the environment is defined
as all those internal and external elements that 
have an effect on the behavioral system. These envi-
ronmental elements include obvious external fac-
tors, such as air temperature and relative humidity;

sociological factors, such as family, neighborhood,
and society in general; and the internal environ-
ment, such as bodily processes, psychological states,
religious beliefs, and political orientation.

All seven behavioral subsystems are involved
with the client’s relationship to the environment
through the regulation of input and output. The client
is continually interacting with the environment in an
attempt to remain healthy by maintaining an internal
dynamic balance.

Nursing
In the Johnson model, nursing is an activity that
helps the individual achieve and maintain an opti-
mal level of behavior (state of health) through the
manipulation and regulation of the environment.11

Nursing has functions in both health and illness.
Nursing interventions to either maintain or restore
health involve four activities in the regulation of 
the environment:

• Restricting harmful environmental factors
• Defending the client from negative environmental

influences
• Inhibiting adverse elements from occurring
• Facilitating positive internal environmental factors

in the recovery process

As a professional, the nurse in the Johnson
model provides direct services to the client. By in-
teracting with, and sometimes intervening in, the
multiple subsystems that are found in the client’s
environment, the nurse acts as an external regula-
tory force. The goal of nursing is to promote the
highest level of functioning and development in the
client at all times.

Nursing actions include helping the client
act in a socially acceptable manner, monitoring and
aiding with biological processes that are necessary for
maintaining a dynamic balance, demonstrating sup-
port for medical care and treatment during illness,
and taking actions to prevent illness from recurring.
In this model, nursing makes its own unique contri-
bution to the health and well-being of individuals and
provides a service that is complementary to those
provided by other health-care professionals.

The Neuman Health-Care Systems Model
As envisioned by Betty Neuman, the Health-Care
Systems Model focuses on the individual and his or
her environment and is applicable to a variety of

C h a p t e r  3 Theories and Models of Nursing 65

3972_Ch03_038-071  29/12/14  11:42 AM  Page 65



health-care disciplines apart from nursing. Drawing
from systems theory, the Neuman model also in-
cludes elements from stress theory with an overall
holistic view of humanity and health care.16

Client
In this model, the client is viewed as an open system
that interacts constantly with internal and external
environments through the system’s boundaries. The
client-system’s boundaries are called lines of defense
and resistance in the Neuman model and may be
represented graphically as a series of concentric cir-
cles that surround the basic core of the individual.
The goal of these boundaries is to keep the basic
core system stable by controlling system input and
output.

Neuman classifies these defensive boundaries
according to their various functions. The internal lines
of resistance are the boundaries that are closest to the
basic core and thus protect the basic internal structure
of the system. The normal lines of defense are outside
the internal lines of resist-
ance; they protect the sys-
tem from common,
everyday environmental
stressors. The flexible line
of defense surrounds the
normal line of defense and
protects it from extreme
environmental stressors.
The general goal of all
these protective boundaries is to maintain the internal
stability of the individual.

Health
Health, then, in the Neuman model is defined as the
relatively stable internal functioning of the client. Op-
timal health exists when the client is maintained in a
high state of wellness or stability.

As in other nursing models, health is not
considered an absolute state, but rather a continuum
that reflects the client’s internal stability while mov-
ing from wellness to illness and back. It takes a con-
siderable amount of physical and psychological
energy to maintain the stability of the person who is
in good health.

The opposite of a healthy state, illness, exists
when the client’s core structure becomes unstable
through the effects of environmental factors that over-
whelm and defeat the lines of defense and resistance.

These environmental factors, whether internal or ex-
ternal, are called stressors in this model.

Environment
The environment is composed of internal and external
forces, or stressors, that produce change or response
in the client. Stressors may be helpful or harmful,
strong or weak.

Stressors are also classified according to
their relationship to the basic core of the client-sys-
tem. Stressors that are completely outside the basic
core are termed extrapersonal and are either physical,
such as atmospheric temperature, or sociological,
such as living in either a rural or an urban setting. 
Interpersonal stressors arise from interactions with
other human beings. Marital relationships, career ex-
pectations, and friendships are included in this group
of interpersonal stressors. Those stressors that occur
within the client are called intrapersonal and include
involuntary physiological responses, psychological 
reactions, and internal thought processes.

Nursing
The nurse’s role in the
Neuman model is to iden-
tify at what level or in
which boundary a disrup-
tion in the client’s internal
stability has taken place
and then to aid the client in
activities that strengthen or

restore the integrity of that particular boundary. The
Neuman model expands the concept of client from the
individual to include families, small groups, the com-
munity, or even society in general.

Identifying Stressors
Nursing’s main concern in this model is either 
to identify stressors that will disrupt a defensive
boundary in the future (prevention) or to identify a
stressor that has already disrupted a defensive bound-
ary, thereby producing instability (illness).16 The
Neuman model is based on the nursing process and
identifies three levels of intervention: primary, sec-
ondary, and tertiary.

Types of Intervention
The main goal of a primary intervention is to pre-
vent possible symptoms that could be caused by envi-
ronmental stressors. Teaching clients about stress
management, giving immunizations, and encouraging
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In the Johnson model, nursing is an 
activity that helps the individual achieve 
and maintain an optimal level of 
behavior (state of health) through the
manipulation and regulation of the 
environment.

“
”
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aerobic exercise to prevent heart disease are examples
of primary interventions.

A secondary intervention is aimed at treat-
ing symptoms that have already been produced by
stressors. Many of the actions that nurses perform in
the hospital or clinic (e.g., giving pain medications or
teaching a client with cardiac disease about the bene-
fits of a low-sodium diet) fall into this secondary in-
tervention category.

A tertiary intervention seeks to restore 
the client’s system to an optimal state of balance 
by adapting to negative environmental stressors.
Teaching a client how to care for a colostomy bag 
at home after discharge from the hospital is an ex-
ample of a nursing activity at the tertiary level. It
occurs after the client has received a secondary in-
tervention and offers support to the client so that
he or she can continue to recover or prevent further
deterioration in health.

A Matter of Choice
In this theory, the client can be any person or family
who is concerned with the quality of their life situa-
tion. The client is viewed as an open, whole being who
is influenced by past and present life experiences. The
ability to make free choices is essential in this theory.
The client, through choices he or she makes, interacts
with the environment to influence health either posi-
tively or negatively.

For Parse, health is an ongoing process. Be-
cause clients make free choices, their health status is
continually unfolding. In addition, health is deter-
mined by lived experiences, synthesis of values, and
the way the client lives.23

Finding Meaning
The main role of nursing in the Parse model is to
guide clients in finding and understanding the mean-
ing of their lives. Once the client chooses a healthy
life situation, the nurse can further increase the qual-
ity of the client’s life and improve his or her health
status. The ability to change the client’s health-related
values is an important skill for nurses to master in
this model.

Parse never really defines the concept of en-
vironment in relationship to her theory. Specifically, it
seems to be any health-related setting, but it can also
be expanded to include past and present experiences.

MIDDLE-RANGE THEORIES AND MODELS

Middle-range theories and models have been present
in nursing research for many years. Over 50 have
identified themselves as middle range, although there
are many more that fit into the category.24 A middle-
range theory is a set of relatively concrete concepts
or propositions that lie between a minor working
hypothesis found in everyday nursing research and a
well-developed major nursing theory, like those pre-
viously discussed.24,25 Middle-range theories are less
comprehensive and more focused than the major
nursing theories but are not as specific or concrete
as situation-specific practice theories. Middle-range
models develop from middle-range theories, although
not all middle-range theories have a model.

Middle-range theories generally contain
only a few basic ideas or concepts that researchers are
attempting to prove or illustrate. They do not have a
large number of variables and tend to focus on one or
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What Do You Think?

?Which of these major theories appeals to you most? Why?
How would you apply it to an actual client you have seen in
the clinical setting or to a sick family member?

TRENDS FOR THE FUTURE IN NURSING THEORY

Although the search for the perfect nursing model
continues, the emphasis in recent years has shifted
from developing new theories to applying existing
theories to nursing practice. Also, the new theorists
seem to be more interested in expanding existing
nursing theories by including such concepts as 
cultural diversity, spirituality, family, and social
change rather than starting all over again from the
beginning. A good example of this trend is the cul-
tural meaning–centered theory that was published
by Mendyka and Bloom.19 This theory expands the
King model by adding a cultural perspective.

A More Recent Theory
One of the more recent of the established nursing
theories is the Man-Living-Health Model proposed
by Rosemary Rizzo Parse. Although her original work
started in 1981, a more developed form of her theory
was published in 1987.20–22 Parse’s theory stresses the
elements of experience, personal values, and lifestyle
choices in the maintenance of health.
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two problems that are linked, like the major theories,
to human beings, environment, health care, or nurs-
ing. They are less abstract than the major theories 
and are much more easily applied to practice hypotheses.
However, when several middle-range theories are 
used to investigate the same or similar concepts 
over a period of time, they can be woven together 
to reinforce or even form the fabric of a new major
nursing theory.24

Middle-range theories should be socially 
significant, meaning that they deal with people or
populations with health-care conditions. They should
also have theoretical significance, meaning that they
develop a new set of facts or data that adds to the 
theoretical knowledge base of nursing.25 The whole
movement toward evidence-based practice (EBP) 
depends on this type of research. Middle-range 
theories often form the theoretical framework for a
research project.

Two Middle-Range Nursing Theories
Formulated in 1987, Dr. Nola Pender’s Health Pro-
motion Model is widely used as the theoretical frame-
work for research on prenatal care and pregnancy. It
was based on her conceptualizations on Orem’s Self-
Care model. Pender proposes that there are several
key factors that provide the primary motivation for
individuals to adopt behaviors that maintain and im-
prove their health. These factors include the person’s
perception of:

• How important it is to be healthy
• How much control they have over their health
• How much control they have over the health-care

system
• What it means to them to be healthy
• What their current health status is
• What the benefits and barriers are to health 

improvement

The goal of the individual is to move toward
a balanced state of positive health and well-being.26

Health is up to the individual, not the health-care 
system; although the health-care system can be 
an important part, it will always be secondary to 
the individual.

Swanson’s Theory of Caring, first published
in 1991, was inspired by the writings of Jean Watson
and by Kristen M. Swanson’s own experiences as a
nurse providing care for clients and families. As she
observed how clients used their internal strengths to

overcome their illnesses and transition to a state of
health, Swanson began to see a pattern of how clients
who successfully made the transition to wellness re-
lated to other individuals and how those individuals
affected the final health status of the client.27

As the elements of the theory became more
defined, Swanson conducted three studies that rein-
forced the underlying assumptions of her theory. The
data from these three studies were used to better clar-
ify the key concepts of her theory: person, environ-
ment, health/well-being, and caring actions. Based on
additional research, Swanson was able to develop in-
struments to measure key concepts and identify con-
crete interventions to use in implementing her theory
of caring.28 She identified five “caring processes” that
were essential to the successful transition to health
experienced by clients: knowing, being with, doing
for, enabling, and maintaining belief.29

The role of the nurse in the Theory of Caring
is to guide the client through discussions of their ex-
periences so they believe that their problems are un-
derstood by the nurse. Additionally, they are being
kept informed with key information, their needs are
being met, their lives are being validated, and the
nurse believes in the client’s ability to move toward
wellness. The anticipated outcome is that the clients
are better able to integrate their sufferings and losses
into their lives.27 Although originally studied in the
perinatal setting, the Theory of Caring has been
adopted into many other health-care settings, includ-
ing critical care, mental health, public health, hospice,
gerontology, and oncology.

Some other middle-range theories that are
commonly used in nursing research include Mishel’s
uncertainty in illness theory, Reed’s self-transcendence
theory, Thomas’s women’s anger theory, Jezewski’s
cultural brokering theory, Auvil-Novak’s chemothera-
peutic intervention for postsurgical pain theory, 
Good and Moore’s balance between analgesia and 
side effects theory, and Huth and Moore’s acute pain
management theory.

New Challenges to Nursing Theory
As with any developing science, nursing will continue
to change and respond to the dynamic trends of soci-
ety. Older nursing models will be either replaced by
new ones or modified to include developing concepts.
Indeed, one of the hallmarks of a sound nursing the-
ory or model is its flexibility and ability to adapt to
new discoveries.
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An increasing number of independent nurse
practitioners and other advanced practice nurses are
testing nursing theories as they have never been tested
before. The theories that are flexible, realistic, and usable

in practice will survive and remain as the pillars of
professional nursing.23 Those that are too theoretical
or rigid will fall by the wayside and become mere 
footnotes in nursing texts.

C o n c l u s i o n

As nursing takes its rightful place among the other
helping professions, nursing theory will take on addi-
tional importance. Nursing theories and models are the
systematic conceptualizations of nursing practice and
how they fit into the health-care system. Nursing theo-
ries help describe, explain, predict, and control nursing
activities to achieve the goals of client care. By under-
standing and using nursing theory, nurses will be better
able to incorporate theoretical information into their
practice to provide new ways of approaching nursing
care and improving nursing practice.

The development of nursing theory and
models indicates a maturing of the profession. As
the knowledge associated with the profession in-
creases and becomes unique, more complex, and
better organized, the general body of nursing sci-
ence knowledge also increases and EBP becomes a
reality. When nursing becomes a well-developed
body of specialized knowledge, it will be fully rec-
ognized as a separate scientific discipline and take
its rightful place as a true profession.
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M
C r i t i c a l  T h i n k i n g  E x e r c i s e s

rs. M is an 88-year-old woman who has been a resident of St. Martin’s 
Village, a lifetime care community, since her husband died 8 years ago. Her health
status is fair. She has adult-onset diabetes controlled by oral medication and a
scar from a tumor behind her left ear that was removed surgically. The wound
from this tumor removal has never healed completely, and it has continuously
oozed a serous fluid, requiring a dressing.

At St. Martin’s Village, Mrs. M has her own apartment, which she main-
tains with minimal assistance. She receives one hot meal each day in a common
dining room and has access to a full range of services such as a beauty shop,
recreational facilities, and a chapel. She is generally happy in this setting. She has
no immediate family nearby, and the cost of the facility was covered by a large,
one-time gift from her now-deceased husband. Recently, she has become much
weaker and has had difficulty walking; attending activities, including meals; and
changing the dressing on her ear. The nurse at St. Martin’s Village is sent to evalu-
ate this client.

• Select two nursing models and apply their principles to this case study. Make
sure you include the concepts of client, health, environment, and nursing.
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U
EDUCATIONAL PATHWAYS

nlike many other professions, nursing has several related, but
unique, educational pathways that lead to licensure and professional
status. Indeed, the current system of nursing education creates a great
deal of confusion about nursing not only among the public but also
among nurses. Perhaps the belief that “a nurse is a nurse is a nurse” 
developed because, even though registered nurses (RNs) may be trained
in educational programs that vary in length, orientation, and content,
the graduates all take the same licensing examination and, superficially,
all seem able to provide the same level of care. The licensure examina-
tion measures knowledge at the minimal level of safe practice. The
workplace, in general, has not provided pay differences to distinguish
levels of education despite studies showing performance differences.

PARADIGM SHIFTING

As in times past, the current profession of nursing faces many difficult
challenges and extraordinary opportunities. Future trends in health care
are being driven by several powerful societal forces that are producing an
inevitable reshaping of health-care delivery. Traditionally somewhat in-
sulated from the forces of change, nursing educators have been made to
recognize that graduates need to be prepared with knowledge and skills
that are in tune with a rapidly evolving health-care system (Box 4.1). The
most powerful of these forces of change are:

• Health-care reform that will increase the availability of health care to
more clients and ethnic groups who previously were shut out of the
health-care market.

Joseph T. Catalano

The Process of 
Educating Nurses

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain why the Institute of Med-
icine (IOM) competencies are im-
portant to nursing education and
how they improve quality of care

• List the six Quality and Safety
Education for Nurses (QSEN)
competencies and their relation-
ship to nursing education

• Compare the major differences
among the diploma, associate
degree nursing, and bachelor of
science in nursing educational
programs

• Discuss at least three types of
advanced nursing degrees

• Distinguish between the differ-
ent types of doctoral degrees
available to nurses

• Explain the concept of advanced
practice for nurses

• Discuss the significance of the
doctorate in nursing practice
(DNP) for advanced practice
nurses

• Identify and explain the impor-
tance of interprofessional 
education for nurses and 
future nursing practice

4

72

3972_Ch04_072-098  29/12/14  12:14 PM  Page 72



C h a p t e r  4 The Process of Educating Nurses 73

B o x  4 . 1
$$$$ for Nursing Students!

If you are a nursing student, you know firsthand how expensive nursing school can be. The good news is that
there is now significantly more money available through federal grants and loans than there has been in the
past 8 years. Barack Obama has been a champion for nurses since his time in the Illinois state senate, when
he served on the Public Health Committee. As a U.S. Senator, he sponsored the Safe Nursing and Patient
Care Act of 2007, which limits mandatory overtime for nurses except in major emergencies. He recognizes 
the value of nurses in the health-care system and the key role they will play in the recently passed Health Care 
Reform Act. He is also well aware of the nursing shortage and its effect on quality of care and the safety of clients.

In 2009, shortly after taking office, President Obama wrote an executive order that reversed the reduction
in funds for nursing students implemented by the previous administration in a misguided attempt to cut
spending. In 2009, he signed into law a $15 million increase for nursing grants and scholarships, bringing the
total to $171 million, the highest amount since 2000.

Some grants and loans available through the Title VII Workforce Development Program include:
• Workforce diversity grants. These grants are aimed specifically at individuals who come from a disadvan-

taged background. They benefit students with very low incomes, ethnic and racial minorities, and groups
that are under-represented in the nursing profession. These are outright grants directly to the student and
do not need to be repaid.

• Nurse education, practice, and retention grants. These grants go to schools of nursing and other entities that
educate nurses or work to improve the quality of health care. Students benefit from these grants indirectly
with better facilities, additional faculty, and improved learning. For example, some schools have received
money to purchase PDAs or iPads for all their students to enhance electronic learning.

• Nurse student service corps. These grants go directly to nursing students to repay loans after they graduate
if they decide to work in a designated shortage area for 2 years after graduation. They generally will pay off
60 to 85 percent of any loans used during nursing school.

• Comprehensive geriatric education grants. These grants go directly to nursing students who make a com-
mitment to care for elderly clients after graduation. The grants can also be obtained by faculty who wish to
increase their knowledge of working with elderly clients and to schools of nursing that provided continuing
education in elder care.

This is only a partial list of funds that have become available since 2009. As with all government-related
funding, considerable forms and paperwork need to be completed. However, the effort of spending an hour or
so filling out forms can reap great rewards.

Sources: Mali M.  Obama signs $1.1 omnibus spending bill. Retrieved August 2014 from http://washingtonexaminer.com/obama-signs1-trillion-
omnibus-spending-bill/article/2542403; Ebner AL. What nurses need to know about health care reform. Nursing Economic$, 28(3):191–194, 2010;
Cardillo D. Three easy steps to finding a nursing scholarship . . . plus five great scholarships to get you started. American Nurse Today, 5(6), 2010.

• The wider use of capitated managed care for financ-
ing coverage and a market-driven system.

• The increasing age and diversity of the U.S. population.
• The shortage of RNs.
• The shortage of qualified nursing faculty.
• The rapid leaps forward in health care and informa-

tion technology.
• The government’s attempt to increase health-care

coverage for large numbers of uninsured citizens.

Since the year 2000, about 60 percent of
nurses have been employed in acute care hospitals.1
Hospitals have attempted to slow the drain to other

employment settings by seeking Magnet Status certifi-
cation, which identifies the facility as being “nurse
friendly” and a place where the nurse turnover rate is
low.2 The other 40 percent of nurses are employed in a
wide variety of settings, including private practice,
public health agencies, home health care, primary
nursing school–operated nursing centers, ambulatory
care centers, insurance and managed-care companies,
education, and health-care research. There is also an
ever-growing group of emerging health occupations
that have not yet been officially recognized by profes-
sional organizations.
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What Nursing School Graduates Must Know 
and Be Able to Do
It has always been a challenge for nursing educators
to decide what nursing students need to learn be-
fore they graduate. Some of the curricular content
is dictated by the licensure examination, but high-
quality nursing programs recognize that this test
knowledge is the minimum required for safe 
practice at an entry level. The health-care market-
place demands more than the minimum. In this 
regard, the consumers of the products of nursing
education—that is, the health-care entities that hire
nursing school graduates—have had an important 
if somewhat unstructured
role in determining 
curricular content.

The Pew Report
The Pew Health Profes-
sions Commission Report,
or Pew Report, was pub-
lished in the late 1990s. It was the first comprehensive
study to systematically address which competencies
nursing students should possess upon graduation.3
A few of the 21 recommendations for all schools
preparing health-care professionals are:

• Expanding the scientific basis of the programs.
• Promoting interdisciplinary education.
• Developing cultural sensitivity.
• Establishing new alliances with managed-care com-

panies and government.
• Increasing the use of computer technology and in-

teractive software.

The Pew Report also recommends a differ-
entiated practice structure to simplify and consolidate
the titles that are used for the different practitioner
levels so that there is just one title for each level.

Nursing educators are continually challenged
to evaluate whether the graduates of their programs
are adequately prepared to meet the demands of 
all areas of care. Nursing educators also need to 
evaluate whether their own educational and skill

preparation is sufficient to meet the needs of diverse
health-care settings.

Required Skills and Knowledge
In an attempt to structure the input from the facilities, a
study was conducted to survey administrators who
worked at hospitals, home health-care agencies, and
nursing homes. They were asked to rank 45 skills or
knowledge-based competencies they expected to see in
the baccalaureate-level graduate nurses they hired. The
results showed a mix of skills and knowledge compe-
tencies that were most sought after. Those that ranked
the highest included:

• Teaching clients health promotion and prevention.
• Teaching clients about how lifestyle affects health.
• Effectively supervising fewer educated staff.
• Effectively delegating and monitoring staff.
• Efficiently organizing routine daily tasks.
• Safely administering medications.
• Having competency using computer databases 

and charting.
• Having the ability to or-

ganize nursing care for 
6 to 10 clients at the
same time.

Overall, the ex-
pectations for new gradu-
ates cluster around the
ability to initiate and adapt

to change, use critical thinking in problem-solving, at-
tain a basic level of skills, and be able to communicate
with clients and staff. It is interesting to note that the
basic competencies have not changed much since
Nightingale organized her first nursing school. Like her
students, current students still need to master basic
skills and learn to communicate effectively.

The IOM Competencies and the Future of Nursing
In 2010, a report by the American Nurses Association
(ANA) and the Constituent Member Associations
(CMA) moved the discussion to a new level by outlin-
ing the key messages from the IOM’s (Institute of Med-
icine) report on the future of nursing. This report is part
of an ongoing project aimed at using evidence-based
practice to advance the nursing profession so that nurs-
ing can keep pace with health-care reform activities. 
Although not entirely new, the four key messages from
the report are the following:

• Nurses should practice to the full extent of their educa-
tion and training. A fundamental element of this goal

What Do You Think?

?
Is there a Magnet hospital in your area? If you have clinical
rotations there, is there any difference between the care at
the Magnet and a non-Magnet facility? How about the atti-
tude of the nurses and the overall facility atmosphere?

Nursing educators are continually 
challenged to evaluate whether the grad-
uates of their programs are adequately
prepared to meet the demands of all
areas of care.
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is to revise states’ nurse practice acts by removing 
unnecessary scope-of-practice restrictions. Work in -
itiated in the 111th Congress is continuing and will
promote this issue in various health-care settings.

• Nurses should achieve higher levels of education and
training through an improved education system that
promotes seamless academic progression. Fundamen-
tal to this message are the goals of increasing the
number of RNs with baccalaureate degrees to at least
80 percent by 2020 (up from the current 50 percent),
doubling the number of nurses with doctorates by
2020, and having nurses commit to lifelong learning.
Another goal is to increase the diversity of nurses to
better meet the needs of an increasingly diverse U.S.
population. Expanded residency programs, focused
on easing the transition into practice, are fundamen-
tal to the progression of newly licensed nurses into
successful professionals.

• Nurses should be full partners with physicians and
other health professionals in redesigning health care
in the United States. For a long time, nurses have
needed expanded oppor-
tunities to demonstrate
their leadership and
management skills as key
members of the health-
care team. In collabora-
tion with physicians and
other team members,
nurses need to be involved in redesigning the
health-care system through such activities as 
conducting research, improving practice environ-
ments, developing care systems, and improving
quality of care.

• Effective workforce planning and policy-making re-
quire better data collection and an improved infor-
mation infrastructure. Collaboration between
national, state, and local initiatives in collecting 
and analyzing data can make the data more useful
to all health-care providers.

• Nursing education has long strived to be relevant and
vibrant in a rapidly changing health-care system.
The shift in recent years to a consumer-driven
health-care system is shaping what nurses need to
be able to accomplish in their practice. 

Out of these guiding principles, the IOM de-
veloped five key competencies that nursing students
must be able to achieve upon graduation:

• Client-centered care
• Interdisciplinary teamwork

• Evidence-based practice
• Quality improvement
• Informatics

Although the IOM competencies can be
used to form the curricular framework for a nursing
program, the demands for an increased level of safety
and high-quality nursing care at all times led to use of
the IOM competencies in the development of the
Quality and Safety Education for Nurses (QSEN)
competency model for nursing curricula.4,5

QSEN Competencies Guide for Nursing Curriculum
Current leaders in nursing education have built on the
Nightingale, Pew, and IOM principles and developed
the QSEN competencies to help guide what is being
taught in nursing programs. However, health-care
technology has advanced so rapidly in recent years that
it has put a strain on both the faculty teaching nursing
students and the students attempting to master it. 

The push for an improved nursing curricu-
lum began with recogni-
tion of the large numbers
of medication and medical
errors that occur in
today’s health-care sys-
tem. These errors lead to
the injury and death of as
many as 90,000 clients per
year. Driven by commu-

nity and professional concerns, the Robert Wood
Johnson Foundation undertook a three-phase project
to improve the quality and safety of client care by fo-
cusing nursing education on student competency.
The project, QSEN, is built on the five competencies
developed initially by the IOM.

Phase I began in 2005 with a $590,000 grant
to the University of North Carolina at Chapel Hill
School of Nursing. The goal of Phase I was to de-
velop the theoretical foundations for QSEN, includ-
ing student competencies; the knowledge, skills, and
abilities (KSAs) necessary to maintain a safe health-
care system; and measurable outcomes for graduates
of nursing programs. During Phase I, an additional
competency (safety) was added to the five IOM
competencies, bringing the total to six. These com-
petencies are:

• Client-centered care.
• Teamwork and collaboration.
• Evidence-based practice (EBP).
• Quality improvement (QI).
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so rapidly in recent years that it has put
a strain on both the faculty teaching
nursing students and the students 
attempting to master it.
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• Safety.
• Informatics.

A thorough and extensive set of KSAs was 
developed for each competency for undergraduate 
students. In addition, Phase I established an electronic 
resources center, supported by the grant, which contains
materials on client safety and quality initiatives.

Although Phase I was still ongoing, Phase II
kicked off in 2007 with the goals of developing KSAs
for graduate students and developing QSEN-based
curricula in 15 selected schools. The 15 pilot schools
are exploring the difficulties in implementing QSEN
in their programs.

Phase III began in 2009 and is still ongoing.
The goals of Phase III are:

• Developing nursing faculty knowledge and skills in
teaching QSEN competencies.

• Writing textbooks that include the six competencies.
• Working with licensing,

accreditation, and certifi-
cation agencies to develop
standards that reflect
QSEN competencies.

• Developing ongoing in-
novative methods to im-
plement QSEN.

Phase III will be
in development for many
years to come. Some of the
pilot schools are beginning
to publish information about their experiences imple-
menting QSEN as their curricular model. Overall, the
conversion seems to be going smoothly and success-
fully. However, nursing faculty resistance to change is
an ever-present challenge.6

One issue troubling some nursing leaders is
that the QSEN competencies are based on a model
developed by the IOM (i.e., a medical model). All
agree on the need for quality and safety measures to
reduce harm to clients, and QSEN certainly meets
that need. However, for many years, the AACN’s 
Essentials of Baccalaureate Education for Professional
Nursing Practice has been the gold standard for nurs-
ing program outcomes. Is there a clear-cut advantage
in using the QSEN competencies over the Essentials
as a curricular model?

Some nursing leaders believe that by con-
forming to QSEN-based curricula, they will transform
the professional identity of nursing into something

other than nursing. What about the competencies of
caring, integrity, and client advocacy? What about re-
search and scholarship? Where does prevention—a key
nursing role since the time of Florence Nightingale—fit
in? Those who support QSEN believe that if a nurse is
providing safe, high-quality care, then caring and in-
tegrity are already included. Others believe that a sev-
enth competency, “professional person,” should be
added to include those aspects of nursing that make 
it unique and separate from the medical profession7

(see Box 4.2).
It has always been a challenge to measure

competency in the health-care professions. The cur-
rent interest in positive client outcomes as a measure
of performance reinforces the need to better measure
competency. It is by no means a new issue. The Com-
petency Outcomes Performance Assessment (COPA)
model, developed in the early 1990s, has been used by
medical schools and some schools of nursing to vali-

date the skills and knowl-
edge of their graduates. It
is designed to promote
competency for clinical
practice at all levels. With
a few modifications, the
COPA model fits well
with QSEN and can be
used as the evaluation 
tool for graduates of these
schools. It can be used
with both schools of nurs-

ing that have competency-based curricula and in
schools that have more traditional curricula to en-
hance student learning and make curricular revisions
appropriate for the demands of the health-care sys-
tem of today and of the future.

NURSES OF THE FUTURE

Nurses of the future will need to practice with self-
reliance, independence, and flexibility. They will be 
required to have well-developed decision-making skills
on the basis of critical-thinking ability, a working
knowledge of community resources, and computer and
technical competencies. Just as important, they will
need to deliver high-quality care and client education
while working within the constraints of a managed-care
system with tight cost-control measures.

Will nursing education ever be able to pre-
pare a graduate who fulfills all the qualities required
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of nurses of the future? Nursing education responds
with a yes, but only with curricular revisions that pro-
vide graduates with the tools to continue to learn as
they advance in their careers.

Hospital Skills and More
Hospital-based acute care nursing practice will always
have an important place in any health-care system.
Highly skilled acute care nurses will always find a place
to practice. It is generally accepted that the older popu-
lation requires more health care of all types—acute,
chronic, and community based. Although the current
system experienced a decrease in the use of acute care
beds, a gradual reverse in this trend is beginning as the
baby boomers become the senior citizens who require
more care for acute problems.

Paradigm shifting in nursing education
does not need to be an either/or proposition. It is

sometimes felt that nursing education is either
acute care focused or community focused. Nursing
education needs to combine the two so that the
graduate can practice with competence in either or
both settings. The skills are similar, but the empha-
sis may be different. Although some hospital skills
are being done by non-nurses at a cheaper cost,
nursing education must still teach such important
skills as critical thinking, therapeutic relationship,
primary care, and case management, as well as
how to be comfortable with a consumer-driven
health-care system.

Critical Thinking
Critical thinking has been an important element in
nursing practice for many years. It is generally rec-
ognized as the ability to use basic core knowledge
and decision-making skills in resolving situations
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B o x  4 . 2
Competency/Outcome Comparison: IOM, QSEN, AACN Essentials

Client-centered care

Teamwork and
collaboration

EBP

QI

Safety

Informatics

Liberal education for baccalaureate
generalist nursing practice

Basic organizational and systems leadership
for high-quality care and client safety

Scholarship for EBP

Information management and application of
client-care technology

Health-care policy, finance, and regulatory
environments

Interprofessional communication and
collaboration for improving health
outcomes

Clinical prevention and population health
Professionalism and professional values
Baccalaureate generalist nursing practice

IOM Competencies QSEN Competencies AACN Essentials

Client-centered care 

Interdisciplinary teamwork

EBP

QI

Informatics

AACN = American Association of Colleges of Nursing; EBP = evidence-based practice; IOM = Institute of Medicine; QI = quality improvement; QSEN
= Quality and Safety Education for Nurses.

Sources: American Association of Colleges of Nursing. Essentials of baccalaureate education for professional nursing practice: Faculty tool kit,
2009. Retrieved August 2010 from http://www.AACN.nche.edu; Armstrong GE, Spencer TS, Lenburg CB. Using quality and safety education for
nurses to enhance competency outcome performance assessment: A synergistic approach that promotes patient safety and quality outcomes.
Journal of Nursing Education, 48(12):686–693, 2009; Nursing Workforce Centers: ANA and CMA activities reflected in the IOM recommenda-
tions. Retrieved October 2010 from http://www.nursingworkforcecenters.org
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with a relatively small amount of data and a high
degree of risk and ambiguity. Critical thinking is
the basis for clinical judgment used by nurses in
making decisions about client care and is a key part
of the nursing licensure examination. Nursing has
long been concerned with the ability to make good
judgments and decisions about client care. 

At a fundamental level, the nursing process
is a type of critical thinking. Unfortunately, in the
health-care system of the future, a nurse’s critical-
thinking skills will have to go far beyond those of the
basic nursing process. Nursing education will need to
prepare students for more advanced critical thinking
by exposing them to real-life situations that require
the use of creativity, intuition, analysis, and deductive
and inductive reasoning. These situations are intro-
duced in the classroom as case studies and are rein-
forced in the clinical setting through guided
experiences and mentoring.
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e-Nursing Education

The nursing shortage is expected to get worse. Projected shortages for RNs range
from 200,000 to 800,000 over a 10-year period from 2012 to 2022. Compounding
the nursing shortage is a deficiency of nursing staff qualified to educate new nurses.
Many faculty are past retirement age and it is difficult to attract new staff due to the
relative low wages in education as compared to hospitals and the private sector for
nurses with similar degrees. However, a current trend viewed by some as a possible
solution to the lack of nursing faculty is e-nursing education.

Almost all schools of nursing have incorporated more computer technol-
ogy into their programs. However, full immersion into e-nursing education requires
not only a total acceptance of technology but also a shift in fundamental thought
processes and teaching techniques that go beyond what is currently accepted for
the age of information. As a general rule, nurses find change difficult, and nursing
faculty like change even less. Fortunately, the changes in technology have come in
small doses, which are much more palatable than major upheavals in knowledge.

Both nursing students and nursing instructors can look forward to several
key technologies in the not-too-distant future. “Intelligent” assistive health-care 
devices have spurred the growth of new industries that did not exist even 5 years
ago. Artificial limbs that respond to computer-mediated signals from the brain are
being used by those with amputations. Elderly people and those with mobility
problems are being helped by intelligent walkers to ambulate and to change posi-
tion from sitting to standing and vice versa. Nursing education will need to keep
pace with these developments by teaching students how to use these devices
and educate clients in their use.

All nursing faculty are aware that current nursing students are not like
students of the past, even the recent past. Referred to as “Generation E” or 
“millennials” and raised with computers, cell phones, and a myriad of wireless 
devices, these students do not respond well to sitting in lecture classes. They like
to be more interactive and adapt readily to new technologies. They are masters at
electronic multitasking and are nonlinear in their thought processes. The challenge
for nursing educators is to develop and use technologies that keep these students
engaged while ensuring that they master the vast amount of material required to
practice nursing safely in today’s complex health-care environment. Several edu-
cational software companies are beginning to develop simulators and electronic
learning games that address this need. One example is the Interactive Community
Simulation Environment for Community Health Nursing, otherwise known as the
Community Health Nursing Serious Game, which is based on the modular Syn-
thetic Training Research Evaluation and Extrapolation Tool (mSTREET) platform to
deliver computerized virtual training. In the game, students can investigate and re-
spond to a variety of settings as they walk through the streets of a virtual city. The
same mSTREET platform can be used for other health-care settings. Students will
be able to walk into the room of an intensive care client and observe and manipu-
late the machines connected to the client, such as a ventilator, cardiac monitor,
cooling blanket, and other commonly used devices.

I s s u e s  N o w

(continued)
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The Serious Games technology uses virtual reality to take learning one
step beyond simulation. Although it is still developing as a learning methodology, 
it has great potential for education. It would allow students total participation in
health-care scenarios, ranging from counseling sessions for clients with psychi-
atric disorders to advanced life support resuscitation of a client in cardiac arrest.
Combined with simulation technology, virtual reality would allow students to use
the equipment they will see in the work setting.

Wireless technology also has the potential to provide new learning oppor-
tunities and techniques. Access to the Internet is no longer tied to hard-wired 
devices. Through the cellular networks, anyone can access a whole world of infor-
mation, from e-mail to video streaming. Students enrolled in online programs can
now access them from almost any place where they can make a cell phone call.
Some publishing companies have begun offering textbooks in electronic form 
(e-texts). Incorporated into these books are interactive exercises, videos, and 
simulation activities. Students can now read their textbooks on an iPad, a Kindle,
or any one of the many tablets available on the market today.

What will the nursing classroom of the future look like? It is a sure bet
that the whole experience will be different. In reality, there may be no centrally 
located classrooms at all. Classroom lectures and interactive discussions will be
conducted electronically over wireless devices. The way students learn will not 
be as important as what they learn, and learning will be measured through out-
come testing. Nursing education will be asynchronous and available to anyone
anywhere. It has been proposed that sometime in the future there may be only
one nursing program for the whole country that is located in the cloud and totally
online. That possibility certainly requires major paradigm shifting!

I s s u e s  N o w continued

Sources: Connors H. HIT plants SEEDS in healthcare education . . . Health Information 
Technology . . . Simulated E-Health Delivery System. Nursing Administration Quarterly, 31(2):
129–133, 2007; Newman L. Creating new futures in nursing education: Envisioning the evolution
of e-nursing education. Nursing Education Perspectives, 27(1):12–15, 2006; Ornes LL: Computer
competencies in a BSN program. Journal of Nursing Education, 46(2):75–78, 2007; Spalla 
TL. Technology. You’ve got mail: A new tool to help millennials prepare for the National Council
Licensure Examination. Nurse Educator, 32(2):52–54, 2007.
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The Therapeutic Relationship
Therapeutic relationship skills have long been
stressed by mental health nursing faculty as a key 
element in the treatment of psychiatric problems. In 
reality, therapeutic relationship skills are essential for
all nurses to fulfill their roles as health-care providers
and healers. Although these skills are currently being
taught in a limited and focused way in most nursing
schools, they need to be expanded to involve directed
services and relationship-centered nursing care.

Trust Is Essential
Relationship-centered nursing care is client focused
and revolves around the client’s trust in, value of, 
and understanding of the nurse’s skills and role in the
healing process. The client must be able to feel comfort-
able with the nurse and share his or her understanding
of both illness and health.

Follow-up Care
Currently, in many licensed practical nurse and 
licensed vocational nurse
(LPN/LVN) programs and
schools offering the associ-
ate degree in nursing, clin-
ical experiences consist of
one-time, 8-hour provi-
sion of care for an acute or
chronically ill client. Little
time is spent in follow-up
care. However, many bachelor of science in nursing
(BSN) programs and some associate degree nursing
(ADN) programs have expanded clinical experiences
to include discharge planning and follow-up home
health-care experiences.

To meet the demands of the future health-
care system, all nursing education programs must be
able to develop learning experiences for students that
involve care for selected individuals or families over
extended periods of time, perhaps ranging from sev-
eral weeks to several semesters.

Case Management
Care management is a general term that refers to a
method of coordinating care either with an individual
client or on a system-wide basis. Case management,
in a health-care system driven by the demand for bet-
ter-quality and cost-effective care, usually is associ-
ated with coordinating care for individual clients as
they move from one level to another through the
health-care system. Case management is now a 
certified specialty; however, there is a lack of qualified

nurses trained in case management. Almost all the
proposals for revisions in the health-care system in-
clude the case manager as an important element in
the overall management of care (see Chapter 27).

A Growing Need
With the changes introduced into the health-care
system by the Affordable Care Act (ACA), the need
for case managers will increase exponentially over
the next decade. Currently, case managers do not
have to be RNs; however, with the increased com-
plexity of health-care technologies and demands for
improved outcomes, RNs have the knowledge and
skills to best fulfill the role. Perhaps the ideal situa-
tion would be to function as a health-care team,
with both an RN and a social worker coordinating 
all aspects of the client’s care.

A Wide Range of Skills
As case managers, nurses are responsible for devel-

oping clinical pathways
and for directing and
guiding the overall health
care of a specific group of
clients. Case management
includes overseeing the
clients’ care while they are
in the hospital and fol-
lowing them through
their rehabilitation at

home, long-term follow-up, health-care practices,
and developmental stages.

The knowledge and thinking required by an
effective case manager go far beyond what is currently
required of new graduates. Nurses must be able to un-
derstand the immediate disease process and the long-
term outcomes and factors that influence the disease.
Case managers must also practice health-focused nurs-
ing and primary levels of intervention. Decisions will
need to be made about care from a broad database as
well as from an understanding of the client’s abilities,
knowledge level, and even financial status.

Nursing education will be severely chal-
lenged to provide experiences to prepare students
for this role. Students must be allowed to experi-
ence the authority, accountability, and responsibil-
ity of guiding a client’s health care over an extended
period. It might be beneficial to combine the learn-
ing experiences mentioned earlier in establishing
the therapeutic relationship with the managed-care
experience.

C h a p t e r  4 The Process of Educating Nurses 81

Case management includes overseeing
the clients’ care while they are in the
hospital and following clients through
their rehabilitation at home, long-term
follow-up, health-care practices, and 
developmental stages.

“
”

3972_Ch04_072-098  29/12/14  12:14 PM  Page 81



The Consumer in Authority
A consumer-driven health-care system is the nurse’s
dream and nightmare. Many widely used nursing
models or theories claim to be client centered, which
translates into being consumer driven. Yet, when
these models are put into practice, the care given is
more provider driven than anything else.

Care as Requested
A client/consumer-driven health-care system means
that the care given and the outcomes are both deter-
mined by the consumer. The nurse must be able to
accept the authority of the group or community as a
determinant of health care. The nurse’s role becomes
one of a partner in guiding, implementing, and over-
seeing ways to deliver requested health care for a
given community.

Many nursing programs, particularly bac-
calaureate programs, include a course in community
health and home health-care nursing. Often, a re-
quirement of this course is to have the students per-
form a community survey in which they determine
the needs of the commu-
nity as they perceive them.
Many of these courses
have been modified so 
that the students learn the
community members’ per-
ceptions of their own needs.

Paradigm shifting is never easy. Major para-
digm shifts in thinking and acting are even more dif-
ficult. Nursing education is currently dealing with 
a huge paradigm shift. How educators are meeting
these challenges will, to a large extent, shape the future
of professional nursing.

AMERICAN NURSES ASSOCIATION POSITION
PAPER ON EDUCATION FOR NURSES

After evaluating the changes that occurred in the
health-care system during the 1950s and studying the
projected educational needs for nurses, the ANA pub-
lished a paper in 1965 that took a stand on an issue
that was, and still is, highly controversial. Although
written some 50 years ago, this document is still rele-
vant to many of the issues in nursing education today.

After World War II, there was an explosion
of scientific and technological knowledge used in
health care. The educational level of the population

was also increasing, resulting in greater public de-
mand for higher-quality health care. In reevaluating
the nature and scope of nursing practice and the type
and level of quality of education needed to meet these
new demands, the ANA reached the conclusions that
are presented in its position paper.

A Changing Role for Hospitals
Hospitals recognized that they would no longer re-
tain their traditional role of preparing nurses for
practice. Even though pressure to move nursing ed-
ucation from hospital-based diploma schools to in-
stitutions of higher education had been building for
some time, in the mid-1960s, 75 percent of the
graduating nurses were from hospital-based
diploma programs.8

Colleges Under Pressure
Colleges and universities were pushed to quickly 
develop undergraduate and graduate curricula for 
increasing numbers of nursing majors. The relatively
few baccalaureate programs in existence at the time
were generally small and found it difficult to expand

rapidly. It also became evi-
dent that a clear distinction
between technical and pro-
fessional programs needed
to be made.

The Debate Continues
To this day, the ANA remains firmly committed to its
stand that all nursing education should be housed in
institutions of higher learning. More than 40 years
have elapsed since this statement was made, and the
profession of nursing is still trying to reach a consen-
sus on the issue of basic educational preparation for
entry into practice.

Over the past few years, several states have
been looking at the “BSN in Ten” proposal, which
would require graduates from ADN programs to ob-
tain their BSN degrees within 10 years after graduat-
ing from the ADN program.  Because of the strong
lobbying efforts against this proposal on the part of
the AD programs, there has been almost no move-
ment on its implementation.9

Defining a Profession
A similar resolution defining entry into practice was
proposed by the ANA in 1985, but it also met strong
opposition and was never enacted. In 1996, the
American Association of Colleges of Nursing

82 U n i t  1 The Growth of Nursing

A consumer-driven health-care system is
the nurse’s dream and nightmare.“ ”

3972_Ch04_072-098  29/12/14  12:14 PM  Page 82



(AACN) presented its own position paper emphasiz-
ing the belief that the baccalaureate degree should be
the minimal requirement for entry into the nursing
profession. The discussion remains ongoing with
seemingly little hope for resolution. The most influ-
ential reasons these proposals have not been adopted
are economic, not conceptual. Although some experts
believe it is time to leave the old debate behind and
work toward developing a better-educated profession
in general, many others see the issue as important to
the definition of nursing as a profession.

DIPLOMA SCHOOLS

The Nightingale School of Nursing was a diploma
school in the strict use of the term. When nurses
graduated from this school, they were given a cer-
tificate or diploma noting their graduation, but 
no academic degree. The first graduates from the
Nightingale School soon began to establish their
own schools of nursing
based on the Nightingale
model and adhered to her
philosophy of nursing ed-
ucation. These were also
diploma schools.

An Improvement in Care
After an initial period of uncertainty and trepidation,
both physicians and hospital administrators began to
recognize that when the education of nurses improved,
so, too, did the overall quality of the care provided by
their hospitals. They also understood that these types
of schools that were closely associated with hospitals
could provide a source of free, or inexpensive, labor in
the form of nursing students.

Diploma schools sprang up throughout 
Europe, and in time, each hospital had its own school
of nursing. Many of Nightingale’s principles and con-
cerns about nursing education were abandoned dur-
ing this period of growth.

Catching Up to Europe
In the United States, developments in nursing educa-
tion, as with health care in general, lagged behind those
in Europe. It was not until the mid-1870s that the first
school of nursing was established in the United States.
This was a diploma school attached to the New England
Hospital for Women.10

As in Europe, the idea of diploma schools
quickly caught on, and within 10 years almost every
large hospital in the United States had its own
diploma school of nursing. These schools had very 
little in common with the Nightingale School of
Nursing. There was no uniformity in curriculum,
length of program, or requirements. To guarantee 
adequate enrollment, candidates were again being 
recruited from the lowest levels of society.

A Source of Cheap Labor
In early hospital-based diploma schools of nursing,
hospitals used the student nurses as a major source 
of free labor for their facilities. There was little or no
classroom or theoretical study. The students learned
exclusively by hands-on experience during their 12- to
14-hour, 7-day-a-week work shifts.

Most of the students were young, single
women recruited just after they graduated from high
school. They were confined to dormitories on the
hospital property. The dormitories were monitored
closely by a housemother who enforced the rigorous

rules of behavior covering
all aspects of the students’
lives and dismissed stu-
dents for even minor in-
fractions of the rules. The
early diploma schools of
nursing were organized

and administered on a model that was similar to the
strictest of the religious orders.

Submission to Authority
The nurses who graduated from these schools were
proficient in basic nursing skills and could assume
positions in the hospital where they were trained or
in home nursing, where they worked on a case-by-
case basis without any additional orientation or edu-
cation. Because of the 24-hour-a-day, 7-day-a-week
socialization process administered by these schools,
diploma graduate nurses tended to be very submis-
sive to authority and willing to carry out any duty to
please the physician, administrator, or head nurse.
Before the advent of licensure examinations and stan-
dardization of practice, nurses from diploma schools
were often limited to employment in their own train-
ing institutions or in home health-care settings.

A Move Toward Accreditation
Diploma schools of nursing remained relatively un-
changed in the United States until 1949, when the
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National Nursing Accrediting Service, working under
the guidance of the National League for Nursing Educa-
tion, became the licensing body for all schools of 
nursing that voluntarily sought accreditation. The first
formal accreditation of nursing schools occurred in the
early 1950s. In 1952, the National League for Nursing
(NLN) assumed accrediting responsibilities for all
schools of nursing.11 Accreditation by the National
League for Nursing Accrediting Commission (NLNAC)
has always been and remains a voluntary undertaking.

Outcome Criteria
To be accredited by the NLN, schools of nursing had
to meet specific outcome criteria and teach specific
content in their curricula. Many of the diploma schools
of nursing could not or would not submit to these crite-
ria and eventually closed. Some of the requirements 
for the schools that did choose to comply with the 
NLN included:

• Implementing a 3-year course of study meeting 
the criteria established by the state board of nursing
using only faculty with
baccalaureate or higher 
degrees in nursing

• Developing a philosophy
and demonstrating how
that philosophy was im-
plemented through learn-
ing objectives, course objectives, 
and outcome criteria

• Showing an adequate pass rate on the State Board or
National Council Licensure Examination (NCLEX)

A Jump in Expense
One of the key factors that all state boards of nursing
were concerned about was that the school should be
able to demonstrate that the students were not being
used as unpaid hospital personnel while they were in
their education and training programs. When stu-
dents could no longer be used as free labor, diploma
nursing schools became very expensive to the hospi-
tals, when previously they were virtually free. 

Not only did the hospitals still have to pay
for the room and board of the students, but they also
now had to hire and pay additional staff because the
students could no longer be included in the overall
staff numbers. Due to the overwhelming financial
burden to the hospitals, even more diploma schools
closed. The schools that stayed open were forced 
to increase their tuition rates, which made nursing

schools just as expensive as programs granting 
academic degrees. 

CONVERTING THE CURRICULUM

During the 1960s and 1970s, many diploma schools 
became associated with universities and converted their
curricula into degree-granting programs. According to
recent data published by the NLN, approximately 
100 accredited diploma programs remain open in the
United States. They are of universally high quality and
meet all the standards necessary for NLN accreditation.
The main emphasis remains on preparing nurses who
are highly competent in technical nursing skills through
extensive hands-on practice in the clinical setting, 
but elements of leadership, humanities, and general 
sciences are also included in the classroom setting.12

ASSOCIATE DEGREE NURSING

The associate degree
nursing (ADN) program
was developed by Mildred
Montague as a short-term 
solution to the nursing
shortage experienced after
World War II.13 Origi-

nally designed to prepare students for technical nurs-
ing practice, the 2-year ADN programs were offered
through community colleges with an emphasis on de-
veloping the skills necessary to provide high-quality
bedside care in less time than BSN programs.

Technical Orientation
A successful pilot program for ADNs was conducted
by Montague at Teachers’ College in Columbia 
University in New York City in 1952 to prepare tech-
nical nurses who could assist professional nurses. 
It demonstrated that community college–based pro-
grams could attract large numbers of students, prove
cost-effective, and produce skillful technical nurses 
in half the time required for BSN programs.14

Which Exam to Take?
Early on, there was some heated debate concerning li-
censure and titling for this group of nurses. The tech-
nical orientation of the curriculum was very similar
to that found in programs that prepare LPNs, but the
location of the programs in the community college

84 U n i t  1 The Growth of Nursing

Continuing the discussion and efforts to
bring about collaborative agreement on
nursing education is a goal that the pro-
fession must work toward.

“
”

3972_Ch04_072-098  29/12/14  12:14 PM  Page 84



setting and the increased theoretical orientation
seemed to elevate these programs to a higher educa-
tional plane. It was finally decided that the ADN
graduates should take the RN licensure examination
rather than the LPN/LVN examination.

A Proven Track Record
The emphasis on technical skills of the ADN pro-
grams met a need in the health-care system of the
1960s and 1970s. By the early 1980s, there were more
than 800 ADN programs across the United States; as
of 2012, the number was close to 1000, with more
than 65,000 students attending; however, not all of
the programs are accredited by a national agency.15

Graduates from these programs exceeded the 
number of graduates from all the diploma, BSN, 
and LPN/LVN programs combined.

Although it is possible to complete the re-
quirements for an ADN in 2 academic years, most
programs take at least 
3 years to complete for a
new student who has no
prior college credit.16 ADN
graduates have a proven
track record for providing
safe bedside care for clients from the first day they are
hired. They function well as team members and, after
a period of orientation, can assume responsibility for
the care of clients who are more acutely ill.

BACCALAUREATE EDUCATION

Early attempts at college-level nursing programs
sometimes took the form of “prenursing” courses
over a 1- or 2-year period that prepared students to
enter upper-division schools of nursing. Generally 
acclaimed as the first university program to be com-
pletely conducted in the higher education setting, the
University of Minnesota School of Nursing was
opened in 1909. In 1923, the Yale School of Nursing
began accepting students; it is considered the first 
autonomous college of nursing in the United States.

A Slow Increase
The development of schools of nursing in the univer-
sity and college setting was a gradual process that 
extended over several decades. Only a few collegiate
nursing programs were established during the years
when the diploma programs were expanding. Some
of these early collegiate programs were a hybrid of

college-level classes and diploma school clinical expe-
riences that still granted only a diploma rather than
an academic degree.

The number of university-based nursing
programs gradually increased over the years, and by
the beginning of World War II, there were 76 pro-
grams granting baccalaureate degrees in nursing.
These programs tended to specialize in preparing
nurses for public health nursing, teaching, adminis-
tration, and supervisory positions in hospitals. 
Although all of these programs included a clinical
component, the emphasis was more on theoretical
knowledge, development of critical thinking, decision-
making skills, and leadership.

Universities in general enjoyed rapid
growth immediately after World War II, and
higher-education nursing programs expanded
along with the universities. Many military nurses,

prepared by the Cadet
Nurse Corps during
World War II, went back
to school under the GI
Bill to complete their
baccalaureate degrees,
thus providing the

framework for current ADN to BSN programs.

Education for a Profession
During this rapid growth period, these baccalaureate
degree nursing programs were plagued with prob-
lems similar to those found in the diploma programs
during their own rapid expansion period. Primarily,
the lack of uniformity in content, curriculum, and
even length of programs was problematic. It was diffi-
cult to find qualified faculty because most of the
nurses at this time had received their education in
diploma programs. No doctorate degrees existed in
nursing, few nurses had master’s degrees, and only a
smattering of nurses had baccalaureate degrees.

During the late 1940s and early 1950s, it was
clearly necessary to start stratifying nursing education
programs into technical levels and professional levels.
It became apparent that all health-care professionals
should have, at minimum, a baccalaureate degree.17

The NLN began to develop strict criteria
for the accreditation of baccalaureate nursing pro-
grams. These criteria included courses in general ed-
ucation, general sciences, humanities, and language
as well as specific nursing courses. They required a
certain number of hours to be spent in the clinical
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setting practicing nursing skills, a faculty prepared
at the master’s degree level, and the availability of
laboratory and library facilities for the students. 
Faculty-to-student ratios were limited, particularly
in the clinical setting, and outcome criteria were 
required for the students.18

Different Approaches
Although all university-level baccalaureate degrees 
in nursing have the same number of required credit
hours and educational requirements, there are three
avenues for attaining this degree.

The Professional Degree
The BSN degree fulfills the criteria of a professional de-
gree. It meets the overall requirements for a college
baccalaureate degree (120 to 124 credit hours, 
65 hours of nursing major, and most of the general ed-
ucation requirements) but does not meet all the gen-
eral education requirements for an academic bachelor
of science (BS) degree. Although a professional degree
is usually obtained in a tra-
ditional college setting, it
can also be obtained
through an external degree
program in which the stu-
dent has to meet the criteria
for the BSN.

The Full Academic Degree
The second approach is found in programs that
offer a bachelor of science in nursing degree. This
degree is a full academic college degree and guaran-
tees that the person holding it has met all of the
general education, science, and major subject re-
quirements. According to statistics published by the
NLN for the academic year 2012, there were more
than 555 accredited programs offering baccalaure-
ate degrees in nursing. A third avenue that may 
be pursued is sometimes called the career ladder
program (see the “Ladder Programs” section later
in this chapter).

PRACTICAL/VOCATIONAL NURSING

The practical/vocational nurse has been a part of the
health-care system in the United States for well over
100 years. Although the earliest formal schools of
practical/vocational nursing were started around

1890, informal training programs for this level of
nursing probably existed well before that time—for
example, in the Young Women’s Christian Associa-
tion (YWCA), particularly in New York City.

A Useful Trade
These programs took uneducated girls who had 
migrated from rural areas and farms to the cities in
search of employment and taught them a useful
trade with which they could support themselves.
With no regulation or accreditation for the early
practical/vocational nurse programs, there were
wide variations in the quality, length, and focus of
what was being taught. Generally, the students were
taught to provide home care, similar to that given
by private duty nurses, for clients ranging from
newborns to elderly and invalid individuals.

The number of practical nursing programs
gradually increased during the next 50 years. Gradu-
ates of these 3-month programs were beginning to
find employment in hospitals and nursing homes as

well as in areas of private
duty. During the nurse
shortage after World War
I, many hospitals found
that these relatively un-
dereducated nurses, after
receiving on-the-job
training in the hospital,

could function at a fairly high level of skill and at a
much reduced cost. The word got around, and soon
the number of these unlicensed nurses increased.

Compulsory Licensure
By the late 1930s, the ANA saw the need to regulate
the quality of the practical/vocational nursing pro-
grams to protect public safety. It was not until 1938
that the state of New York took seriously the ANA’s
recommendation for compulsory licensure for 
practical/vocational nurses and enacted the first law
requiring such licensure.

In 1960, all practical/vocational nurses were re-
quired to pass a licensure examination before they could
practice. These nurses are now referred to as licensed
practical nurses (LPNs). In Texas and California, these
nurses are called licensed vocational nurses (LVNs).

The Importance of Technique
Although education for LPNs and LVNs varies slightly
from one state to another, there are some common
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characteristics. Most of the programs are from 9 to 
12 months and are measured in clock hours rather
than academic hours. They are often offered in hospi-
tals, high schools, vocational schools, or trade schools,
although some programs are conducted in community
colleges or even in universities.

Orientation of the curricula in these pro-
grams is highly technical and emphasizes the learning
of skills in the hospital or nursing home setting, with
less emphasis on theoretical knowledge. Because they
are technicians, it is much more important for prac-
tical/vocational nurses to learn how to do something
rather than why they are doing it. 

Filling a Shortage
The stated scope of practice for the practical/vocational
nurse involves providing care for clients in hospitals,
nursing homes, or the home setting for those who 
have stable conditions. LPNs/LVNs are to be under the
supervision of an RN or a licensed physician.

However, in the
real world, LPNs/LVNs 
are often required to pro-
vide care well outside their
scope of practice, leaving
them vulnerable to law-
suits. They often function
in leadership roles or pro-
vide care in acute settings
with highly unstable
clients. LPNs/LVNs are often hired when there are
shortages of RNs to fill the gaps in client care.

Many associate degree RN programs have de-
veloped a ladder curriculum whereby an LPN/LVN can
go back to school for a shorter period, often receiving
credit for years of experience, complete the program in 
1 year, and then take the RN licensure examination.

LADDER PROGRAMS

Career ladder, educational ladder, articulation, or ed-
ucational mobility programs have become increasingly
popular as a result of an interest in upward mobility,
educational articulation, and career mobility.

Upward Mobility
A ladder program allows nurses to upgrade their 
education and move from one educational level to 
another with relative ease by granting credit for 

previous course work and experience and without
loss of credits from previous education.

Each ladder program is developed according
to the philosophy of the particular nursing school,
may use any one of a number of curricular patterns,
uses one of several means of advanced placement or
credit granted for previous education, and must meet
NLNAC accreditation standards.

Ladder programs take several different forms.
Some provide a competency-based education that 
allows the students to proceed at their own pace as long
as they fulfill required educational outcomes. Ladder
programs have become increasingly popular as colleges
move toward Web-based courses and programs.

The Associate Ladder
The LPN/LVN-to-ADN ladder allows individuals
who have been licensed as LPNs/LVNs to take a 
minimal number of courses in an associate degree
program to obtain their ADN and then take the

NCLEX-RN, CAT to be-
come licensed as RNs.
Programs vary widely as to
how many credits they will
accept from the LPN/LVN
programs and how many
courses the students take
to complete the degree.
Some of the requirements
for number of hours are

out of the control of the nursing programs because
they have been established as general education re-
quirements of the college or are state regent’s require-
ments. These programs are highly compatible because
of the similarity of curricula and the technical orien-
tation of both types of programs.

The Baccalaureate Ladder
Some LPN/LVN-to-BSN ladder programs either allow
licensed LPNs/LVNs to challenge a number of courses
or grant them credit for nursing courses on the basis 
of previous experience and demonstrated competency.
Students who enter these types of ladder programs 
usually spend more time in school than those in the
LPN/LVN-to-ADN programs. In addition to meeting
the requirements of the BSN, they also have to meet the
general education requirements for a baccalaureate 
degree and complete 120 to 124 hours of college-level
courses. One problem in developing these types of lad-
der programs is that many states’ boards of regents do
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not recognize courses taken at the vocational-technical
level as higher education courses and therefore will not
transfer them into the college setting. One way around
this requirement is for students to take challenge exam-
inations in both general education courses and nursing
courses. Once the students pass the test, they are
granted college-level credit for the course. These exami-
nations tend to be difficult and are really a type of out-
come-based learning. However, they do not require the
student to attend classes and are much cheaper than a
regular college course.

Two Plus Two
Nursing education has seen a marked increase in the
number of ADN-to-BSN and diploma-to-BSN ladder
programs, sometimes called two plus two (2 + 2)
programs. These programs admit individuals who
are already licensed as RNs but who have either a
diploma or an associate degree.

These programs may take several different
forms. Upper-division baccalaureate programs work
exclusively with RNs, have no generic students, and
are designed exclusively to meet the educational needs
of students who are already RNs. Many of these pro-
grams have adopted or are moving toward a totally

online format: Students take all of the classes on their
home computers, with only minimal requirements for
class attendance on campus. These types of classes
work particularly well for students who work full-time
and may have family responsibilities.

Other programs accept ADN or diploma grad-
uates as students, in addition to generic students. These
schools often have separate programs for ADNs or
diploma RNs that allow them to take examinations to
prove educational knowledge and nursing proficiency
(challenge examinations) in specific classes, thus grant-
ing credit for their nursing experience. The RNs then
take advanced-level nursing courses, such as Commu-
nity Health/Home Health Care, Leadership, and Critical
Care, which are not commonly found in diploma or
ADN programs. Many of these programs are also online.

On completion of the degree requirements,
these nurses are granted a baccalaureate degree. Some
of these programs have an open curriculum that 
allows students to enter and leave the program freely.
There are 418 such programs accredited by the NLNAC,
and the number continues to grow.19 The capacity to ac-
cept ADN graduates into these completion programs is
almost unlimited. Should the “BSN in Ten” proposal
ever gain a toehold, there will be more than enough
spaces for students coming from ADN programs.

Fast-Track Options
Some nursing programs have gotten creative in their
attempt to educate nurses at the baccalaureate level.
One approach is to place students who have a BS 
or BA degree in another major, such as biology or
English, in fast-track programs that allow them to 
obtain their nursing degree in 1 or 2 years. In many
ways, these programs are similar to the RN-to-BSN
programs, but they also teach the basic nursing skills
that ADN graduates already have.

The Master’s Ladder
A growing trend in educational ladder programs is the
ADN-to-MSN programs. Schools that offer this type of
ladder must have an MSN program in place. The ADN
students who enter these programs are given credit for
prior classes and work experience and take both under-
graduate- and graduate-level courses, receiving a BSN
along the way to obtaining the MSN.

For the ADN
These programs vary a great deal from school to
school and may require from three to five semesters
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Master’s Degree Programs
Master’s degree nursing programs have been in exis-
tence almost from the time baccalaureate-level nursing
programs were started. Some early and current nurse
leaders have stated that the master’s degree in nursing
should be the entry-level degree for the profession. 
The early master’s degrees in nursing programs were
designed for students who had baccalaureate degrees
in other majors, such as biology, and wanted to become
nurses. After completion of an additional 36 to 42 credit
hours in nursing courses only, these students were
awarded the MSN and could then take the licensure
examination for RNs.

Experience Required
Today, most master’s degrees in nursing programs are
restricted to RNs who have a baccalaureate degree.
Many of these programs require at least 1 year of clini-
cal practice after the BSN and require an additional 36
to 46 college credit hours. Most students who enter
master’s degree programs attend classes on a part-
time basis while they work and may take up to 5 years
to complete the requirements. Many universities have
recognized this trend and have tailored their pro-
grams to meet the needs of these part-time students.
Universities now offer courses over the Internet, dis-
tance education in the evening and on weekends, or 
1-day-a-week programs. There are 296 accredited
master’s degree programs in the United States.21

There are several available areas of study for
those pursuing master’s degrees in nursing. Some of
the more popular areas include nursing administra-
tion; community health; psychiatric mental health;
adult health; maternal–child health; gerontology; re-
habilitation care; nursing education; and some more
advanced areas of practice, such as anesthesiology,
pediatric nurse practitioner (PNP), family nurse 
practitioner, geriatric nurse practitioner (GNP), 
and obstetric–gynecological nurse practitioner.22

Many of these programs require the student
to pass a comprehensive written or oral examination.
Some courses require the student to write an exten-
sive research thesis before graduation, although some
programs are now requiring a published journal
manuscript in lieu of the thesis.

Professional and Academic Degrees
There are two basic types of the master’s degree in
nursing. The master’s of science in nursing (MSN) is
the professional degree, and the master’s of science

of classes. Often they are offered on a part-time basis,
with many evening and weekend classes or Web-
based classes available to meet the needs of working
students.

For the Nurse Practitioner
A less common type of educational ladder program is
the nurse practitioner–to-MSN program. These pro-
grams admit nurse practitioners who graduated from
programs that certified students but did not include
enough credit hours for a master’s degree. Again, the
students are granted credit for past classes and work 
experience and often are allowed to challenge a cer-
tain number of core courses. Then they take the re-
maining required courses and are granted an MSN at
graduation.

MASTER’S AND DOCTORAL-LEVEL EDUCATION

The baccalaureate degree is considered a generalist
degree that exposes students to a wide range of sub-
jects during the 4 years spent in college. The master’s
degree, on the other hand, is a specialist’s degree.20

Students who pursue a master’s degree concentrate
their study in one particular subject area and become
expert in that given area.
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with a major in nursing degree (MS Nursing) is the
formal academic degree.23 In practice, however, little
differentiation is made between the two. Almost all
master’s programs accredited by the NLNAC require
the applicant to have at least a 3.0 grade point average
and to demonstrate academic proficiency by achiev-
ing a satisfactory score on the Graduate Record 
Examination (GRE) or the Miller’s Analogy Test be-
fore admission. The GRE is also used to recommend
remedial coursework needed to correct deficiencies
before the master’s program is undertaken.

Academic Doctorates
Almost all PhD in nursing programs have an additional
focus on education because most PhD graduates will 
be teaching nursing in institutions of higher education.
Nurses with PhDs learn about classroom teaching, 
curriculum development, and the evaluation process.
Some programs require “nursing student teaching” for
their candidates during their capstone courses to evalu-
ate their teaching methodologies and techniques.

Professional Practice Doctorates
Since the 1970s, other doctoral programs for nurses
have been developed to stress the clinical rather than
the academic nature of nursing.24 These include the
doctor of nursing science (DNSc) and the doctor of 
science in nursing (DSN), which is a clinically oriented
nursing degree. The doctor of nursing (DN or ND) de-
gree is for the person with a BS or MS in a field other
than nursing who wants to pursue nursing as a career.
It is a generalist’s degree at a basic level of education.

The doctor of nursing practice (DNP) degree
was first granted almost 
20 years ago at Case West-
ern University. However,
at that time very few
schools of nursing granted
it, and there was a great
deal of confusion about

what the degree was and what nurses holding it could
do. A small number of nurses opted for the degree.
The DNP is now being considered as the terminal 
degree for advanced practice nurses.

In recent years, there has been some discus-
sion of making these degrees the basic entry-level 
degree into the profession of nursing. An additional
degree for nurses who wish to pursue a career in
higher education is the doctor of nursing education
(DNEd) degree; however, it is considered a profes-
sional, not an academic, degree. Few nursing schools
still offer this degree since the advent of the DNP. The
corresponding academic degree is the EdD, which is
available at many universities.

Few Programs, Tough Requirements
Despite the wide range of doctoral degrees in nursing,
relatively few programs across the United States offer
these degrees. Many nurses who seek them may obtain
them in fields such as higher education, psychology,
college teaching, and adult education. Fewer than 
2 percent of nurses hold doctoral degrees.
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What Do You Think?

?
Have you ever been to an advanced practice nurse for care?
How would you rate the quality of that care? If you have not
been to an advanced practice nurse, would you consider
going to one for care? Why or why not?

Doctoral Programs
In the evolution of the various levels of education, the
baccalaureate degree is a
generalist’s degree, the
master’s degree is a spe-
cialist’s degree, and the
academic doctoral degree
is a generalist’s degree, al-
though at a much higher
academic level than the baccalaureate degree. The
major purpose of early doctoral degrees was to pre-
pare the individual to conduct advanced research in a
particular area of interest. Nurses holding these de-
grees conduct much of the research used in evidence-
based practice (EBP). Currently, doctoral degrees for
nursing practice are becoming popular and are con-
sidered specialists’ degrees.

A Wide Range of Choices
Presently, there is a wide range of available doctoral
degrees for nurses. The doctor of philosophy (PhD)
degree is the most accepted academic degree and is
designed to prepare individuals to conduct research.
The doctor of education (EdD) degree is considered 
a professional degree, although in many programs
there is little difference between the courses of study
taken by the EdD and PhD candidates. In other 
programs, the PhD focuses primarily on research,
whereas the EdD focuses more on administration 
in the educational setting. The classes and research
credits differ somewhat between the two degrees.

Some early and current nurse leaders
have stated that the master’s degree in
nursing should be the entry-level degree
for the profession.
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The requirements for all doctoral education
degrees are similar, even though the specific degrees
being sought after may be different. The student must
have attained a master’s degree and must have achieved
a satisfactory score on the GRE. Often candidates must
go through an admission interview and preprogram 
examination before they can be formally admitted to
the program. Doctoral programs are at least 60 college
credit hours in length, require many statistics and re-
search courses, and often have a residency requirement.
Before the doctoral degree can be granted, the student
must successfully complete both oral and written com-
prehensive examinations and must write a doctoral
dissertation that explains how to conduct a major 
research project.

Many individuals now pursue doctoral de-
grees on a part-time basis while they are working full-
time, whereas others attend classes full-time while
working full-time, often completing the program in 
3 to 4 years. Many programs have gone to a totally 
online format. Some pro-
grams require that the indi-
vidual complete all the
requirements within 
10 years. Although this may
seem like a long time, it is
not unusual for the disser-
tation process itself to take
2 to 3 years.

Leaders in the Profession
Nurses with master’s or doctoral degrees are regarded
as leaders in the nursing profession. Many of the larger
hospitals in the United States require their unit man-
agers and supervisors to have master’s degrees and their
directors of nursing or vice presidents of nursing to
have doctorates. Of course, in baccalaureate programs,
the minimal requirement for teaching is the master’s
degree, and the doctorate is preferred. Nurses with
these advanced degrees provide direction and leader-
ship for the profession through their publications, re-
search, and theory development. As health-care
delivery becomes more complicated, facilities will re-
quire larger numbers of nurses with advanced degrees.

EDUCATION FOR ADVANCED PRACTICE

Advanced practice is one of those often misused terms
in nursing that add to the public’s confusion about edu-
cational levels of those in the profession. The advanced

practice registered nurse (APRN) certification has be-
come the recognized credential for nurses receiving a
master’s degree in a specialized expanded practice role.
It is also sometimes referred to as expanded role or ex-
panded practice. Nurses who obtain certification are 
allowed to practice at a higher and more independent
level, depending on the nurse practice act of their 
individual state. Advanced practitioners diagnose 
illnesses, prescribe medications, conduct physical 
examinations, and refer clients to specialists for more
intensive follow-up care. These nurses practice under
their own licenses as independent practitioners but
often work closely with a physician so that they can
quickly refer clients who have medical problems that
lie outside their scope of practice.

The Nurse Practitioner
The nurse practitioner levels of nursing are most widely
accepted as advanced practice areas for nursing. These

include the pediatric nurse
practitioner (PNP), the
neonatal nurse practitioner
(NNP), the geriatric nurse
practitioner (GNP), the 
obstetric–gynecological
(OB-GYN) nurse practi-
tioner, the family nurse
practitioner (FNP), the 
rehabilitation nurse practi-
tioner (RNP), the psychi-

atric nurse practitioner, and the nurse midwife.
The certified registered nurse anesthetist

(CRNA) and nurse midwife are the oldest of the ad-
vanced practice specialties for nurses and are already
well accepted in the medical community. Other ad-
vanced practice nurses experience varying levels of ac-
ceptance from physicians, although the public in
general likes the care they receive from advanced prac-
tice nurses. All states now have granted some type of
prescriptive authority to nurse practitioners.

In the past, nurses with baccalaureate de-
grees could attend highly concentrated courses of
study for 1 to 2 years and increase their proficiency in
a particular specialty area without obtaining an MSN.
They could then take the certification examination
and become certified as nurse practitioners. Cur-
rently, most nurse practitioner (NP) programs are 
offered in major universities, requiring students to
complete the master’s degree before allowing them to
take the certification examination.24
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a specialist’s degree, and the doctoral de-
gree is a generalist’s degree, although at
a much higher academic level than the
baccalaureate degree.
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The Clinical Nurse Specialist/Clinical 
Nurse Leader
Another level of nursing that falls under the umbrella 
of advanced practice is the nurse specialist, or clinical
nurse specialist (CNS). Although relatively few
schools offer specific CNS curricula, these nurses
are self-classified as a CNS after completing a mas-
ter’s degree, or some additional education, in a par-
ticular clinical area. However, in a few states, such
as Ohio, the CNS designation requires a master’s
degree and a special licensing examination. CNSs
are usually hired by hospitals and often function as
in-service educators for the hospital. The clinical
nurse leader (CNL) is an emerging role that APRNs
can assume. The CNL is a generalist with a master’s
degree who can coordinate care for clients, use EBP
in care, focus on quality improvement, and oversee
risk management and client safety.25

The Scope of Advanced Practice
In 1988, an amendment to the New York Nurse Prac-
tice Act established a separate scope of practice and
title protection for NPs. Subsequent to the NP
amendment, there has been some confusion regard-
ing which of the advanced nursing practice categories
are included within the scope of practice, particularly
clinical nurse specialists, nurse midwives, and certi-
fied nurse anesthetists. This confusion, especially in
psychiatric mental health nursing and nurse anesthe-
sia, is related to the legal interpretations of the NP
amendment. The resultant debate about this issue has
led to a clearer definition and understanding of the
term advanced practice registered nurse (APRN).

The career opportunities for advanced
practice nurses are numerous.26 Many nurse practi-
tioners work for county health departments, for
rural clinics, and on Native American reservations;
others work in hospitals, with physicians in private
practice, and in rehabilitation centers. Some have
even established their own independent clinics.
APRNs often provide primary health-care services
in areas where there is a lack of primary care physi-
cians. Although many of these areas are traditionally
rural, today inner-city areas also often need this type
of health care. With the passage of the Health Care
Reform Act in 2010, the opportunity for APRNs will
continue to grow. Health-care reform often requires
that a client seeking entry into the health-care sys-
tem be evaluated by a primary health-care practi-
tioner before referral to a specialized practitioner.

Although the family practice physician, or general
practitioner, is the most common primary health-
care provider to evaluate the client, the nurse practi-
tioner can also function in this role.

DNP for the APRN?
As the number of nursing schools granting the APRN
increased and the number of APRNs grew, nursing
leaders began to question whether all these NPs were
prepared to meet the complexities of today’s health-
care system. Nursing leaders noticed that unlike den-
tists, physical therapists, or pharmacists, APRNs had
no terminal degree. Because of the high level of skills
and knowledge required for APRNs, many of whom
can practice independently, they surmised that a clin-
ical terminal degree focusing on practice expertise
should be required for entry into the APRN level.27

Is the Master’s Enough?
Out of the many practice-oriented doctoral degrees
discussed previously, the DNP seems best suited to
meet the requirements of a terminal advanced prac-
tice doctoral degree. As a result, the AACN decided
in 2004 that all advanced practice nursing master’s
degrees should transition to the DNP by the year
2015.26 Currently, practicing APRNs would not be
affected, except to be exempted into the new status.
More than 50 other nursing organizations and 
societies have endorsed the proposal. However,
questions linger.

Does It Make Sense?
Those who favor the transition to the DNP point out
that practitioners need the highest levels of education
to care for clients in today’s complex and demanding
health-care system. Requiring the DNP is the only
way to guarantee safe, high-quality care. Granting 
accreditation to all APRNs at the DNP level would
provide better consistency in both the educational 
requirements and the titling of what is now a confus-
ing array of programs and certifications. Those in
favor also argue that current master’s APRN pro-
grams have added so much practice and theoretical
content in an attempt to keep current with the prac-
tice setting that they are almost at the doctoral level
anyway.22 Almost all professional practice specialty
areas, except for nursing, now require a terminal 
degree. The DNP would seem the logical degree to
demonstrate the high skill levels, knowledge, and 
expertise for nurses.
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Those who do not support the DNP degree
ask the questions: “How does the degree improve the
practice of the APRN?” “Doesn’t adding another de-
gree only make it more confusing for the public?” 
Although no research has been conducted so far, it
would be interesting to ask currently practicing
APRNs if they believe they are practicing at the top
levels of skills and knowledge and if an additional 
degree will make them “better.” An additional degree
does not necessarily make a higher-quality APRN. 

Then there is the question of cost.27 Again,
no research has been conducted to date about how
much more it will cost to obtain a DNP than a mas-
ter’s degree. If a program converts an MSN to a DNP
and offers only the DNP, the additional cost may be
onerous. However, this is not known at this time.

The Long-Term Effect
The bigger objection to the DNP degree is its long-
term effect on nursing education. The PhD has been
the gold standard for nursing education since the be-
ginning of college-level
nursing baccalaureate de-
grees. Deans and chairper-
sons of nursing programs
had to hold a PhD to earn
accreditation from a na-
tional organization. Cur-
rently, at some schools,
nurses holding the DNP degree are being appointed to
dean and chairperson positions. Also, nurses with the
DNP are now being hired as faculty with a terminal de-
gree.27 The intent is not to imply that any particular in-
dividual is unqualified for his or her job. However,
because the DNP is advertised as a “practice” degree
and not an educational degree, the DNP programs are
not providing the content required for teaching or 
administering nursing programs. Most college and
university administrators do not understand the differ-
ence between a PhD and a DNP. To them, a doctoral
degree is a doctoral degree is a doctoral degree. They
do recognize how difficult it is to find nurses with any
type of post-master’s degree, so finding a nurse with
any kind of doctorate is like finding hidden treasure.

The long-term impact on nursing education
could be disastrous. In the short term, the negative ef-
fects are muted because all programs still have a mix
of PhD and master’s in nursing education faculty
along with DNP faculty. However, as time goes on
and the current aging PhD population is replaced by

DNP deans and faculty, the expertise and knowledge
in areas such as curriculum development, evaluation,
and teaching methodologies will be lost. Also, be-
cause much of the research currently used as the basis
for EBP is conducted by PhD-prepared nurses, over
time the profession will lose the ability to maintain its
body of knowledge at a rate that matches the growth
in technology and in medical and nursing knowledge.

The debate will go on; however, the
changeover to the DNP seems to be a certainty. It is
extremely important for students who are thinking
about obtaining advanced nursing degrees to con-
sider the direction of their professional future. If they
are truly interested in clinical practice as a lifelong ca-
reer, the DNP is the degree to obtain. However, if
they are even considering a career in education at
some point in the future, the MSN in nursing educa-
tion and the PhD are the way to go.28

INTERPROFESSIONAL EDUCATION

Interprofessional educa-
tion is defined as “two or
more students from differ-
ent professions learning
about, from and with each
other to enable effective
collaboration and improve

health outcomes.”29 It also goes by other names such
as transprofessional and interdisciplinary education.
Although interprofessional education has been an in-
cidental part of nursing education for many years, it
was first formally recognized as an element in health-
care education in 1972 at the first IOM conference.
There, over 120 leaders in many areas of health care—
such as nursing, nutrition, physical therapy, phar-
macy, dentistry, and medicine—recognized the
necessity of learning centers to conduct interdiscipli-
nary learning to improve the real-world outcomes for
the well-being of clients.

More recently, along with the recognition
that medication errors were a leading cause of injury
and death for hospitalized clients, the Joint Commis-
sion (JC) also noted the poor communication and lack
of teamwork among health-care professionals were
major contributors to the increased number of medi-
cine and other errors in the hospital setting. They 
surmised that increasing the communication skills 
between health-care professionals and promoting a
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Most college and university administra-
tors do not understand the difference be-
tween a PhD and a DNP. To them, 
a doctoral degree is a doctoral degree 
is a doctoral degree.
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spirit of teamwork would decrease errors and improve
the quality of care.30

In 2011, in response to the JC findings, 
the AACN put together a blue ribbon panel (Inter-
professional Education Collaborative Expert Panel
[IECEP]) to study how nursing, in conjunction with
other heath-care disciplines, could integrate teaching
and learning to improve health-care outcomes. Their
findings noted four key competencies related to inter-
professional education efforts:

• Values and ethics for interprofessional practice
• Roles and responsibilities
• Interprofessional communication 
• Teams and teamwork

They recommended that these competencies
be emphasized throughout nursing and other profes-
sional health-care curriculums.31

The Medical Home
Passage of the ACA in 2010
further stimulated interest
in interprofessional educa-
tion. One of the new con-
cepts to approach health
care from this perspective is
the medical home ap-
proach. The medical home
focuses its interdisciplinary
efforts on producing better
outcomes for chronically ill
and high-risk clients in the primary care arena. It takes
the emphasis placed on primary care in the ACA and
expands it to all areas of health care. The key compo-
nents of the medical home model include:

• Expanded accountability for the management of
chronic disease

• Joint efforts by acute and public health-care profes-
sionals to address prevention issues

• Making the maintenance of healthy environments
the responsibility of health-care professionals in all
settings

Although part of the emphasis in nursing
care since the time of Nightingale, the medical home
includes a community component along with the in-
dividual client. In the medical home, nurses coordi-
nate care for clients and their families with cooperation
from other health-care professionals in both urban and
rural settings.32

New Models of Interprofessional Nursing
Education
Over the past several years, several new models for
nursing education have been developed that are built
around interdisciplinary education. Three models in
particular use a framework where interprofessional
interaction is a key component.

The D’Amour and Oandasan model combines
four key components: (1) health professional education,
(2) interprofessional collaborative practice, (3) client
needs, and (4) community-oriented care.33 This model
is linier in design and links the four concepts much in
the same way as the systems model.

The World Health Organization (WHO) 
developed a “Framework for Action” that focuses 
on curriculum and the education process but also 
includes institutional support, the culture of the
workplace, and the many environmental elements
that affect collaborative practice. Some of the key fac-

tors included in this
model that drive interpro-
fessional practice include:

• Local health needs
• Fragmented health-care

practices
• Present and future

health-care needs
• Shortages in the health

workforce
• Collaborative practice

• Improved health-care system

The model’s goal is to produce a well-inte-
grated health-care workforce that will improve the
overall quality of health care.34 The WHO model is
not designed as a framework for a nursing curricu-
lum but rather can be included as one element in a
more detailed design.

Again, in response to the push from the
ACA for a more comprehensive view of health-care
needs, the Commission on Education of Health
Care Professionals in the 21st Century developed a
model that focuses on social accountability and so-
cial equality. They noted that current health-care
education is fragmented and does not really re-
spond to the needs of populations. Similar to the
other two models, this model sees the need for 
integration of public health into the overall picture
of health care. The model satisfies many needs in
both the education and health-care systems. These
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include client and population needs, client and
population demands, the actual provision of health
care, labor market pressure for health-care workers,
and the actual supply of health-care workers. 
They consider the current education system for
health professionals a “silo,” where the members 
interact only with themselves. Interprofessional or
transprofessional education will force professionals
to be collaborative and effective teams that are non-
hierarchical, thus promoting better client care.34 

Research Shortage
Only a few studies have been conducted that demon-
strate the positive effects of interprofessional educa-
tion for nurses and provide a limited EBP base. These
studies are often hard to conduct, demonstrating the
difficulty in implementing interprofessional educa-
tion as a standard feature of health-care curricula.

Many of the studies focus on only one or
two IECEP competencies. However, the results have

been encouraging, particularly in the areas of team-
work and communication. Students involved in 
interprofessional research projects showed an in-
creased awareness of client safety, particularly when
they were caring for several clients with complex
problems. In working with medical students, nursing
students gained knowledge about when the physician
should be notified, and conversely, medical students
gained a clearer understanding of the need for more
precise communication. Overall, communication be-
came more effective with the members of the inter-
disciplinary team.35

More studies are needed to develop a solid
foundation of real-world evidence-based knowledge
that would support the extensive changes required
to fully integrate interprofessional learning into 
the nursing curriculum. The benefits include de-
creasing errors in care, improving the quality of
care, and increasing the satisfaction of health-care
practitioners. 
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C o n c l u s i o n

In today’s rapidly changing health-care environment,
there is an ever-increasing need for health-care pro-
fessionals who are educated to practice at the highest
levels.1 It is imperative that the schools educating fu-
ture nurses be responsive to the changes, challenges,
and demands of an ever more sophisticated and tech-
nologically advanced health-care system. Nursing 
education is an important part of a much larger net-
work of health-care systems, including the service
and practice sector, government and regulatory agen-
cies, and licensing and credentialing institutions. All
of these interact with each other and together form
the health-care system.

The nursing profession has, over the years,
developed many different types of education pro-
grams in an attempt to meet the demands of a grow-
ing health-care system. Some of the programs
developed for specific needs that no longer exist
should be examined for their usefulness and viability
in today’s advanced health-care atmosphere. Perhaps
their resources could be rechanneled to programs
that are more in tune with current needs. Students

should carefully evaluate programs they might enter
and decide which one best meets their career goals.

Meanwhile, nursing education continues to
develop innovative approaches to help nurses meet 
the demands for more education, more technical skills,
and more leadership ability. The ladder programs are a
good example. By recognizing the dynamic state of
nursing education and implementing changes that 
respond to or even anticipate changes in the health-
care system, the nursing profession will continue as
one of the pillars of the health-care system.

Educators in nursing have begun to recog-
nize that it is impossible to teach nursing students
everything they need to know in the short time al-
lowed for formal education. The demands of the
changing health-care system will make that goal even
more difficult. However, it may not be necessary to
teach nursing students everything. It is more impor-
tant to teach these students the thinking, decision-
making, and management skills that will allow them
to adjust to an ever-changing and developing health-
care system.
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BS Degree = Lower Death Rates

Nurse educators have been insisting for many years that client outcomes will be
better when more nurses have baccalaureate degrees. However, health-care poli-
cymakers and hospital administrators have not fully bought into the concept, as
evidenced by their hiring practices. Part of the problem lies in the lack of empirical
evidence that supports the supposition.

Over the past decade, only a few studies were conducted that demon-
strated improved client outcomes when the nurses caring for them were educated
at the baccalaureate level. Some studies even showed no significant improve-
ments. However, a study conducted between 1999 and 2006 across Pennsylvania
in 134 hospitals that examined discharge data from postoperative patients
demonstrated that the BS degree does make a difference. 

Conducted under the auspices of the Pennsylvania School of Nursing’s
Center for Health Outcomes and Policy Research, the researchers found that 
hospitals that increased the number of nurses with baccalaureate degrees by 
10 or more percent had reductions in the death rates of postoperative clients by
2.12 for every 1000 undergoing surgery. Additionally, there was a reduction of
7.47 deaths for every 1000 clients who experienced either operative or postopera-
tive complications. Although the study demonstrated a strong correlation between
the increased number of baccalaureate RNs and the reduced death rates, it did
not claim causality. A national study in 2010 reached the same conclusion that
when more RNs were present to provide care, there were better outcomes and
fewer medical errors. 

The research design eliminated the effect of other variables such as
staffing levels, nurses’ years of experience, and variations in staff skill levels in 
affecting the outcome data. The research findings indicate that the reductions in
death rates may be due to better assessment and monitoring of postoperative
clients by baccalaureate prepared nurses. They were able to detect subtle
changes in clients’ conditions that were the first indicators of a deteriorating 
condition and then quickly initiate actions to reverse the decline. 

This type of research is in line with the IOM’s call for higher education 
levels for RNs. The research project was funded by grants from the Agency for
Healthcare Research and Quality, the National Institutes of Health’s National 
Institute of Nursing Research, and the Robert Wood Johnson Foundation.

I s s u e s  N o w

Source: Kutney-Lee A, Sloane DM, Aiken LH. An increase in the number of nurses with baccalaure-
ate degrees is linked to lower rates of post surgery mortality. Health Affairs, 32:3579–3586, 2013.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Discuss why the current educational system for nurses leads to confusion over

the role and scope of practice for nurses.
• The literature reports that there will be a nursing shortage well into the 21st cen-

tury. What aspects of health-care reform are likely to produce changes in nurs-
ing education? Identify possible changes that may occur in nursing education
because of the projected nursing shortage. Will these changes be beneficial or
harmful to the profession of nursing?

• Are nurses holding the DNP degree better practitioners than those with an
MSN? Defend your position.

C h a p t e r  4 The Process of Educating Nurses 97

3972_Ch04_072-098  29/12/14  12:15 PM  Page 97



R e f e r e n c e s
1. Kydd A. Counting nurses in a nursing shortage: What of the

silent attrition? Nursing Leadership, 36(1):45–49, 2010.
2. Dumpel H. Hospital Magnet status: Impact on RN autonomy

and patient advocacy. National Nurse, 106(3):22–27, 2010.
3. Greenwood B. Pew report highlights the impact of mobile

technology. Information Today, 26(6):28, 2009.
4. Bleich MR. IOM report. The future of nursing: Leading

change, advancing health: Milestones and challenges in 
expanding nursing science. Research in Nursing and Health,
34(3):169–170, 2011.

5. Jones D. Realizing the IOM future of nursing research within
clinical practice. Nursing Research, 61(5):315, 2012.

6. Brown R, Feller L, Benedict L. Reframing nursing education:
The Quality and Safety Education for Nurses Initiative. Teach-
ing and Learning in Nursing, 5(3):115–118, 2010.

7. Cronenwett L, Sherwood G, Gelmon SB. Improving quality
and safety education: The QSEN Learning Collaborative. 
Nursing Outlook, 57(6):304–312, 2009.

8. American Nurses Association. Position Paper on Education.
Kansas City, MO, Author, 1965.

9. Fitzpatrick ML. Prologue to Professionalism. Bowie, MD:
Robert J. Brady, 1983.

10. Jamieson EM, Sewell M. Trends in Nursing History. Philadel-
phia: WB Saunders, 1968.

11. Hegner BR, Caldwell E. Nursing Assistant: A Nursing Process
Approach (6th ed.). Albany, NY: Delmar, 1995.

12. National League for Nursing: Trends in Education, 2010. 
Retrieved May 2014 from http://www.nln.org

13. Orsolini-Hain L, Waters V. Education evolution: A historical
perspective of associate degree nursing. Journal of Nursing Ed-
ucation, 48(5):226–227, 2009.

14. Starr SS. Associate degree nursing: Entry into practice—link to
the future. Teaching & Learning in Nursing, 5(3):129–134, 2010.

15. National League for Nursing: Statistics on Education, 2010.
Retrieved April 2014 from http://www.nln.org

16. Matthias AD. The intersection of the history of associate de-
gree nursing and “BSN in 10”: Three visible paths. Teaching &
Learning in Nursing, 5(1):39–43, 2010.

17. Forbes MO, Hickey MT. Curriculum reform in baccalaureate
nursing education: Review of the literature. International Jour-
nal of Nursing Education Scholarship, 6(1):1–16, 2009.

18. Mills AC. Evaluation of online and on-site options for master’s
degree and post-master’s certificate programs. Nurse Educator,
32(2):73–77, 2007.

19. Chornick N. Moving toward uniformity in APRN state laws.
Journal of Nursing Regulation, 1(1):56–58, 2010.

20. Hathaway D. The practice doctorate: Perspectives of early
adopters. Journal of Nursing Education, 45(12):487–496, 2006.

21. Hawkins R, Nezat G. Doctoral education: Which degree to
pursue? AANA Journal, 77(2):92–96, 2009.

22. Brar K, Boschma G, McCuaig F. The development of nurse
practitioner preparation beyond the master’s level: What is the
debate about? International Journal of Nursing Education
Scholarship, 7(1):1–15, 2010.

23. Trossman S. Clarifying DNP versus CNL. American Nurse,
42(2):11, 2010.

24. Boland BA, Treston J, O’Sullivan AL. Climb to new educa-
tional heights. Nurse Practitioner, 35(4):34-–36, 2010.

25. Newland J. In defense of the DNP. Nurse Practitioner, 35(4):5,
2010.

26. Drinkert R. NP doesn’t see need to pursue DNP. Nurse Week,
11(3):16, 2010.

27. Kutzin J. Other lessons learned completing a DNP program.
Journal of Nursing Education, 49(4):181–182, 2010.

28. Sullivan L. Doctor of nursing practice degree: An era of
change. StuNurse, 16:4–6, 2010.

29. World Health Organization (WHO). Framework for action on
interprofessional education and collaborative practice. Geneva,
WHO, Retrieved March 2013 from http://whqlibdoc.who
.int/hq/2010/WHO_HRH_HPN_10.3_eng.pdf

30. Joint Commission. National patient safety goals. Retrieved
March 2013 from http://www.jointcommission.org/stan-
dards_information/npsgs.aspx

31. Interprofessional Education Collaborative Expert Panel. (2011).
Core competencies for interprofessional collaborative practice.
Report of an expert panel. Retrieved March 2013 from http://
www.aacn.nche.edu/education-resources/IPECReport.pdf

32. Henderson S, Princell CO, Martin SD. The patient-centered
medical home. American Journal of Nursing, 112(12):54–59,
2012.

33. D’Amour, D, Oandasan I. Interprofessionality as the interpro-
fessional practice and interprofessional education: An emerg-
ing concept. Journal of Interprofessional Care, 1(19):8–20,
2005.

34. Frenk J, Chen L, Bhutta ZA, Cohen J, Crisp N, Evans T. Health
professionals for a new century: Transforming education to
strengthen health systems in an interdependent world. Lancet,
376(9756):1923–1958, 2010. 

35. Booth TL, McMullen-Fix K. Collaborative interprofessional
simulation in a baccalaureate nursing education program.
Nursing Education Perspectives, 2(33):127–129, 2012.

98 U n i t  1 The Growth of Nursing

3972_Ch04_072-098  29/12/14  12:15 PM  Page 98



A
MEETING EXPECTATIONS

lmost from the inception of nursing, societal needs and expecta-
tions have been the driving forces behind the establishment of the 
standards that guide the profession. In the early days of nursing, when
health care was relatively primitive and society’s expectations of nurses
were low, there was little demand for regulations or controls over and
within the profession. However, as technology and health care have 
advanced and become more complex, there has been a corresponding
increase in societal expectations for nurses. All nurses now accept 
licensure and certification examinations as a given in today’s health-
care system. Where did these examinations come from, and what do
they mean to the profession? This chapter explores the answers to these
questions.

Rather than looking on the advent of the Affordable Care Act
(ACA), growing information technologies, redesigned health-care or-
ganizations, and increasing health-care consumer demands with fear
and trepidation, nurses should consider this an exciting time of growth
and opportunity. In today’s health-care system, nurses have an almost
unlimited number of ways to provide new and creative nursing care 
for clients in all settings. As society’s needs and expectations change, 
so will the regulations and standards that help define nursing practice.
Through their professional nursing organizations, nurses can help
shape health-care regulations that establish the most freedom to pro-
vide effective care while maintaining the goal of protecting the public. 
It is likely that in the future state boards of nursing will look very differ-
ent, just as the profession of nursing will differ from that of its past.

Joseph T. Catalano

The Evolution of Licensure,
Certification, and Nursing
Organizations

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Identify the purposes and needs
for nurse licensure

• Distinguish between permissive
and mandatory licensure

• Explain why institutional licen-
sure is unacceptable in today’s
health-care system

• Evaluate the importance of
nurse practice acts

• Analyze the significance of 
professional certification

• Identify the key elements of 
the Licensure, Accreditation,
Certification, and Education
(LACE) model

• Discuss the long-term effects 
of the advanced practice regis-
tered nurse (APRN) Consensus
Model on health care

5
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THE DEVELOPMENT OF NURSE PRACTICE ACTS

A nurse practice act is state legislation regulating the
practice of nurses that protects the public, defines
the scope of practice, and makes nurses accountable
for their actions. Nurse practice acts establish state
boards of nursing (SBNs) and define specific SBN
powers regarding the practice of nursing within the
state. Rules and regulations written by the SBNs be-
come statutory laws under the powers delegated by
the state legislature.

Regulatory Powers
Although nurse practice acts differ from one 
state to another, the SBNs have many powers in
common. These are considered regulatory powers
because they provide the SBN with control over
nurses according to rule, principle, or law. By 
legislative act, all SBNs have the power to grant
licenses, approve nursing programs, establish stan-
dards for nursing schools, and write specific regula-
tions for nurses and nursing practice in general in
that state. 

Of particular importance is the SBNs’ power
to deny or revoke nurse licenses (Box 5.1).1 Addi-
tional functions of nurse practice acts include:

• Defining nursing and the scope of practice.
• Ruling on who can use the titles of registered nurse

(RN) and licensed practical nurse/licensed voca-
tional nurse (LPN/LVN).

• Setting up an application procedure for licensure 
in the state.

• Determining fees for licensure.
• Establishing requirements for renewal of licensure.

• Determining responsibility for any regulations gov-
erning expanded practice for nurses in that particu-
lar state.

The Need for Licensure
Imagine what the quality of health care would be if
anyone could walk into a hospital, claim to know how
to care for clients, and be given a job as a nurse. This
situation might sound impossible in today’s health-
care system, but in the past, it was the norm rather
than the exception.

B o x  5 . 1
Reasons the State Boards of Nursing
May Revoke a Nursing License

• Conviction for a serious crime
• Demonstration of gross negligence or unethical

conduct in the practice of nursing
• Failure to renew a nursing license while still

continuing to practice nursing
• Use of illegal drugs or alcohol during the provi-

sion of care for clients or use that carries over
and affects clients’ care

• Willful violation of the state’s nurse practice act

Throughout the last half of the 19th century
and the first half of the 20th century, rapid growth in
health-care technology led to the increasing use of hos-
pitals as the primary source of health care. However, 
individuals who were qualified to provide this care 
were in short supply. There were wide variations both
in the abilities of those who claimed to be nurses and in
the quality of the care they provided. Paradoxically,
nursing leaders who had always advocated some type of
credentialing for nurses to ensure competency found
that their attempts to initiate registration or licensure
met with strong opposition from physician groups, hos-
pital administrators, and practicing nurses themselves.

Early Attempts at Licensure
Although the idea of registering nurses had been in
existence for some time, Florence Nightingale was the
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first to establish a formal list, or register, for gradu-
ates of her nursing school. In the United States and
Canada, there was widespread recognition of the
need for some type of credentialing of nurses as far
back as the mid-1800s. The first organized attempt to
establish a credentialing system was initiated in 1896
by the Nurses Associated Alumnae of the United
States and Canada (later to become the American
Nurses Association [ANA]). As with other early at-
tempts at licensure, it was met with resistance and
eventually failed.2

Several early American nursing leaders, in-
cluding Lillian Wald and Annie Goodrich, recog-
nized the inconsistent quality of nursing care and 
the need for licensure to protect the public. In 1901,
after an extensive and lengthy campaign to educate
the public, physicians, hospital administrators, and
nurses themselves about the need for licensure, the
International Council of Nurses passed a resolution
that required each state to establish a licensure and
examination procedure for nurses. It took 3 more
years before the state of New York, through the New
York Nurses Association, developed a licensure bill
that passed the legislature (Box 5.2). Other states that
followed New York’s lead were North Carolina, New
Jersey, and Virginia. Although these states had bills
that were weaker than New York’s nurse practice act,
passage of such legislation was considered a major
accomplishment for several reasons. Women did not
even have the right to vote in general elections at 
the time these bills were passed. In addition, few 

licensure requirements and regulations of any type
existed during this period in the United States, even
for the medical profession.

The Importance of Licensure Examinations
The thought of having to take an examination that
can determine whether or not one can practice nurs-
ing can make even the best student anxious. Adding
to the tension is the fact that the examination is given
outside of the academic setting, by computer, and is
created by individuals other than the students’ teach-
ers. (See Chapter 9 for a detailed discussion of
NCLEX-RN, CAT.)

A Measure of Competency
However, some type of objective method is necessary 
to prove that the individual is qualified to practice nurs-
ing safely; otherwise, the public is not protected from
unqualified practitioners. Early attempts at creating li-
censure examinations for nurses were met with strong
resistance. Although all states had some form of licen-
sure examination by 1923, the format and length of the
examinations varied widely. Some states required both
written and practical examinations to demonstrate
safety of practice; others added an oral examination.

Although licensure was and is a state-con-
trolled activity, the major nursing organizations in the
United States eventually realized that, to achieve con-
sistency of quality across the country, all nurses needed
to pass a uniform examination. The ANA Council of
State Boards of Nursing was organized in 1945 to over-
see development of a uniform examination for nurses
that could be used by all state boards of nursing.

The NCLEX-RN, CAT
The National League for Nursing Testing Division
developed a test that was implemented in 1950. Origi-
nally the test was simply called the State Board Exam-
ination, but it was renamed the National Council
Licensure Examination (NCLEX) in 1987. In 1994,
the computerized version of the examination was 
implemented—the National Council Licensure 
Examination Computerized Adaptive Testing for
Registered Nurses (NCLEX-RN, CAT).

Licensure for nurses has undergone a major
change. Some states implemented the Mutual Recog-
nition Model for Nursing Licensure, which will allow
nurses licensed in one state to practice nursing in
other states that belong to their regional agreement.
The eventual goal is to have a “universal” nursing 

B o x  5 . 2
Key Points in the New York State Licen-
sure Bill (1904)

• Established minimum educational standards
• Established the minimum length of basic nurs-

ing programs at 2 years
• Required all nursing schools to be registered

with the state board of regents (who oversee all
higher education)

• Established a state board of nursing (SBN) with
five nurses as members

• Formulated rules for the examination of nurses
• Formulated regulations for nurses that, if vio-

lated, could lead to the revocation of licensure

Source: Hirsh IL. Statement on nursing’s scope describes how two
levels of nurses practice. American Nurse, 20:13, 1988.
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license that will allow nurses to practice in all states
without having to become relicensed when they work
in a different state. 

REGISTRATION VERSUS LICENSURE

The terms registration and licensure are often used 
interchangeably, although they are not synonymous.
They serve a similar purpose, but some technical 
differences exist.

Registration
Registration is the listing, or registering, of names on an
official roster after certain preestablished criteria have
been met. Before mandatory licensure by the states be-
came the norm, the only way a health-care institution
could find out whether an applicant had met the stan-
dards for the position was by calling the applicant’s
school to see if the person had graduated or passed an
examination. The school
would tell the institution
whether the applicant’s
name appeared on the offi-
cial roster or register—
hence the origin of the term
registered nurse. With the
advent of state board exam-
inations, an institution
merely has to contact the
SBN to find out whether the individual is registered or
licensed.

Licensure
Licensure is conducted by the state through the en-
forcement powers of its regulatory boards to protect
the public’s health, safety, and welfare by establishing
professional standards. Licensure for nurses, as for
other professionals who deal with the public, is neces-
sary to ensure that everyone who claims to be a nurse
can function at a minimal level of competency and
safety. There are several different types of licensure.

Permissive Licensure
Permissive licensure allows individuals to practice
nursing as long as they do not use the letters RN after
their names. Basically, permissive licensure only 
protects the “registered nurse” title but not the prac-
tice of nursing itself. Although most early licensure
laws were permissive, all states now have mandatory

licensure. Under a permissive licensure law, anyone
could carry out the functions of an RN, regardless of
educational level, without having to pass an exami-
nation that indicates competency.

Health-care administrators seem to support
the concept of permissive licensure because it allows
them to employ less-educated and lower-paid em-
ployees rather than the more highly educated and
better-paid RNs. However, they also recognize that
the quality of care decreases when the education level
of health-care providers is lower. 
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What Do You Think? ?Should permissive licensure be reestablished because 
it will help reduce the cost of health care? Why? Why not?

Mandatory Licensure
Mandatory licensure requires anyone who wishes to
practice nursing to pass a licensure examination and

become registered by the
SBN. Because different
levels of nursing practice
exist, different levels of li-
censure are necessary. At
the technical level, the in-
dividual must take and
pass the LPN/LVN exami-
nation; at the professional
level, the individual must

take and pass the RN examination.
Mandatory licensure forced SBNs to distin-

guish between the activities that nurses at different
levels could legally perform. The scope of practice de-
fines the boundaries for each of the levels: advanced
practice registered nurse (APRN), RN, and LPN/LVN.
As more levels of nursing education (e.g., the associate
degree in nursing [ADN]) have been added, however,
lines dividing the different scopes of practice have be-
come blurred. In the current health-care system, it is
not unusual to find LPNs/LVNs performing activities
that are generally considered professional.

A particularly confusing element in today’s
health-care system is the use of unlicensed individu-
als to provide health care. The advent of certified
nursing assistants (CNAs) and unlicensed assistive
personnel (UAP) has led to widespread use of such
individuals in all health-care settings. Although they
must be supervised by an RN or LPN/LVN, these in-
dividuals are sometimes illegally assigned nursing

Through their professional nursing 
organizations, nurses can help shape
health-care regulations that establish the
most freedom to provide effective care
while maintaining the goal of protecting
the public.

“
”
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tasks much more advanced than their levels of train-
ing. Even though permissive licensure is no longer
legal, CNAs and UAP appear to fall under an unoffi-
cial type of permissive licensure.

Institutional Licensure
Although universally rejected by every major nurs-
ing organization, institutional licensure has be-
come a reality for many other types of health-care
workers, such as respiratory therapists and physical
therapists. 

Cut Corners, Cut Costs
Institutional licensure allows individual health-
care institutions to determine which individuals 
are qualified to practice nursing within general
guidelines established by an outside board. A back-
door approach to allowing institutional licensure
has been to allow foreign graduate nurses and
nurses who are licensed in foreign countries to
work in specific institutions without taking the 
U.S. licensure examination. Hospitals realize that
the quality may not be the same as nurses licensed
in the United States, but they believe the savings 
in lower wages to foreign nurses offset any de-
creases in quality care. Up to this point, bills that
support this action have been stopped by the state
nursing organizations before they could become
law. Institutional licensure has been proposed peri-
odically over the years as an alternative to govern-
mental licensure.

A Lack of External Control
Probably the most critical problem is the lack of any
external control to determine a minimal level of com-
petency. The designations of RN and LPN/LVN
would be virtually meaningless under institutional 
licensure. These nurses would not be under the con-
trol of a state licensing board and thus would not be
held to the same standards of practice as nurses who
were licensed by the states.

A second problem is that nurses who wished
to move to a new place of employment would have to
undergo whatever licensure procedure the new insti-
tution had established before being allowed to work
there. Currently, nurses who move from one state to
another can obtain licensure by endorsement by hav-
ing the state recognize their nursing license from the
original state of licensure. This process is generally 
referred to as reciprocity.

CERTIFICATION

At first glance, it may appear that there is not much
difference between certification and licensure. Strictly
defined, licensure can be considered a type of legal
certification. However, in the more widely accepted
use of the term, certification is a granting of creden-
tials to indicate that an individual has achieved a level
of ability higher than the minimal level of compe-
tency indicated by licensure.3 As technology increases
and the health-care environment becomes more 
complex and demanding, nurses are finding a need 
to increase their knowledge and skill levels beyond
the essentials taught in their basic nursing courses.

Certification acknowledges the attainment of
increased knowledge and skills and provides nurses
with a means to validate their own self-worth and
competence. Some certification also carries with it a
legal status, similar to licensure, but in many cases,
certification merely indicates a specific professional
status. The public, employers, and even nurses have
difficulty understanding what certification means.

Another element that adds confusion to the
understanding of the process of certification is that a
large number of groups can offer certification. These
are usually professional specialty groups like the Na-
tional Association of Pediatric Nurse Associates and
Practitioners (NAPNAP) and the American Associa-
tion of Critical-Care Nurses (AACN), but they can
also be national organizations like the National
League for Nursing (NLN) or the ANA.

Individual Certification
The most common type of certification is called indi-
vidual certification. When a nurse has demonstrated
that he or she has attained a certain level of ability
above and beyond the basic level required for licen-
sure in a defined area of practice, that nurse can be-
come certified. Usually some type of written and
practical examination is required to demonstrate 
this advanced level of skill.

The ANA has its own certifying organiza-
tion, the American Nurses Credentialing Center
(ANCC), that offers widely recognized certifications
in more than 40 areas. Almost all nurses with individ-
ual certification are required to maintain their skills
and competencies through continuing education and
a specified number of continuing education units
(CEUs). Recertification may be achieved by complet-
ing CEUs or retaking the certification examination.
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Organizational Certification
Organizational certification is the certification of a
group or health-care institution by some external
agency. It is usually referred to as accreditation and
indicates that the institution has met standards estab-
lished either by the government or by a nongovern-
mental agency. Often the ability of the institution to
collect money from insurance companies or the federal
government depends on whether the institution is cer-
tified by a recognized agency. Most hospitals are ac-
credited by the Joint Commission (formerly the Joint
Commission on Accreditation of Healthcare Organiza-
tions, or JCAHO) as a minimum level of accreditation.
Almost all baccalaureate and master degree programs
are accredited by one of the two national nursing ac-
crediting organizations, and many of the associate 
degree programs are also accredited. To work for 
any health-care facility run by the federal government 
(military, Indian health, Veterans Administration),
nurses must be graduates of accredited programs.

Advanced Practice
Some state governments may either award or recog-
nize certification granted to nurses in areas of ad-
vanced practice. In these cases, the certification
becomes a legal requirement for practice at the APRN
level. Depending on the individual state’s nurse prac-
tice act, nurses thus certified fall under regulations in
the state’s practice act that control the type of activi-
ties nurses may legally carry out when they perform
advanced roles.4

For example, many states recognize the posi-
tion of nurse midwife as an advanced practice role
for nurses. In these states, a nurse midwife may prac-
tice those skills allowed under the nurse practice act
of that state after obtaining certification. Generally,

Varying Standards
In 1978, an independent certification center was pro-
posed to establish uniform criteria and standards and
to oversee all certification activities. This proposal re-
ceived strong opposition from physicians and health-
care administration groups for many years.

nurse midwives are allowed to conduct prenatal ex-
aminations, do prenatal teaching, and deliver babies
vaginally in uncomplicated pregnancies. They are not
usually allowed to perform cesarean deliveries or
other procedures that are surgical in nature.
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Health-Care Reform and Advanced Practice Nurses––Who’s Driving the Bus?

Those who favor health-care reform see it as a giant step toward increasing
health-care coverage for the some 56 million Americans who either don’t have
coverage or have only limited coverage. Those who oppose it see it as giant step
toward socialization and an era of big government control. Either way, it is here,
and one of the many issues that need to be worked out is the role of APRNs 
and how they will be regulated in the future.

Although nursing as a profession has consistently been ranked num-
ber one among the most trusted professions, the public still seems to have a
very narrow view of what nurses can really do and the contributions they can
make to health care. The role of APRN is even more obscure to the public, ex-
cept for people who receive their care. For many years, APRNs have been qui-
etly asserting their role as autonomous practitioners amid a swamp filled with
confusing state regulations, multiple certifications, licensure issues, and politi-
cal squabbling. Health-care reform will only fill the swamp with more alligators.

The American Medical Association (AMA) has always viewed APRNs 
as a threat to their scope of practice and even their livelihood, although study after
study has shown this to be untrue. Their main concern on paper is the educational
preparation of APRNs, and they have devoted significant research funds to com-
paring the education of APRNs to the education of MDs. Of course, it is the obli-
gation of all professions to examine their preparation techniques and reflect on
their growth and scope of practice. However, it seems strange that the medical
profession is so concerned with how nursing educates its nurses. Nurses certainly
do not expend the same amount of (if any) energy and resources to examining
physician preparation.

Unfortunately, several major physician organizations see health-care 
reform as a back-door way to exert more influence over nursing practice, if not
to control the regulation process of the nursing profession outright. The AMA
has long held the belief that diagnosing, prescribing, and performing high-level
clinical skills is the exclusive domain of physicians. APRNs, who graduate from
accredited institutions of higher education and are certified by national organiza-
tions and licensed by their states, have shown that they, too, can successfully
and safely carry out formerly exclusive physician practice areas, and usually
more economically.

A more basic question is, who gave physicians the right to control the
boundaries of the nursing profession? Professional groups such as nursing
need to establish their own regulations to promote and achieve the outcomes
of their profession. It is essential that all nurses, not just APRNs, control their
own scope of practice and make their own decisions on how best to provide
care for their clients. As health-care reform is fully implemented over the next
several years, more and more clients will be seeing health-care providers for
the first time. This situation is particularly suited for the skill set that APRNs
bring to the table.

I s s u e s  N o w
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So, is there a rivalry between physicians and nurses? The answer is no.
Both nurses and physicians will need the educational and skills preparation to
work together to deal with the large influx of new clients in the near future. Will
there be tensions between the two groups at the legislative and professional levels?
As the situation exists today, it is hard to imagine there won’t be. However, the
nursing profession must stand its ground and vigorously guard against allowing
other groups to regulate and define APRN practice. The ANA and most of the
state organizations closely monitor legislation that deals with nursing practice.
When a different health-care group is trying to change the scope of practice for
nurses, they send out a warning. All nurses need to be politically tuned in to 
these attempts and quickly respond by contacting the appropriate legislators.

I s s u e s  N o w continued

Sources: Rashid C. Benefits and limitations of nurses taking on aspects of the clinical role 
of doctors in primary care: Integrative literature review. Journal of Advanced Nursing, 66(8):
1658–1670, 2010; Traynor M, Boland M, Buus N. Autonomy, evidence and intuition: Nurses
and decision-making. Journal of Advanced Nursing, 66(7):1584–1589, 2010; Ulrich CM. Who
defines advanced nursing practice in an era of health care reform? Clinical Scholars Review,
3(1):5–7, 2010.
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Some states recognized almost all certifica-
tions and had provisions in their nurse practice acts
to help guide these practices. Other states had very
little legal recognition of certification levels and thus
few guidelines for practice. This confusion resulted
from so many organizations offering certification in
different areas. In some advanced practice specialties,
such as nurse practitioner, two or more organizations
may offer certification for the same title. The stan-
dards for qualifying for certification varied from or-
ganization to organization, and the method of
determining certification may also be different.

A More Significant Role
The passage of the Affordable Care Act (ACA) of 2010
identified advance practice registered nurses (APRNs)
as extremely valuable assets in the health-care system
of the future. APRNs are in the perfect position to
successfully move the country’s health-care system
into the 21st century. The ACA recognizes APRNs as
equal partners in providing health care at multiple 
levels, but particularly in the area of primary care. 
In 2013, the ANA recommended that the Centers for
Medicare and Medicaid Services (CMS), which is the
organization that pays for health-care serves, must
offer plans on state health insurance exchanges that
include a minimum number of APRNs in each plan’s
network of health-care providers. That minimum
number would be set in each state and should be 
equal to 10 percent of the number of APRNs recorded
in the state as independently billing Medicare Part B.
In 2011, there were 100,585 APRNs billing Medicare
Part B independently. 

APRNs will play an ever larger role in the
rapidly evolving health-care system of the future.
What that role will be depends on how well govern-
mental organizations and the public understand the
contributions of nurse practitioners and how hard
APRNs work to meet the IOM’s report recommenda-
tions that nurses must practice to the fullest extent of
their education and at the top of their licenses.

APRN CONSENSUS MODEL (LACE)

As discussed above, the legal regulation and licensure
of America’s 267,000 APRNs is inconsistent and lacks
steady definitions. Some states certify them as ad-
vanced practice nurses but do not have a separate li-
cense; other states recognize a licensing level for them

but use different titles. If an APRN living in one state
moved to another state, his or her scope of practice
may be different and it is likely even the licensing
process and title might also be different.

A Blueprint for the Future? 
To address these and other related APRN issues, in
2008 the APRN Consensus Work Group and the Na-
tional Council of State Boards of Nursing (NCSBN)
APRN Advisory Committee issued a report on the 
Licensure, Accreditation, Certification, and Educa-
tion (LACE) of APRNs. This statement addresses the
lack of common definitions regarding APRN prac-
tice, the ever-increasing numbers of specializations,
the inconsistency in credentials and scope of practice,
and the wide variations in education for ARNPs.5 The
goal is to implement the APRN Model of Regulation
in all states by 2015. As of early 2013, all national reg-
ulatory, educational, credentialing, and professional
associations have agreed to promote the application
of the model. In addition, 16 states are at or nearing
completion of implementation of the model and sev-
eral other states are in various stages of making the
model part of their nurse practice act.

Definition and Roles
One of the first tasks accomplished by the NCSBN
was to develop a uniform definition of the APRN
role. According to the NCSN, the APRN is a nurse: 

1. who has completed an accredited graduate-level
education program preparing him/her for one of
the four recognized APRN roles; 

2. who has passed a national certification examina-
tion that measures APRN role and population-
focused competencies and who maintains contin-
ued competence as evidenced by recertification in
the role and population through the national certi-
fication program; 

3. who has acquired advanced clinical knowledge and
skills preparing him/her to provide direct care to
patients, as well as a component of indirect care;
however, the defining factor for all APRNs is that a
significant component of the education and prac-
tice focuses on direct care of individuals; 

4. whose practice builds on the competencies of regis-
tered nurses (RNs) by demonstrating a greater
depth and breadth of knowledge, a greater synthesis
of data, increased complexity of skills and interven-
tions, and greater role autonomy; 
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5. who is educationally prepared to assume responsi-
bility and accountability for health promotion
and/or maintenance as well as the assessment, di-
agnosis, and management of patient problems,
which includes the use and prescription of phar-
macologic and nonpharmacologic interventions; 

6. who has clinical experience of sufficient depth and
breadth to reflect the intended license; and 

7. who has obtained a license to practice as an APRN
in one of the four APRN roles: certified registered
nurse anesthetist (CRNA), certified nurse-midwife
(CNM), clinical nurse specialist (CNS), or certified
nurse practitioner (CNP).5

Some APRNs who have been in practice 
for many years are concerned that they will no longer
be able to practice when the new requirements are
implemented. The language of the consensus model
includes a process called grandfathering, which allows
the nurse to continue the same level of practice as
long as he or she maintains an active license. The 
benefit of the model is that it would permit nurses 
to move to another state and still practice at the same
level. However, it is up to each individual APRN to be
knowledgeable about legislative issues that may affect
their practice, monitor any additional requirements a
state may add, and work to have the grandfathering
language included in their state’s practice act update.6

Titles for APRNs
The APRN Conesus Model requires that advanced
practice nurses represent themselves with APRN and
then specify a role. For example, an advanced practice
nurse who is also a certified nurse practitioner would
sign his or her name and then write APRN, CNP after
it. The particular group of clients or specialty may
also be included; for example, APRN, CNP, pediatrics.
If the nurse was prepared and licensed in more than
one role, he or she would include all the relevant
roles. Employers of APRNs retain the responsibility
for verifying the nurse’s education and license.

Education for APRNs
Although there has been some movement by higher
education for consistency in APRN programs, there
remains a wide variation in length and requirements
for the programs. The APRN Consensus Model ex-
pects that any educational program for advanced
practice be preapproved by accrediting entities before
the students enter the program. This will guarantee
that the students will have met the prerequisites for

licensure and certification upon graduation. The pro-
grams will have to meet established educational stan-
dards so that students can sit for national certification
examinations when they graduate. Actually, these
standards already exist, although not all programs
currently meet them.7

Nurses currently in APRN educational pro-
grams need to keep up with proposed changes as they
are applied to these programs. This begins with being
aware of proposed legislation since the changes will
first take place at the SBN and legislative levels. Gen-
erally, SBNs allow nursing programs 2 years to imple-
ment required changes after they become part of the
practice act. It is imperative that students talk with
the professors and the deans of their programs about
how modifications will affect them. Again, the pur-
pose of preapproval is to make sure the graduates
meet the eligibility requirements for certification and
licensure.

Even though specialization into areas such
as oncology, nephrology, or palliative care do not
fall into one of the four population focus areas of
the APRN Consensus Model, nurses can still spe-
cialize in these areas. There are several ways to
achieve this specialized education. The nurse can
finish a preapproved APRN population-focused
program, become certified and licensed, and then
pursue additional education in the specialty of
choice. Another option is to attend a program that
will prepare the nurse for the population-focused
APRN and the specialty he or she wishes to pursue
at the same time. When the nurses graduate, they
can take the certification/licensure exam for the
APRN and then the certification exam for their spe-
cialty of choice. It is important to remember that
specialty areas of practice are identified by profes-
sional organizations and are not specifically regu-
lated by SBNs. The professional organizations
establish the competencies for the specialization
and usually have a separate certification examina-
tion and other requirements.8

The APRN Consensus Model does not re-
quire a program to offer a doctor of nursing practice
(DNP) degree. A master’s degree is the basic require-
ment. Programs do have the option to offer the DNP
as long as it meets the requirements for the APRN as
outlined in the model. With the current trend in
nursing education being to promote the DNP as the
terminal degree for advanced practice, it is likely that
most programs will go this route. 
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LACE
LACE is not the same as the APRN Consensus
Model, but rather an outgrowth of the process to put
the model into practice. LACE serves as a means for
those who are seeking to adopt the APRN Consensus
Model to debate the concepts, requirements, and
methods of execution. It is more inclusive and asks
for input from parties who may be affected by
changes in the legal status of APRNs or the scope of
their practice, such as community groups, medical as-
sociations, and hospitals. The ultimate goal of LACE
is to provide a general consensus for the implementa-
tion of the APRN Consensus Model.9

While states move forward on legislation to
implement the APRN Consensus Model, it is impor-
tant for nurses to watch for other proposed legislation
and practices that politicians, medical associations,
and health-care institutions are initiating. Many of
these proposals and practices are covert ways of rein-
troducing permissive and institutional licensure,
which reduces the control of nurses over their own
practice and hinders attempts to provide higher qual-
ity health care to more of our citizens in the future.

NURSING ORGANIZATIONS AND THEIR
IMPORTANCE

The establishment of a professional organization is
one of the most important defining characteristics of
a profession. An association is a group of people
banding together to achieve a specific purpose. By
working together for a specific purpose, an associa-
tion or organization amplifies its impact, and by de-
veloping a strategic plan, it focuses that impact to
achieve certain results. Many professions have a sin-
gle major professional organization to which most 
of its members belong and several specialized subor-
ganizations that members may also join. Professions
with just one major organization generally have a
great deal of political power.

Strength in Numbers
Nurses need and use power in every aspect of their
professional lives, ranging from supervising unli-
censed personnel to negotiating with the administra-
tion for increased independence of practice. Clearly,
an individual nurse probably does not have much 
influence, but for nurses as a group, the potential is
increased exponentially by the organization. The 

dedication to high-quality nursing standards and im-
proved methods of practice by the major nursing or-
ganizations has led to improved care and increased
benefits to the public as a whole.10

Speaking With One Voice
National nursing organizations need the participation
and membership of all nurses in order to claim that
they are truly representative of the profession. A large
membership allows the organization to speak with
one voice when making its values about health-care
issues known to politicians, physicians’ groups, and
the public in general.

The National League for Nursing
The NLN is also a strong force in community health
nursing, occupational health nursing, and nursing
service activities. It was the first national nursing 
organization to provide accreditation for nursing
programs at all levels.

Purposes
The primary purpose of the National League for
Nursing (NLN) is to maintain and improve the stan-
dards of nursing education. Its bylaws state that its
purpose is to foster the development and improve-
ment of hospital, industrial, and public health; other
organized nursing services; and nursing education
through the coordinated action of nurses, allied pro-
fessional groups, citizens, agencies, and schools so
that the nursing needs of the people will be met.
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Membership
Although membership is open to individual nurses,
the primary membership of the NLN comes in the
form of agency membership, usually through schools
of nursing. One of the major functions of the NLN,
through the organization formerly known as the Na-
tional League for Nursing Accrediting Commission
(NLNAC), but renamed the Accreditation Commis-
sion for Education in Nursing (ACEN), is to accredit
schools of nursing through a self-study process. The
schools are given a set of criteria, or essentials for ac-
creditation, and are then required to evaluate their
programs against these criteria. After the evaluation
report is written and sent to the ACEN, site represen-
tatives visit the school to verify the information in the
report and see whether the school has met the crite-
ria. If the school meets the evaluation criteria, it is 
accredited for up to 8 years.

Accreditation of a nursing school by the
ACEN indicates that the school meets national stan-
dards. In some work settings, a nurse must be a grad-
uate of an ACEN-accredited school of nursing before
he or she can be hired or accepted into many master’s-
level nursing programs.

Other services and activities that the NLN
carries out include testing; evaluating new graduate
nurses; supplying career information, continuing ed-
ucation workshops, and conferences for all levels of
nursing; publishing a wide range of literature and
DVDs covering current issues in health care; and
compiling statistics about nursing, nurses, and nurs-
ing education.

The American Association of Colleges 
of Nursing
The American Association of Colleges of Nursing
(AACN) was established to help colleges with schools
of nursing work together to improve the standards
for higher education for professional nursing. It
serves the public interest by assessing and identifying
nursing programs that engage in effective educational
practices.

Purposes
The AACN, through the Commission on Collegiate
Nursing Education (CCNE), has developed standards
for the accreditation of baccalaureate schools of nursing
and is poised to become a major accreditation agency,
competing with the NLNAC. The AACN has developed
and published a set of guidelines for the education of

professional nursing students that is widely used as the
theoretical basis for baccalaureate curricula.

Membership
Only deans and directors of programs that offer 
baccalaureate or higher degrees in nursing with an
upper-division nursing major are permitted member-
ship in the AACN.

The American Nurses Association
The American Nurses Association (ANA) grew out of
a concern for the quality of nursing practice and the
care that nurses were providing. In the early part of
the 20th century, when the ANA was organized, there
was little or no regulation for the requirements to
practice as a nurse. ANA took some of the first steps
in developing standards for the profession.

Purposes
The major purposes for the existence of the ANA, 
as stated in its bylaws, include improving the stan-
dards of health and access to health-care services 
for everyone; improving and maintaining high stan-
dards for nursing practice; and promoting the pro-
fessional growth and development of all nurses,
including economic issues, working conditions, 
and independence of practice.6 

In 2012 and 2013, the ANA underwent a
major structural reorganization. The ANA board of 
directors was reduced from 16 to 10, and all of the stand-
ing committees were disbanded. The traditional house of
delegates that met every other year was restructured into
a membership assembly model that reduced the repre-
sentation at the convention to two elected members and
one appointed member from each state with a weighted
vote that now meets each year.11 The goal of the restruc-
turing is to streamline the organization and make it more
responsive to a rapidly changing health-care system and
society. Committees are now formed when needed to ad-
dress a particular issue and then disbanded after the issue
is resolved. For example, the Code of Ethics for Nurses
was updated, so a committee was formed to deal with the
changes that need to be made.

Membership
Membership in the ANA also changed with the re-
structuring. Currently, it is limited to 52 constituents:
50 state organizations; Washington, DC; and Puerto
Rico. An individual joins a state organization and
through the state organization indirectly is a member
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of the ANA. Certain discounts in membership are of-
fered for new members and new graduate nurses.
Various levels of membership are available for nurses
who work part-time or those who are retired. The
ANA makes every effort to encourage individual
nurses to join the organization. The proposed
changes to the governance and membership structure
would not require nurses to join their states first.
Rather, they would become direct members of the
ANA. Unfortunately, most nurses do not belong to
this potentially powerful, politically active, and very
influential organization.

Each state has the opportunity to determine
what is needed from each member to run the state as-
sociation; the amount of the dues that is sent to ANA
is predetermined. Although dues are not inexpensive
(they change a little from year to year but are about
$200 per year), the ANA offers various plans for pay-
ment, such as three equal payments over the course of
a year or monthly payroll deductions. Because of the
efforts of the ANA, nurses’ salaries have risen to a
point at which this sum is
affordable.

Other Services
When nurses pursue ad-
vanced education and lev-
els of practice, as many are
doing today, the ANA
ANCC is essential for testing and certification of
many of these practice levels. Although other organi-
zations offer advanced practice certification, without
the ANCC, there would be even less standardization 
for and less recognition of these practitioners by 
the public, physicians, or lawmakers.

Entry Into Practice
Another important issue that the ANA has been in-
volved in is the entry-level education requirement for
professional nurses. The ANA has supported the bac-
calaureate degree as the minimum educational re-
quirement for nurses since 1958. The ANA is always
in the forefront of the debate over entry into practice,
which has continued into the 21st century.

Standards of Practice
Additional functions carried out by the ANA include
the establishment and continual updating of stan-
dards of nursing practice. These standards are the
yardstick against which nurses are measured and held

accountable by courts of law. The ANA also estab-
lished the official code of ethics that guides profes-
sional practice.

Legislation 
Many of the political and economic activities of the
ANA are carried out in the halls of legislatures and
offices of legislators. The ANA Political Action Com-
mittee (ANA-PAC) is one of the most powerful in
Washington, DC. (See Chapter 20 for a more detailed
discussion.) Such activities have a profound effect on
the role that nurses play and will continue to play in
health care well into the 21st century.

Successful PAC activities require money and
the power of a large, unified membership. The ANA-
PAC seeks to influence legislation about nurses, nurs-
ing, and health care in general. It has been and will be
a strong voice in the formulation of current national
health-care reform.

The National Student Nurses’ Association
The National Student
Nurses’ Association
(NSNA) is an independ-
ent legal corporation es-
tablished in 1953 to
represent the needs of
nursing students. Work-
ing closely with the ANA,

which offers services, an official publication, and close
communication, the NSNA consists of state chapters
that represent student nurses in those particular
states.

Purposes
The main purpose of the NSNA is to help maintain
high standards of education in schools of nursing,
with the ultimate goal of educating high-quality
nurses who will provide excellent health care.12 The
ideas, concerns, and needs of students are extremely
important to nursing educators. Most nursing pro-
grams have committees in which students are asked
to participate, including curriculum development and
evaluation techniques. It is important that students
belong to these committees and actively participate in
the committees’ activities.

Membership
Membership consists of all nursing students in regis-
tered nurse programs. Students can join at the local,

Clearly, an individual nurse probably
does not have much power, but for
nurses as a group, the potential is 
increased exponentially by the 
organization.

“
”
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state, or national level or at all levels if desired. Dues are
low, with a discount for the first year’s membership.

Other Services
Additionally, the NSNA is concerned with developing
and providing workshops, seminars, and conferences
that deal with current issues in nursing and health
care, with a wide range of subjects, from ethical and
legal concerns to recent developments in pharmacol-
ogy, test-taking skills, and professional growth. Stu-
dent nurses who belong to the NSNA and who take an
active part in its functions are much more likely to
join the ANA after they graduate. Professional identity
and professional behavior are learned. By beginning
the process during the formal school years, student
nurses develop professional attitudes and behaviors
that they will maintain for the rest of their careers.

Benefits for Students
Many benefits exist for student nurses who belong to
the NSNA. Several scholarships are available through
this organization to members of the NSNA. Members
receive the official publication of the organization,
Imprint, and the NSNA News, which keep the student
nurse current on recent developments in health care
and nursing.

Student members also have political repre-
sentation on issues that may affect them now or in
the future. Some of these issues include educational
standards for practice, standards of professional
practice, and health insurance. The NSNA is also
concerned with the difficulty that many nursing stu-
dents from minority groups experience in the edu-
cational process. The Breakthrough Project is an
attempt by the NSNA to help such students enter
the nursing profession.

Practicing Professionalism
Student nurses who join the NSNA experience first-
hand the operation, activities, and benefits of a 
professional organization. In schools with active
memberships, the NSNA can be a very exciting and
useful organization for students.

Many NSNA chapters are involved in com-
munity activities that provide services at a local level
and allow the student to practice “real” nursing.
These services include providing community health
screening programs for hypertension, lead poisoning,
vision, hearing, and birth defects; setting up informa-
tion and education programs; giving immunizations;

and working with groups concerned with drug abuse,
child abuse, drunken driving, and teen pregnancy. All
nursing students should be encouraged to belong to
this organization.

The International Council of Nurses
Membership in the International Council of Nurses
(ICN) consists of national nursing organizations, and
the ICN serves as the international organization for
professional nursing. The ANA is one member
among 104 nursing associations around the world.
Each member nation sends delegates and participates
in the international convention held every 4 years.
The quadrennial conventions, or congresses, are open
to all nurses and delegates from all nations.

The goal of the ICN is to improve health and
nursing care throughout the world. The ICN coordi-
nates its efforts with the United Nations and other in-
ternational organizations when appropriate in the
pursuit of its goals.

Some issues that have been the focus of
concern of the ICN are the social and economic 
welfare of nurses, the changing role of nurses in 
the present health-care environment, the challenges
being faced by the various national nursing organi-
zations, and how government and politics affect the
nursing profession and health care. Overseeing the
ICN is the Council of National Representatives. This
body meets every 2 years and serves as the govern-
ing organization. ICN headquarters is located in
Geneva, Switzerland.

Sigma Theta Tau
Sigma Theta Tau is an honors organization that was
established in colleges and universities to recognize
individuals who have demonstrated leadership or
made important contributions to professional nurs-
ing. It is international, and candidates are selected
from among senior nursing students or graduate or
practicing nurses.

The organization has its headquarters in In-
dianapolis, where it has a large library open to mem-
bers to use for scholarly activities and research. It also
boasts the first online nursing journal, which can be
accessed by any nurse with a computer anywhere in
the world. Local chapters of Sigma Theta Tau collect
and distribute funds to nurses who are conducting
nursing research. The organization also holds educa-
tional conferences and recognizes those who have
made contributions to nursing.
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Grassroots Organizations
A growing trend in contemporary nursing has been
the formation of grassroots nursing organizations. In
reality, all nursing organizations start as the grass-
roots efforts of local nursing groups that are trying to
solve a particular problem. Over time, these small
grassroots organizations become more structured,
larger, and eventually national or international when
they spread to other areas across the country or
around the world. Unfortunately, the large organiza-
tions tend to lose sight of the fundamental issues they
were originally formed to solve, or they are unable to
deal effectively with local problems.

Working to Bring About Change
Grassroots organizations usually have relatively small
memberships; are localized to a town, city, or some-
times a state; and attempt to solve a problem or deal
with an issue that the members feel is not being ade-
quately handled by a large national organization.
They may be created as a completely new and sepa-
rate organization, or they may break away from a
larger, established group.
Because all the members of
grassroots organizations
are passionately concerned
about only one or two is-
sues at a time that affect
them directly, they tend to
work hard to effect change and can bring a great deal
of concentrated power to bear on people, such as leg-
islators, who make the decisions about the issues.

Grassroots groups use a number of tech-
niques that are often frowned upon by the more 
established organizations to attain their goals. In ad-
dition to the traditional techniques of writing letters,
sending e-mails, and calling legislators, members of
grassroots groups actively seek media attention,
march on capitol buildings and state houses, intro-
duce resolutions, and testify before committee hear-
ings. Their success varies from issue to issue and
location to location.

Successful Grassroots Efforts
Two examples of successful grassroots efforts are
found in California and Pennsylvania. The California
Nurses Association decided to break away from the
ANA because it was not addressing some key state
issues such as length of hospital stays, reduction in
professional nursing staffs, and preoccupation with

profit. The grassroots group in Pennsylvania
formed a completely new organization, the Nurses
of Pennsylvania (NPA), and focused their energies
on the trend to replace licensed registered nurses
with unlicensed technicians, sometimes called
downskilling.

Special-Interest Organizations
The historical origins of special-interest organiza-
tions in nursing are even older than those of the
main national organizations. For example, the 
Red Cross, established in 1864, is one of the oldest
special-interest organizations that nurses have been
involved with. 

Why Do They Exist?
Most specialty organizations in nursing were
founded when a group of nurses with similar con-
cerns sought professional and individual support.
These organizations usually start out small and infor-
mal, then increase in size, structure, and member-
ship over several years. There were relatively few of

these organizations until
1965, when an explosion 
in specialty organizations
in nursing took place.
During the next 20 years,
almost 100 new organiza-
tions were formed, with

the associated effect of diminishing membership lev-
els in the ANA.

Clinical Practice
Specialty organizations are usually organized accord-
ing to clinical practice area. Organizations exist for
almost every clinical specialty and subspecialty
known in nursing, such as obstetrics/gynecology,
critical care, operating room, emergency department,
and occupational health, as well as less known areas
such as flight nursing, urology, and cosmetic surgery.

Education and Culture
Another focal area for these organizations is education
and ethics. Organizations such as the AACN and the
Western Interstate Commission for Higher Education
fall into this category. Often organizations focus on the
common ethnic group or cultural or religious back-
grounds of nurses. The National Association of Hispanic
Nurses and the National Black Nurses Association 
represent this type of specialty organization.

In reality, all nursing organizations 
start as the grassroots efforts of local
nursing groups that are trying to solve a
particular problem.

“
”
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Education and Standards
Although many of these organizations promote the
personal and professional growth of their member-
ship, they also carry out many other activities. 
Particularly important among these activities is es-
tablishing the standards of practice for the particu-
lar specialty area. As much as the ANA establishes
overall standards of practice for nursing in general,
the specialty organizations establish standards for
their particular clinical areas. Providing educational
services for their members is another important ac-
tivity of specialty organizations. Conferences, work-
shops, and seminars in the clinical area represented
are important venues for nurses to keep current on
new developments and to maintain high standards
of practice.7

Should They Matter to You?
How many of these specialty nursing organizations
are there? No one really knows. Many such organiza-
tions are informal and run by volunteers. Organiza-
tions are continually being formed, and others are
being disbanded.

Should nurses belong to these organizations?
The answer is yes, but only after they belong to the
ANA. Many of the larger specialty organizations have
recognized this fact and have established close ties
with the ANA. The ANA is well aware of the mem-
bership bleed-off from the specialty organizations
and has initiated efforts to become more involved in
the specialty nursing areas.

Before nurses join a specialty organization,
they should determine whether its purposes are at
odds with those of the ANA. Many of the large spe-
cialty organizations have their own lobbyists in

both state and national legislatures. Because the 
legislators really do not know the differences be-
tween the various nursing organizations, they 
can easily become confused over health-care 
issues if they are receiving pressure from two 
nursing groups representing opposing sides of 
the same issue. At this point, legislators may simply
surmise that the professional opinions of those in
the industry are too contradictory to consider and
vote on an important issue without regard to nurses
and nursing.

The tendency toward specialization has led
to an ever-increasing number of nursing organiza-
tions, each focusing on a particular practice field
within the profession. This trend has diluted the
unity and ultimately lessened the power that nursing
as a profession can exert in health-care issues. Al-
though it is important to recognize the complexity of
today’s health-care system and the pluralism inher-
ent in nursing, unity of opinion on major issues is
essential if nursing is to have any influence on the 
future of the profession.

The challenge for nurses in the future is 
to use the diversity in the profession as a positive
force and to unite as a group on important issues.
Awareness of earlier development of nursing organ-
izations provides a perspective for the current 
situation and can act as a framework for planning
the future.
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What Do You Think?

?What type of power does the individual nurse have? Cite 
examples of individual nurses who have used their power 
to effect changes in health care and nursing.

C o n c l u s i o n

Nursing, in its journey toward professionalism, has
been propelled and shaped by its nursing organiza-
tions, which were the main vehicles for the develop-
ment of educational and practice standards, initiation
of licensure, promotion of advanced practice, and gen-
eral improvement in the level of care nurses provided.
From their beginnings, nursing organizations have
served as channels of communication among nurses,
consumers of health care, and other health-care pro-
fessionals. In many cases, the nursing organizations

have served as a focus of power for the profession to
influence those important health policies that affect the
whole nation. That continued unity is essential for the
allegiance of nursing. 

Licensure and certification are both meth-
ods of granting credentials to demonstrate that an
individual is qualified to provide safe care to the
public. Without proof of competency, the profession
of nursing would become chaotic, disorganized, and
even dangerous.
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Juanita R, an RN at a large inner-city hospital, has been working on her off hours
as a volunteer in a storefront clinic to treat the indigent and underserved popula-
tion of that part of the city. The clinic clientele is primarily Mexican American, as
are the majority of the 20 nurses working at the clinic. Because all the nurses, in-
cluding a family nurse practitioner, volunteer their time and receive no pay, the
small private grant that Juanita had managed to secure was adequate to cover
the cost for rental of the building, basic supplies for the clinic, and a few medica-
tions. However, the grant is about to run out and is nonrenewable.

Juanita first tried to obtain money from the hospital to keep the clinic
going, but she was told that the hospital was having its own financial problems
because of managed care demands and could not spare any money. At a staff
meeting of the nurses from the clinic, the nurses decided to band together and
form a grassroots organization called the Storefront Clinic Nurses to focus their 
efforts on obtaining funds to keep the clinic open. They printed and passed out
flyers, called local and city politicians, encouraged the patrons of the clinic to talk
to people they knew, and even called the local television station for an interview
about their plight.

Although most of the nurses’ efforts went unrewarded, a large pharma-
ceutical company became aware of their plight and wanted to provide a sizable fi-
nancial stipend to the clinic, in addition to supplying free medications, for a period
of at least 5 years. In addition to their philanthropic interests, the pharmaceutical
company also wanted to gather long-term data about a newly developed antihy-
pertensive medication. The company would provide the medication free to the
clients at the clinic, the majority of whom had some degree of hypertension, and
all the nurses had to do was take and record the clients’ blood pressure readings
and complete “reported side effects” forms on each client. Client identifier codes,
rather than names, would be used to maintain confidentiality. Juanita, as the
group’s coordinator, would be responsible for coordinating and preserving 
the data.

Although Juanita saw it as an answer to her prayers, she was concerned
about the medication project. The pharmaceutical company said that no research
consent forms were needed because the medication had already been through
clinical trials and had received approval by the Food and Drug Administration.
Juanita called another meeting of her nurses to discuss the issue. Without the
grant, the clinic would close, but if they accepted the grant, they would have to
participate in a medication research project that made Juanita feel uncomfortable.

Questions for Thought

1. What are the main issues in this case study?

2. What ethical principles are being violated? What is the ethical dilemma that
Juanita is facing?

3. Are there any other solutions to this problem?

I s s u e s  i n  P r a c t i c e
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Develop a strategy for increasing the membership of the ANA.
• A labor union is attempting to organize the nurses at your hospital. Is it better 

for the professional nursing organization to represent the nurses? Why?
• A new graduate nurse is working in the intensive care unit (ICU) of a large hospi-

tal. She wants to join a nursing organization but has a limited amount of money
to spend. Her coworkers in the ICU want her to join the AACN, but she would
also like to join the ANA. Basing her decision on economic and professional is-
sues, which organization should she join?

• Compare and contrast certification and licensure. Should certification be legally
recognized? Justify your answer.
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N
A LEARNED SKILL

urses who practice in today’s health-care system soon realize
that making ethical decisions is a common part of daily nursing care.
However, experience shows that in the full curricula of many schools
of nursing, the teaching of ethical principles and ethical decision-
making gets less attention than the topics of nursing skills, core 
competencies, and electronic charting. As health-care technology
continues to advance at a rapid pace, nurses will find it more and
more difficult to make sound ethical decisions. Many nurses feel the
need to be better prepared to understand and deal with the complex
ethical problems that keep evolving as they attempt to provide care
for their clients.1

There are many individuals who confuse ethics with social
norms, religious beliefs, or the legal system. Some simply believe ethics
are the same as morals. Although elements of ethics may be found in all
these places, ethics itself is a stand-alone set of concepts and principles
that guide humans in general, and professionals in particular, in mak-
ing decisions about what types of behaviors will help or harm other
members of society. Ethics generally presents broad concepts to guide
decision-making and does not have specific rules such as are found in
moral systems.

Ethical decision-making is a skill that can be learned. The ability
to make sensible ethical decisions is based on an understanding of under-
lying ethical principles, ethical theories or systems, a decision-making
model, and the profession’s code of ethics. This skill, like others, involves
mastery of the theoretical material and practice of the skill itself. This
chapter presents the basic information required to understand ethics, the

Joseph T. Catalano

Ethics in Nursing

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss and analyze the differ-
ence between law and ethics

• Define the key terms used in
ethics

• Discuss the important ethical
concepts

• Distinguish between the two
most commonly used systems
of ethical decision-making

• Apply the steps in the ethical
decision-making process

6
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code of ethics, and ethical decision-making. It also
highlights some of the important bioethical issues that
challenge nurses in the current health-care system.

FOUR CATEGORIES

As a part of a philosophical system, ethics is generally
divided into levels or categories:

Meta-Ethics: The abstract, overarching philosophi-
cal way of understanding ethics. One of the most
important questions that philosophy in general
addresses is the question of epistemology, or
how we know that we know. In ethics, this ques-
tion is refined to how do we know what is right
and wrong. It also seeks to answer the question,
“What is truth?” It is concerned with the mean-
ing of ethical language and explaining the funda-
mental meaning of the words. The discussion
below of the ethical terms is actually a meta-
ethics approach to understanding ethics. With-
out meta-ethics, it is
almost impossible to
take the next step to
normative ethics.

Normative Ethics: The use
of the concepts and
principles discovered by
meta-ethics to guide decision-making about spe-
cific actions in determining what is right or wrong
when interacting with other people. Normative
ethics tends to be more prescriptive than meta-
ethics and forms the basis for theories and systems
of ethics (below). Both the codes of ethics and the
deontological ethical system (below) find their un-
derpinnings in meta-ethics and normative ethics 

Applied Ethics: The application of the theories and
systems of ethics developed by normative ethics to
real-world situations. Applied ethics is broken into
specialized fields such as health-care ethics, legal
ethics, bioethics, or business ethics.  This is the cat-
egory of ethics that is used most by nurses and
other health-care providers. It is used in resolving
ethical dilemmas.

Descriptive Ethics: A bottom-up approach to ethics
that starts with what society is already doing ethi-
cally and developing ethical principles based on
the observed actions of people rather than starting
with ethical principles and applying them to soci-
ety such as normative ethics does. There are no

preset values in descriptive ethics except for the
consistent ethical decisions that are already being
made by the majority of members of society. It is
also sometimes called comparative ethics and
forms the basis for situational ethics and the utili-
tarian system of ethics. Although widely used in
politics, economics, and business, it creates addi-
tional issues for health-care providers when ap-
plied to difficult health-care decisions.

IMPORTANT DEFINITIONS

In Western cultures, the study of ethics is a special-
ized area of philosophy, the origins of which can be
traced to ancient Greece. In fact, certain ethical prin-
ciples articulated by Hippocrates still serve as the
basis for many of the current debates. Like most spe-
cialized areas of study, ethics has its own language
and uses terminology in precise ways. The following
are some key terms that are encountered in studies of

health-care ethics.

Values
Values are ideals or con-
cepts that give meaning
to an individual’s life.
Values are derived most

commonly from societal norms, religion, and family
orientation and serve as the framework for making
decisions and taking action in daily life. People’s
values tend to change as their life situations change,
as they grow older, and as they encounter situations
that cause value conflicts. For example, before the
1950s, pregnancy outside of marriage was unaccept-
able, and unmarried women who were pregnant
were shunned and generally separated from society.
Today this situation is more widely accepted, and it
is not uncommon to see pregnant high school stu-
dents attending classes.

Values are usually not written down; how-
ever, at some time in their professional careers, it may
be important for nurses to make lists of their values.
This value clarification process requires that nurses
assess, evaluate, and then determine a set of personal
values and prioritize them. This will help them make
decisions when confronted with situations in which
the client’s values differ from the nurse’s values.

Value conflicts that often occur in daily life
can force an individual to select a higher-priority
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value over a lower-priority one. For example, a
nurse who values both career and family may be
forced to decide between going to work and staying
home with a sick child.2

Morals
Morals are the fundamental standards of right and
wrong that an individual learns and internalizes, usu-
ally in the early stages of childhood development. An
individual’s moral orientation is often based on reli-
gious beliefs, although societal influence plays an im-
portant part in this development. The word moral
comes from the Latin word mores, which means 
“customs” or “values.”

Moral behavior is often manifested as be-
havior in accordance with a group’s norms, customs,
or traditions. A moral person is generally someone
who responds to another person in need by provid-
ing care and who maintains a level of responsibility
in all relationships.3 In many situations in which
moral convictions differ, it is difficult to find a ra-
tional basis for proving one side right over the other.
For example, animal rights activists believe that
killing animals for sport, their fur, or even food is
morally wrong. Most hunters do not even think of
the killing of animals as a moral issue at all.

moral behavior in humans and how humans should
act toward each other individually and in groups.
Ethics, as a system of beliefs and behaviors, goes be-
yond the law, which has as its primary underlying
principle the preservation of society. Ethics is more
focused on the quality of the society and its long-term
survival. Similar to the legal system, ethical systems
are only needed when there is a group of people liv-
ing together. A hermit living in a cave on a mountain
by himself does not need laws or ethical systems.
Primitive societies that were composed of a small
number of individuals had to have some basic laws
for survival, such as not killing each other, and some
basic ethical principles, such as distributive justice—
for example, all members of the tribe get the same
amount of food. As society increases in size and be-
comes more complex, there is a need for more laws
and a stronger ethical system.

A System of Morals
Ethics are declarations of what is right or wrong and
of what ought to be. Ethics are usually presented as
systems of value behaviors and beliefs; they serve the
purpose of governing conduct to ensure the protec-
tion of an individual’s rights. Ethics exist on several
levels, ranging from the individual or small group to
the society as a whole. The concept of ethics is closely
associated with the concept of morals in the develop-
ment and purposes of both. In one sense, ethics can
be considered a system of morals for a particular
group. There are usually no systems of enforcement
for those who violate ethical principles;4 however, re-
peated and obvious violation of ethical precepts of a
code of ethics by professionals can result in discipli-
nary action by the profession’s licensing board.

A code of ethics is a written list of a profes-
sion’s values and standards of conduct. The code of
ethics provides a framework for decision-making for
the profession and should be oriented toward the
daily decisions made by members of the profession.

A Dilemma
An ethical dilemma is a situation that requires an
individual to make a choice between two equally 
unfavorable alternatives. The basic, elemental aspects
of an ethical dilemma usually involve conflict of one
individual’s rights with those of another, conflict 
of one individual’s obligations with the rights of 
another, or combined conflict of one group’s obliga-
tions and rights with those of another group.5
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Laws
Laws can generally be defined as rules of social con-
duct made by humans to protect society, and these
laws are based on concerns about fairness and justice.
The goals of laws are to preserve the species and pro-
mote peaceful and productive interactions between
individuals and groups of individuals by preventing
the actions of one citizen from infringing on the rights
of another. Two important aspects of laws are that
they are enforceable through some type of police force
and that they should be applied equally to all persons.

Ethics
The term ethics has its origins in the Greek word
ethos, which is generally translated as “quality” or
“character.” It is a branch of traditional Western 
philosophy known as moral philosophy that studies

What Do You Think?

?What type of value conflicts have you experienced in the
past week? How did you resolve them? Were you satisfied
with the resolution, or did it make you feel uncomfortable?
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Principles in Conflict
By the very nature of an ethical dilemma, there can be
no simple correct solution, and the final decision
must often be defended against those who disagree
with it. For example:

A client went to surgery for a laparoscopic
biopsy of an abdominal mass. After the laparo-
scope was inserted, the physician noted that the
mass had metastasized to the liver, pancreas,
and colon, and even before the results of the tis-
sue biopsy returned from the laboratory, the
physician diagnosed metastatic cancer with a
poor prognosis. When the client was returned
to his room, the physician told the nurses about
the diagnosis but warned them that under no
circumstances were they to tell the client about
the cancer.

When the client awoke, the first question
he asked the nurses was, “Do I have cancer?”
This posed an ethical dilemma for the nurses. If
they were to tell the client the truth, they would
violate the principle of fidelity to the physician.
If they lie to the client, they would violate the
principle of veracity.

KEY CONCEPTS IN ETHICS

In addition to the terminology used in the study
and practice of ethics, several important principles
often underlie ethical dilemmas. These principles

include autonomy, justice, fidelity, beneficence,
nonmaleficence, veracity, standard of best interest,
and obligations.

Autonomy
Autonomy is the right of self-determination, inde-
pendence, and freedom. It refers to the client’s right
to make health-care decisions for himself or herself,
even if the health-care provider does not agree with
those decisions.

As with most rights, autonomy is not ab-
solute, and under certain conditions, limitations
can be imposed on it. Generally these limitations
occur when one individual’s autonomy interferes
with another individual’s rights, health, or well-
being. For example, a client generally can use his 
or her right to autonomy by refusing any or all
treatments. However, in the case of contagious dis-
eases (e.g., tuberculosis) that affect society, the indi-
vidual can be forced by the health-care and legal
systems to take medications to cure the disease. 
The individual can also be forced into isolation to
prevent the disease from spreading. Consider the
following situation:

June, who is the 28-year-old mother of two
children, is brought into the emergency depart-
ment (ED) after a tonic-clonic–type seizure at a
shopping mall. June is known to the ED nurses
because she has been treated several times for
seizures after she did not take her antiseizure
medications. She states that the medications
make her feel “dopey” and tired all the time and
that she hates the way they make her feel.

Recently, June has started to drive one of
her children and four other children to school
in the neighborhood car pool 1 day a week. She
also drives 62 miles one way on the interstate
twice a week to visit her aging mother in a
nursing home in a different city. The nurse
who takes care of June this day in the ED
knows that the state licensing laws require that
an individual with uncontrolled seizures must
report the fact to the Department of Motor Ve-
hicles (DMV) and is usually ineligible for a dri-
ver’s license. When the nurse mentions that
she has to report the seizure, June begs her not
to report it. She would have no means of taking
her children to school or visiting her mother.
She assures the nurse that she will take her
medication no matter how it makes her feel. 
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The ethical issue in this case study is a con-
flict of rights and obligations. June has a right to
autonomy to determine whether she will take her
medication and whether she will self-report having
seizures to the DMV. The nurse has an obligation
to recognize and honor June’s autonomy, but she
also has an obligation to maintain public safety, in-
cluding reporting June’s seizures. This is a classical
case of an ethical dilemma. Does June’s right to au-
tonomy supersede the nurse’s obligation to public
safety? Do the legal issues involved in the situation
affect the ethical decision the nurse makes? How
would you decide?

Justice
Justice is the obligation to be fair to all people. The
concept is often expanded to what is called distribu-
tive justice, which states that individuals have the
right to be treated equally regardless of race, gender,
marital status, medical diagnosis, social standing,
economic level, or religious belief. The principle of
justice underlies the first
statement in the Ameri-
can Nurses Association
(ANA) Code of Ethics for
Nurses (2014): “The nurse
in all professional rela-
tionships practices with
compassion and respect
for the inherent dignity,
worth, and uniqueness of each individual,  unre-
stricted  by considerations of social or economic 
status, personal attributes, or the nature of health
problems.”4

pancreas transplant. His health record showed
that he refused to follow the prescribed diabetic
regimen, drank large quantities of wine, and
rarely took his insulin. The transplantation
would cost $108,000, which is the total cost 
of immunizing all the children in a state for 
1 year.

Fidelity
Fidelity is the obligation of an individual to be faith-
ful to commitments made to himself or herself and to
others. In health care, fidelity includes the profes-
sional’s faithfulness or loyalty to agreements and re-
sponsibilities accepted as part of the practice of the
profession. Fidelity is the main support for the con-
cept of accountability, although conflicts in fidelity
might arise from obligations owed to different indi-
viduals or groups. For example:

A nurse who is just finishing a very busy and
tiring 12-hour shift may experience a conflict
of fidelity when she is asked by a supervisor to

work an additional
shift because the hospi-
tal is short-staffed. The
nurse has to weigh her
fidelity to herself
against fidelity to the
employing institution
and against fidelity to

the profession and clients to do the best job
possible, particularly if she feels that her fa-
tigue would interfere with the performance of
those obligations.

Beneficence
Beneficence, one of the oldest requirements for
health-care providers, views the primary goal of
health care as doing good for clients under their
care. In general, the term good includes more than
providing technically competent care for clients.
Good care requires that the health-care provider
take a holistic approach to the client, including the
client’s beliefs, feelings, and wishes, as well as those
of the client’s family and significant others. The 
difficulty in implementing the principle of benefi-
cence is in determining what exactly is good for an-
other and who can best make the decision about
this good.4

Consider the case of the man involved in
an automobile accident who ran into a metal fence
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Distributive justice sometimes includes ideas
such as equal access to health care for all. As with
other rights, limits can be placed on justice when it
interferes with the rights of others.6 For example:

A middle-aged homeless man who was diag-
nosed with type 1, insulin-dependent diabetes
mellitus demanded that Medicaid pay for a 

What Do You Think?

?Identify a situation in which a law is or may be unethical.
Which system has higher authority? How do you resolve 
the conflict?
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pole. The pole passed through his abdomen. Even
after 6 hours of surgery, the surgeon was unable to
repair all the damage. The man was not expected to
live for more than 12 hours. When the man came
back from surgery, he had a nasogastric tube in-
serted, so the physician ordered that the client
should have nothing by mouth (NPO) to prevent
depletion of electrolytes.

Although the man was somewhat confused
when he awoke postoperatively, he begged the nurse
for a drink of water. He had a fever of 105.7°F. The
nurse believed the physician’s orders to be absolute;
thus she repeatedly refused the client water. He
began to yell loudly that he needed a drink of water,
but the nurse still refused his requests. At one point,
the nurse caught the man attempting to drink water
from the ice packs that were being used to lower his
fever. This continued for the full 8-hour shift until
the man died. Should the nurse have given the dying
man a drink of water? Why or why not? Or is it not
that simple? 

Again, the ethical
dilemma in this situation
is a conflict of rights and
obligations. The client has
a right to self-determina-
tion (autonomy) that
would certainly include
the right to have a drink
of water. The nurse has an obligation of beneficence
to do good for the client. She also has an obligation
to carry out the physician’s orders. However, is
withholding water, which is an essential nutrient
for life, really doing good for the client? On the
other hand, she is fulfilling her obligation to follow
the physician’s order, which may be based on the
physician’s belief that withholding water is good 
for the client because giving it will harm him in
some way or quicken his death. If the nurse believes
that the physician is wrong, does her judgment 
supersede his?

What would you do? Is there something
else the nurse could have done, such as calling the
physician and asking him to change the order? Are
physician’s orders always absolute, even when they
seem to be causing harm to the client?

Nonmaleficence
Nonmaleficence is the requirement that health-
care providers do no harm to their clients, either

intentionally or unintentionally. In a sense, it is 
the opposite side of the concept of beneficence, 
and it is difficult to speak of one term without re-
ferring to the other. In current health-care practice,
the principle of nonmaleficence is often violated 
in the short term to produce a greater good in the
long-term treatment of the client. For example, 
a client may undergo painful and debilitating 
surgery to remove a cancerous growth to prolong
his life.4

By extension, the principle of nonmalefi-
cence also requires that health-care providers 
protect from harm those who cannot protect them-
selves. This protection from harm is particularly 
evident in groups such as children, the mentally 
incompetent, the unconscious, and those who are
too weak or debilitated to protect themselves. In
fact, very strict regulations have developed around 
situations involving child abuse and the health-care
provider’s obligation to report suspected child
abuse. (This issue is discussed in more detail in

Chapter 7.)

Veracity
Veracity is the principle
of truthfulness. It requires
the health-care provider
to tell the truth and not to
intentionally deceive or

mislead clients. As with other rights and obligations,
limitations to this principle exist. The primary limi-
tation occurs when telling the client the truth would
seriously harm (principle of nonmaleficence) the
client’s ability to recover or would produce greater
illness. Although the principle of veracity is not a
law, it is one of the basic foundations for the trusting
relationship between nurse and client that underlies
any successful therapeutic relationship.

A Right to Know
Health-care providers often feel uncomfortable giving
a client bad news, and they hesitate to give clients dif-
ficult information regarding their condition. But 
feeling uncomfortable is not a good enough reason to
avoid telling clients the truth about their diagnosis,
treatments, or prognosis. Although veracity is an ob-
ligation for nurses, it is a right of clients to know the
information about their conditions. 

One common situation in which veracity is
violated is in the use of placebo medications. At
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some point during their careers, most health-care
providers will observe the placebo effect among
some clients. Sometimes, when a client is given a
gel capsule filled with sugar powder and it seems to
relieve the pain, the placebo has the same effect as a

narcotic, but without the side effects or potential
for addiction. Of course, if the client is told that it
was just a sugar pill (veracity), it would not have 
the same effect. How should nurses feel about this
practice?
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A Question of Distributive Justice

Jessica B was diagnosed with acute lymphocytic leukemia at age 4. She is now 
7 years old and has been treated with chemotherapy for the past 3 years with
varying degrees of success. She is currently in a state of relapse, and a bone mar-
row transplant seems to be the only treatment that might improve her condition
and save her life. Her father is a day laborer who has no health insurance, so 
Jessica’s health care is being paid for mainly by the Medicaid system of her small
state in the Southwest.

The current cost of a bone marrow transplant at the state’s central
teaching hospital is $1.5 million, representing about half of the state’s entire an-
nual Medicaid budget. Although bone marrow transplants are an accepted treat-
ment for leukemia, this therapy offers only a slim chance for a total cure of the
disease. The procedure is risky, and there is a chance that it may cause death.
The procedure will involve several months of post-transplant treatment and recov-
ery in an intensive care unit far away from the family’s home and will require the
child to take costly antirejection medications for many years.

The family understands the risks and benefits. They ask the nurse caring
for Jessica what they should do. 

Questions for Thought

1. How should the nurse respond?

2. Does the nurse have any obligations toward the Medicaid system as a
whole?

I s s u e s  i n  P r a c t i c e
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Costly Errors
Another issue that has come into the public eye 
recently is medical errors. According to an Institute
of Medicine Report, the incidence of medical errors
in the current health-care system is extremely high
and accounts for as many as 98,000 deaths per year.
Nurses are often involved in these incidents.7 What
is the nurse’s ethical obligation to reveal this infor-
mation? Some believe that if there is no injury to
clients, the error need not be revealed; however, 
the reporting of errors or near errors has become a
quality-control issue in the prevention of medical
mistakes. (See Chapter 14 for more detail.)

Consider the following case study from the
viewpoint of the principle of veracity:

Tisha S, a senior nursing student, was acting as
the team leader during her final clinical experi-
ence. Jamie D, a close friend of Tisha’s, was one
of three junior nursing students on Tisha’s
team that day. Because of some personal prob-
lems, Jamie had been
late and unprepared for
several clinical experi-
ences. She was in-
formed by her
instructor that she
might fail unless she
showed marked im-
provement during 
clinical training.

Claire B, a 64-year-old woman with dia-
betes and possible renal failure, was one of
Jamie’s clients. Mrs. B was having a 24-hour
urine test to help determine her renal func-
tion. After the test was completed later that 
afternoon, she was to be discharged and
treated through the renal clinic. Jamie under-
stood the principles of the 24-hour urine test
and realized that all the urine for the full 
24 hours needed to be saved, but she became
busy caring for another client and accidentally
threw away the last specimen before the test
ended. She took the specimen container to the
laboratory anyway.

At the end of the shift, when Jamie was 
giving her report to Tisha, she confided that 
she had thrown away the last urine specimen
but begged Tisha not to tell the instructor. This
mistake meant that the test would have to be
started over again, and Mrs. B would have to

spend an extra day in the hospital. Out of
friendship, Tisha agreed not to tell the instruc-
tor, rationalizing that they had collected almost
all the urine and she was going to be treated 
for renal failure anyway. When the instructor
asked Tisha for her final report for the day, she
specifically asked if there had been any prob-
lems with the 24-hour urine test.

In this case, it is pretty clear that Jamie’s 
and Tisha’s obligation to veracity significantly out-
weighs Tisha’s obligation of friendship to Jamie. The
reporting of medical errors is important in identify-
ing areas in the system that need to be corrected. In
this case, the instructor should have supervised the
student more closely. 

Standard of Best Interest
Originally designed as a standard of surrogate 
decision-making, the standard of best interest was
first used by courts for making end-of-life decisions

regarding incompetent
clients. Using the stan-
dard of best interest re-
quires that a good faith
decision is made about
what treatment(s) or ac-
tions would lead to the
best results for the client
after considering all the

relevant information. The decision must be made in
accordance with ethical and medical standards. This
is generally considered a “quality of life” issue and is
strongly opposed by groups who advocate for right
to life at any cost.

The Client’s Wishes
Standard of best interest describes a type of decision
made about a client’s health care when the client is
unable to make the informed decision themselves.
The standard of best interest is used on the basis of
what health-care providers and the family decides is
best for that individual. It is very important to con-
sider the individual client’s expressed wishes, either
formally in a written declaration (e.g., a living will) 
or informally in conversation with family members.

A Designated Person
Individuals can also legally designate a specific person
to make health-care decisions for them in case they
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become unable to make decisions for themselves. The
designated person then has what is called durable
power of attorney for health care (DPOAHC).8 The
Omnibus Budget Reconciliation Act (OBRA) of 1990
made it mandatory for all health-care facilities, such
as hospitals, nursing homes, and home health-care
agencies, to provide information to clients about the
living will and DPOAHC.

In determining what is in the client’s best in-
terest, the DPOAHC, in consultation with medical
professionals, should consider:

• the client’s current level of physical, sensory, emo-
tional, and cognitive abilities.

• the level of pain resulting from the client’s disease
process, treatments, or termination of the treatment.

• how much loss of dignity and humiliation the
client will experience as a result of the illness
and/or treatments.

• the client’s life expectancy and chance for recovery
both with and without the treatment.

• all the treatment options available to the client.
• the risks, side effects, and benefits of each of the

treatment options.

The standard of best interest should be
based on the principles of beneficence and non-
maleficence. Unfortunately, when clients are unable
to make decisions for themselves and no DPOAHC
has been designated, the resolution of the dilemma
can be a unilateral decision made by health-care
providers. Health-care providers making a unilat-
eral decision that disregards the client’s wishes 
implies that the providers alone know what is best
for the client; this is called paternalism.

Obligations
Obligations are demands made on an individual, a
profession, a society, or a government to fulfill and
honor the rights of others. Obligations are often 
divided into two categories: legal and moral.

Legal Obligations
Legal obligations are those that have become for-
mal statements of law and are enforceable under
the law. For instance, nurses have a legal obligation
to provide safe and adequate care for clients 
assigned to them.
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The nurse is caring for a critically ill client in the surgical intensive care unit (ICU)
after radical neck surgery. The client is connected to a ventilator and is on a seda-
tion protocol with continuous IV infusion of midazolam (Versed), a powerful seda-
tive that requires constant monitoring and titration to maintain the required level 
of sedation. During the night shift, the nurse discovers that the medication bag is 
almost empty, and the pharmacy, which is closed, did not send up another bag.
She looks the medication up in a drug guide and proceeds to mix the drip herself.
The night charge nurse is busy supervising a cardiac arrest situation out of the
ICU and is unavailable to double-check how the medication was mixed.

Inadvertently, the nurse mixes a double-strength dose of the medica-
tion. Thirty minutes after she hangs the new drip, the client’s blood pressure is
44/20 mm Hg. The client requires a saline bolus and a dopamine drip to stabilize
the blood pressure. The family is notified that the client has “taken a turn for the
worse” and that they should come to the hospital immediately. In backtracking for
the cause of the hypotension, the nurse realizes that she has mixed the sedative
double strength and reduces the rate by half.

When the family arrives, the client’s blood pressure has started to return
to normal. They ask the nurse what happened and why their mother was on the
new IV medication. 

Questions for Thought

1. Should the family be told about the error?

2. Who should tell them? The nurse? The physician?

3. What approach should be used?

4. What ethical principles are involved in resolving this dilemma?

I s s u e s  i n  P r a c t i c e

Source: Gallagher TH. Disclosing harmful medical errors to patients. New England Journal of
Medicine, 356(26):2713–2719, 2007.
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Moral Obligations
Moral obligations are those based on moral or ethi-
cal principles that are not enforceable under the law.
In most states, for example, no legal obligation exists
for a nurse on a vacation trip to stop and help an 
automobile accident victim.

Rights
Rights are generally defined as something owed 
to an individual according to just claims, legal
guarantees, or moral and ethical principles. Al-
though the term right is frequently used in both 
the legal and ethical systems, its meaning is often
blurred in daily use. Individuals sometimes mistak-
enly claim things as rights that are really privileges,
concessions, or freedoms. Several classification 
systems exist in which different types of rights 
are delineated. The following three types of rights
include the range of definitions.

Welfare Rights
Welfare rights (also called
legal rights) are based on a
legal entitlement to some
good or benefit. These
rights are guaranteed by
laws (e.g., the Bill of Rights
of the U.S. Constitution),
and violation of such
rights can be punished
under the legal system. For example, citizens of the
United States have a right to equal access to housing
regardless of race, sexual preference, or religion.

Ethical Rights
Ethical rights (also called moral rights) are based on
a moral or ethical principle. Ethical rights usually do
not need to have the power of law to be enforced. In
reality, ethical rights are often privileges allotted to
certain individuals or groups of individuals. Over
time, popular acceptance of ethical rights can give
them the force of a legal right.

An example of an ethical right in the United
States is the belief in universal access to health care. In
the United States, it has really been a long-standing
privilege with many citizens left without health care,
whereas in many other industrialized countries, such
as Canada, Germany, Japan, and England, universal
health care is a legal right.

Option Rights
Option rights are rights that are based on a funda-
mental belief in the dignity and freedom of humans.
These are basic human rights that are particularly 
evident in free and democratic countries, such as the
United States, and much less evident in totalitarian
and restrictive societies, such as Iran. Option rights
give individuals freedom of choice and the right to
live their lives as they choose, but within a given set of
prescribed boundaries. For example, people may wear
whatever clothes they choose, as long as they wear
some type of clothing in public.

ETHICS COMMITTEES

Physicians, nurses, and other staff members often en-
counter ethical conflicts they are unable to resolve on
their own. In these cases, the interdisciplinary ethics
committee can help the health-care provider resolve the
dilemma. An increasing number of health-care facilities,
particularly hospitals, have instituted ethics committees

that make their consulta-
tion services available to
health-care providers.

The people who
belong to the ethics com-
mittee vary somewhat from
one institution to another,
but almost all include a

physician, a member of administration, a registered
nurse (RN), a clergy person, a philosopher with a back-
ground in ethics, a lawyer, and a person from the com-
munity. Members of ethics committees should not
have any personal agenda they are promoting and
should be able to make decisions without prejudice on
the basis of the situation and ethical principles.4

Depending on the institution, the scope of
the ethics committee’s duties can range widely, from
very limited activity with infrequent meetings on an
ad hoc basis to active promotion of ethical thinking
and decision-making through educational programs.
Other common functions of ethics committees in-
clude evaluating institutional policies in the light of
ethical considerations, making recommendations
about complex ethical issues, and providing education
programs for medical and nursing schools as well as
the community. It is extremely important that nurses
participate in these committees and that the ethical
concerns of the nurses are recognized and addressed.
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Health-care providers’ making a 
unilateral decision that disregards the
client’s wishes implies that the providers
alone know what is best for the client;
this is called paternalism.
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When to Tell

A 48-year-old woman was scheduled for a below-the-knee amputation due to
complications from diabetes. She was admitted to the preoperative area, signed a
number of surgical permits, and was given her preoperative sedative medication.
Because clients undergoing this type of surgery usually lose a significant amount
of blood, several units of blood had been typed and cross-matched and placed
on standby for her. After she was moved to the operating room and anesthetized,
the nurse anesthetist rapidly administered the first unit of blood in preparation for
the anticipated blood loss during surgery.

The circulating nurse was checking the paperwork before the beginning
of the operation and noticed that there was no consent signed for the administra-
tion of blood products. In examining the chart further, she noted that “Jehovah’s
Witness” was written under the “Religion” section. The Jehovah’s Witness religion
does not allow blood transfusions or transplantation of any tissue or organs. The
circulating nurse told the nurse anesthetist about the client’s religion, and his re-
sponse was, “Holy cow—I can’t believe this is happening!”

The family did not know about the blood transfusion, and obviously the
client, who was under anesthesia, did not know she had received a unit of blood.
The nurse anesthetist announced that it was not his fault because he was never
told about the client’s religion and was not going to tell the family or client about
the mistake. The circulating nurse felt that because she did not administer the
blood, she should not be the one to inform the family. The unit manager was
called in, and the consensus was that she should be the one to reveal the infor-
mation because she was ultimately responsible for what occurred in the surgical
unit. Her feeling was that because no physical harm was done to the client, the
whole incident should just be kept quiet.

Questions for Thought

1. Using the ethical decision-making model listed, work through the decision-
making process for this ethical dilemma.

2. What are the key ethical principles involved in this dilemma?

3. What are the possible solutions to the dilemma and their consequences?

4. How would you resolve the dilemma? How would you defend your decision?

I s s u e s  i n  P r a c t i c e

3972_Ch06_119-144  29/12/14  1:48 PM  Page 133



ETHICAL SYSTEMS

An ethical situation exists every time a nurse interacts
with a client in a health-care setting. Nurses continu-
ally make ethical decisions in their daily practice,
whether or not they recognize it. These are called 
normative decisions.

Normative Ethics
Normative ethics deal with questions and dilemmas
that require a choice of actions when there is a conflict
of rights or obligations between the nurse and the
client, the nurse and the client’s family, or the nurse
and the physician. In resolving these ethical questions,
nurses often use just one ethical system, or they may
use a combination of several ethical systems.4

The two systems that are most directly con-
cerned with ethical decision-making in the health-
care professions are utilitarianism and deontology.
Both apply to bioethical issues: the ethics of life (or,
in some cases, death).

Bioethics 
Bioethics and bioethical
issues are common terms
that have become synony-
mous with health-care
ethics and encompass not
only questions concerning
life and death but also
questions of quality of life,
life-sustaining and life-altering technologies, and bio-
logical science in general. It is in the context of
bioethics that the following discussion of these two
systems of ethics is undertaken.

Utilitarianism
Utilitarianism (also called teleology, consequential-
ism, or situation ethics) is referred to as the ethical
system of utility. As a system of normative ethics,
utilitarianism defines good as happiness or pleasure.
It is associated with two underlying principles: “the
greatest good for the greatest number” and “the end
justifies the means.” Because of these two principles,
utilitarianism is sometimes subdivided into rule utili-
tarianism and act utilitarianism.

Rule Utilitarianism
According to rule utilitarianism, the individual draws
on past experiences to formulate internal rules that 

are useful in determining the greatest good. With act
utilitarianism, the particular situation in which a
nurse finds himself or herself determines the rightness
or wrongness of a particular act. In practice, the true
follower of utilitarianism does not believe in the valid-
ity of any system of rules because the rules can change
depending on the circumstances surrounding what-
ever decision needs to be made.

Act Utilitarianism
Situation ethics is probably the most publicized
form of act utilitarianism. Joseph Fletcher, one of
the best-known proponents of act utilitarianism,
outlines a method of ethical thinking in which the
situation itself determines whether the act is
morally right or wrong. Fletcher views acts as good
to the extent that they promote happiness and bad
to the degree that they promote unhappiness. Hap-
piness is defined as the happiness of the greatest
number of people, yet the happiness of each person

is to have equal weight.
Abortion, for ex-

ample, is considered ethi-
cal in this system in a
situation in which an
unwed mother on welfare
with four other children
becomes pregnant with
her fifth child. The great-
est good and the greatest
amount of happiness are

produced by aborting this unwanted child.
Because utilitarianism is based on the 

concept that moral rules should not be arbitrary 
but should rather serve a purpose, ethical decisions
derived from a utilitarian framework weigh the ef-
fect of alternative actions that influence the overall
welfare of present and future populations. As such,
this system is oriented toward the good of the pop-
ulation in general and toward the individual in 
the sense that the individual participates in that
population.

Advantages
The major advantage of the utilitarian system of 
ethical decision-making is that many individuals
find it easy to use in most situations. Utilitarianism
is built around an individual’s need for happiness in
which the individual has an immediate and vested
interest. Another advantage is that utilitarianism 
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Over time, popular acceptance of ethical
rights can give them the force of a legal
right. An example of an ethical right in
the United States is the belief 
in universal access to health care. In 
the United States, it is really a long-
standing privilege. . . .
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fits well into a society that otherwise shuns rules and
regulations.

A follower of utilitarianism can justify many
decisions based on the happiness principle. Also, its
utility orientation fits well into Western society’s be-
lief in the work ethic and a behavioristic approach to
education, philosophy, and life.

Telling a Sad Truth?
The follower of utilitarianism will support a general
prohibition against lying and deceiving because 
ultimately the results of telling the truth will lead 
to greater happiness than the results of lying. Yet
truth telling is not an absolute requirement to the
follower of utilitarianism. If telling the truth will
produce widespread unhappiness for a great num-
ber of people and future generations, it would be
ethically better to tell a lie that will yield more 
happiness than to tell a truth that will lead to
greater unhappiness.

Although such
behavior might appear to
be unethical at first glance,
the strict follower of act
utilitarianism would have
little difficulty in arriving
at this decision as a logical
conclusion of utilitarian
ethical thinking.

Disadvantages
Who Decides?
Some serious limitations exist in using utilitarianism
as a system of health-care ethics or bioethics. An im-
mediate question is whether happiness refers to the
average happiness of all or the total happiness of a
few. Because individual happiness is also important,
one must consider how to make decisions when the
individual’s happiness is in conflict with that of the
larger group.

More fundamental is the question of what
constitutes happiness. Similarly, what constitutes the
greatest good for the greatest number? Who deter-
mines what is good in the first place? Is it society in
general, the government, governmental policy, or the
individual? In health-care delivery and the formula-
tion of health-care policy, the general guiding princi-
ple often seems to be the greatest good for the
greatest number. Yet where do minority groups fit
into this system?

Also, the tenet that the ends justify the
means has been consistently rejected as a rationale
for justifying actions. It is generally unacceptable
to allow any type of action as long as the final goal
or purpose is good. The Nazis in the 1930s and
1940s used this aphorism to justify many actions
that may be viewed by others to be considerably
less than good.

What Is Good?
The other difficulty in determining what is good
lies in the attempt to quantify such concepts as
good, harm, benefits, and greatest. This problem
becomes especially acute in regard to health-care 
issues that involve individuals’ lives. For example,
an elderly family member has been sick for a long
time, and that course of illness has placed great 
financial hardship on the family. It would be ethical
under utilitarianism to allow this client to die or
even to euthanize her to relieve the financial stress

created by her illness.
Utilitarianism as

an ethical system in the
health-care decision-mak-
ing process requires use of
an additional principle of
distributive justice as an
ultimate guiding point.
Unfortunately, whenever
an unchanging principle is

combined with this system, it negates the basic con-
cept of pure utilitarianism.

Pure utilitarianism, although easy to use 
as a decision-making system, does not work well 
as an ethical system for decision-making in health
care because of its arbitrary, self-centered nature. 
In the everyday delivery of health care, utilitarian-
ism is often combined with other types of ethical
decision-making in the resolution of ethical 
dilemmas.5

Deontology
Deontology is a system of ethical decision-making
based on moral rules and unchanging principles. This
system is also termed the formalistic system, the prin-
ciple system of ethics, or duty-based ethics. A fol-
lower of a pure form of the deontological system of
ethical decision-making believes in the ethical ab-
soluteness of principles regardless of the conse-
quences of the decision.
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shuns rules and regulations. A follower
of utilitarianism can justify many 
decisions based on the happiness 
principle.
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The Categorical Imperative 
Strict adherence to an ethical theory, in which 
the moral rightness or wrongness of human 
actions is considered separately from the conse-
quences, is based on a fundamental principle 
called the categorical imperative. It is not the results
of the act that make it right or wrong, but the 
principles by reason of which the act is carried out.
These fundamental principles are ultimately un-
changing and absolute and are derived from the
universal values that underlie all major religions.
Focusing on a concern for right and wrong in the
moral sense is the basic premise of the system. 
Its goal is the survival of the species and social 
cooperation.

Unchanging Standards
Rule deontology is based on the belief that standards
exist for the ethical choices and judgments made by
individuals. These standards are fixed and do not
change when the situation
changes. Although the
number of standards or
rules is potentially unlim-
ited, in reality—and partic-
ularly in dealing with
bioethical issues—many of
these principles can be
grouped together into a
few general principles.

These principles can also be arranged 
into a type of hierarchy of rules and include such
maxims as the following: People should always be
treated as ends and never as means; human life has
value; one is always to tell the truth; above all in
health care, do no harm; humans have a right to
self-determination; and all people are of equal
value. These principles echo such fundamental 
documents as the Bill of Rights and the American
Hospital Association’s Patient’s Bill of Rights.

Advantages
The deontological system is useful in making ethical
decisions in health care because it holds that an ethi-
cal judgment based on principles will be the same in
a variety of given similar situations regardless of the
time, location, or particular individuals involved. In
addition, deontological terminology and concepts
are similar to the terms and concepts used by the
legal system.

The legal system emphasizes rights, duties,
principles, and rules. Significant differences, how-
ever, exist between the two. Legal rights and duties
are enforceable under the law, whereas ethical rights
and duties are usually not. In general, ethical systems
are much wider and more inclusive than the system
of laws that they underlie. It is difficult to have an
ethical perspective on law without having it lead to
an interest in making laws that govern health care
and nursing practice.

Disadvantages
The deontological system of ethical decision-making
is not free from imperfection. Some of the more trou-
bling questions include the following: What do you
do when the basic guiding principles conflict with
each other? What is the source of the principles? Is
there ever a situation in which an exception to the
rule will apply?

Although various approaches have been
proposed to circumvent
these limitations, it may
be difficult for nurses to
resolve situations in
which duties and obliga-
tions conflict, particularly
when the consequences
of following a rule end in
harm or hurt being done

to a client. In reality, there are probably few pure
followers of deontology, because most people will
consider the consequences of their actions in the 
decision-making process.

APPLICATION OF ETHICAL THEORIES

Ethical theories do not provide recipes for resolution
of ethical dilemmas. Instead, they provide a frame-
work for decision-making that the nurse can apply 
to a particular ethical situation.

A Framework for Decisions
At times, ethical theories may seem too abstract or
general to be of much use to specific ethical situa-
tions. Without them, however, ethical decisions may
often be made without reasoning or forethought and
may be based on emotions. Most nurses, in attempt-
ing to make ethical decisions, combine the two theo-
ries presented here.
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Ethical theories do not provide recipes
for resolution of ethical dilemmas. 
Instead, they provide a framework 
for decision-making that the nurse 
can apply to a particular ethical 
situation.
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Nursing Code of Ethics
A code of ethics is generally defined as a written state-
ment or list of the ethical principles that govern a
particular profession. Codes of ethics are presented as
general statements and thus do not give specific an-
swers to every possible ethical dilemma that might
arise. However, these codes do offer guidance to the
individual practitioner in making decisions.

A Lengthy Development Process
Although the term code of ethics is relatively new to
health care, nurses have a long tradition of using ethical
principles and basic values to guide the practice of the
profession, starting with the writings of Florence
Nightingale. Nightingale reflected the values of the soci-
ety of her time and the place of women in that society.
Her writings emphasize the need to follow the physi-
cian’s orders and that nurses remain pure and inviolate
as they carry out their duties in tending for the sick.

The history of the development of the cur-
rent code of ethics is as follows:

• 1893—Nightingale Pledge: Although the Nightingale
Pledge was written by Lystra E. Gretter and a com-
mittee at the Farrand Training School for Nurses in
Detroit, Michigan, it was still called the Nightingale
Pledge in recognition of the founder of modern nurs-
ing. The pledge is a statement of the ethics and prin-
ciples that the nursing profession at that time held as
important. It emphasizes keeping the nurse away
from immoral and harmful situations and the need to
seek out and treat the ill in any setting without regard
for their social status (distributive justice). It also in-
cluded the need to maintain confidentiality.

• 1926—The American Journal of Nursing (AJN), the
official publication of the ANA, published a docu-
ment that very much looked like a code of ethics but
was not given that name. It was not accepted by the
ANA as an official document or statement of ethics
for nurses.

• 1935—The Nightingale Pledge was revised by
adding a statement about nurses needing to help
physicians and dedicating their lives “in service of
human welfare.”

• 1940—The AJN again published a list of statements
that could be used to guide the ethical practice of
nurses. Still not called a code of ethics, it was adopted
by the NLN as a “statement of ethical principles.”

• 1950—The ANA’s statement of ethical principles
began to look even more like a code of ethics, but it
was still was not being called a code of ethics. Several
revisions were made to include some of the rapid
technological development of the postwar period.

• 1960—The statement of ethical principles was revised
with an emphasis on the independence of practice for
nurses. It still was not being called a code of ethics.

• 1968—The statement of ethical principles was
again revised, making a distinction between public
and private nursing. It still was not being called a
code of ethics.

• 1985—A major revision of the statement of ethical
principles was conducted to more accurately reflect
the rapid growth in technology and society and to
demonstrate that the profession of nursing was also
growing to keep pace with the changes. It included
statements about the need for all nurses to follow eth-
ical principles, bioethical issues, and the social and
international responsibilities of nurses. Although of-
ficially not called a code of ethics, many in the profes-
sion began referring to it as such and after a short
time it was generally accepted as a code of ethics.

• 2001—The ANA Code of Ethics for Nurses was de-
veloped from the previous statements of ethical
principles. The ANA identified it as a framework for
ethical decision-making, and it included new state-
ments on client’s rights, focusing on the client’s
right to self-determination.

• 2011—The ANA approved the need for a new revi-
sion to be more reflective of society’s changing 
values. A call was put out for a revision panel. 

• 2014 - Revisions of the 2011 Code were accepted
and it became the current code of ethics.

A Periodic Review
Ideally, codes of ethics should be reviewed periodi-
cally to reflect changes in values and technological
advances in the profession and society as a whole. Al-
though codes of ethics are not judicially enforceable
as laws, consistent violations of the code of ethics 
by a professional in any field may indicate an 
unwillingness to act in a professional manner and 
will often result in disciplinary actions that range
from reprimands and fines to suspension of 
licensure.
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What Do You Think?

?Identify a situation in which you were faced with an ethical
dilemma. Which system of ethical decision-making did 
you use? Why did you select that system?
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Although they are similar, there are several
different codes of ethics that nurses may adopt. In the
United States, the ANA Code of Ethics is the gener-
ally accepted code. After several years of work, the
ANA revised the Code of Ethics in 2014 to be more
reflective of the health-care challenges in the new
century (Box 6.1). There is also a Canadian Nurses
Association Code of Ethics.

Clearly Stated Principles
The ANA Code of Ethics has been acknowledged by
other health-care professions as one of the most com-
plete. It is sometimes used as the benchmark against
which other codes of ethics are measured. Yet a care-
ful reading of this code of ethics reveals only a set of
clearly stated principles that the nurse must apply to
actual clinical situations.

For example, the nurse involved in resuscita-
tion will find no specific mention of no-code orders
in the ANA Code of Ethics. Rather, the nurse must be
able to apply general statements to the particular situ-
ation. For example:

The nurse . . . practices with compassion and re-
spect for the inherent dignity, worth, and unique-
ness of every individual, unrestricted by
considerations of social or economic status, 
personal attributes or the nature of health-care
problems.

The nurse is responsible and accountable for
individual nursing practice and determines the appro-
priate delegation of tasks consistent with the nurse’s
obligation to provide optimum patient care.

The ANA Code Revised, 2001
The 2001 Code of Ethics restates and reinforces the basic
values and commitments that have been and remain es-
sential to the profession of nursing (see Box 6.1). Tradi-
tional ethical principles such as confidentiality, veracity,
justice, beneficence, and autonomy are reemphasized.
The nurse is still expected to practice with cooperation,
wisdom, compassion, honesty, courage, and respect for
the client’s privacy. However, the 2001 code, in response
to changing health-care practices, defined the boundaries
of duty and loyalty. Ethical challenges, such as cost con-
tainment, delegation, and information technology, re-
quire nurses to look at health care from new perspectives.

The 2001 code supported nurses in their at-
tempts to upgrade their employment conditions and
environment through measures such as collective bar-
gaining. The 2001 code addressed and supported

nurses who were involved in whistle-blowing when
dealing with health-care team members who may be
chemically impaired or otherwise incompetent in
practice. It also supported nurses in their right to re-
fuse to practice in treatments that violate their beliefs.9

The 2001 code also expanded nursing duties
beyond individual nurse–client interactions. It rec-
ognized that professional nurses now work in multi-
ple practice areas; therefore, they are responsible for
developing and using their knowledge in these ex-
panded areas through research and collaborative
practice. The 2001 Code for Nurses is an important
document that nurses need to be familiar with, both
to help ensure ethical practice and to shape an im-
proved future for the profession of nursing.

New Code of Ethics for Nurses 
In 2011, the ANA began the process of reevaluating the
2001 Code of Ethics for Nurses. They sent an extensive
survey to all ANA members to evaluate the 2001 code
for relevancy and content. In 2013, they began the
process of analyzing the survey information with an eye
to updating the code in light of the recent sweeping
changes in health care such as the Affordable Care Act
and the APRN Consensus Model. Although this process
took over a year, a revised ANA Code of Ethics was pub-
lished in 2014. The revised code is a different type of
code from those of the past. It is in electronic form and
contains links embedded in the text to references, ethical
situations, and other places where nurses can “click” 
and find additional information to help guide their 
ethical decision-making. Visit the ANA’s website to 
see the revised code with interpretive statements at
http://www.nursingworld.org/MainMenuCategories/
EthicsStandards/CodeofEthicsforNurses/Code-of-
Ethics.pdf.

THE DECISION-MAKING PROCESS

Nurses, by definition, are problem solvers, and one of
the important tools that nurses use is the nursing
process. The nursing process is a systematic step-by-
step approach to resolving problems that deal with a
client’s health and well-being.

Although nurses deal with problems re-
lated to the physical or psychological needs of
clients, many feel inadequate when dealing with
ethical problems associated with client care. Nurses
in any health-care setting can, however, develop the
decision-making skills necessary to make sound
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B o x  6 . 1
The American Nurses Association Code of Ethics (2001 and 2015 versions)

2001
1. The nurse in all professional relationships practices with compassion and respect for the inherent dignity,

worth, and uniqueness of every individual, unrestricted by considerations of social or economic status, 
personal attributes, or the nature of health problems.

2. The nurse’s primary commitment is to the patient, whether an individual, family, group, or community.
3. The nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient.
4. The nurse is responsible and accountable for individual nursing practice and determines the appropriate

delegation of tasks consistent with the nurse’s obligation to provide optimum patient care.
5. The nurse owes the same duties to self as to others, including the responsibility to preserve integrity and

safety, to maintain competence, and to continue personal and professional growth.
6. The nurse participates in establishing, maintaining, and improving health-care environments and conditions

of employment conducive to the provision of quality health care and consistent with the values of the 
profession through individual and collective action.

7. The nurse participates in the advancement of the profession through contributions to practice, education,
administration, and knowledge development.

8. The nurse collaborates with other health professionals and the public in promoting community, national,
and international efforts to meet health needs.

9. The profession of nursing, as represented by associations and their members, is responsible for articulating
nursing values, for maintaining the integrity of the profession and its practice, and for shaping social policy.

2015
1. The nurse practices with compassion and respect for the inherent dignity, worth, and personal attributes of

every person, without prejudice. 
2. The nurse’s primary commitment is to the patient, whether an individual, family, group, community, or population. 
3. The nurse promotes, advocates for, and protects the rights, health and safety of the patient. 
4. The nurse has authority, accountability, and responsibility for nursing practice, makes decisions, and takes

action consistent with the obligation to provide optimal care. 
5. The nurse owes the same duties to self as to others, including the responsibility to promote health and

safety, preserve wholeness of character and integrity, maintain competence, and continue personal and
professional growth. 

6. The nurse, through individual and collective action, establishes, maintains, and improves the moral environ-
ment of the work setting and the conditions of employment, conducive to quality health care. 

7. The nurse, whether in research, practice, education, or administration, contributes to the advancement of
the profession through research and scholarly inquiry, professional standards development, and generation
of nursing and health policies. 

8. The nurse collaborates with other health professionals and the public to protect and promote human rights,
health diplomacy, and health initiatives. 

9. The profession of nursing, collectively through its professional organizations, must articulate nursing values,
maintain the integrity of the profession, and integrate principles of social justice into nursing and health policy.

Source: Code for Nurses With Interpretive Statements. Washington, DC: American Nurses Publishing, American Nurses Foundation/American
Nurses Association, 2001, p. 1, with permission. 

ethical decisions if they learn and practice using 
an ethical decision-making process.

Modeling the Nursing Process
An ethical decision-making process provides a method
for nurses to answer key questions about ethical dilem-
mas and to organize their thinking in a more logical
and sequential manner. Although there are several 
ethical decision-making models, the problem-solving

method presented here is based on the nursing process.
It should be a relatively easy transition from the nursing
process used in resolving a client’s physical problems to
the ethical decision-making process for the resolution
of problems with ethical ramifications.

The chief goal of the ethical decision-making
process is to determine right and wrong in situations
in which clear demarcations are not readily apparent.
This process presupposes that the nurse making the
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Many nurses, for example, face the question
of whether or not to initiate resuscitation efforts
when a terminally ill client is admitted to the hospital.
Physicians often leave instructions for the nursing
staff indicating that the nurses should not resuscitate
the client but should, instead, merely go through the
motions to make the family feel better, which is
sometimes referred to as a slow-code order.10 The
nurse’s dilemma is whether to make a serious attempt
to revive the client or to let the client die quietly. Im-
portant information that will help the nurse make the
decision might include:

• The mental competency of the client to make a 
no-resuscitation decision.

• The client’s desires.
• The family’s feelings.
• Whether the physician previously sought input

from the client and the family.
• Whether there is a living will or DPOAHC.

Many institutions have policies concerning
no-resuscitation orders, and it is wise to consider
these during data collection. After collecting informa-
tion, the nurse needs to bring the pieces of informa-
tion together in a manner that will give the clearest
and sharpest focus to the dilemma.
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Collect, analyze, and interpret data

State the dilemma

Dilemma cannot be 
resolved by a nurse

Dilemma can be 
resolved by a nurse

Take no action List potential 
solutions

Take no action

Identify potential ethical dilemma

Acceptable 
consequences

Ethical decision

Dilemma resolution

Unacceptable 
consequences

F i g u r e  6 . 1 Ethical decision-
making algorithm. (Adapted with
permission from Catalano JT. Ethical
decision making in the critical care
patient. Critical Care Nursing Clinics
of North America, 9(1):45–52, 1997.)

decision knows that a system of ethics exists, knows
the content of that ethical system, and knows that the
system applies to similar ethical decision-making
problems despite multiple variables. In addition to
identifying their own values, nurses need an under-
standing of the possible ethical systems that may be
used in making decisions about ethical dilemmas.

The following ethical decision-making
process is presented as a tool for resolving ethical
dilemmas (Fig. 6.1).

Step 1: Collect, Analyze, and Interpret the Data
Obtain as much information as possible concerning
the particular ethical dilemma. Unfortunately, such
information is sometimes very limited. Among the
important issues are the client’s wishes, the client’s
family’s wishes, the extent of the physical or emo-
tional problems causing the dilemma, the physician’s
beliefs about health care, and the nurse’s own orien-
tation to issues concerning life and death.

What Do You Think?

?Identify a health-care-related ethical situation that is 
currently in the news. What are the key elements of the
dilemma? Discuss how to resolve it with your classmates.
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Step 3: Consider the Choices of Action
After stating the dilemma as clearly as possible, 
the next step is to attempt to list, without consider-
ation of their consequences, all possible courses 
of action that can be taken to resolve the dilemma.
This brainstorming activity may require input
from outside sources such as colleagues, supervi-
sors, or even experts in the ethical field. The
consequences of the different actions are consid-

ered later in this chapter. Some possible courses of
action for the nurse in the resuscitation scenario
might include the following:

• Resuscitating the client to the nurse’s fullest 
capabilities despite what the physician has 
requested

• Not resuscitating the client at all
• Only going through the motions without any real

attempt to revive the client
• Seeking another assignment to avoid dealing with

the situation
• Reporting the problem to a supervisor
• Attempting to clarify the question with the client
• Attempting to clarify the question with the family
• Confronting the physician about the question
• Consulting the institution’s ethics committee

For nurses who are unsure about which 
issues can be referred to the ethics committee, the
facility’s policy and procedure manual can give 
direction.

Step 4: Analyze the Advantages and Disadvantages of
Each Course of Action
Some of the courses of action developed during 
the previous step are more realistic than others.
The identification of these actions becomes 
readily evident during this step in the decision-
making process, when the advantages and the 
disadvantages of each action are considered in 
detail. Along with each option, the consequences 
of taking each course of action must be thoroughly
evaluated.

Consider whether initiating a discussion
might anger the physician or cause distrust of the
nurse involved. Both these responses may reinforce
the attitude of submission to the physician and
could create difficulty in continuing to practice
nursing at that institution. The same result may
occur if the nurse successfully resuscitates a client
despite orders to the contrary. Failure to resuscitate
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Step 2: State the Dilemma
After collecting and analyzing as much information
as is available, the nurse needs to state the dilemma
as clearly as possible. In this step, it is important to
identify whether the problem is one that directly in-
volves the nurse or is one that can be resolved only
by the client, the client’s family, the physician, or
the DPOAHC.

Recognizing the key aspects of the dilemma
helps focus attention on the important ethical prin-
ciples. Most of the time, the dilemma can be re-
duced to a few statements that encompass the key
ethical issues. Such ethical issues often involve a
question of conflicting rights, obligations, or basic
ethical principles.

In the case of a no-resuscitation order, the
statement of the dilemma might be “the client’s right
to death with dignity versus the nurse’s obligation to
preserve life and do no harm.” In general, the principle
that the competent client’s wishes must be followed is
unequivocal. If the client has become unresponsive be-
fore expressing his or her wishes, the family members’
input must be given serious consideration. Additional
questions can arise if the family’s wishes conflict with
those of the client.
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the client has the potential to produce a lawsuit 
unless a clear order for no resuscitation has been
given. Presenting the situation to a supervisor may,
if the supervisor supports the physician, cause the
nurse to be considered a troublemaker and thus
have a negative effect on future evaluations. The
same process could be ap-
plied to the other courses
of action.

When consider-
ing the advantages and
disadvantages, the nurse
should be able to narrow
the realistic choices of ac-
tion. Other relevant issues
need to be examined
when weighing the choices of action. A major 
factor would be choosing the appropriate code of
ethics. The ANA Code of Ethics should be part of
many client-care decisions affected by ethical
dilemmas.

Step 5: Make the Decision and Act on It
The most difficult part of the process is actually making
the decision, following through with action, and then
living with the consequences. Decisions are often made
with no follow-through because nurses are fearful of the
consequences. By their nature, ethical dilemmas pro-

duce differences of opinion,
and not everyone will be
pleased with the decision.

In the attempt to
solve any ethical dilemma,
there will always be a ques-
tion of the correct course of
action. The client’s wishes
almost always supersede in-
dependent decisions on the

part of health-care professionals. A collaborative deci-
sion made by the client, physician, nurses, and family
about resuscitation is the ideal situation and tends to
produce fewer complications in the long-term resolu-
tion of such questions.
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C o n c l u s i o n

The nursing profession has a long history of using
ethical principles to guide its practice. Although so-
ciety and society’s values change and evolve over
time, there are a number of unchanging ethical prin-
ciples that nurses have been following since the de-
velopment of modern nursing. These principles
include maintaining confidentiality, treating the sick
and injured regardless of their state in life, prevent-
ing injury, and doing good for clients. In the current
era of concern for quality of care and economic re-
sponsibility in health care, nurses need to have a
clear and comprehensive understanding of ethics
and ethical principles. They must also know how to
apply those principles to their daily professional set-
ting so they can practice nursing ethically to the very
best of their ability.

By definition, ethical dilemmas are difficult
to resolve. Rarely will a nurse find ethical dilemmas
covered in policy, procedure, and protocol manuals,
but nurses can develop the skills necessary to make
appropriate ethical decisions. The key to developing
these skills is the recognition and frequent use of an
ethical decision-making model and application of 
the appropriate ethical theories to the dilemma. As 
an orderly approach in solving the often disorderly
aspects of ethical questions encountered in nursing
practice, the decision-making model presented in this
chapter can be applied to almost every type of ethical
dilemma. Although each situation is different, ethical
decision-making based on ethical theory can provide
a potent tool for resolving dilemmas found in client-
care situations.

Recognizing the key aspects of the
dilemma helps focus attention on the
important ethical principles. Most of the
time, the dilemma can be reduced to a
few statements that encompass the key
ethical issues.

“
”
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Ask the facility where you work or have clinical rotations what code of ethics

they use. How does that differ from the ANA Code?
• Ask your faculty what code of ethics is used for your evaluation.
• Compare and contrast ethics with laws by delineating the purposes, scopes,

and methods of enforcement of each.
• Distinguish between the two types of obligations.
• Compare the three categories of rights.
• Analyze the following ethical dilemma case study using the ethical decision-

making process:
1. What are the important data in relation to this situation?
2. State the ethical dilemma in a clear, simple statement.
3. What are the choices of action, and how do they relate to specific ethical 

principles?
4. What are the consequences of these actions?
5. What decision can be made?

Bill L, a veteran ED nurse, called the resident physician about a client just
admitted to the ED after a fall from a ladder. The client, a 52-year-old man, had
been fixing his roof when the accident occurred. He had suffered a minor head 
injury, a twisted ankle, and a badly bruised arm. He also had a long history of
asthma and heavy smoking. Not long after his admission to the ED, the client be-
came cyanotic, dyspneic, and semiconscious. By the time the resident physician
arrived, the nurse had prepared the client for endotracheal intubation and had 
already notified the personnel in the medical intensive care unit (MICU) that they
would be receiving this client.

After a hasty evaluation of the client, the resident decided to perform an
emergency tracheostomy before transporting the client to the MICU. While per-
forming the tracheostomy, the physician severed a major blood vessel, and the
client hemorrhaged profusely. After several tense minutes, the endotracheal tube
was inserted, and the client was quickly transported to the MICU. The client re-
mained cyanotic and had great difficulty breathing. Shortly after the client left the
ED, the nurse realized that the oxygen tank connected to the client was empty.
The client never regained consciousness and died 3 days after admission. His
death was due to respiratory failure and not to the injuries sustained in the fall.

When the client’s wife came to the unit to collect the deceased’s belong-
ings, the nurse was torn between telling her about the mistakes that were made in
the treatment of her husband and remaining silent. 

• What are the key ethical principles involved in this situation?
• Are there any statements in the ANA Code of Ethics that may help resolve 

this dilemma? 
• What would be the consequences of informing the client’s wife of the truth? 
• What are the consequences of not informing her?
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Bioethical Issues

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the key ethical 
principles involved in:
• Abortion
• Genetic research
• Fetal tissue research
• Organ donation and 

transplantation
• Use of scarce resources
• Assisted suicide
• AIDS
• Children’s issues

• Discuss the nurse’s role in these
ethical dilemmas

• Analyze and make a thoughtful
ethical decision in a complex
situation

7

145

THE CLIENT’S WELL-BEING

n the recent history of nursing, numerous biomedical and ethical
dilemmas have arisen. Historically, nurses have been concerned with
moral responsibility and ethical decision-making. The nursing code of
ethics and its frequent revisions demonstrate the profession’s concern
with providing ethical health care.

The earliest codes of ethics made obedience to the physician
the nurse’s primary responsibility. Revisions of the code throughout the
years have reflected changes in the values in society and the advance-
ment of technology in health care. The 2001 Code of Ethics for nurses
recognizes that the primary responsibility of the nurse is the client’s
well-being. This change in emphasis reflects the profession’s increased
self-awareness, independence, and growing accountability for its ac-
tions. Unfortunately, this new attitude has also heralded an era of in-
creased tension, self-doubt, and ethical confusion for nurses. By
examining the issues and identifying the key moral and ethical con-
flicts, nurses will be able to accept their moral responsibilities and 
make good ethical decisions.

In the course of their careers, nurses are likely to encounter
any number of ethical dilemmas. Although a complete analysis of every
issue is beyond the scope of this book, some of the more common situa-
tions and their important ethical features are presented as examples of
ways to analyze such dilemmas and to make informed decisions. The
resolution of ethical dilemmas is never an easy task, and it is likely that
someone may disagree with the decision.
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Abortion
Abortion is the termination of pregnancy before the
fetus becomes viable. With the advances in neonatal
care and technology, some babies born as early as 24
weeks can survive and eventually go home. Abortions
that occur spontaneously—that is, without any out-
side intervention—are called miscarriages. When the
termination of the pregnancy is intentionally caused
by the mother or other persons, it is called an induced
abortion. An elective abortion is an induced abortion
that is performed when the mother, for a variety of
reasons that change from case to case, no longer
wishes to continue the pregnancy. 

A Polarizing Issue
Few issues evoke as strong an emotional reaction as
abortion. Because of its reli-
gious, ethical, social, and legal
implications, the abortion
issue touches everyone in one
way or another. There seems
to be very little middle
ground. People are either
strongly in favor of abortion
or oppose it completely. Even
in presidential elections,
abortion has become a central issue, and the out-
comes of some elections may very well be decided by
the candidates’ positions on the law that supports the
practice.

A Matter of Convenience?
Elective abortion is the voluntary termination of a
pregnancy before 24 weeks of gestation. An elective
abortion may be either therapeutic or self-selected.
Late-term abortion is the termination of a pregnancy
after 24 weeks of gestation up to the day of delivery. 
A therapeutic abortion is one performed in consulta-
tion with and on the recommendation of a physician
or psychiatrist, based on the conclusion that the
mother’s health or psychological state would be 
damaged otherwise.

Self-selected, or elective, abortions are those
performed solely on the mother’s own decision, with-
out consultation with a physician or psychiatrist,
often for economic or convenience reasons. In the
case of Roe v. Wade in 1973, the Supreme Court
changed the legal status of elective abortion in the
United States, but the ethical basis and moral status
of this decision remain controversial.

A careful reading of the court’s decision in Roe
v. Wade reveals that the justices made no decision about
the ethics or morality of elective abortion. Rather, the
court said that, according to the U.S. Constitution, all
people have a right to determine what they can do with
their bodies (i.e., the right to self-determination) and
that such a right includes termination of a pregnancy.

A Conflict of Rights?
The fundamental issues
at the heart of the abor-
tion debate center on
the question of when
life begins and the right
of freedom of choice.
Those who argue
against abortion believe
that life begins at the

moment of conception and therefore hold that abor-
tion is an act of killing. Proponents of abortion argue
that the fetus is not really human until it reaches the
point of development when it can live outside the
mother’s body (i.e., the age of viability, about 20
weeks). From a deontological standpoint, abortion
represents a basic conflict of rights. On one hand, a
woman’s rights to privacy, self-determination, and
freedom of choice are at issue. In the United States,
these rights are fiercely held and are considered to be
issues of public policy and constitutional law. Indeed,
these rights form the basis of the Roe v. Wade decision.

The other side of the abortion dilemma is 
the fetus’s right to life. In most Western civilizations,
particularly those that are based on Judeo-Christian be-
liefs, the casual and intentional taking of a human life is
strongly prohibited. Life is the most basic good because
without it there can be no other rights. In general, the
right to life is considered to be the most profound of the
rights and is absolute in most situations.

When attempting to resolve the ethics and
morality of abortion, these two conflicting rights need
to be weighed against each other. Nurses are often
placed in situations in which they must help clients

What Do You Think?

?
Do you support or reject elective abortion? On what 
ethical principles do you base your belief? What advice
would you give to a pregnant teenager who wanted to 
have an abortion?

In practice, ethical issues are always 
affected by the health-care provider’s
moral values. In the dilemma over 
abortion, nurses must analyze their 
own values and perceptions of their 
roles to make the best decisions.

“
”
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make decisions about abortion. Just as frequently,
they are asked to participate in the procedure itself.

Where Your Values Fit In
In practice, ethical issues are always affected by the
health-care provider’s moral values. In the dilemma
over abortion, nurses must analyze their own values
and perceptions of their roles to make the best deci-
sions. As a client advocate, should a nurse be for or
against abortion? How can a nurse avoid influencing
the woman’s decision about abortion? Can a nurse
ethically and legally refuse to assist with abortions?
Should the client’s reason for wanting an abortion or
her stage of pregnancy (i.e., first or second trimester,
or later, requiring a partial-birth procedure) have any
influence on the nurse’s decision?

These questions are not easily answered, but
understanding the underlying principles involved in the
issue may help defuse some of the emotional impact
that often surrounds this topic. As in all complicated
ethical dilemmas, the nurse needs to remember that the
client must receive competent, high-quality care re-
gardless of the nurse’s personal values or moral beliefs.

GENETICS AND GENETIC RESEARCH

The ability to alter genetic material to produce organ-
isms that differ greatly from their original form has
been a reality since the early 1900s. Scientific and
popular literature is filled with reports of new ways to
identify and change the genetic material of all types of
living creatures.

The Future Is Now
Currently, genetically altered bacteria (e.g., Escherichia
coli) are used to produce various medications, includ-
ing a purer form of insulin. Genetically altered corn is
now growing in very hot, dry places and is resistant to
most insects. Abnormal genes that indicate individuals
who are at risk for various types of cancer, Alzheimer’s
disease, Parkinson’s disease, and Down syndrome have
been identified. Recently, “artificial” bacteria have been
produced in the laboratory by chemically generating
DNA segments and then assembling them into larger
structures. The process is called homologous recombi-
nation and has been used experimentally for several
years to repair damaged chromosomes in yeast. Scien-
tists view this process as the first step to understanding
how life developed on earth and eventually as a way to
create designer bacteria that can produce everything

from medicines to biofuels. Detractors fear the devel-
opment of bioweapons that will not have any antidotes
and may spread worldwide, devastating the entire pop-
ulation of Earth.

In the 20th century, society became so ac-
customed to the idea that science should be allowed
to do whatever it is capable of doing that very few
questions were asked about the ethics of genetic engi-
neering and research. As with most scientific research
and techniques, the techniques of genetic engineering
are ethically neutral. Procedures such as refining re-
combinant DNA, gene therapy, altering germ cells,
and cloning other cells are neither good nor bad in
themselves. However, the potential for misuse of
these procedures is so great that it may permanently
alter or even destroy the human species.

Ethics of Genetic Research
Several ethical issues need to be considered when 
genetic engineering and research are being con-
ducted, including those involving the safety of genetic
research, the legality and morality of genetic screen-
ing, and the proper use of genetic information. In
2008, the Genetic Information Nondiscrimination
Act (GINA) was passed to help guide health-care
workers in the use of genetic information and the
protections for clients under the law. However, the
law has several major limitations and does not protect
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all clients in all situations.1 Other laws regulating ge-
netic research have been proposed to prevent the pro-
duction of a supervirus or superbacterium that could
exterminate the entire human population.

Mandatory Screening
With current technology, it is possible to detect ge-
netic patterns in newborn infants that are linked to
breast and colon cancer, heart disease, Huntington’s
disease, and Parkinson’s disease. Recently, home ge-
netic testing kits that cost as little as $100 have be-
come available. The person purchasing the kit swabs
their mouth and sends in the sample. The results are
returned in about 3 weeks, and all results are sup-
posed to be confidential; however, in the age of elec-
tronic information, confidentiality is a nebulous term.
The advantage to insurance companies, which may
obtain these results or screen individuals as early 
as infancy for costly and potentially lethal diseases
later in life, is obvious:
these individuals could be
excluded from health and
life insurance coverage,
thus saving the insurance
companies a great deal 
of money.

Although this practice would most likely be
unethical, the concept of mandatory genetic screening is
not unrealistic. Because it requires just one blood sample
from a person at some point during that person’s life, it
is possible that this type of screening could even be done
without the individual’s knowledge or consent.

Informed Consent
Informed consent is permission granted by a person
with full knowledge of the risks and benefits of what
is being done. The basic question is, Do parents vio-
late the right of informed consent if they give permis-
sion to have gene testing performed on their newborn
and have the results released to an insurance com-
pany? Do insurance companies violate informed con-
sent if they somehow obtain the information without

the knowledge of the client? (Informed consent is dis-
cussed in detail in Chapter 8.)

Confidentiality
Similarly, confidentiality is at great risk for being 
violated by genetic screening. The confidentiality, trust,
and fidelity that exist between the health-care provider
and the client have been the basis of the therapeutic 
relationship since nursing began. 

Sometimes individuals may be denied employ-
ment because of the results of genetic testing. In this
time of the information superhighway and vast comput-
erized databases, very little of a client’s health history re-
mains confidential.2 Recently, various state and federal
law enforcement agencies have compiled DNA data-
bases for identifying criminals and are only a short step
away from using genetic samples for disease screening
and placing DNA samples in a national database.

Emotional Impact
An important ethical im-
plication for nurses is the
emotional impact that ge-
netic information may
have on the client. Knowl-
edge of the possible long-
term outcome of one’s
health, particularly if that

knowledge is negative, may cause a client anxiety, or
the person may become depressed or suicidal. Nurses
must further hone their teaching and counseling
skills to assist clients in dealing with the implications
of this type of information. Some women have opted
for preventive mastectomies because genetic testing
showed they had the gene for breast cancer.

Obstetric and pediatric nurses have been in-
volved with genetic screening procedures for years.
Some of the most important information obtained
from amniocentesis deals with the genetic composition
of the fetus. It is important that the mother understand
the procedure and the type of information it may yield
and that she give informed consent for this procedure.
Pediatric nurse practitioners often observe abnormali-
ties in the infant during follow-up well-child examina-
tions that may indicate a genetic defect. These children
are referred to a genetic clinic for testing.

Self-Determination
Nurses have a strict ethical obligation to refuse to
participate in mandatory, involuntary screening 
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The confidentiality, trust, and fidelity
that exist between the health-care
provider and the client have been the
basis of the therapeutic relationship
since nursing began.

“
”What Do You Think?

?Do you support genetic research? What restrictions, if any,
would you place on this type of research? Are these restric-
tions plausible or enforceable?
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programs and are strictly prohibited from revealing ge-
netic test results to unauthorized individuals. Forcing
testing on clients who are strongly opposed to finding
out information about their genetic status is clearly a
breach of those clients’ right to self-determination.

However, as much as the current practice of
routine screening for diseases such as tuberculosis,
hepatitis, and blood lead levels promotes the general
health of the population, so does the screening for ge-
netic diseases. Clients who are strongly opposed to
such genetic screening must be allowed the option to
refuse it to maintain their right to self-determination.

Promise or Threat?
Now that the human genome has been decoded, a
whole new world of possibilities—both positive and
negative—has been opened for health-care providers.
The impact of the Human Genome Project, cloning
research, and other related genetic procedures is on
par with the discovery of bacteria and antibiotics. The
potential now exists for the cure of almost all known
diseases, ranging from viral infections to cancer to
the regeneration of spinal
cord nerves.

On the other side
of the issue, there is the po-
tential for the development
of superviruses that could
wipe out our entire popula-
tion. Nurses need to watch each development very
closely and call their legal representatives when they be-
lieve science is moving into dangerous areas.3

The Genome Project was expanded in 2013
by decoding the entire genetic sequence of a great
ape. The purpose is to examine the genetic structure
of these animals, which is about 98 percent identical
to humans, to see if there is a possibility of using ani-
mal DNA to repair or replace human DNA. Although
this research is in its infancy, many believe it may
hold the cure for cancer and many other diseases that
currently stump scientists and health-care providers.

USE OF FETAL TISSUE

Fetal tissue research has been conducted since at
least the early 1990s. Traditional fetal tissue re-
search has been generally limited to taking living
cells from an aborted fetus and transplanting them
into people who have chronic or severe diseases.
The procedure has been helpful to a limited extent

in the treatment of Alzheimer’s disease, Parkinson’s
disease, and spinal cord regeneration after trau-
matic injuries.

Growing Tissue on Demand
In the late 1990s, fetal tissue research was another hot-
button issue with right-to-life proponents. Laws were
passed restricting the research and then later were re-
vised, removing most of the limitations. The fact is, fetal
tissue research is a controversial initiative, which makes
for passionate arguments both in favor and against.

Artificial Conception
From 1997 to 2000, the Human Genome Project
added a new twist to this research. Rather than using
tissue from aborted fetuses, scientists are now grow-
ing their own fetal tissue in the laboratory through
artificial insemination and in vitro fertilization pro-
cedures. These test-tube fetuses are then dissected.
Various fetal tissues are used for genetic and other
types of research. The legal system became aware of
the potential abuses of these procedures and has

passed legislation to con-
trol their use, including 
limiting the age of in vitro
fetuses to 6 weeks. After 
6 weeks, such fetuses will
have to be destroyed.

Stem Cell Research
Stem cell research is a closely related issue. Stem cells
are the very early cells present in the developing fetus
that have not yet begun to differentiate—that is, all the
cells are identical and contain all the genetic material
needed to reproduce an identical individual. Stem
cells can be separated and then placed in an environ-
ment where they will form more stem cells; the genetic
material from the stem cell can be removed and 
replaced; or the genetic material can be removed, 
manipulated, and then replaced. Recent federal ad-
ministrative acts have lifted many of the restrictions
put in place by the Bush administration. However, 
the types of research that can be conducted are still
tightly restricted. There are no restrictions on privately
funded stem cell research.4

For a number of years, research in stem cell
technology has demonstrated that umbilical cord
blood contains significant levels of stem cells. Because
the placenta and umbilical cord are discarded after a
baby is born, this source of stem cells would seem to

The potential now exists for the cure 
of almost all known diseases, ranging
from viral infections to cancer to the 
regeneration of spinal cord nerves.

“
”
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lack the ethical implications of in vitro fertilization
and embryonic research, which require the destruc-
tion of embryos. However, several ethical questions
to consider are, Who owns the placenta and umbilical
cord after the baby is born? Does the mother own it?
Should she receive payment for it? Is it the baby’s? Or
is it just considered medical waste, like a tumor that
has been removed?

Like stem cells, fetal tissue is highly desirable
for research and transplantation because it lacks some
of the genetic material that makes more mature tis-
sues and organs more likely to cause rejection in the
host. These fetal tissues are also in a rapid growth
mode and naturally develop more quickly than do 
tissues from other sources. Scientists involved in this
research see fetal tissue as one of the most important
means of curing diseases.

Adult stem cell research has yielded a new
source of stem cells without the ethical issues that
swirl around fetal stem cells. However, initial re-
search results indicate that adult stem cells are useful
in only a few disease processes.

The Source of the
Material
Even a superficial consid-
eration of these proce-
dures necessarily raises
many important ethical
issues. The source of the research material is basic to
the ethics of this type of research. In the past, much of
the material came from elective abortions.

Potential for Abuse
Because of the immaturity and lack of differentiation
of cells during the first trimester of pregnancy, the
best fetal tissue comes from fetuses aborted during
the second trimester. Most scientists agree that sec-
ond-trimester fetuses have well-developed nervous,
cardiovascular, gastrointestinal, and renal systems
and are capable of feeling pain. Even though fetal tis-
sue research has not led to an increase in abortions,
the potential for abuse is tremendous.

Paying for Fetuses?
Another cause for concern is whether the fetal tissue
research scientists are paying others for these aborted
fetuses. If payment is being made for aborted fetuses, it
would seem to violate both the laws that prevent pay-
ment for organs used in transplantation and the moral

respect for humanity. Questions also arise concerning
who is giving permission for the use of fetuses in trans-
plantation procedures. Does anyone really own them?

In Vitro Fertilization
Another important ethical issue concerns the use of
in vitro fertilization as a source for fetal tissue. Many
religious groups question the morality of the proce-
dure itself. Even if in vitro fertilization is considered
ethical for procedures such as surrogate motherhood,
is it ethical to create fetuses that are going to be used
only for research and transplantation? From whom
are the ova and sperm coming? Have these donors
given permission for such use of their tissues? What
about the rights of a fetus that was created in a test
tube without ever having a hope of a normal life?

The Nurse’s Role
The 1988 directive, which was extended indefinitely 
in 1990 to prevent the Department of Health and
Human Services from using federal money for fetal tis-
sue research, was amended in 2001 to allow this type of

research on a very limited
basis with federal funding.
This regulation was rein-
forced by the Obama ad-
ministration in 2009. Local
biomedical ethical panels
can make decisions about

this type of research. Many of these panels, which con-
sist mainly of research scientists, have ruled in favor of
continuing research.

Nurses may have an important role to play in
issues involving fetal tissue research. Although they
will not likely be involved directly in research, nurses
are often employed in facilities where elective abor-
tions are performed. Nurses employed in such places
must become aware of the issues involved in abortion.
They also should know where the aborted fetuses are
taken and how they are disposed of. Nurses should 
remain informed about developing procedures and
techniques regarding fetal tissue research; they should
support legal and ethical efforts to control its abuses.

CORD BLOOD BANKING

The potential use of the stem cells present in umbilical
cord blood to treat disease has been steadily gaining
public awareness and acceptance since the late 1990s.
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The American Academy of Pediatrics
advises against private cord blood 
storage, unless there is a family history
of specific genetic diseases.

“
”
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It is worth noting that embryonic (pluripotent) stem
cells come from fetal tissue, while cord blood supplies
hematopoietic stem cells. These stem cells are respon-
sible for the development of red blood cells, white
blood cells, and platelets, thereby making cord blood a
viable treatment option for blood and immune system
diseases, cancers, and congenital defects.

Nurses caring for clients who are soon-to-be
parents may encounter questions regarding cord
blood banking, and it is important to remember there
are two options to present to parents. Public cord
blood banks will accept donations that can be used
for anyone in need. For the most part, public cord
blood banking is accepted by the general medical
community, provided the entities involved in public
cord blood banking follow the stringent guidelines set
in place to allow the donated cord blood to be added
to a public registry.5–7 The National Marrow Donor
Program has a list of public regional cord blood
banks on their website.8 It is important to note that
most public banks do not
charge processing or stor-
age fees, and once cord
blood is donated to a pub-
lic bank, the family has no
way to access the unit
should it be needed again
in the future.

Another option
families have is a private
cord blood bank, which can store the donated blood
with a link to the donor so the unit can be accessed
again if it is needed. Private banks charge processing
and storage fees, as well as “biological insurance” pre-
miums, so it is important to note that choosing to store
cord blood in a private bank is a personal decision best
made by both parents.5 Additionally, many private
cord blood banks use coercive marketing campaigns,
designed to play on the fears of expectant parents.

Like transplantable human tissues, corneas,
and bone, cord blood and cord blood banks are regu-
lated by the Food and Drug Administration’s Code of
Federal Regulations under Title 21, Section 1271. All
cord blood banks, both public and private, must com-
ply with strict testing, storage, processing, and preser-
vation guidelines.

Ethics in Cord Blood Banking
The medical community has varying opinions regarding
cord blood banking; however, the general consensus is

that public cord blood banking, because of its altruistic
nature and low cost to the donors, is more widely ac-
cepted than private cord blood banking.9 In fact, the
American Academy of Pediatrics advises against private
cord blood storage, unless there is a family history of
specific genetic diseases.6 Generally, autologous (self-to-
self) transplants are discouraged because autologous
cord blood samples may not be able to effectively treat
some diseases. For example, if a child develops
leukemia, it is possible cells containing the same defect
also would be present in the autologous transplant.10 In
cases where a disease develops, the donated sample may
not be enough to treat the disease. Private banks will
store samples, but it is estimated that up to 75 percent 
of all cord blood samples do not contain enough stem
cells to treat a small child.11

Nurses should encourage parents interested
in cord blood banking to “read the fine print” before
signing any contracts regarding processing and stor-
age of their infant’s cord blood. The contracts of

many of the largest cord
blood banks contain ambi-
guities that allow future
uses of the cord blood that
are not explicitly approved
by the donor and the par-
ents and do not provide
the donors with reasonable
ownership privileges.12

ORGAN TRANSPLANTATION

Despite widespread public and medical acceptance of
organ transplantation as a highly beneficial proce-
dure, ethical questions still remain. Whenever a
human organ is transplanted, many people are in-
volved, including the donor, the donor’s family, med-
ical and nursing personnel, and the recipient and his
or her family. Transplantation is the only health-care
field in which actions taken by a group of medical
professionals in one part of the country affect their
counterparts in another part of the country.

Society as a whole is affected by organ trans-
plantation, mainly because of the high cost of the
procedures, which usually are covered by federal
funding from taxes or reimbursement from private
insurance, which in turn increases insurance premi-
ums. Whether it occurs on a popular medically ori-
ented television series or in a movie where organ
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donation is the primary focus, the general public is
exposed to organ donation more frequently now than
in decades past.13 This popular exposure increases
awareness of the need for organ donation and calls
attention to people or groups of people who are af-
fected by every aspect of donation and transplanta-
tion. Each one of these persons or groups has rights
that may directly conflict with the rights of others.

The Good of the Donor
Currently, the three primary sources for organ and
tissue donations are living related donors; living un-
related donors; and deceased donors, formerly called
cadaver donors. Transplantation centers and organi-
zations involved in obtaining organs and tissues have
developed complex procedures to cope with the ethi-
cal and legal issues involved in transplantation. De-
spite these efforts, some ethical uncertainties still
surround the issue of organ transplantation.

When the Donor Is a
Child
Living pediatric organ
donors exemplify a particu-
larly sensitive issue. For ex-
ample, when one sibling
donates a kidney to another
sibling, the procedure poses
some serious risk for both
donor and recipient. Parents are required to give con-
sent for medical procedures for their children. By legal
definition, a child younger than 18 years of age cannot
give informed consent to such a procedure. However, it
can be argued that ethically the donor child, as a partici-
pant, should have input in making such a decision. At
what age should a child have a say in the decision? Can a
child be forced, for example, to donate a kidney even if
he or she refuses? (See the discussion of children’s ethics
later in this chapter.)

One situation that illustrates this dilemma is
that of a teenage girl who developed leukemia. The
only way to save her life was to find a bone marrow
donor who matched her genetic type. When no donor
could be found, the parents decided to have another
baby in the hope that the bone marrow of the second
child would match that of the first child. After the baby
was born, it was found that the bone marrow did in-
deed match, and when the child was old enough to 
donate safely, the bone marrow was taken and trans-
planted into the older child.

Recently, a case in Pennsylvania of a 10-year-
old girl with pulmonary hypertension who needed a
bilateral lung transplant was being kept off the adult
transplant list due to the “Under 12 Rule.” This states
that children under 12 years of age cannot be placed
on the adult transplant list. The case was referred to a
judge to decide whether the rule should be waived 
in this particular situation. The judge placed an 
injunction against the “Under 12 rule” and allowed
the child to be placed on the adult transplant list. She
is now on both the child and adult transplant lists.
Soon after this decision, an 11-year-old child with 
cystic fibrosis also was allowed to waive the rule and 
is also on both lists.

When Does Death
Occur?
Despite the best efforts of
the medical and legal
community to establish
criteria for death, some

ethical questions still linger about what constitutes
death. Because organs for transplantation such as the
heart, lungs, and liver should ideally come from a
donor whose heart is still beating, some clinicians
fear that there will be a tendency for physicians to de-
clare a person dead before death actually occurs.
Many people also mistakenly believe that if they indi-
cate they would like to be organ donors and become
sick or injured and admitted to the hospital, physi-
cians will not work as hard to “save their lives.”

The most widely accepted criterion for de-
termining death in deceased donors is death by neu-
rological criteria, formerly called brain death. The
definition of death by neurological criteria in con-
junction with organ donation is very clear, and
health-care professionals use proven procedures to
test for and determine death by neurological criteria.
Because death by neurological criteria is defined by
the complete cessation of function of the brain stem,
brain death can be declared even when an electroen-
cephalogram (EEG) shows continued cortical brain
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Whenever a human organ is trans-
planted, many people are involved, 
including the donor, the donor’s family,
the medical and nursing personnel, and
the recipient and his or her family.
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What Do You Think?

?
How would you have decided this case if you were the
judge? If you decided in favor of the children, where does
distributive justice fit in? Should adults be allowed to be 
on the child lung transplant list also? Give a rationale for 
your decision.

3972_Ch07_145-177  31/12/14  6:09 PM  Page 152



activity. Some researchers and health-care profession-
als struggle with the perceived ramifications of this
determination of death. Should some other criteria 
be examined in conjunction with the neurological 
criteria for death?

Since 2006, the use of organs from non-
heart-beating donors, also known as donation after
cardiac death (DCD), has become more readily ac-
cepted by the transplantation community as a viable
alternative to narrowing the donation gap. DCD
organ donation has its own set of ethical and legal
considerations. Typically, only kidneys are recovered
and transplanted from a DCD donor. However, pro-
gressive transplantation programs have been success-
fully transplanting DCD livers and lungs.

Selecting the Recipient
One of the most difficult ethical issues involved in
organ transplantation is the selection of recipients.
Because fewer organs are available than the numer-
ous people who need
them, the potential ethi-
cal dilemmas are great.
To give some perspective
of the disparity of need 
versus availability, as of
December, 2014, 123,850
people were listed on the
transplant waiting list,
where as only 19,426
organ transplants were performed that same year.14

(For more information, go to http://optn.transplant
.hrsa.gov/.)

Legislating Donation
The Uniform Anatomical Gift Act, passed in 1968,
made the donation of organs, eyes, and tissue for
transplantation a legal transaction involving a prespec-
ified recipient. Later legislation prohibited prespecifi-
cation of recipients by creating a federal entity to
regulate the transplantation industry and made the sale
of human organs illegal. This legislation, the National
Organ Transplant Act, created the United Network for
Organ Sharing (UNOS) to regulate organ allocation
and maintain the national organ transplant waiting list.
UNOS created a database of all people wait-listed for
an organ and listed potential recipients using a priori-
tized computerized algorithm designed to ensure each
recipient will benefit the most from a transplant.
Transplant professionals create match-run lists for

organ allocation based on the database and algorithm
when a donor organ becomes available.

Additionally, each organ has its own re-
quirements for allocation, and a match-run list for
transplantation is generated according to the individ-
ual allocation policies for each organ. Important cri-
teria for ranking potential recipients include stage of
disease process, length of time spent waiting, tissue
and blood type compatibility, size matching, and geo-
graphic proximity to the donor. The UNOS allocation
policy is designed to provide organs for clients who
have the greatest need as well as the best projected
outcome for a successful transplantation. Despite
widespread public beliefs, the amount of money a po-
tential recipient has, or the amount of publicity gen-
erated by a recipient and his or her family, does not
have any bearing on the way organs are allocated.

There are 46 states that have passed first-
person consent (or donor designation) laws, which are
strictly upheld by local organ recovery agencies.15 Fed-

eral legislation known as the
revised Uniform Anatomi-
cal Gift Act (UAGA) was
designed to ensure the
donor’s wishes are honored
at the time of death. This
piece of legislation has cre-
ated a myriad of ethical and
legal issues, but all trans-
plantation organizations

agree that not accepting the donation from a medically
suitable donor is a violation of this law. Additionally,
failure to honor client wishes, in this case the donor’s,
may result in a risk management issue for the hospital in
question. Recent revisions of the UAGA have strength-
ened the law to make the donor’s wishes override all op-
position and have given permission for organ
procurement professionals to proceed with donation in
the face of disapproving family members, many of
whom threaten litigation (Box 7.1). A position paper
from the National Organization for Transplant Profes-
sionals states, “From an ethical perspective, not accept-
ing the donor’s gift is a violation of their autonomy and
a disregard for their wishes to help those in need.”16

The Nurse’s Responsibility
All states have passed laws requiring health-care
workers to refer all potential organ donors to the local
organization responsible for organ recovery. The most
important function of nurses in the organ donation
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process is to recognize and refer potential donors to
the local organ procurement organization. Referral
rates of potential organ donors within hospitals are
tracked and reported to agencies such as the Joint
Commission and the Centers for Medicare and Medi-
caid Services. Many nurses, particularly those who
work in emergency departments and critical care
units, care for clients who may potentially become
organ donors. Such nurses should note that the refer-
ral of a client to the organ procurement organization
for evaluation should not be viewed in any way as
“giving up on the client” or “putting a nail in the cof-
fin” for that client.

Organ donation professionals do not be-
come involved in care of the client until after death
has been declared by a physician or other designated
health-care professional. Additionally, nurses should
not hesitate to make a referral because of the physical
or medical condition of the client. A referral is simply
a notification of a client who meets or may meet 

criteria for organ donation. It is up to organ recovery
professionals to determine whether the client is 
medically suitable for donation and to facilitate the
donation process.

When Should I Refer?
Although the exact requirements for referral vary by
geographical service area, in general, clients meeting
the following criteria should always be referred to the
local organ procurement organization for evaluation
for organ donation:

• Severe neurological insult or injury (i.e., hemor-
rhagic stroke, ruptured aneurism, head trauma such
as gunshot wounds or motor vehicle accidents, and
anoxic brain injury resulting from significant 
cardiac downtime)

• Glasgow Coma Scale score of 4 or less
• Intubated (on a ventilator) with a heartbeat
• When brain death evaluation is scheduled
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B o x  7 . 1
Organ Donation

Have you ever called your hospital’s attorney at 1 in the morning? I have. I also called my organization’s
lawyers, our medical director, and my executive director. The reason for all these early morning wake-up calls
was that I had a brain-dead client on a ventilator who had declared her wish to be an organ donor on her dri-
ver’s license and her heartbroken family was having none of it. They accepted her wish to be an organ donor,
but they wanted the process to happen in 5 minutes. Despite what you see on television, that never happens
in the world of organ donation. After learning that the donation would take time and that they could not over-
ride her wish, they became extremely upset and began yelling at me in the conference room of the unit. They
were hostile to the hospital staff, and some family members were eventually escorted out by hospital security.
Security also escorted me to my car when my shift ended at 8 a.m. because of threats made against me by
the client’s family.

I knew that I was doing the right thing by upholding the client’s wish, but there were many times during
the hours of confrontation with the family that I felt like backing down and “pulling the plug” on the whole situ-
ation. However, with every phone call I made, the answer was always the same: “Go ahead. Move forward.
Proceed with the donation.”

About 4 hours before taking the donor to the operating room, I called the client’s family to see if they
would like to return to the hospital to see her one last time before we took her away. Her husband, two sons,
and one daughter returned to her bedside and said their tearful good-byes. After the surgical team took her to
the operating room, I was able to have a sensible and more compassionate conversation with the family. Her
husband dissolved into tears when I told him we were able to place her liver and both her kidneys. She saved
three lives that day. Of course, they also had a lot of questions about her donor designation and why we had
to do what we did.

This family was finally able to come to terms with the process of organ donation, and the fact that their
loved one touched the lives of three others has been a great comfort to them in their grief. When I last spoke
with them, they were working with an after-care specialist to facilitate a meeting with one of the kidney recipi-
ents. All because their wife and mother had a heart—on her driver’s license.

Source: Sarah T. Catalano, University of New Mexico Hospital In-House Coordinator, New Mexico Donor Services.
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• Before terminal extubation of a client meeting any
of the above criteria9

Operating room nurses may help in surgical
procedures to recover organs from a deceased donor
and prepare them for transport and eventual trans-
plantation into a recipient’s body. Other nurses pro-
vide the postoperative care for clients who have
received a transplant. Home health-care nurses give
the follow-up care to such clients at home.

Many organ recovery agencies also train
nurses to maintain the potential for organ donation in
their clients and to deal with family members of poten-
tial donors in a compassionate, professional manner.

Nurses working with potential recipients
should be sensitive to the potential for manipula-
tion. Most people waiting for transplants are desper-
ately ill or near death. They and their families can 
be easily manipulated or they themselves can 
become manipulative.

Obtain Permission
Gently
On the other side, the 
families of potential organ
donors are usually dis-
traught about the sudden
and traumatic loss of a
loved one. They, too, are
vulnerable to psychologi-
cal manipulation. The emotionally fragile state of a
trauma victim’s family members predisposes them to
feelings of guilt and grief. Health-care providers
should avoid appealing to these emotions or becom-
ing coercive when obtaining permission for organ do-
nation. They are always welcome to participate in any
discussion about donation with a potential donor’s
family. However, discussing organ, tissue, and eye do-
nation and obtaining consent for these activities is
generally best left to professionals who work exclu-
sively for organ procurement organizations. They are
specially trained, have time to spend with the families,
and can make the organ donation process a positive
experience for both the donor’s family and the health-
care professionals involved.

Nurses should avoid making statements or
giving nonverbal indications of their approval or dis-
approval of potential recipients. Generally, neither
the donor nor the family plays any part in selecting a
recipient, and the identity of the recipient is carefully
guarded by organ recovery professionals.

At times, organ recovery professionals can
facilitate a process called directed donation, whereby
a donor’s family can indicate a particular recipient.
Whether this process is successful depends on sev-
eral factors, including geographical proximity, tissue
and blood type compatibility, and whether the po-
tential recipient is listed and has completed all the
prerequisite tests to receive the organ. In cases in
which directed donation is desired but not possible,
the donated organs will be allocated according to
UNOS policy.17

Tissue and Eye Donation
Although organ donation is done within a clinical
setting, tissue and eye donation can take place in such
venues as hospital morgues, funeral homes, and spe-
cialized recovery suites anywhere from 12 to 24 hours
after cardiac death has occurred. Many families are
approached regarding tissue and eye donation after
they have left the hospital, if a death has occurred in a

hospital, or on the arrival
of the decedent’s body at
the funeral home. Recov-
ery of donated tissue and
corneas takes place in a
sterile setting, and recov-
ered tissues are often
shipped to processors for
storage and later dispersal.

Tissue and eye donation differs from organ
donation in several respects. First, donated human
tissue is regulated by the FDA as a medical implant
or device and is subject to stringent quality-control
guidelines. Donated tissue undergoes rigorous 
testing before implantation to ensure the safety of
the recipients. Tissue recovered from one cadaver
can potentially be implanted in up to 2500 recipi-
ents, so testing for biohazards and infectious dis-
ease is of the utmost priority in tissue recovery 
and dispersal.

Second, recovered tissue typically does not
have a predetermined recipient waiting on the other
end for a transplant. Donated tissue, particularly bone,
can be processed and stored for up to 10 years after 
recovery. Two exceptions to this rule are donated
corneas, which can be transplanted up to 12 hours
after recovery, and heart valves, particularly those re-
covered from children. Heart valves from pediatric
donors go to pediatric recipients because heart valves
must be implanted in a recipient heart of similar size.
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Transplantation of Faces, Hands, 
and Other Body Parts
Bohdan Pomahac, MD, who has performed four 
face transplants at Boston’s Brigham and Women’s
Hospital, has said, “There’s [almost] nothing [about
the human body] that could not be replaced by
transplantation.”18 However, the question of how to
maintain allocation procedures and waiting lists for
less-commonly-trans-
planted body parts has
quickly come to the fore-
front of national debate.
Currently, waiting lists
for faces, hands, feet, and
possibly even a uterus or
ovary are not regulated
and tend to be localized. However, UNOS has
agreed with federal agencies to look at new regula-
tions for these transplantable tissues and hopes to
eventually make these transplants part of the na-
tionwide system currently in place to regulate organ
and tissue transplantation. UNOS took public com-
ment on the rules until February 14, 2013, and

hopes to implement new rules later in the year.18 At
the time of publication, these rules were still in the 
development process.

The government regulates kidney, heart,
and other organ transplants with waiting lists.
What’s next? Face and hand transplants. The na-
tionwide system is intended to match and distribute
body parts and donor testing to prevent deadly in-

fections. It’s a big step to-
ward expanding access to
these radical operations—
especially for wounded
troops returning home.
More than 1,000 troops
have lost an arm or leg in
Afghanistan and are

preparing to offer the operations.
“These body parts are starting to become

more mainstream, if you will, than they were 5 or 
10 years ago when they were first pioneered in this
country,” said Dr. James Bowman, medical director of
the Health Resources and Services Administration, the
government agency that regulates organ transplants.
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Generally, neither the donor nor the
family plays any part in selecting a 
recipient, and the identity of the 
recipient is carefully guarded by organ
recovery professionals.
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Connie Culp, Recipient of First U.S. Face Transplant, Meets Donor Family

Since Connie Culp had her face torn off by a shotgun blast in 2004, she’s 
measured her recovery with countless milestones. This weekend, Culp reached
another, finally meeting the family of the donor who gave her a new face.

Culp, a 47-year-old mother and grandmother, underwent the first full face
transplant surgery in the U.S. in December 2008 at the Cleveland Clinic. Before
the surgery, Culp couldn’t walk down the street without drawing stares, but the
transplant has given her a new chance at life.

“I don’t have little kids coming up saying, ‘Eww, there’s a monster,’” Culp
said. “They think I’m amazing. I’m just normal, but we need more people like the
donors to help people.”

Until now, though, Culp knew little about the woman who provided 
her face. Doctors would tell her only the donor’s age and nothing about the 
surviving family.

“They’ve never contacted me,” Culp told ABC’s Diane Sawyer this 
past August.

But two years after losing their beloved wife and mother, the family of
donor Anna Kasper was finally ready to step forward. The Kasper family decided
to break their silence and share their story, hoping to raise awareness for organ
donation.

“My mom was my best friend,” said 23-year-old daughter Becky Kasper.
“You know, she did whatever she had to do to make sure we were always taken
care of. . . . She taught me to be a very generous and forgiving person, just as 
she was.”

“She was my wife. She was my friend,” said Anna’s husband, Ronald Kasper.
Two weeks before Christmas in 2008, Anna suffered a fatal heart attack.
“I got a call that she had fallen off the porch,” said Ronald. “I thought

maybe she had hurt her foot, but when I got to the hospital they explained to us
that EMS was unable to resuscitate her.”

“She had gone into cardiac arrest a couple of times while she was on life
support,” said Becky.

A day later, the family received devastating news. Though Anna’s body
was stable, she was brain dead. Following her wishes, Kasper’s family agreed to
donate her body, a decision which would help fifty strangers, including one with
an unusual request: to transplant her face.

“I had never heard anything about a face transplant being done before,”
said Becky, “but her whole life, she always said, hell, if I can’t use it and someone
else can, you can take it!”

“It was the thing Anna would have wanted to do. She would’ve wanted
to help Connie,” said Ronald.

I s s u e s  N o w

(continued)
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Culp and Kasper Family Meet

Two years after the trauma of losing their loved one, the Kasper family decided
that they wanted to meet Connie Culp, having seen her remarkable spirit in Culp’s
previous interviews.

“I just really want to hug her,” said Becky, with tears in her eyes.
And though Culp felt some anxiety about finding words for a family that

had given her a priceless gift, she was eager to meet the Kaspers in person.
“I don’t know them, but I feel that I love them,” said Culp. “To do some-

thing so wonderful for somebody. . . . What do you say? I mean, ‘thank you’ is not
strong enough.”

After waiting and wondering for so long, they finally met this weekend
with tears and hugs.

“I’m so glad you did this for me,” Culp told them with an emotional whisper.
And for the Kasper family comes the knowledge that despite their deep

pain, there’s comfort in helping someone else.
“This was the best day,” said Becky. “I’m so happy I get to meet you.”
At least 18 face transplants have been done around the world, starting in

2005 with a French woman mauled by her dog. The Cleveland Clinic did the first
face transplant in the U.S. in 2008. The first successful hand transplant in the
United States was performed in 1999, and more than three dozen have been 
performed worldwide.

The U.S. Department of Defense is providing money for more of these
surgeries in Cleveland and Boston in hopes of helping soldiers disfigured in battle.
The University of Pittsburgh, the University of California, Los Angeles, and other
medical centers plan to offer face or hand transplants soon.

How do experts feel about the proposed expansion? “It’s a huge step
forward in the right direction. It will make it easier for programs to get started,”
Pomahac said.

The federal agency will accept public comments on the rules until 
Feb. 14 before making a final decision. The rules are expected to take effect 
later this year or early next year.

I s s u e s  N o w continued

Sources: By Lana Zak (@LanaZak) and Bradley Blackburn. December 20, 2010. ABCNEWS.com.
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Have a Heart
Since 2006, the world of organ donation has been
quietly undergoing changes in functionality and tech-
nology. A movement solely focused on increasing the
number of organ, tissue, and eye donors has gained
significant momentum. As of 2011, 38 states, the 
District of Columbia, and Puerto Rico have donor
registries that are classified as “effective” by UNOS.
To be classified as “effective,” the registries must be
searchable by authorized recovery agency personnel
and must ensure that donor designations are clearly
documented and that the designations are legally
binding.8 In most cases, these databases are tied to the
state’s Department of Motor Vehicles (DMV), and
the person’s donor designation is indicated by a 
small red or pink heart or dot on the driver’s license.
In these states, donor designation is considered
legally binding and includes consent for tissue 
and eye donation.

Nationally, almost 43 percent of people age
18 years and older have registered to be organ, tissue,
and eye donors. These numbers vary from state to
state, with Alaska and Montana topping the list at 
79 percent of their populations registered as donors.11

Although the creation of donor designation has suc-
ceeded in increasing the number of organ, tissue, 
and eye donors, legal and ethical considerations still
arise—for example, what happens if a family objects
strenuously to the donation?

The Maryland State Senate considered a law
proposed in 2013 that would make presumed con-
sent for organ donation legal with the issuance of a
new driver’s license. The bill, which bears the name
of living kidney donor Pat Hanberry, would require
those not wishing to be organ donors to “opt out” 
of the process, which is a reversal of the current
process.12 Maryland State Senator Ron Young has
said he hopes this bill will increase the number of
organ donors in the state, even though Maryland has
one of the highest percentages of registered organ
donors, at 46 percent.13 Young also has garnered
support for the bill in the Maryland House of Repre-
sentatives. Pennsylvania passed a similar presumed
consent law in 1994, and it increased the number of
organs available for transplantation by 30 percent.
However, several prominent religious groups are op-
posing this law on the grounds that it puts “man’s
will above God’s will.” This group managed to have a
similar presumed consent law proposed in New York
State defeated in 2010. 

New experimental technologies are aimed at
replacing humans as a source of organs for transplan-
tation. In most cases, use of animal tissues and organs
is not currently a viable option. The genetic protein
structures of animal organs is so different from hu-
mans that the human immune system will identify
them as a foreign substance and will try to destroy them
(rejection) as it would a bacteria or virus. Advances in
decoding and understanding the animal genome have
the potential to alter animal DNA so it much more
closely matches human DNA and therefore would
not be rejected. 

For a number of years, researchers have
been “growing” human tissues and organs in the lab-
oratory. Skin cells that are harvested from a person
are placed in a special growth medium in a dish and
will, within a few days or weeks, grow a new layer of
skin. This process is currently being used for burn
victims to grow new skin that is grafted onto third-
degree burn areas of their bodies. Since the source of
the skin is from the victims themselves, the DNA is a
perfect match with no chance of rejection. Scientists
have also been able to grow human ears on the backs
of mice that were implanted with cells from a human
donor ear. 

The newest technology is from the world of
electronics. Available on the market today, although
very expensive, are 3-D printers. Also known as addi-
tive manufacturing, 3-D printing is a process of 
making a copy of a three-dimensional solid object in
almost any shape or form from a digital model in a
computer. In normal printing, there is just one layer
of ink that is deposited on the paper. In the 3-D
printing process, layers of material are laid on top of
each other until a replica of the computerized shape is
“printed.” To print a shape, the 3-D printer reads the
design from the computer and then lays down succes-
sive layers of liquid, powder, paper, or sheet material
to build the form in series of cross-sectional layers.
The process is being used in the architecture; con-
struction; industrial design; and automotive, aero-
space, military, and engineering industries. It has also
been used to fashion jewelry, eyewear, educational
material, and geographic information systems. The
most common material used in the printing process
is some form of plastic polymer, although other ma-
terials can be used if in the right form for the printer. 

In the health-care industry, some items used
in surgical procedures and dentistry are already being
manufactured by the 3-D printing process. Someday
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soon, these 3-D printers might be able to “print”
human organs that can be used in transplantation. It
would require solving the problem of how to make
human tissue cells acceptable to be used in the
printer’s layering process. One wonders if someday
scientists will attempt to print an entire human being.
However, once this problem is solved, there will be
no more ethical or legal issue involved in obtaining
organs for transplant. Or would there? (For more in-
formation on the printing of tissues and organs, go to
http://www.cnn.com/2014/04/03/tech/innovation/3-d-
printing-human-organs/; http://www.telegraph.co.uk/
technology/news/10629531/The-next-step-3D-printing-
the-human-body.html; or http://www.techtimes.com/
articles/5236/20140405/3-d-3d-printed-human-
organs-not-just-science-fiction.htm).

USE OF SCARCE RESOURCES 
IN PROLONGING LIFE

In these days of huge federal budget deficits and at-
tempts to control them by
shrinking the health-care
budget, money for health
care is becoming more 
difficult to obtain. It is rec-
ognized that most public
money allocated for health care is spent during the
last year of life for many elderly clients. Expensive
procedures, therapies, technologies, and care are pro-
vided to terminally ill individuals to extend their lives
by a few days or even a few hours. It is not unusual to
spend as much as $5000 to $10,000 a day on a client
receiving care in an intensive care unit.

Preserving Life at Any Cost
The traditional belief has been that life should be 
preserved at all costs and by any means available.
Health-care providers feel uncomfortable when cost
considerations are mentioned regarding treatments
for terminally ill clients. Yet, in the context of current
problems in society, such considerations are both

economic and ethical realities. The necessity of con-
serving resources has forced society, through govern-
mental action, to face this issue.

All proposed health-care plans, including
the Patient Protection and Affordable Care Act and
the Health Care and Education Reconciliation Act 
of 2010, take into consideration some type of cost-
control measures related to restricting payment for
client care. In addition, the hospice care movement
and a growing number of physicians and other
health-care professionals support palliative care for
the terminally ill that provides pain relief and comfort
measures but does not try to prolong the person’s life.

In reality, the American health-care system
has been rationing care to some degree for many
years. People who are not covered by health insur-
ance often do not seek health care. Groups such as
the poor, who are covered by massive governmental
programs, shy away from seeking health care be-
cause of the numerous restrictions placed on it. 
Individuals who are covered by insurance often
have restrictions placed on them by the insurance

companies.

The Ethics of Tube
Feeding
The long-standing contro-
versy over tube feedings 

periodically comes to public attention when the
media become involved in cases such as those of Terri
Schiavo, Karen Quinlan, and Nancy Cruzan. Tube
feeding is a relatively simple procedure used in all
areas of health care, from feeding premature infants
in the neonatal intensive care unit to maintaining 
elderly postoperative clients under the supervision 
of home health-care staff. Additionally, it is a way of
maintaining nutrition and hydration, two of the most
basic needs of life. Nurses who work with terminally
ill clients often believe that once a feeding tube has
been inserted, it cannot be removed for any reason
because that would constitute active euthanasia, 
or mercy killing.19 But is that belief justified in all 
circumstances? 
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Mrs. Ada Floral, who is 82 years old, had just suffered a massive stroke that ren-
dered her unresponsive. Her large family—consisting of her husband of many
years, three sons, and two daughters—was very upset. Although she was breath-
ing on her own, she had no voluntary movements and seemed to be completely
paralyzed. Magnetic resonance imaging (MRI) showed a large area of bleeding
around the midbrain and brain stem. Her pupils were constricted and unrespon-
sive. The physician explained that the prognosis was extremely grave and that the
likelihood of Mrs. Floral’s survival was minimal.

However, the family members all agreed that “everything” should be
done, so the physician reluctantly initiated aggressive medical therapy with intra-
venous (IV) glucocorticoids, osmotic diuretics, antihypertensives, and physical
therapy. After a week, there was no change. The family wondered whether Mrs.
Floral might be “starving to death” and asked the physician to have a feeding tube
inserted and feedings started.

One month later, the still-unresponsive Mrs. Floral is being cared for at
home by her family with the supervision of the local hospice and home health-care
program. She is off all IV medications; however, she is receiving some medica-
tions, a commercially prepared feeding, and water through the feeding tube.
Some of the family members are beginning to question whether they did the right
thing by insisting that everything be done and wish to remove the feeding tube so
that Mrs. Floral can die a peaceful and dignified death rather than just hanging on
for months. Other family members feel that if they give permission for the tube’s
removal, they would be killing their mother and could not live with the guilt.

The hospice nurse in charge of the case has discussed the issue with the
family. She, too, believes that once a feeding tube has been placed, it should not
be removed, even if all the family agrees on its removal. She feels that it’s not an
issue a family can “just change their minds about.” Although she is in frequent
contact with Mrs. Floral’s physician, she has not mentioned that the family is
thinking about removing the feeding tube in fear that the physician might agree.

Questions for Thought

1. Is the hospice nurse correct in her belief about the removal of the 
feeding tube? 

2. When do tube feedings stop being beneficial to clients? 

3. What ethical rationales could be used for removing the feeding tube 
in this case?

4. Is there a right to death with dignity? 

I s s u e s  i n  P r a c t i c e
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Should Care Be Restricted?
The use of public funds for health care is an ethical
issue that revolves around the principle of distributive
justice. In this context, distributive justice requires
that all citizens have equal access to all types of health
care, regardless of their income levels, race, gender, 
religious beliefs, or diagnosis. Many complex issues
are involved in this dilemma.

These issues go far beyond the questions of
who gets what type of care and where and how the care
takes place. Although universal health-care coverage
was not mandated for all Americans by the passage of
the Health Care Reform Act, coverage has been ex-
panded significantly. Is it fair that some individuals
(taxpayers) pay for the health care of others? Should
individuals who contribute to their own poor state of
health by smoking, drinking, taking illicit drugs, or
overeating be provided with the same type of care as
those who do not put themselves at risk? Who is going
to make the decisions about who gets expensive treat-
ment such as organ trans-
plantations, experimental
medications, placement in
intensive care units, or life-
extending technologies?

The use of criteria
such as age, potential for a
high-quality life, and avail-
ability of resources for de-
termining who receives
life-extending technologies is gaining wider accept-
ance, but is this a valid ethical position? Nurses are
often involved in situations in which terminally ill
clients are brought to the hospital for end-of-life care.
Nurses need to play an active role in helping formu-
late policies concerning the issues they face daily.

suicide. Health-care providers often become involved
in the decision-making process when clients are irre-
versibly comatose, vegetative, or suffering from a ter-
minal disease. The choices that the families of such
clients often face are either death or the extension of
life using painful and expensive treatments.20

What Is Extraordinary?
One of the difficulties in resolving right-to-die issues
is understanding the terminology used. Often clients
who have living wills state that they want no extraor-
dinary treatments if they should become comatose or
unable to make decisions involving health care. But
what constitutes extraordinary treatments? A general
definition of ordinary treatments includes any med-
ications, procedures, surgeries, or technologies that
offer the client some hope of benefit without causing
excessive pain or suffering.

By this definition, extraordinary treat-
ments (sometimes called heroic measures) are those

treatments, medications,
surgeries, and technolo-
gies that offer little hope
for curing or improving
the client’s condition. 
Although these general
definitions provide some
guidelines for making 
decisions about ordinary
and extraordinary treat-

ments, discerning the nature of the specific modali-
ties remains difficult.

Ventilation
For example, a ventilator is a machine that assists a
client’s breathing. In intensive care units (ICUs), it 
is a common mode of treatment for many types of
clients, including postoperative clients, clients with
cardiac and respiratory diseases, and victims of
trauma. Does its widespread and frequent use make
the ventilator an ordinary mode of treatment? Many
would say yes, whereas others would say it is still 
extraordinary because of its invasive nature and 
complicated technology.

Cardiopulmonary Resuscitation
Another issue often included in the right-to-die de-
bate is that of codes and “do not resuscitate” (DNR)
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The use of criteria such as age, potential
for a high-quality life, and availability 
of resources for determining who receives 
life-extending technologies is gaining 
wider acceptance, but is this a valid 
ethical position?

“
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THE RIGHT TO DIE

The right-to-die issue is an extension of the right to
self-determination issue discussed in Chapter 8. It also
overlaps with the dilemma of euthanasia and assisted

What Do You Think?

?Do all U.S. citizens have a right to health care? How 
can that be achieved? Discuss your rationale for 
your position.
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orders. Cardiopulmonary resuscitation (CPR) is
widely taught to both health-care providers and the
general public. It is often used to treat clients who
have suffered heart attacks and gone into cardiac ar-
rest, as well as clients suffering from electrical shock,
drowning, and traumatic injuries.

In the hospital setting, the nursing staff is
obligated to perform CPR on all clients who do not
have a specific DNR order. This leads to situations in
which terminally ill clients may be subjected to CPR
efforts several times before it no longer is effective
and they die.

Advance Directives
As an issue of self-determination, it is essential that
the client’s wishes about health care be followed. All
client communication to the nurse about desires for
future care should be documented. If at all possible,
the client should be encouraged to designate an indi-
vidual to act as a moral surrogate—a designated 
decision-maker—should the client become unable to
make his or her own decisions. The expressed desires
about future medical care are known as advance di-
rectives. They are the best means to guarantee that a
client’s wishes will be honored.

A Formal Document
Advance directives, in the form of a living will or
durable power of attorney for health care, can and
should specify which extraordinary procedures, sur-
geries, medications, or treatments can or cannot be
used. These directives are often formal documents
that need to be witnessed by two individuals who are
not related to the client (Box 7.2). Living wills are also
known as personal directives or advance decisions. 

As useful as advance directives are in help-
ing the client decide on future care, clients often are
unable to anticipate all the possible types of treat-
ments used. For example, an elderly client with a
long history of cardiovascular disease specified in his
living will that he did not want CPR performed and
did not want a ventilator. When his heart developed
a potentially lethal dysrhythmia that rendered him
unresponsive, his physician decided to use electrical
cardioversion because this mode of treatment was
not specifically forbidden by the client’s living will.
Strictly speaking, the physician did not violate the
letter of the living will, but did he violate its spirit?
Similarly, would the administration of a potent and
potentially dangerous IV antidysrhythmic medica-
tion be in violation of the client’s living will?
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B o x  7 . 2
Checklist for Evaluating a Client’s Living Will Document

1. Statement of intention: the document was written freely when the client was competent.
2. Statement of when the document goes into effect: usually when the client is no longer able to make deci-

sions for himself or herself.
3. Section specifying general health-care measures to be excluded from care.
4. Open section for specific measures (e.g., ventilators, pacemakers, etc.) and any other specific instructions

concerning care.
5. Proxy statement (sometimes called durable power of attorney): optional, but a strong addition. Allows an-

other person to make decisions in situations not anticipated in the living will. (Check your state law con-
cerning details of proxy selection.)

6. Substitute proxy: optional. Specifies who can make decisions if first-choice proxy is not available.
7. Legal statement that the proxy(s) may make decisions.
8. Witness selection statement. Many states require that witnesses not be related to or members of the

health-care team.
9. Signature and date. Document must be signed and dated by the client. Some states have very specific

regulations concerning how long the will is valid. It may range from a few months to 5 years.
10. Legal signatures of witnesses (required).
11. Notary seal, if required by state law. State laws differ on notary seal requirement. It is usually required if a

proxy is selected.
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A Legal Requirement
Advance directives, which include living wills, are
now a required part of the health care of all clients.
The Omnibus Budget Reconciliation Act of 1990
requires that all hospitals, nursing-care facilities,
home health-care agencies, and caregivers ask
clients about advance directives and provide infor-
mation concerning living wills and durable power
of attorney for health care (DPOAHC) to help
clients make informed health-care decisions. How-
ever, the federal law mandates only the require-
ments and not the directives to implement the law.
The actual implementation of the law is left to the
individual states. Because of the law’s vagueness, 
a great deal of confusion exists, particularly with 
regard to living wills.

Nurses play an important role in ensuring
that clients understand the implications of their
choices pertaining to decisions that may prolong
their lives during medical emergencies. Because of
their “frontline” position as caregivers within the
health-care system, nurses must understand this role,
specifically as it pertains to
living wills.

Ethical Difficulties of
Living Wills
In 2009, Barack Obama
became the first U.S. presi-
dent to announce publicly that he had a living will,
and he encouraged others to obtain their own living
wills. His announcement followed the misunderstood
issue in the Affordable Care Act (ACA) that proposed
reimbursement for physician time spent in talking to
clients about advanced directives. (See Chapter 19 for
more detail.) 

What Did the Client Know?
Although a living will seems a simple solution to a
complex care situation, there are some ethical diffi-
culties inherent in its use about which nurses need 
to know. Primary among these ethical difficulties is
the question of the person’s level of knowledge of 
potential and future health-care problems at the time
the will was formulated. Because living wills are often
formulated long before they are to be used, there may
later be serious questions about how informed the
person was about the disease states and treatment
modalities that might later affect care. If there is any
indication that the person did not understand the full

implications of future therapies or potential medical
problems, the validity of the living will is in question.

Additionally, living wills reflect a client’s
condition at a particular time during his or her life.
Almost everyone knows or has heard about a person
who was at “death’s doorstep” and yet survived 
and later was living a normal life. As life situations
change, living wills need to be updated to ensure that
the actions taken by health-care providers are the 
actions the client really wishes.

A Moral Conflict
A second ethical difficulty for nurses encompasses the
principles of beneficence and nonmaleficence. The
principle of beneficence states that a health-care profes-
sional’s primary duty is to benefit or do good for the
client. The principle of nonmaleficence states that
health-care providers should protect the client from
harm. It is sometimes difficult to determine whether the
primary duty is to produce benefit or prevent harm.

Generally, most health-care providers think
that the duty to avoid harming the client outweighs

the concerns for providing
benefit. When evaluated
from the beneficence and
nonmaleficence view-
points, living wills seem to
violate the principle of
providing benefit to the

client. This perception makes many health-care
providers ethically uncomfortable. In some situations,
the implementation of a living will might actually in-
volve the termination of some modes of treatments al-
ready in use. Termination of treatments would seem
to constitute harm to the client.

In either case, respecting a living will might
often appear to health-care providers to be a violation
of their duty to help clients and preserve life. Nurses,
as well as other health-care providers, often experi-
ence a sense of frustration when they are not allowed
to use all the skills they have learned to preserve life.

Lack of Clarity
A third difficulty nurses and other health-care work-
ers may have with living wills is their formulation and
legal enforcement. In general, the language used in
the standard living will document is broad and vague.
Living wills are often not specific enough to include
all the forms of treatments that are possible for the
many types of illnesses that might render a person 
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incompetent to make decisions. Health-care
providers may have little direction as to the care 
they are to give if the circumstances at the time the
living will was formulated are significantly different
from the declared wishes of the client.

Furthermore, unless the particular state has
enacted into law a special type of living will called a
natural death act, the living will has no mechanism of
legal enforcement. Also, when a client travels from
one state to another, the legal effect of the living will
may be in question. Does the nonresident state have
an obligation to honor it?

In some states, a living will is considered
only advisory, and the physician has the right to

comply with the living will or treat the client as the
physician deems most appropriate. There is no 
protection for nurses or other health-care practi-
tioners against criminal or civil liability in the 
execution of living wills in states without a natural
death act. Once a valid living will exists, it only be-
comes effective when the person who formulated it
meets the qualifications for the natural death act. 
In most states, the individual must be diagnosed 
as having a terminal condition in which the contin-
uation of treatment and life support would only
prolong the client’s dying process, but there is no 
clear consensus on the definition of terminal 
condition.
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In the current health-care environment, nurses may encounter elderly clients who
function independently at home and have not officially or legally been declared in-
competent but whose behavior might indicate that they are unable to make ra-
tional decisions about their care. Consider the following situation:

A 74-year-old client, Buster Mack, had been a long-haul truck driver for
most of his life and was still driving his big rig into his 60s. He had been in rela-
tively good health until 5 years earlier, when he was diagnosed with lung cancer. 
A lobectomy was performed at that time, and he was treated with follow-up radia-
tion and chemotherapy, but the cancer had slowly metastasized to the bone. His
current hospitalization was because of a syncopal episode witnessed by a neigh-
bor in the front yard of Mr. Mack’s home, where he lives by himself.

During the admission assessment, the nurse observed that Mr. Mack had
trouble focusing on the questions, and often the answer was unrelated to the
question or in the form of a long rambling account of something that happened
many years ago. Although he knew he was in a hospital (he could not remember
the name), he had no idea where it was or what the date was. His demeanor was
cooperative and pleasant, and he laughed easily when the nurse joked with him.
He could not remember whether he had any family left living, although the name
and address of a son in a distant city were listed on the old records.

Mr. Mack signed all the admission papers and consent forms placed in
front of him for a number of neurological tests. His physician was fearful that the
cancer might have spread to his brain and wanted to do an MRI, spinal tap, and
brain scan. The MRI and brain scan showed a small tumor in an area of the brain
where it could be removed rather easily. Mr. Mack’s physician, in consultation with
a neurosurgeon, felt that an immediate craniotomy with removal of the tumor was
required. After explaining the procedure to Mr. Mack, the physicians placed the
consent-to-operate form on his over-the-bed table and gave him a pen. He
promptly signed and gave it back.

Later on that day during her shift assessment, the nurse checked on 
Mr. Mack. The neighbor who had found him unconscious was visiting at the time.
When the nurse asked Mr. Mack whether he was ready for the surgery scheduled
for the next morning, he had a blank look on his face. On further questioning, the
nurse concluded that Mr. Mack had no idea what was going to happen to him the
next day. The neighbor, who helped Mr. Mack with his bills and other paperwork
at home, stated, “He’ll pretty much sign anything that you put in front of him.” At
this point the nurse felt that Mr. Mack was incapable of making an informed deci-
sion about the craniotomy.

The nurse called both the primary physician and the neurosurgeon about
her observations. She was told bluntly that the consent had been signed and that
they were going to operate on Mr. Mack the next day for his own good. If she
wanted what was best for the client, she would just drop the issue.

Questions for Thought

1. Should the nurse just drop the issue?

2. Is there anything she could do to resolve the problem?

3. What ethical principles are involved with this situation?

I s s u e s  i n  P r a c t i c e
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A Guide for the Care Provider
Despite all these difficulties, living wills are still a
good way for a client to make health-care wishes
known to providers. Documents that are specific
about treatment modalities, that are written in a
“legal” format, and that are signed by two or more wit-
nesses tend to be treated with an increased level of re-
spect by health-care providers. Because the laws on
advance directives vary widely from state to state, there
is no standard advance directive whose language 
conforms exactly with all states’ laws. It is easy to 
download any particular state’s form by going to the 
National Hospice and Palliative Care Organization’s
website at http://www.caringinfo.org/i4a/pages/index.
cfm?pageid=3289 or the Partnership for Caring 
website at http://www.partnershipforcaring.org.

Nurses can help clients plan ahead for their
care should they become unable to make decisions
for themselves. Although the nurse should not make
the decisions for the client, the nurse can provide im-
portant information about the various treatment
modalities that the client
is considering. The nurse
also can help clients clarify
their wishes and guide
them through the process
of formulating an advance
directive (Fig. 7.1).

EUTHANASIA AND ASSISTED SUICIDE

Although the term euthanasia simply means a “good”
or peaceful death, it has taken on the connotation of
some type of action that produces death. A distinc-
tion needs to be made between passive and active eu-
thanasia. Passive euthanasia usually refers to the
practice of allowing an individual to die without any
extraordinary intervention. This umbrella definition
includes practices such as DNR orders, living wills,
and withdrawal of ventilators or other life support.

Active Euthanasia
Active euthanasia usually describes the practice of
hastening an individual’s death through some act or
procedure. This practice is also sometimes referred to
as mercy killing and takes many forms, ranging from
use of large amounts of pain medication for terminal
cancer clients to use of poison, a gun, or a knife to
end a person’s life.

The Case of Dr. Kevorkian
Assisted suicide—brought to public attention by 
Dr. Jack Kevorkian, a Michigan physician who pub-
licly practiced it for many years—can be considered a
type of active euthanasia or mercy killing. The central
issue that Dr. Kevorkian demonstrated was whether it
is ever ethically and legally permissible for health-care
personnel to assist in taking a life. In most states, the
practice is illegal. The legal definition of homicide—
bringing about a person’s death or assisting in doing
so—seems to fit the act of assisted suicide. In the past,
there has been a great deal of hesitation on the part of
the legal system to prosecute persons who are in-
volved in assisted suicide and on the part of juries to
convict physicians who participate in the activity.

A Killing on TV
In the fall of 1998, Dr. Kevorkian raised the legal and
ethical stakes. On a nationally broadcast network
news show, 60 Minutes, he not only admitted to ad-

ministering a lethal med-
ication to a client without
the client’s assistance, but
he also played a videotape
that showed the whole
episode.

The client, who
had Lou Gehrig’s disease

(amyotrophic lateral sclerosis), had requested that Dr.
Kevorkian help him end his life. The client had signed
a consent form and release and was even given an
extra 2 weeks to “think about it.” The client waited for
only 3 days before making his final request for the
lethal medication.

Under Michigan law, Dr. Kevorkian could
have been charged with manslaughter or even first-
degree murder. Dr. Kevorkian admitted that his 
motivation for the act was to be tried under these
laws as a test case for active euthanasia. He was ar-
rested 2 weeks after the tape was broadcast, on a
charge of first-degree murder. However, he believed
that a jury would never convict him. The jury found
him guilty of second-degree murder, and he served
10 years of a 25-years-to-life prison term. He was re-
leased on probation in 2007 and died on June 3, 2011.
This verdict reinforced the belief of most health-care
professionals that mercy killing or assisted suicide is
always ethically wrong.

The unfortunate fallout from Dr. Kevorkian’s
conviction is that many physicians have become even
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more reluctant to write DNR orders or comply 
with clients’ or families’ wishes to allow clients to 
be removed from life support. Clearly they do not 
understand the distinctions between active and 
passive euthanasia.

An Issue of Self-Determination
The fundamental ethical issue in these situations is
the right to self-determination. In almost every other

health-care situation, a client who is mentally compe-
tent can make decisions about what care to accept
and what care to refuse. Yet, when it comes to the ter-
mination of life, this right becomes controversial.

A Last Act of Control?
Supporters of the practice of assisted suicide believe
that the right to self-determination remains intact,
even with regard to the decision to end one’s life. It is
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I, ______________________, being of sound mind, willfully and voluntarily make this 
declaration to be followed if I become incompetent. This declaration reflects my firm 
and settled commitment to refuse life-sustaining treatment under the circumstances 
indicated below.

I direct my attending physician to withhold or withdraw life-sustaining treatment that 
serves only to prolong the process of my dying, if I should be in a terminal condition 
or in a state of permanent unconsciousness.

I direct that treatment be limited to measures to keep me comfortable and to relieve 
pain, including any pain that might occur by withholding or withdrawing 
life-sustaining treatment.

In addition, if I am in the condition described above, I feel especially strongly about 
the following forms of treatment:
  I (  ) do (  ) do not want cardiac resuscitation.
  I (  ) do (  ) do not want mechanical respiration.
  I (  ) do (  ) do not want tube feeding or any other artificial or   
     invasive form of nutrition (food) or hydration (water).
  I (  ) do (  ) do not want blood or blood products.
  I (  ) do (  ) do not want any form of surgery or invasive    
        diagnostic tests.
  I (  ) do (  ) do not want kidney dialysis.
  I (  ) do (  ) do not want antibiotics.

I realize that if I do not specifically indicate my preference regarding any of the forms 
of treatment listed above, I may receive that form of treatment.

Other instructions:

PENNSYLVANIA DECLARATION
INSTRUCTIONS

PRINT YOUR 
NAME

CHECK THE 
OPTIONS WHICH 
REFLECT YOUR 

WISHES

ADD PERSONAL 
INSTRUCTIONS 

(IF ANY)

© 2000
PARTNERSHIP 

FOR CARING, INC.

F i g u r e  4 . 1 Sample advance directive. Because the laws on advance directives vary widely from state to state,
there is no standard advance directive whose language conforms exactly with all states’ laws. (Reprinted with per-
mission of Partnership for Caring, formerly Choice in Dying, 200 Varick Street, New York. For more information,
visit http://www.partnershipforcaring.org.)
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the last act of a very sick individual to control his or
her own fate. Many believe that medical personnel
should be allowed to assist clients in this procedure,
just as they are allowed to assist clients in other 
medical and nursing procedures.

An Unacceptable Practice?
Those who oppose assisted suicide find these argu-
ments unconvincing. Legally, ethically, and morally,
suicide in U.S. society has never been an accepted
practice. Health-care staff goes to great lengths to pre-
vent suicidal clients from injuring themselves. In addi-
tion, individuals in the terminal stages of a disease,
who are overwhelmed by pain and depressed by the
thought of prolonged suffering, might not be able to
think clearly enough to give informed consent for as-
sisted suicide. Also, because the termination of life is
final, it does not allow for spontaneous cures or for the
development of new treatments or medications.

Nonmaleficence is the term that describes the
obligation to do no harm to clients. Whether assisting
in or causing the death of a
client violates this principle
is most likely to be an issue
that will continue to be de-
bated for some time. Sev-
eral states have passed laws
permitting assisted suicide,
but these states have very
strict guidelines. The American Nurses Association
(ANA) and other nurses’ organizations oppose assisted
suicide as a policy and believe that nurses who partici-
pate in it are violating the code of ethics. For similar
reasons, the ANA opposes nurses participating in exe-
cutions of convicted criminals.

HIV AND AIDS

After several years of decrease, the number of HIV
and AIDS cases has begun to rise again in the United
States despite educational efforts on its prevention
and spread. The Centers for Disease Control and Pre-
vention (CDC) reports that the incidence of HIV in-
fection rose from 56 percent in 2008 to 66 percent in
2011 in homosexual men. In the United States, more
than 1.1 million people were HIV positive in 2010.
The southern region of the United States has the
highest incidence of HIV infection, with a rate of 
20 percent per 100,000 people. The national average 
is 10.8 percent per 100,000 people. Several Asian

countries are also seeing a recent dramatic increase 
in cases of HIV/AIDS. In some parts of Africa, it is 
estimated that as much as 60 percent of the entire
population is infected with the virus.

An Emotional Issue
HIV and AIDS have evoked strong emotions both in
the public and in the medical community. Nurses,
who for years held strongly to the ethical principle
that all clients, regardless of race, gender, religion,
age, or disease process, should be cared for equally,
are questioning their obligation to take care of clients
who have AIDS.

The Right to Privacy
Several ethical issues underlie the HIV/AIDS contro-
versy. One of the most important is the right to pri-
vacy. Although there is a general requirement to
report infection with HIV/AIDS to the CDC, many
states have strict laws regarding the confidentiality of
the diagnosis. Unauthorized revelation of the diagno-

sis of HIV/AIDS brings
the possibility of a lawsuit
against the health-care
provider or institution.
However, the right to pri-
vacy is not absolute. Dis-
eases such as tuberculosis,

gonorrhea, syphilis, and hepatitis, which are highly
contagious and sometimes fatal, must be reported to
public health officials.

If the right to privacy can be violated when
the public welfare is at stake, does HIV/AIDS repre-
sent this type of threat? Is it unjust to ask health-care
providers to care for clients with this disease without
knowing that the client has it? Is it just to violate a
client’s privacy when the disease carries with it a po-
tential for social stigma and isolation? Does the client
have a right to know that a health-care provider is in-
fected with HIV/AIDS?

The Right to Care
Another important ethical issue is the right to care. Can
a nurse refuse to care for a client with HIV/AIDS? Ob-
viously, a fundamental right of a client is to receive care,
and a fundamental obligation of a nurse is to provide it.

The Nurse’s Own Interest
The first statement of the 2014 ANA Code of Ethics for
Nurses is that a nurse must provide care unrestricted
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The central issue that Dr. Kevorkian
demonstrated was whether it is ever 
ethically permissible for health-care 
personnel to assist in taking a life.
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by any considerations, including the “nature of the
health problems.” Most acute care facilities will make
some exceptions for the treatment of clients with
HIV/AIDS; for example, if the nurse is pregnant, is 
receiving chemotherapy, or has had other immunity
problems. In most situa-
tions, however, the nurse is
obligated to provide the
best nursing care possible
for all clients, including
those with HIV/AIDS.

What Cost to Society?
What about the tremendous cost involved in treating
individuals who have HIV/AIDS? The medical cost 
of treating a client with HIV/AIDS from the time of

diagnosis to the time of death can run into millions of
dollars. In the face of this crisis, governmental agen-
cies, which bear the brunt of paying for HIV/AIDS
treatment, will have to make some difficult decisions
concerning this issue. With more than 1 million U.S.

citizens already infected
with this disease, the cost
to American society is be-
coming astronomical.

Nurses have the
obligation to care for all
clients, including those

with HIV/AIDS, but should physicians, hospitals, or
governmental agencies also be held to this same pre-
cept? Should our society regard health care as a right
or a privilege?
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In most situations, however, the nurse 
is obligated to provide the best nursing
care possible for all clients, including
those with HIV/AIDS.

“
”
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Nurses Legally Protected for Reporting Child Abuse

A newborn was admitted to the nursery with signs of drug withdrawal and tested
positive for cocaine, although the mother denied using the drug before delivery.
Hospital personnel are required by law to report suspected child abuse, and illegal
drugs in the circulatory system of a newborn are one of the indicators for manda-
tory reporting. On the basis of this finding, the nurses in the newborn nursery filed a
report with the local Child Protective Services (CPS), which investigated the case.

CPS removed the child from the home shortly after discharge from the
hospital. The mother went to court a few days after the child was removed to
plead her case before a family court judge. The judge upheld the decision to re-
move the child. The mother then became even more irate, still insisting she had
not used cocaine, and filed a lawsuit against the hospital, the physicians, the
nurses, and CPS. She cited that these entities were conspiring to keep her from
exercising her constitutional rights.

Over the past decade, courts have been recognizing the integrity of the
family and are beginning to make rulings that support it as a constitutional right.
Because of this trend, the mother’s lawyer felt that the case had merit and might
result in a ruling in her favor with a large punitive settlement.

Looking at all the evidence, the higher court decided that there had
been no attempt on the part of the hospital and staff to deprive the mother of 
her constitutional rights—the mother had been given the opportunity to plead in a
lower court shortly after the child’s removal from the home. The court upheld the
nurses’ requirement to report suspected child abuse and their immunity from civil
lawsuits for carrying out their obligations in good faith.

Questions for Thought

1. Did the court violate the mother’s rights? If they did, why do you feel that way?

2. How do you feel about laws that require the mandatory removal of the infant
from the mother when the infant tests positive for an illegal drug? Is there
any alternative way to address this situation?

3. Common law seems to be moving in the direction of “giving the child back.”
Do you think this trend is moving in the right direction? Why?

I s s u e s  i n  P r a c t i c e

Source: Stewart v. Jackson County, 2009 WL 2922940 S.D. Miss., September 8, 2009.
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ETHICS INVOLVING CHILDREN

Although children are universally acknowledged as
the hope of the future, many children remain poorly
fed, inadequately clothed, in substandard housing,
and educated below the minimal standard. They are
in dire need of all types of health care, even in affluent
countries such as the United States. In the past few
years, there has been a marked increase in the report-
ing of incidents of child neglect and abuse by parents.

The Power of Parents
Our society generally acknowledges the tremendous
decision-making power that parents have on behalf of
their children; however, there are limits to how parents
may decide to act. These limits are sometimes obvious,
as in cases of physical abuse and cruelty to children;
however, they may also be less conspicuous, such as in
cases of neglect or decisions
about withholding medical
care for religious reasons.
Health-care professionals
often find themselves trying
to make decisions about the
appropriateness of a par-
ent’s actions toward a child.

The legal and eth-
ical factors surrounding
the decisions that health-
care providers must make
about child health issues
are complicated and sometimes contradictory, rang-
ing from laws about reporting suspected abuse to ob-
taining permission for treatment. This section focuses
on child abuse and the ethical issues that it creates for
nurses and on the issues of informed consent as it
pertains to children.

Issues involving children have always been an
important consideration in our society. Whereas the
political attention seems to focus on education, drug
and alcohol abuse, and child health-care issues, ethical
concerns in pediatrics are never forgotten and often
serve as the unspoken basis for the more visible issues.

Child health ethical issues are numerous and
diverse, ranging from mass screening for diseases to
withholding permission for treatment.

Child Abuse
Case Study

Emily, who is 8 months old, was brought to the hospi-
tal by her 17-year-old unemployed mother, who stated

that the baby refused to eat at home and vomited a lot.
Emily was very small for her age and was below the
growth curve for weight. She was also neurologically
introverted and showed little interest in her surround-
ings. She slept a great deal of the time. She was admit-
ted to the hospital with a diagnosis of nonorganic
failure to thrive.

During her stay in the hospital, Emily ate well
and gained a significant amount of weight. Her neuro-
logical status also improved.

One nurse suspected that this was a case of
neglect (a form of child abuse) and suggested to the
physician that CPS be notified to evaluate the case. The
physician resisted because there was not enough evi-
dence to make a definitive case and thought that it was
unfair to the parents to make such a claim. The other
nurses felt that by reporting the case they would lose the
trust of the mother and cause her to avoid health care

for Emily in the future.
They also cited a case in
which nurses and the hos-
pital were sued when they
reported a teenage mother
for neglect; the accusation
later proved to be false.

Emily was sent
home after 3 weeks but was
readmitted 1 month later
with the same complaints
of poor feeding. She had
lost weight since her dis-

charge from the hospital, and she was again neurologi-
cally withdrawn. The physician still refused to notify
CPS because of the lack of hard evidence. He thought
that the available data did not warrant an investigation
and possible removal of the child from the home. The
nurse still believed that the mother should be reported
on the basis of suspicions that could be substantiated
legally. 

Ethics Regarding Child Abuse
There is a general legal requirement in most states
that suspected child abuse must be reported by
health-care providers and by anyone who suspects
that child abuse has occurred. Abuse is more obvious
when the child has physical injuries that do not fit the
medical history or are atypical for the age group.
However, in cases of neglect, the evidence may be
very minimal or even nonexistent. Often nurses and
physicians who specialize in the care of children rely
on their experience in making decisions to report or
not report suspected abuse.
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Most acute care facilities will make some
exceptions for the treatment of clients
with AIDS; for example, if the nurse is
pregnant, is receiving chemotherapy, or
has had other immunity problems. In
most situations, however, the nurse is
obligated to provide the best nursing
care possible for all clients, including
those with AIDS.
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A conflicting ethical principle sometimes
forgotten in the reporting of suspected child abuse is
the family’s right to privacy and self-determination. It
is an equally fundamental right that Emily’s parents
be allowed to live their lives according to their own
values, free from intrusions.

Decisions about reporting suspected child
abuse or neglect rest on the underlying ethical princi-
ples of beneficence and protection of the best interests
of the child. It is always difficult to decide how far
ranging these concerns for “best interest” should be.
However, when the child is a client in the hospital,
beneficence usually outweighs fidelity and veracity.

Physicians tend to focus on solving the im-
mediate problem. Nurses have a more holistic view-
point and tend to see children in relationship to their
environments and to the environments of the parents. 

Resolving the Dilemma
How is the nurse going to resolve this dilemma? Should
she report the case and go against the physician’s deci-
sion? Should she just agree with the physician and defer
to his greater experience? Should she submit the prob-
lem to the hospital ethics committee? Are there any
other possible options for action in this case?

It is likely that the physician was correct in his
decision about this case, although his ethical reasoning
may leave something to be desired. Legally, it is unlikely
that there would be sufficient proof to remove the in-
fant from the mother because home monitoring could
achieve the same results. Therefore, how can the ethical
obligations for the best interest of the child be met?

One very plausible solution is to monitor 
the child closely through frequent follow-ups, either
at the physician’s office or at the local health depart-
ment. In addition, a follow-up and home evaluation
could be arranged through a home health-care
agency, which could also make available other com-
munity resources to help in Emily’s care. If the infant
continued to fail to gain weight, or if it was later 
determined that Emily’s mother was indeed unable 
to care adequately for her, the case could then be 
referred to CPS.

The role of the nurse who cares for the 
very young or abused child is one of client advocate.
These children need help and protection, and at
times, for their very survival, must be taken out of 
an abusive home setting. Nurses need to be aware 
of and use all the resources available in these situa-
tions, including the police, CPS, welfare, and home
health-care agencies.

Informed Consent and Children
Case Study

Peter, one of a pair of 7-year-old identical twins, devel-
oped severe bilateral glomerulonephritis after a strepto-
coccal (strep) throat infection. The renal involvement
was so severe that it did not respond to any medical
treatment, and both of his kidneys had to be removed.
Paul, Peter’s identical twin, was evaluated for kidney do-
nation and, as expected, matched on all six antigens as
well as blood type and size. Paul seemed to understand
what had happened to his brother and agreed to donate
one of his kidneys to keep his brother alive.

However, the children’s parents were having
some trouble agreeing on whether Paul should donate a
kidney to Peter. The twins’ mother felt that the donation
and transplantation should be permitted because it
would indeed help keep Peter alive and would also make
Paul feel that he was an important part of the process.
She argued that if Peter ever did die, Paul would be over-
come with guilt knowing that he could have saved his
brother but did not.

The twins’ father was not as certain about the
transplantation procedure. He thought that Paul was too
young to make a truly free decision of that type and that
he did not really understand the serious nature of a kid-
ney removal operation. He thought that Paul, because he
was so young, might have been unduly influenced by
subtle yet powerful pressures from his family. No one
had directly told Paul that he must donate one of his
kidneys, yet the fact that his brother’s survival might
well depend on his decision could have had a major 
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effect on his willingness to donate. Because Peter was
being maintained on dialysis and seemed to be doing
fairly well, the twins’ father thought that he should be
put on the transplant list to see whether a suitable 
nonrelated donor could be found.

The nurses on the unit where Peter was being
cared for were equally divided about whether the trans-
plantation should be performed. At various times during
Peter’s lengthy stay in the hospital, they had all been asked
by the parents, usually one parent at a time, whether or not
they should go ahead with the transplantation. 

Case-Study Analysis

The question as related to the case study is, “Does a 
7-year-old child have sufficient rational decision-making
ability to decide to donate a kidney to his brother?” If,
after careful assessment of the child, the answer is yes,
then under the rights-in-trust doctrine, the right to self-
determination can be turned over to the child, and he
can make his own decision. If the answer is no, the child
should not be permitted to donate the kidney.

Other ethical principles can be brought to bear
on this decision. From a utilitarian viewpoint, the child
should be allowed to donate the kidney because it would
provide the greatest good or happiness for the greatest
number of people. Similarly, love-based ethics, or the
Golden Rule system of ethical decision-making, would

also support the donation on the grounds that Paul
identifies closely with his brother and appears to under-
stand the issues involved in donation. However, from an
egoistic or beneficent viewpoint, because the transplan-
tation has little benefit for the donor and will surely
cause pain and place him at risk for postoperative com-
plications, the operation should not be permitted.

As with many ethical dilemmas, there is no
perfect answer to this situation. The best that can be
done is to ensure that the parents and children have as
much necessary information as possible and to support
their decisions (Box 7.3).

By recognizing the rights of children as indi-
viduals, we also recognize their importance to society.
However, parents and health-care professionals also
have the duty to nurture, support, and guide children as
they grow into adolescence and adulthood. Nurses who
work with children are challenged to support their inde-
pendence by encouraging them to be responsible for and
participate in their own health care.

Ethical Principles Regarding Child Health Care
One important difference between adults and chil-
dren that always needs to be considered in ethical de-
cisions about child health care is that children are
dependents. As dependents, they generally are not at-
tributed the right to self-determination that is funda-
mental to adult decision-making.
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B o x  7 . 3
Determining the Greatest Good

Sherry is an RN who works for a rehabilitation center that deals mainly with developmentally delayed children.
For several years, Sherry has been following the case of Margie N, who is now 8 years old and has Down syn-
drome and moderate retardation. Margie has made slow but steady progress in achieving basic motor and
cognitive skills but still requires close supervision of all activities and care for all basic hygiene needs. Margie is
still not advanced enough to participate in group activities at the center’s day clinic.

Mrs. N, Margie’s mother, a 42-year-old widow, has been providing a high level of care for Margie at home
as well as meeting the child’s demands for love and attention. Recently, Mrs. N has been diagnosed with sys-
temic lupus erythematosus (SLE), which has displayed as its primary symptoms severe joint pain and stiffness.
During the past several months, Mrs. N has been finding it increasingly difficult to care for Margie because of
the progressive nature of the SLE.

Mrs. N is trying to make a decision about long-term care for Margie. She trusts Sherry’s judgment com-
pletely and often relies on the information and teaching given by the nurse to make changes in Margie’s care.
Sherry is uncertain about what advice she should give. She recognizes that the high level of care and comfort
provided by Mrs. N have been an essential part in the advances Margie has made up to this point, but she
also recognizes that Mrs. N may soon reach a point where she can no longer provide care. It seems that to do
what is good for Mrs. N (i.e., placing Margie in an institution) would be harmful to Margie, whereas doing what
is good for Margie (i.e., leaving her at home) would be harmful to Mrs. N. What is the best course of action in
this situation? Are there any alternative solutions to this dilemma?
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A Three-Way Relationship
Whenever there is an ethical dilemma involving child
health-care issues, a three-way relationship develops
involving the child, the health-care professional, and
the parents. Generally, the parents have the primary
role in deciding health-care issues for their underage,
dependent children on the basis of what they con-
sider to be in the child’s best interests.

Current routine child health practices rein-
force this principle. Young children are given immu-
nizations and medications, have blood drawn for tests,
and even have operations such as tonsillectomies or
myringotomies, all without anyone asking for their 
permission. This exemption to the principle of self-
determination in children is based on the belief that
young children do not yet have the capacity to make
fully rational decisions. Yet the final expectation for
children is that at some point in their lives they develop
the capacity to make informed, correct decisions. The
primary questions then become, “When do they de-
velop this capacity for rational decision-making?” 
and “How should they be
treated until they develop
this capacity?”

Safeguarding the
Child’s Rights
The legal system has
fixed the age for rational 
decision-making at age 18 years. Children who are

younger than 18 years of age, with a few exceptions,
require the permission of the parent for any and all
medical procedures. Children older than 18 years of
age can make their own decisions about health care.

The difficulty with fixing an age is that it is ar-
bitrary and does not reflect the reality of the individual
child’s development. From experience, it can be ob-
served that many children who are 9 or 10 years old
exhibit rather advanced and adultlike decision-making
skills, whereas other “children” who may be 18 or 
19 years of age display a marked lack of this ability.

However, the more serious question is,
“How should underage children be treated?” 
One solution is to deny, because of their age, that
they have rights and then treat them as being in-
competent by bringing to bear paternalistic, best-
interest interventions. Another approach is to say
that children do have the same rights as adults 
except that these rights are temporarily suspended
until the child is sufficiently mature to exercise
them. This is called rights-in-trust, and the rights

are turned over to the
child at the appropriate
time. So, when is the 
appropriate time?

One way to pro-
ceed is to turn over all 
the rights to the child 
at the same time—for 

example, when he or she reaches 18 years of age. 
A more vigilant manner is to gradually release indi-
vidual rights as the child grows older and is pre-
pared to exercise them. In either case, appropriate
adults, including nurses, have the role of safeguard-
ing the child’s rights and acting as guardians, 
protectors, and advocates of the children under
their care.
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C o n c l u s i o n

Ethical issues are a factor in the daily practice of all
nurses. Any time a nurse comes in contact with a
client, a potential ethical situation exists. In today’s
world, with rapidly advancing technology and unusual
health-care situations, ethical dilemmas are proliferat-
ing. Nurses can be prepared to deal with most of these
dilemmas if they keep current with the issues and are
able to follow a systematic process for making ethical

decisions. At some point, difficult decisions must be
made, and we should not avoid making them. One of
the worst elements of ethical decision-making is that it
is very unlikely that everyone involved in the dilemma
will be happy with the decision. However, if the deci-
sion is made after the situation has been analyzed and
if it is made on the basis of sound ethical principles, it
can usually be defended.

Whenever there is an ethical dilemma
involving child health-care issues, a
three-way relationship develops involv-
ing the child, the health-care profes-
sional, and the parents.

“
”

What Do You Think?

?If you were the nurse, what would you suggest to the 
twins’ parents? What ethical issues would be involved 
in your suggestions?
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
CASE STUDY IN ETHICS

Analyze the following case study using the ethical decision-making process:
Sally Jones, registered nurse (RN), a public health nurse for a rural health

department, was preparing to visit Mr. Weems, a 58-year-old client who was re-
cently diagnosed with chronic bronchitis and emphysema. Mr. Weems was unem-
ployed as a result of a farming accident and had been previously diagnosed with
hypertension and extreme obesity. Ms. Jones was making this visit to see why Mr.
Weems had missed his last appointment at the clinic and whether he was taking
his prescribed antibiotics and antihypertensive medications.

As Ms. Jones pulled into the driveway of Mr. Weems’s house, she no-
ticed him sitting on the front porch smoking a cigarette. She felt a surge of anger,
which she quickly suppressed, as she wondered why she spent so much of her
limited time teaching him about the health consequences of smoking.

During the visit, Ms. Jones determined that Mr. Weems had stopped tak-
ing both his antihypertensive and antibiotic medications and rarely took his expec-
torants and bronchodilators. He coughed continuously, had a blood pressure of
196/122 mm Hg, and had severely congested lung sounds. Mr. Weems listened
politely as Ms. Jones explained again about the need to stop smoking and the 
importance of taking his medications as prescribed. She also scheduled another
appointment at the clinic in 1 week for a follow-up.

As she drove away to her next visit, Ms. Jones wondered about the ethi-
cal responsibilities of nurses who must provide care for clients who do not seem
to care about their own health. Mr. Weems took little responsibility for his health,
refused to even try to stop smoking or lose weight, and did not take his medica-
tions. She wondered whether there was a limit to the amount of nursing care a
noncompliant client should expect from a community health agency. She reflected
that the time spent with Mr. Weems would have been spent much more produc-
tively screening children at a local grade school or working with mothers of 
newborn infants.

• What data are important in relation to this situation?
• State the ethical dilemma in a clear, simple statement.
• What are the choices of action, and how do they relate to specific ethical principles?
• What are the consequences of these actions?
• What decisions can be made?
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THE LEGAL SYSTEM

or many nurses, the mere mention of the word lawsuit provokes a
high level of anxiety. At first glance, the legal system often seems to be a
large and confusing entity whose intricacies are designed to entrap the
uninitiated. Many nurses feel that even a minor error in client care will
lead to huge settlements against them and loss of their nursing license.
In reality, even though the number of lawsuits against nurses has been
increasing since the early 1990s, the number of nurses who are actually
sued in court remains relatively small. However, many cases are settled
out of court, often before any official legal action has been taken.

It is important to remember that the legal system is just one ele-
ment of the health-care system. Laws are rules to help protect people and
to keep society functioning. The ultimate goal of all laws is to promote
peaceful and productive interactions among the people of that society.

An understanding of basic legal principles will augment the
quality of care that the nurse delivers. In our litigious society, it is im-
portant to comprehend how the law affects the profession of nursing
and the individual nurse’s daily practice.

SOURCES OF LAW

There are two major sources of laws in the United States: statutory law
and common law (Box 8.1). Most laws that govern nursing are state-level
statutory laws because licensure is a function of the state’s authority.

Mary Evans

Tonia Aiken

Nursing Law and Liability

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Distinguish between statutory
law and common law

• Differentiate civil law from 
criminal law

• Explain the legal principles 
involved in:
• Unintentional torts
• Intentional torts
• Quasi-intentional torts
• Informed consent
• Do-not-resuscitate (DNR) 

orders
• Describe the trial process
• List methods to prevent 

litigation
• Identify the elements in 

delegation

8
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Statutory Law
Statutory law consists of laws written and enacted by
the U.S. Congress; the state legislatures; and other
governmental entities such as cities, counties, and
townships. Legislated laws enacted by the U.S. Con-
gress are called federal statutes. State-drafted laws are
called state statutes. Individual cities and municipali-
ties have legislative bodies that draft ordinances,
codes, and regulations at their respective levels.

The laws that govern the profession of nurs-
ing are statutory laws. Most of these laws are written
at the state level because licensure is a responsibility
of the individual states. These laws include the nurse
practice act, which establishes the state board of nurs-
ing, the scope of practice for nurses, individual licen-
sure procedures, punitive actions for violation of the
practice act, and the schedule of fees for nurse licen-
sure in the state.

Common Law
Common law is different from statutory law in that it
has evolved from the decisions of previous legal cases
that form a precedent. These laws represent the accu-
mulated results of the judgments and decrees that
have been handed down by courts of the United States
and Great Britain through the years.

Common law often extends beyond the
scope of statutory law. For example, no statutes re-
quire a person who is negligent and causes injury to
another to compensate that person for the injury.
However, court decisions that have addressed the
same legal issues, such as negligence, over and over
have repeatedly ruled that the injured person should

receive compensation. The way in which each case is
resolved creates a precedent, or pattern, for dealing
with the same legal issue in the future. The common
laws involving negligence or malpractice are the laws
most frequently encountered by nurses.

Common law or case law is law that has 
developed over a long period. The principle of stare
decisis requires a judge to make decisions similar to
those that have been handed down in previous cases
if the facts of the cases are identical. Common law 
decisions are published in bound legal reports. 
Generally speaking, common law deals with matters
outside the scope of laws enacted by the legislature.

DIVISIONS OF LAW

In the U.S. legal system, there are many divisions in
the law. A major example is the difference between
criminal law and civil law, either of which may be
statutory or common in origin.

Criminal Law
Criminal laws are concerned with providing protec-
tion for all members of society. When someone is 
accused of violating a criminal law, the government 
at the county, city, state, or federal level imposes a
punishment that is appropriate to the type of crime.
Criminal law involves a wide range of malfeasance,
from minor traffic violations to murder.

Although most criminal law is created and
regulated by the government through the enactment
of statutes, a small portion falls under the common
law. Statutes are developed and enacted by the legisla-
ture (state or federal) and approved by the executive
branch, such as a governor or the president. Criminal
law is further classified into two types of offenses: 
(1) misdemeanors, which are minor criminal offenses,
and (2) felonies, which are major criminal offenses.

In the criminal law system, an individual ac-
cused of a crime is called the defendant. The prosecut-
ing attorney represents the people of the city, county,
state, or federal jurisdiction who are accusing the in-
dividual of a crime. A criminal action is rendered
when the person charged with the crime is brought to
trial and convicted. Penalties or sanctions are im-
posed on the violators of criminal law and are based
on the scope of the crime. They can involve a range of
punishments, from community service work and
fines to imprisonment and death.
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B o x  8 . 1
Division and Types of Law

Statutory Law and Common Law
I. Criminal law

A. Misdemeanor
B. Felony

II. Civil Law
A. Tort law

1. Unintentional tort
2. Intentional tort
3. Quasi-intentional tort

B. Contract law
C. Treaty law
D. Tax law
E. Other
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The Nurse’s Involvement
Nurses can become involved with the criminal system
in their nursing practice in several ways. The most
common violation by nurses of the criminal law is
through failure to renew nursing licenses. In this situ-
ation, the nurse is practicing without a license, which
is a crime in all states.

Nurses also become involved with the illegal
diversion of drugs, particularly narcotics, from the
hospital. This is a more serious crime, which may lead
to imprisonment. Recent cases involving intentional
or unintentional deaths of
clients and assisted suicide
cases have also led to crim-
inal action against nurses.1

Civil Law
Nurses are much more
likely to become involved
in civil lawsuits than in criminal violations. Civil laws
generally deal with the violation of one individual’s
rights by another individual. The court provides the
forum that enables these individuals to have their dis-
putes resolved by an independent third party, such as
a judge or a jury of the defendant’s peers.

The individual who brings the dispute to the
court is called the plaintiff. The formal written docu-
ment that describes the dispute and the resolution
sought is called the complaint. The individual against
whom the complaint is filed is the defendant, who, in
conjunction with his or her attorney, prepares the 
answer to the complaint. In civil cases, the burden of
proof rests with the plaintiff.

Civil law has many branches, including con-
tract law, treaty law, tax law, and tort law. It is under
the tort law that most nurses become involved with
the legal system.

Tort Law
A tort is generally defined as a wrongful act committed
against a person or his or her property independently of
a contract. A person who commits a tort is called the
tortfeasor and is liable for damages to those who are
affected by the person’s actions. The word tort, derived
from the Latin tortus (twisted), is a French word for
“injury” or “wrong.” Torts can involve several different
types of actions, including a direct violation of a per-
son’s legal rights or a violation of a standard of care that
causes injury to a person. Torts are classified as unin-
tentional, intentional, or quasi-intentional.

Unintentional Torts

Negligence
Negligence is the primary form of unintentional
tort. Negligence is generally defined as the omission
of an act that a reasonable and prudent person would
perform in a similar situation or the commission of
something a reasonable person would not do in that
situation. Nonfeasance is a type of negligence that

occurs when a person fails
to perform a legally 
required duty.2

Malpractice
Malpractice is a type of
negligence for which pro-
fessionals can be sued

(professional negligence). Because of their profes-
sional status, nurses are held to a higher standard of
conduct than the ordinary layperson. The standard
for nurses is what a reasonable and prudent nurse
would do in the same situation: Registered nurses
must use the skill, knowledge, and judgment 
they have learned through their education and 
experience.3

For instance, it is reasonable and prudent
that the nurse put the side rails up on the bed of 
a client who has just received an injection of a 
narcotic pain medication because the drug causes
drowsiness and sometimes confusion. If the nurse
gave an injection of a narcotic medication but for-
got to put the side rails up and the client fell out 
of bed and fractured a hip, the nurse could be sued
for the negligent act of forgetting to put the side 
rail up.
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The most common violation by nurses of
the criminal law is through failure to
renew nursing licenses. In this situation,
the nurse is practicing nursing without a
license, which is a crime in all states.

“
”

What Do You Think?

?
Do you know anyone who has filed a malpractice suit or a
health-care provider who was the defendant in a malprac-
tice suit? What was the situation that caused the case? How
was it resolved? If you have never been involved with a mal-
practice suit or do not know anyone who has, how would
you feel if a lawsuit were to be brought against you?
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Four elements are required for a person to
make a claim of negligence:

1. A duty was owed to the client (professional 
relationship).

2. The professional violated the duty and failed 
to conform to the standard of care (breach 
of duty).

3. The professional’s failure to act was the proximate
cause of the resulting injuries (causality).

4. Actual injuries resulted from the breach of duty
(damages).

If any of these elements are missing from the
case, the client will probably not be able to win the
lawsuit (Box 8.2).
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B o x  8 . 2
Malpractice Considerations

Nursing malpractice is based on the legal premise that a nurse can be held legally responsible for the personal
injury of another individual if it can be proved that the injury was the result of negligence.2 Nursing malpractice is
based on four elements: (1) duty, (2) breach of duty, (3) causation (the “but for” test), and (4) damage or injury.

Inappropriate work assignment and inadequate supervision are a breach of duty and could be the basis
for finding a nurse’s actions to be negligent. Failure or breach of duty to delegate is established by proving
that a reasonably prudent nurse would not have made a particular assignment or delegated a certain respon-
sibility or that supervision was inadequate under the circumstances.

The act of improper delegation of tasks or inadequate supervision must be evaluated in light of the “but
for” test related to the injury. If the person who performed the injurious act had not been assigned or dele-
gated to perform the task or had been adequately supervised, the injury could have been avoided. Conse-
quently, the nurse is not being held liable for the negligent act of her subordinate, but for the lack of
competence in performing the independent duties of delegation and supervision.

Off-Site Consideration
Registered nurses who practice in public health, community, or home-care settings must rely frequently on
written or telephone communication when delegating patient care duties to assistive personnel. The nurse
who must supervise from off-site has a particular duty to assess the knowledge, skills, and judgment of the
assistive personnel before making assignments. Regular supervisory visits and impeccable documentation will
help the registered nurse ensure that care provided by assistive personnel is adequate.

Source: Aiken TD. Legal, Ethical, and Political Issues in Nursing. Philadelphia: FA Davis, 1994, pp. 66–69.
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Case Study

Consider the following situation:
Mr. Fagin, a 78-year-old client, was admitted from a nursing home for the

treatment of a fractured tibia after he fell out of bed. After the fracture was reduced,
a fiberglass cast was applied, and Mr. Fagin was sent to the orthopedic unit for fol-
low-up care. While making her 0400 rounds, the night charge nurse, a registered
nurse (RN), discovered that Mr. Fagin’s foot on the casted leg was cold to the
touch, looked bluish purple, and was swollen approximately 11⁄2 times its normal
size. The nurse noted these findings in the client’s chart and relayed the informa-
tion to the day-shift nurses during the 0630 shift report.

The charge nurse on the day shift promptly called and relayed the find-
ings to Mr. Fagin’s physician. The physician, however, did not seem to be con-
cerned and only told the nurse to “keep a close eye on him, and don’t bother me
again unless it is an absolute emergency.” A short time later, Mr. Fagin became
agitated, complained of severe pain in the affected foot, and eventually began
yelling uncontrollably. The charge nurse called the emergency department (ED)
physician to come check on the client. The ED physician immediately removed the
cast and noted an extensive circulatory impairment that would not respond to
treatment. A few days later, Mr. Fagin’s leg was amputated. His family filed a mal-
practice lawsuit against the hospital, the physician, and both the night and day
charge nurses.

Questions for Thought

• Are all the elements present in this case for a bona fide lawsuit? 

• What could have been done to prevent this situation from happening? 

• How should nurses deal with reluctant or hostile physicians?

I s s u e s  i n  P r a c t i c e
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Professional Misconduct
Malpractice is more serious than mere negligence 
because it indicates professional misconduct or un-
reasonable lack of skill in performing professional
duties. Malpractice suggests the existence of a profes-
sional standard of care and a deviation from that
standard of care. A professional expert witness is
often asked to testify in a malpractice case to help es-
tablish the standard of care to which the professional
should be held accountable.

A 1988 case in South Dakota presents an ex-
ample of nursing malpractice. The nurse failed to
question the physician’s order to discharge a client
when she discovered the client had a fever. In this
case, a supervisory nurse provided expert testimony
and reported to the judge that the general standard of
care for nurses is to report a significant change in a
client’s condition, such as an elevated temperature. It
is the nurse’s responsibility to question the physi-
cian’s order as to appropriateness of discharge.

The records on this case indicated that the
client’s elevated temperature was charted after the
physician had completed his rounds. The nurse did
not notify the physician of the client’s fever, and the
client was subsequently discharged. The client was
readmitted a short time after discharge and died in
the hospital. The nurse was found negligent. The

court held that negligence can be determined by fail-
ure to act as well as by the commission of an act.

Many other types of actions by nurses can
produce malpractice lawsuits. Some of the more 
common actions include:

• Leaving foreign objects inside a client during 
surgery.

• Failing to follow a hospital standard or protocol.
• Not using equipment in accordance with the 

manufacturer’s recommendations.
• Failing to listen to and respond to a client’s 

complaints.
• Not properly documenting phone conversations

and orders from physicians.
• Failing to question physician orders when 

indicated (e.g., too large medication dosages, 
inappropriate diets).

• Failing to clarify poorly written or illegible 
physician orders.

• Failing to assess and observe a client as directed.
• Failing to obtain a proper informed consent.
• Failing to report a change in a client’s condition,

such as vital signs, circulatory status, and level of
consciousness.

• Failing to report another health-care provider’s 
incompetency or negligence.

• Failing to take actions to provide for a client’s
safety, such as not cleaning up a liquid spill on the
floor that causes a client to fall.

• Failing to provide a client with sufficient and appro-
priate education before discharge.3
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Nurse Malpractice in Client Fall

At a hospital in Washington State, a client with a recent leg amputation was still
partially sedated after surgery. The nurse assigned to his care was called away
from the room and failed to raise the bed rails. The client attempted to get out of
bed, fell, and was injured.

The client sued the hospital for negligence. Using the hospital’s own poli-
cies and procedures manual, the client’s lawyer pointed out the requirement that
satisfactory precautions be taken to restrain disabled or sedated clients.

The nurse’s lawyer based the defense on the argument that the nurse
was following the physician’s standing orders to allow the client to ambulate 
postoperatively to hasten recovery and prevent complications.

The court agreed with the client and concluded that the nurse had an 
obligation, based on the hospital’s policy and procedures, to assess the client’s
physical and mental condition. Nurses have an obligation not to leave clients 
unattended in an unsafe bed configuration.

All lawsuits alleging health-care provider negligence require expert wit-
ness testimony. Without this, courts will almost always dismiss a negligence case
decided by a lay jury, even when it is as obvious as a fall from bed. In this case,
the expert testimony not only supported the lawyer’s contention that the hospital’s
policy and procedures upheld the suit but also emphasized the point that clients
recently returned from surgery are disoriented from anesthesia and should never
be left alone unless the bed rails are raised to their full upright position.

When the case was appealed, the court of appeals wrote the 
following ruling:

“A lawsuit against a hospital for negligence does not necessarily
have to involve medical malpractice committed by a physician. 
A hospital’s nurses have their own independent legal duties in 
assessing and caring for their patients.”A hospital is not relieved of its own legal liability for negligence just be-

cause the hospital’s staff nurses followed the physician’s orders. That is, a hospi-
tal’s nursing staff cannot necessarily rely on a physician’s standing orders for a
patient to be up and out of bed and leave the bed rails down.

A patient freshly out of surgery who is taking pain and sedative medica-
tions must be evaluated continually by the staff. The patient’s present physical
and mental state is all that matters. The nurses may have to disregard the physi-
cian’s standing orders and instead follow the hospital’s policies and procedures
for a restraint in the form of raised bed rails when necessary to insure the 
patient’s safety.

I s s u e s  i n  P r a c t i c e
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Questions for Thought

• Do you agree with the jury’s decision against the nurse? Why?

• The nurse has a legal and ethical obligation (fidelity) to follow the physician’s
order. Is there ever a situation when the nurse can ignore a physician’s
order?

• Under what legal principle was the hospital held liable for the nurse’s actions? 

• What other actions might the nurse have taken, besides putting up the side
rails, to prevent the patient from falling?

I s s u e s  i n  P r a c t i c e continued

Source: Greenberg v. Empire Health Services Inc., 2006 WL 1075574 Wash. App., April 25,
2006. Court of Appeals of Washington, April 25, 2006.
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If the Nurse Is Liable
If a nurse is found guilty of malpractice, several types
of action may be taken. The nurse may be required to
provide monetary compensation to the client for gen-
eral damages that were a direct result of the injury,
including pain, suffering, disability, and disfigure-
ment. In addition, the nurse is often required to pay
for special damages that resulted from the injury,
such as all involved medical expenses, out-of-pocket
expenses, and wages lost by the client while he or she
was in the hospital.

Optional damages, including those for emo-
tional distress, mental suffering, and counseling ex-
penses that were an outgrowth of the initial injury,
may be added to the total settlement. If the client is
able to prove that the nurse acted with conscious dis-
regard for the client’s safety or acted in a malicious,
willful, or wanton manner that produced injury, an
additional assessment of punitive or exemplary dam-
ages may be added to the award.

Intentional Torts
An intentional tort is gen-
erally defined as a willful
act that violates another
person’s rights or prop-
erty. Intentional torts can
be distinguished from mal-
practice and acts of negligence by the following three
requirements: (1) the nurse must intend to bring
about the consequences of the act, (2) the nurse’s act
must be intended to interfere with the client or the
client’s property, and (3) the act must be a substantial
factor in bringing about the injury or consequences.

The most frequently encountered intentional
torts are assault, battery, false imprisonment, aban-
donment, and intentional infliction of emotional dis-
tress. With intentional torts, the injured person does
not have to prove that an injury has occurred, nor is
the opinion of an expert witness required for adjudi-
cation. Punitive damages are more likely to be as-
sessed against the nurse in intentional tort cases, and
some intentional torts may fall under the criminal law
if there is gross violation of the standards of care.

Assault and Battery
Assault is the unjustifiable attempt to touch an-
other person or the threat of doing so. Battery is
actual harmful or unwarranted contact with an-
other person without his or her consent. Battery is

the most common intentional tort seen in the prac-
tice of nursing.

For a nurse to commit assault and battery,
there must be an absence of client consent. Before
any procedure can be performed on a competent,
alert, and normally oriented client, the client must
agree or consent to the procedure being done. Negli-
gence does not have to be proved for a person to be
successful in a claim for assault and battery.

A common example of an assault and bat-
tery occurs when a nurse physically restrains a client
against the client’s will and administers an injection
against the client’s wishes.

False Imprisonment
False imprisonment occurs when a competent client
is confined or restrained with intent to prevent him or
her from leaving the hospital. The use of restraints
alone does not constitute false imprisonment when
they are used to maintain the safety of a confused, dis-
oriented, or otherwise incompetent client. In general,
mentally impaired clients can be detained against their

will only if they are at risk
for injuring themselves or
others. The use of threats
or medications that inter-
fere with the client’s ability
to leave the facility can

also be considered false imprisonment.

Intentional Infliction of Emotional Distress
Intentional infliction of emotional distress is another
common intentional tort encountered by the nurse.
To prove this intentional tort, the following three ele-
ments are necessary: (1) the conduct exceeds what is
usually accepted by society, (2) the health-care
provider’s conduct is intended to cause mental dis-
tress, and (3) the conduct actually does produce men-
tal distress (causation). Any nurse who is charged with
assault, battery, or false imprisonment is also at risk
for being charged with infliction of emotional distress.

A 1975 case, Johnson v. Women’s Hospital, is
an example of infliction of emotional distress. A mother
wished to view the body of her baby, who had died dur-
ing birth. After she made the request, she was handed
the baby’s body, which was floating in a gallon jar of
formaldehyde.1 The Johnson case demonstrates a clear
lack of respect shown to the mother. If the mother in
this delicate situation had been treated with dignity 
and respect, the situation would have been avoided.
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Because of their professional status, nurses
are held to a higher standard of conduct
than the ordinary layperson.“ ”
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Client Abandonment
Because of the ongoing nursing shortage, abandon-
ment of clients has become an important legal and
ethical issue for health-care providers. Abandonment
occurs when there is a unilateral severance of the pro-
fessional relationship with the client without ade-
quate notice and while the requirement for care still
exists. The nurse–client relationship continues until it
is terminated by mutual consent of both parties.

From an ethical standpoint, the issue of aban-
donment falls under the umbrella of beneficence. From
the legal view, client abandonment can be considered
an intentional tort, breach of contract, or in some cases
in which injury occurs, malpractice. The key phrase to
keep in mind when discussing client abandonment is
without adequate notice. If the client knows that the
nurse’s shift is scheduled to end at 7 p.m., the client
and the hospital both have adequate notice.

It is not uncommon for nurses in today’s
health-care system to be approached by nursing su-
pervisors telling them, “Everyone else called in, so
you will have to work a double shift or you could be
charged with client abandonment.” In this case, the
abandonment becomes the hospital’s responsibility,
not the nurse’s. Nurses sometimes feel uncomfortable
about going on strike because it seems to imply client
abandonment; however, if there is adequate notice
about the strike and if the facility has had time to
make arrangements for care or discharge of clients,
there is no client abandonment. The growing practice
of emergency client diversion, occurring when facili-
ties can no longer safely care for emergency clients
because of lack of space or staffing, can potentially fall
under the legal definitions of abandonment.

Quasi-Intentional Torts
A quasi-intentional tort is a mixture of unintentional
and intentional torts. It is defined as a voluntary act
that directly causes injury or distress without intent to
injure or to cause distress. A quasi-intentional tort
does have the elements of volition and causation with-
out the element of intent. Quasi-intentional torts usu-
ally involve situations of communication and often
violate a person’s reputation, personal privacy, or civil
rights (Box 8.3).

Defamation of Character
Defamation of character, which is the most common
of the quasi-intentional torts, is harmful to a person’s
reputation. Defamation injures a person’s reputation

by diminishing the esteem, respect, good will, or con-
fidence that others have for the person. It can be es-
pecially damaging when false statements are made
about a criminal act or an immoral act or when there
are false allegations about a client’s having a conta-
gious disease. In Schessler v. Keck (1954), a nurse was
found liable for defamation of character when she
told a friend that a client for whom she was caring
was a caterer and was being treated for syphilis. Even
though the statement was false, when the information
became public, it destroyed his catering business.2

Defamation includes slander, which is spo-
ken communication in which one person discusses
another in terms that harm that person’s reputation.
Libel is a written communication in which a person
makes statements or uses language that harms another
person’s reputation. To win a defamation lawsuit
against the nurse, the client must prove that the nurse
acted maliciously, abused the principle of privileged
communication, and wrote or spoke a lie.3

Medical record documentation is a primary
source of defamation of character. Through the years,
the client’s chart has been the basis of many defamation
lawsuits. Discussion about a client in the elevators, 
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B o x  8 . 3
Registered Nurse Licensure

The legislature of each state enacts laws that gov-
ern the practice of nursing. The purpose of licens-
ing law is to ensure that the public is protected
from unqualified practitioners by developing and
enforcing regulations that define who may prac-
tice in the profession, the scope of that practice,
and the level of education for the profession.

A fundamental premise of nursing practice
is that a professional nurse is personally respon-
sible for all acts or omissions undertaken within
the scope of practice. The American Nurses As-
sociation defines delegation as “the transfer of
responsibility for the performance of an activity
from one person to another while retaining ac-
countability for the outcome.”1 Additionally, the
nurse is responsible for the adequate supervi-
sion of a task delegated to a subordinate. If the
nurse fails to delegate appropriately or supervise
adequately, any injuries resulting from the acts
of the subordinate may result in licensure ramifi-
cations. The state licensing board may take 
disciplinary actions.
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cafeteria, and other public areas can also lead to lawsuits
for defamation if negative comments are overheard.

Invasion of Privacy
Invasion of privacy is a violation of a person’s right to
protection against unreasonable and unwarranted in-
terference with one’s personal life. To prove that inva-
sion of privacy has occurred, the client must show that
(1) the nurse intruded on the client’s seclusion and pri-
vacy, (2) the intrusion is objectionable to a reasonable
and prudent person, (3) the act committed intrudes on
private or published facts or pictures of a private na-
ture, and (4) public disclosure of private information
was made.4 Examples of invasion of privacy include
using the client’s name or picture for the sole advan-
tage of the health-care provider, intruding into the
client’s private affairs without permission, giving out
private client information over the telephone, and 
publishing information that misrepresents the client’s
condition. Because of the
Health Insurance Portabil-
ity and Accountability Act
(HIPAA) of 1996, health-
care providers have become
more aware than ever of
the issue of confidentiality
in the health-care setting.5 

Breach of Confidentiality
Confidentiality of informa-
tion concerning the client
must be honored. A breach
of confidentiality results when a client’s trust and confi-
dence are violated by public revelation of confidential or
privileged communications without the client’s consent.

Privileged Communication
Privileged communication is protected by law and ex-
ists in certain well-defined professional relationships—
for example, physician–client, psychiatrist–client,
priest–penitent, and lawyer–client. Privileged commu-
nication ensures that the professional who obtains any
information from the client cannot be forced to reveal
that information, even in a court of law under oath.
Nurses do not have privileged communication with
clients. However, they can be bound, by extension,
under the seal of privileged communication if they are
in a room with a physician when the client reveals 
personal information.

Most breach of confidentiality cases involve
a physician’s revelation of privileged communications
shared by a client. Nurses who overhear privileged

communication or information, however, are held to
the same standards as a physician with regard to 
that information.

Privileged client information can only be
disclosed if it is authorized by the client. In accord
with the HIPAA regulations, all health-care facilities
must have specific guidelines dealing with client in-
formation disclosure. Disclosure of information to
family members violates HIPAA regulations unless
the client is under 18 years of age or gives permission
for the disclosure. For instance, a client may not wish
to disclose to a family member a specific diagnosis,
such as cancer. If this is the case, the nurse should
honor this request; otherwise, it is considered a 
violation of HIPAA regulations.5

Electronic Pitfalls
Use of computerized documentation and telemedi-
cine has led to several lawsuits based on breach of

confidentiality and mal-
practice. (See Chapter 18
for examples.) The current
widespread practice of
texting on portable wire-
less electronic devices has
also opened up a new
world of possible confi-
dentiality violations.6 The
HIPAA regulations on
communication are the
government’s attempts to
force the legal system to

keep pace with the use of computers and electronic
record-keeping. Cases exist in which medical records
have been lost because of computer failure.

Other issues, such as correction of errors in
charting, are complicated by use of computers. On
paper charts, health-care providers had to draw a line
through the erroneous entry, initial the entry, and
date it. Many new computerized charting systems
have attempted to address the “delete button” issue
by including programs that track any changes made
in the charting and indicate both the date and time of
the change.7

FACING A LAWSUIT

Because of the rapid proliferation of lawsuits since
the 1990s, there is now a higher probability that a
nurse, at some time in her or his career, will be 
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Examples of invasion of privacy include
using the client’s name or picture for 
the sole advantage of the health-care
provider, intruding into the client’s 
private affairs without permission, 
giving out private client information 
over the telephone, and publishing infor-
mation that misrepresents the client’s 
condition.
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involved either as a witness or as a party to a nursing
malpractice action. Knowledge of the litigation
process increases nurses’ understanding of the way in
which their conduct is evaluated before the courts.

The Statute of Limitations
A malpractice suit against a nurse for negligence
must be filed within a specified time. This period,
called the statute of limitations, generally begins at
the time of the injury or when the injury is discovered
and lasts until some specified future time. In most
states, the limitation period lasts from 1 to 6 years,
with the most common duration being 2 years. 
However, in cases involving children, the statute of
limitations extends until the person reaches 21 years
of age. If the client fails to file the suit within the pre-
scribed time, the lawsuit will be barred.

The Complaint
Filing the suit (also called
the complaint) with the
court begins the litigation
process. The written com-
plaint describes the inci-
dent that initiated the
claim of negligence
against the nurse. Specific
allegations, including the
amount of money sought
for damages, are also stated in the legal complaint.
The plaintiff, who is usually a client or a family
member of a client, is the alleged injured party, and
the defendant is the person or entity being sued (i.e.,
the nurse, physician, or hospital). The first notice 
of a lawsuit occurs when the defendant (nurse) is 
officially notified or served with the complaint. All
defendants are accorded the right of due process
under constitutional law.

The Answer
The defendant must respond to the allegations stated in
the complaint within a specific time frame. This written
response by the defendant is called the answer. If the
nurse had liability insurance at the time of the negligent
act, the insurer will assign a lawyer to represent the 
defendant nurse. In the answer, the nurse can outline
specific defenses to the claims against him or her.

The Discovery
After the complaint and answer are filed with the
court, the discovery phase of the litigation begins. The
purpose of discovery is to uncover all information

relevant to the malpractice suit and the incident in
question. The nurse may be required to answer a se-
ries of questions that relate to the nurse’s educational
background and emotional state, the incident that led
to the lawsuit, and any other pertinent information.
These written questions are called interrogatories.

In addition, the plaintiff’s lawyer may seek
requests for production of documents. These are doc-
uments related to the lawsuit, including the plaintiff’s
medical records, incident reports, card file, the insti-
tution’s policy and procedure manual concerning the
specific situation, and the nurse’s job description. The
plaintiff is also required to disclose information as
part of the discovery process, including the plaintiff’s
past medical history.

The Deposition
The next step in the process is the taking of 
a deposition from each party in the lawsuit, as well as

any potential witnesses, to
assist the lawyers in the
trial preparation. A depo-
sition is a formal legal
process that involves the
taking of testimony under
oath and is recorded by a
court reporter. These are
usually wide ranging in
scope and often include

information not allowed in a trial, such as hearsay
testimony. In some cases, videotaped depositions
may be used. Nurses can prepare for a deposition by
keeping some key points in mind (Box 8.4).

The deposition testimony is reduced to a
written document called an affidavit for use at trial.
If a witness during the trial changes testimony from
that given at the deposition, the deposition can be
used to contradict the testimony. This process is
called impeaching the witness. Impeaching a witness
on a specific issue can create doubt about that wit-
ness’s credibility and can thus weaken other areas in
the witness’s testimony. In some situations, witnesses
can later be charged with perjury if it is proved that
they gave false testimony under oath.

The Trial
The trial often takes place years after the complaint
was filed. Once jurisdiction is determined, the voir
dire process, more commonly called jury selection,
begins. After jury selection, each attorney presents
opening statements. The plaintiff’s side is presented
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first. Witnesses may be served with subpoenas that
require them to appear and provide testimony.

Each witness or party is subject to direct ex-
amination, cross-examination, and redirect examina-
tion. Direct examination involves open-ended
questions by the attorney. Cross-examination is per-
formed by the opposing lawyer, and questions are
asked in such a way as to elicit short, specific re-
sponses. The redirect examination consists of follow-
up questions to address issues that were raised during
the cross-examination.

After both parties have presented their
case, the lawyers deliver their closing arguments.
The case then goes to a jury or a judge for delibera-
tion. If the facts are not in dispute, the judge may
render a summary judgment. If either party is not
satisfied, the decision or ruling made about the 
case can be appealed. The party appealing the 
decision is called the appellant. There is almost 
always an appeal if a large sum of money is awarded
to the plaintiff.

Monetary Awards
The primary reason clients sue physicians, nurses,
and hospitals is to recover monetary compensation
and other associated costs against the person or in-
stitution that harmed the client and secondarily to
prevent additional malpractice by the defendant.
Generally, when lawyers are evaluating a case as a
potential malpractice suit, they look for the person
or institution that has “deep pockets” (i.e., are
backed by a large source of income or maintain a
high payout insurance policy). Lawyers will generally
refuse a case if there is not a good probability of sub-
stantial monetary rewards. There are several types of
awards that a plaintiff may seek when a favorable 
decision is rendered by the jury: 

Compensatory damages, also called actual damages,
are awards that cover the actual cost of injuries
and economic losses caused by the injury. These
include all medical expenses related to the injury
and any lost wages or income that resulted from
extended hospitalization or recovery period.

General damages are monetary awards for injuries
for which an exact dollar amount cannot be calcu-
lated. These awards include pain and suffering,
loss of companionship, shortened life span, loss of
reputation, and wrongful death. Some state legisla-
tures have recently passed new tort reform laws
that severely limit or completely eliminate general
damage awards.

Punitive damages, also called exemplary damages,
are awarded in addition to compensatory and gen-
eral damages when the actions that caused the in-
jury to the client were judged to be willful,
malicious, or demonstrated an extreme measure of
incompetence and gross negligence. The primary
purpose of punitive damages is to “punish” the
plaintiff and deter him or her from ever acting in
the same way again. These awards are almost al-
ways extremely large, usually in the millions of

190 U n i t  2 Making the Transition to Professional

B o x  8 . 4
Giving a Deposition

1. Do not volunteer information.
2. Be familiar with the client’s medical record

and nurse’s notes.
3. Remain calm throughout the process and do

not be intimidated by the lawyers.
4. Clarify all questions before answering; ask the

lawyer to explain the questions if you do 
not understand.

5. Do not make assumptions about the questions.
6. Do not exaggerate answers.
7. Wait at least 5 seconds after a question is

asked before answering it to allow objections
from other lawyers.

8. Tell the truth.
9. Do not speculate about answers.

10. Speak slowly and clearly, using professional
language as much as possible.

11. Look the questioning lawyer in the eye as
much as possible.

12. If unable to remember an answer, simply
state, “I don’t remember” or “I don’t know.”

13. Think before answering any question.
14. Bring a résumé or curriculum vitae to the

deposition in case it is requested.
15. Request a break if you are tired or confused.
16. Avoid becoming angry with the lawyers or

using sarcastic language.
17. Avoid using absolutes in the answers.
18. If a question is asked more than once, ask

the court recorder to read the answer 
given previously.

19. Be sure to read over the deposition just 
before the trial.

Source: Wagner KC, Hunter-Adkins D, Clifford R. Questions & 
answers. Effective preparation of the expert witness for deposition.
Journal of Legal Nurse Consulting, 19(4):26–29, 34, 2009.
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dollars, and quickly gain the attention of other
health-care providers to avoid the same types of
actions. Some states have recently passed tort re-
form laws to limit punitive awards to much
smaller amounts (less than 10 percent of a usual
award) in belief that it will bring down the cost of
malpractice insurance and, hopefully, the overall
cost of health care. 

Treble damages allow the judge, in certain instances,
to triple the actual damage award amount as an
additional form of punitive damages. Not all states
allow judges this decision-making power and it,
too, has been opposed by legislatures advocating
tort reform.

Normal damages can be awarded when the law re-
quires a judge and jury to find a defendant guilty
but no real harm happened to the plaintiff. The
award is usually very small, generally in the 
sum of $1000. 

Special damages are awarded to the plaintiff for out-
of-pocket expenses related to the trial. It would
cover the expenses of taking a taxi back and forth
to the courthouse, use of special assistive equip-
ment, and special home health-care providers not
covered under actual damages.

It is easy to understand why most malpractice
suits are settled out of court by insurance companies.
The expenses for lawyers and lengthy trials quickly be-
come astronomical, and there is never any certainty
about the way a jury will decide. On the plaintiff’s side,
although the money they receive from the insurance
company may be significantly smaller than the award
they might get from a jury, they get the money imme-
diately rather than having to wait through a long appeals
process that could take years. (For more information,
go to http://www.lawfirms.com/resources/medical-
malpractice/medical-negligence-lawsuits/why-sue-
doctor-malpractice.htm or http://litigation.findlaw.
com/filing-a-lawsuit/filing-a-lawsuit-should-you-
sue.html or http://www.americannursetoday.com/
article.aspx?id=8644.)

POSSIBLE DEFENSES TO A MALPRACTICE SUIT

Laws dealing with the awarding of damages vary from
one state to another. The amount awarded also de-
pends on the types of injuries sustained. Generally,
the more severe the injuries, the greater the award
due to the higher cost of treatment. 

Contributory Negligence
In a state with contributory negligence laws, plaintiffs
are not allowed to receive money for injuries if they
contributed to those injuries in any manner. For exam-
ple, a nurse forgot to raise the bed rail after administer-
ing an injection of a narcotic pain medication to a
postoperative client but instructed the client to turn on
the call light if he wanted to get out of bed. The client
fell while attempting to go to the bathroom; because he
did not use the call light, he contributed to his own in-
juries and thus could not receive compensation.

Comparative Negligence
In a state with comparative negligence laws, the
awards are based on the determination of the per-
centage of fault by both parties. For example, in the
aforementioned case, if $100,000 was awarded by the
jury, it may be determined that the nurse was 75 per-
cent at fault and the client was 25 percent at fault. In
that case, the client would receive $75,000. In general,
if the client is 50 percent or more at fault, no award
will be made. Evidently, determination of these types
of awards is highly subjective, and an appeal about
the decision is almost always made to a higher court.

Case Study

Ms. Gouge, a 44-year-old client who weighed 307 pounds,
was admitted to a large university medical center ED with
complaints of chest pain and disorientation and a blood
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pressure of 208/154 mm Hg. She also displayed aphasia,
hemiplegia, and loss of sensation and movement on her
right side.

After an MRI scan of the head, it was discov-
ered that she had an inoperable cerebral aneurysm. In
addition to appropriate medical treatment for blood
pressure and circulation, her family physician told her
that she had to lose a significant amount of weight. The
nurse in the physician’s office instituted a weight loss
teaching plan for Ms. Gouge, planned out a calorie-
restricted low-fat diet, and gave her a large amount of in-
formation about a healthy diet and a DVD of low-impact
aerobic exercises. At a follow-up visit 1 month later, 
Ms. Gouge weighed 315 pounds.

Six months later, Ms. Gouge’s aneurysm rup-
tured, leaving her in a vegetative state. Ms. Gouge’s
family filed a lawsuit against the physician and his 
office nurse, claiming that they had failed to institute
proper and appropriate preventive measures and that
they had failed to inform
the client of the seriousness 
of her condition.

Did the nurse’s de-
cisions or actions contribute
to the filing of this suit? Is
there any contributory neg-
ligence? What is the nurse’s
role in defending against
this suit? What might the
nurse have done to prevent the suit in the first place?

Assumption of Risk
When the client signs the informed consent form for a
particular treatment, procedure, or surgery, it is 
implied that he or she is aware of the possible compli-
cations of that treatment, procedure, or surgery. Under
the assumption-of-risk defense, if one of those listed or
named complications occurs, the client has no grounds
to sue the health-care provider. For example, a com-
mon complication from hip replacement surgery is
some loss of mobility and range of motion of the af-
fected leg. Even if a client, after having a hip replaced,
is able to walk only using a walker, he or she still does
not have any grounds for a lawsuit.

Good Samaritan Act
Health-care providers are sometimes hesitant to pro-
vide care at the scene of accidents, in emergency situ-
ations, or during disasters because they fear lawsuits.
The Good Samaritan Act is designed specifically to

protect health-care providers in these situations. A
health-care professional who provides care in an
emergency situation cannot be sued for injuries that
may be sustained by the client if that care was given
according to established guidelines and was within
the scope of the professional’s education.

For example, a nurse who finds a person in
cardiac arrest administers CPR to revive the person.
In the process, she fractures several of the client’s
ribs. The client would not be able to sue the nurse 
for the fractured ribs if the CPR was administered 
according to established standards.

However, Good Samaritan laws do have
some limitations. They do not cover nurses for grossly
negligent acts in the provision of care or for acts out-
side the nurse’s level of education. For example, in the
case of a person choking on a piece of meat, the nurse
initially attempts the Heimlich maneuver but without
success. As the person loses consciousness, the nurse

decides to perform a tra-
cheostomy. The client sur-
vives but can sue the nurse
for injuries from the tra-
cheostomy because this is
not a normal part of a
nurse’s education.

Unavoidable Accident
Sometimes accidents 
happen without any con-

tributing causes from the nurse, hospital, or physi-
cian. For example, a client is walking in the hall and
trips over her own bathrobe. She breaks an ankle.
There were no puddles on the floor or obstacles in the
hall, and the client was alert and oriented. Because no
one is at fault, there are no grounds for a lawsuit.

Defense of the Fact
Defense of the fact is based on the claim that the ac-
tions of the nurse followed the standards of care or
that even if the actions were in violation of the stan-
dard of care, the actions themselves were not the di-
rect cause of the injury.4 For example, a nurse wraps a
dressing too tightly on a client’s foot after surgery.
Later, the client loses his eyesight and blames the loss
of vision on the nurse’s improper dressing of his foot.

Going through the litigation process can
produce high levels of anxiety. Placing every aspect of
the nurse’s conduct under scrutiny in a trial is very
stressful. All aspects of the alleged negligent act will
be examined and reexamined. Often events that 
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Health-care providers are sometimes 
hesitant to provide care at the scene of
accidents, in emergency situations, or 
during disasters because they fear 
lawsuits. The Good Samaritan Act is 
designed specifically to protect health-
care providers in these situations.
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happened years before can be brought in to establish
a “pattern of behavior.” Every word of the nurse’s
notes and the medical record will be closely analyzed
and questioned. Nurses can survive the litigation
process with the help of good attorneys and by being
honest and demonstrating that they were acting in
the best interests of the client. From this viewpoint, it
is easy to see the importance of carrying nursing 
liability insurance.

ALTERNATIVE DISPUTE FORUMS

Although most lawsuits against nurses are settled
through the court system, there are other methods 
of settling them. Because of the large number of cases
and the resultant overload of the judicial system, 
different ways of resolving disputes have become in-
creasingly more common. These alternative forums
are being used for many
types of conflict and are
seen more frequently in
the areas of torts, con-
tracts, employment, and
family law. Mediation and
arbitration are the most
commonly used alterna-
tives to trial.

Mediation
Mediation is a process
that allows each party to present his or her case be-
fore a mediator, who is an independent third party
trained in dispute resolution. The mediator listens
to each side individually. This one-sided session is
called a caucus. The mediator’s role is to find com-
mon ground between the parties and encourage res-
olution of the challenged matters by compromise
and negotiation. The mediator aids the parties in ar-
riving at a mutually acceptable outcome. The media-
tor does not act as a decision-maker but rather
encourages the parties to come to a “meeting of 
the minds.”

Arbitration
Arbitration, in contrast, allows a neutral third party
to hear both parties’ positions and then make a deci-
sion or ruling on the basis of the facts and evidence
presented. Arbitration, by agreement or by statutory
definition, can be binding or nonbinding. Arbitrators

or mediators are often retired judges who work 
on an hourly-fee basis or are practicing attorneys. 
In the family law area, they are frequently social
workers or specially trained mediators. Negligence
and malpractice issues are frequently resolved
through arbitration and mediation.

COMMON ISSUES IN HEALTH-CARE LITIGATION

Nurses need to be aware of certain situations in the
routine provision of care that constitute legal mine-
fields. If the nurses are aware of these sensitive situa-
tions, they can exercise an extra degree of caution to
make sure they are meeting standards of care and not
violating a client’s rights. 

Informed Consent
Informed consent is both a legal and an ethical issue.
Informed consent is the voluntary permission by a

client or by the client’s
designated proxy to carry
out a procedure on the
client. Clients’ claims that
they did not grant in-
formed consent before a
surgery or invasive proce-
dure can and do form the
basis of a significant per-
centage of lawsuits.

Although these
lawsuits are most often di-

rected against physicians and hospitals, nurses can
become involved when they provide the information
but are not performing the procedure. The person
who is performing the procedure has the responsibil-
ity to obtain the informed consent. However, some
physicians habitually give the nurse the consent form
and request him or her to “get the client to sign this.”
Informed consent can only be given by a client after
the client receives sufficient information on:

• Treatment proposed.
• Material risk involved (potential complications).
• Acceptable alternative treatments.
• Outcome hoped for.
• Consequences of not having treatment.

The physician should provide most of this
information. Nurses can reinforce the information
given by the physician and even supplement the ma-
terial but should not be the primary or only source of
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consent. It is often difficult to draw a clear
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begins.
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information for the informed consent.8 It is often 
difficult to draw a clear distinction between where 
the physician’s responsibility ends and that of the 
nurse begins.

Exceptions to Informed Consent
There are two exceptions to informed consent:

1. Emergency situations in which the client is 
unconscious, incompetent, or otherwise unable 
to give consent.

2. Situations in which the health-care provider feels
that it may be medically contraindicated to disclose
the risk and hazards because it may result in illness,
severe emotional distress, serious psychological
damage, or failure on the part of the client to 
receive lifesaving treatment.

Patient Self-Determination Act
The Patient Self-Determination Act of 1990, spon-
sored by Senator John Danforth, is a federal law that
requires all federally funded institutions to inform
clients of their right to prepare advance directives.
The advance directives are meant to encourage people
to discuss and document their wishes concerning the
type of treatment and care that they want (i.e., life-
sustaining treatment) in advance so that it will ease
the burden on their families and providers when it
comes time to make such a decision.

There are two types of advance directives:
the living will and the medical durable power of at-
torney (Box 8.5). The living will is a document stat-
ing what health care a client will accept or refuse after
the client is no longer competent or able to make that
decision. The medical durable power of attorney, or
health-care proxy, designates another person to make
health-care decisions for a person if the client be-
comes incompetent or unable to make such decisions.

Each state outlines its own requirements for
executing and revoking the medical durable power of
attorney and living wills. These documents and rules
can be accessed on the state’s website, generally under
the “Department of Health and Human Services” or a
similar designation. Any particular state’s living will
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B o x  8 . 5
Common Questions About Advance 
Directives

Q. Which is better—a living will or a medical
durable power of attorney for health care or
health-care proxy?

A. The documents are different and allow the
nurse to do two different things. The living will
states what health-care procedures a client
will accept or refuse after the client is no
longer competent or able to make that deci-
sion. The medical durable power of attorney
or health-care proxy allows a client to desig-
nate another person to make health-care
choices for him or her.

Q. If I change my mind and have a living will, can
I cancel the living will or durable medical
power of attorney?

A. Yes, each state has ways that your advance
directives can be canceled or negated. Most
states require an oral or written statement, de-
struction of the document, or notification to
certain individuals, such as the physician.
Again, each state’s statute should be checked
for the specific details required.

Q. If I have a living will in one state, is it good in
all states?

A. It may or may not be, depending on that
state’s requirements for the living will. It is im-
portant that you have your living will checked
by an attorney to determine whether or not it
may be effective in the states in which you are
traveling or working.

Q. If I have a living will and have a medical durable
power of attorney, who should get copies?

A. Copies should be given to your next of kin,
your physician, and your attorney so that
more than one person has a copy and knows
what your intentions are. Some states will
allow you to register your living will with certain
state agencies such as the Secretary of State.
There are also national groups that will allow
you to register your living will with them so
that there is access to it.

form can be downloaded by going to the National
Hospice and Palliative Care Organization’s website at
http://www.caringinfo.org/i4a/pages/index.cfm?pageid=
3289 or the Partnership for Caring website at http://
www.partnershipforcaring.org.

What Do You Think?

?Have you ever had a surgical procedure where you signed
an informed consent form? Did it meet all five criteria
listed? Which ones were missing?
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Incompetent Client’s Right to Self-Determination
The courts are protective of incompetent clients and
require high standards of proof before allowing a
physician to terminate any life-sustaining treatment
for that client. Consider the following example:

The issue before the U.S. Supreme Court was
whether the state of Missouri could use its own stan-
dard of clear and convincing proof for removal of the
tube or whether there was a 14th Amendment due
process guarantee of a “right to die” that would over-
ride the state statute. It was decided that the constitu-
tional right would not be extended and the state
procedural requirement would be allowed, at which
time the burden of proof was put on Cruzan’s family
to show that she would not have wanted to continue
living in this manner. 

Many aspects of
the Terri Schiavo case in
Florida parallel the Cruzan
case. In the Schiavo case,
after the feeding tube was
removed by order of a
Florida state judge, the U.S.
Congress became involved
and passed a bill, signed by
President George W. Bush,
that required the case be
heard by the U.S. Supreme
Court. The goal was to
have the tube reinserted
until the high court could
rule on the case. It is inter-
esting to note that not
much progress has been
made in developing legal solutions for this type of case
during the 20-plus years since the Cruzan case.

The Nurse’s Role in Advance Directives
Because laws vary from state to state, it is important
that nurses know the laws of the state in which they
practice that pertain to advance directives, clients’
rights, and the policies and procedures of the institu-
tion in which they work. Nurses must inform clients of
their right to formulate advance directives and must
realize that not all clients can make such decisions.

It is important for the nurse to establish
trust and rapport with a client and the client’s family
so that the nurse can assist them in making decisions
that are in the client’s best interests.9 Nurses must
also teach about advance directives and document all

critical decisions, discussions with the client and
client’s family about such decisions, and the basis for
the evaluation process. Also, it is essential to prevent
discrimination against clients and their families based
on their choices regarding their advance directives.

It is important that nurses determine
whether clients have been coerced into making ad-
vance directive decisions against their will. Nurses
need to become involved in ethics committees at hos-
pitals or nursing specialty groups at local, state, or na-
tional levels to help clients come to a comfortable
resolution about advance directives.

Do-Not-Resuscitate Orders
Although a DNR instruction may be included in an
advance directive, DNR orders are legally separate

from advance directives.
For the health-care pro-
fessional to be legally pro-
tected, there should be a
written order for a “no
code” or a DNR order in
the client’s chart.

Protection for the Nurse
Each hospital should have
a policy and procedure
that outlines what is re-
quired with regard to a
client’s condition for a
DNR order. The DNR
order should be reviewed,
evaluated, and reordered.
Different facilities have es-

tablished different time periods for these reviews.
Nurses must also know whether there is any law that
regulates who should authorize a DNR order for an in-
competent client who is no longer able to make this
decision. Hospitals often have policies and procedures
describing what must be done and which clients fit the
requirements for a DNR order. The American Nurses
Association (ANA) published a position statement on
nursing care and DNR decisions.10 The position state-
ment stresses the need for nurses to talk with clients
and their families about the DNR decision so that they
are fully informed when they make the decision. It in-
cludes discussing the benefits and burdens of pro-
longed treatments, what comfort measures are
possible, the effects of symptom palliation, and the un-
derstanding that aggressive life sustaining technology
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Nancy Cruzan was 30 years old and in 
a persistent vegetative state. She had a
gastrostomy feeding and hydration tube
inserted to assist with feedings, which
her husband consented to. Her parents,
however, petitioned the court for re-
moval of the tube. In the Cruzan case,
the court held that the state had the
right to err on the side of life. The U.S.
Supreme Court recognized that a living
will would have been sufficient evidence
of Cruzan’s wishes to sustain or to 
remove her feeding tube.
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will be withdrawn if it does not meet the goals and
wishes of the client and his or her family. Any decision
about a DNR needs to be based on the client’s right to
self-determination in order to be ethical.

Nurses face many legal dilemmas when deal-
ing with confusing or conflicting DNR orders. For 
example, it may be difficult to interpret a DNR order
when it has been restricted—for instance, “do not re-
suscitate except for medications and defibrillation” 
or “no CPR or intubation.” Often a lack of proper
documentation in the medical records indicating 
how the DNR decision was reached can be a critical
issue if a medical malpractice case is involved and it is
disputed whether or not the client or family actually
gave consent for the order.

Many facilities have developed DNR deci-
sion sheets. A DNR sheet may record information
about DNR discussions or be dated and signed by the
client and those family members who took part in the
discussion. It then becomes a permanent part of the
medical record.

Protection for the Client
It is very important that
nurses not stigmatize clients
by the use of indicators for
DNR orders, such as dots
on the wristband or over
the bed. Health-care
providers’ attitudes often
change because they feel that the client is “going to die
anyway.” This abandonment can jeopardize the care of
a client designated with a DNR order. However, it is
also important for the nurses and staff to know whether
an order is to be honored and what the policies and
procedures are with regard to transfer clients and DNR
orders that accompany the incoming client.10

Information about the DNR status of a client
should be obtained during shift reports. If there has
not been a periodic review, is the order still in effect?
If a client is transferred from one facility to another
and has a DNR order that is time limited and has not
been reordered, what should a nurse do?

Standards of Care
Standards of care are the yardsticks that the legal sys-
tem use to measure the actions of a nurse involved in
a malpractice suit. The underlying principle used to
establish standards of care is based on the actions that
would probably be taken by a reasonable person
(nurse) in the same or similar circumstances.

The standard usually includes both objective
factors (e.g., the actions to be performed) and subjec-
tive factors (e.g., the nurse’s emotional and mental
state). Specifically, a nurse is judged against the stan-
dards that are established within the profession and
specialty area of practice. The ANA and specialty
groups within the nursing profession, such as the
American Association of Critical-Care Nurses
(AACN), publish standards of care that are updated
continually as health-care technology and practices
change. Recently, standards of care have become the
concern of the U.S. government. The Affordable Care
Act of 2010 addresses standards of care both 
directly and indirectly. Particular areas addressed are
limiting readmissions, formation of Accountable Care
Organizations (ACOs), and the review of the quality
of care provided by physicians and hospitals.11

External Standards
Both external and internal standards govern the con-

duct of nurses. External
standards include nursing
standards developed by
the ANA, the state nurse
practice act of each juris-
diction, criteria from ac-
crediting agencies such as
the Joint Commission
(JC), guidelines developed
by various nursing spe-

cialty practice groups, and federal agency regulations.
Nurses are encountering an increasing number of in-
cidents in which conflicts occur between institutional
and professional standards—for example, in staffing
ratios. These disputes are difficult to resolve and may
require deliberation and decisions from institutional
committees. As a general rule, when a conflict exists,
it is safer legally to follow professional standards.

Internal Standards
Internal standards include nursing standards defined
in specific hospital policy and procedure manuals
that relate to the nurse in the particular institution.
The nurse’s job description and employment contract
are examples of internal nursing standards that define
the duty of the nurse.

Criteria for Good Care
The rationale for advancing standards of care for the
nurse is to ensure proper, consistent, and high-quality
nursing care to all members of society. When nurses
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Because laws vary from state to state, 
it is important that nurses know the
laws of the state in which they practice
that pertain to advance directives,
clients’ rights, and the policies and 
procedures of the institution in which
they work.
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violate their duty of care to the client as established by
the profession’s standards of care, they leave them-
selves open to charges of negligence and malpractice.
Until recently, nurses were held to the standards of
the local community. National criteria have now re-
placed most locality rule standards of care. Individ-
ual nurses are held accountable not only to 
acceptable standards within the local community but
also to national standards.

Although standards of care may seem to be
specific, they are merely guidelines for nursing prac-
tice. Because every client’s situation is different, the
appropriate standard of care may be difficult to iden-
tify in a certain case. More than one course of nursing
action may be considered appropriate under a proper
standard of care. The final decision must be guided by
the nurse’s judgment and understanding of the
client’s needs.

The Nurse Practice Act
The nurse practice act defines nursing practice and
establishes standards for
nurses in each state. It is
the most definitive legal
statute or legislative act
regulating nursing prac-
tice. Although nurse prac-
tice acts vary in scope
from one state to another,
they tend to have similar wording based loosely 
on the ANA model published in 1988. The nurse
practice act provides a framework for the court 
on which to base decisions when determining
whether a nurse has breached a standard of 
care.

Most state nurse practice acts define scope of
practice, establish requirements for licensure and
entry into practice, and create and empower a board
of nursing to oversee the practice of nurses. In addi-
tion, nurse practice acts identify grounds for discipli-
nary actions such as suspension and revocation of a
nursing license.12

The judicial interpretation of the nurse prac-
tice act and its relationship to a specific case provide
guidance for decisions about future cases. Many state
legislatures have responded to the expanded role of
the nurse by broadening the scope of their nurse
practice acts. For example, the addition of the term
nursing diagnosis to many states’ nurse practice acts
reflects the legislature’s recognition of the expansion
of the nurse’s role.

Although some states were beginning to in-
clude occupational roles such as nurse practitioner,
nurse clinician, and clinical nurse specialist in their
nurse practice acts, the process was inconsistent and
confusing. To address this confusion, in 2008 the
APRN Consensus Work Group and the National
Council of State Boards of Nursing (NCSBN) APRN
Advisory Committee issued a report on the Licen-
sure, Accreditation, Certification, and Education
(LACE) of APRNs. This statement addresses the lack
of common definitions regarding APRN practice, the
ever-increasing numbers of specializations, the in-
consistency in credentials and scope of practice, and
the wide variations in education for ARNPs. The goal
is to implement the APRN Model of Regulation in all
states by 2015 (for a more detailed discussion of the
model, see Chapter 5). It is important to remember
that as the nurse’s role expands, so does the legal ac-
countability of the role.13

PREVENTING LAWSUITS

What can the nurse do to
avoid having to go
through the stressful,
sometimes financially and
professionally devastating,
process of litigation? The
following guidelines pro-

vide some ways to avoid a lawsuit.

Effective Communication
After many years of collecting data and analyzing
sentinel and critical events, the JC concluded that
miscommunication among health-care workers is
the leading cause of health-care-related errors lead-
ing to injury, death, and lawsuits. The Commission
called for a communication strategy that would be
concrete, would provide a framework for communi-
cation between caregivers, and would be easy for all
health-care workers to remember. It would need to
work in all situations, from end-of-shift reports to
exchanges in high-pressure critical care areas, when
a nurse’s immediate responses and actions could
make the difference between life and death. Care 
expectations could be communicated in a focused,
simple way that allowed all team members to under-
stand and respond quickly. The overall goal is to 
develop a “culture of client safety” that would per-
meate any organization.14
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Situation, Background, Assessment, 
Recommendation (SBAR)
The SBAR system (pronounced “S-BAR”) was initially
developed by the U.S. Navy to improve communica-
tions on the nuclear submarine fleet. Refined and
adopted by Kaiser Permanente of Colorado in the late
1990s, SBAR is being incorporated into health-care fa-
cilities and is working its way into the nursing educa-
tion system. SBAR has proven useful when a client’s
status changes unexpectedly. A review of client charts
in these emergency situations shows how confused the
communication between the physician and the nurse
can be. Fatigue, lack of experience, or reduced nursing
education often leads to the omission of key informa-
tion. In this type of situation, SBAR forms an outline
for the communication of critical information.15

Each of the letters in SBAR stands for a step
in the process:

Situation: Asks the question, “What is going on?” In-
formation to provide or look for:
• Identify yourself, the

hospital unit or
health-care location,
and the room number.

• Identify the client by
name, age, gender,
and date of birth.

• Describe the problem
the client has that trig-
gered the SBAR communication.

Background: Provides key information that will help
determine what actions to take:
• Give a short summary of the client’s relevant past

medical history.
• Provide the client’s diagnosis.
• Describe the client’s current mental status, cur-

rent vital signs, complaints, pain level, oxygen
saturation, and physical assessment findings.

Assessment: Allows the nurse to analyze the situation
and isolate the specific problem:
• Note what vital signs are outside of parameters.
• Give the nurse’s clinical impressions of the client

and additional concerns.
• Rank the severity of the client’s condition.
• Identify specific client needs to resolve the situation.

Recommendation: Identifies what actions will 
resolve the situation:
• Identify what needs to be done to resolve the

client’s problem.

• Note how urgent the problem is and when action
needs to be taken.

• Suggest what action should be taken.
• State the desired client response.16

Here is an example of how an SBAR com-
munication could be used:

Situation: Hello, Dr. Nife, this is Alexis Zanetti, RN,
in the step-down unit, calling about Mr. Jenkins.
He is a 68-year-old male client born in October
1947. He had a femoral bypass graft done yester-
day. He was undergoing cardiac monitoring ac-
cording to protocol, and within the last 15 minutes
went from a sinus rhythm to an atrial fibrillation
of 165 beats per minute.

Background: As you know, Mr. Jenkins has a history
of cardiac disease, including a myocardial infarc-
tion in 2005. He has type 1 diabetes and has had
several deep vein thromboses over the past 3 years.
He has an intravenous (IV) infusion of D5 half-
normal saline running at 125 mL per hour. He is

complaining of some
slight chest pressure. His
incision site is clean and
dry, and he has +2 pedal
pulses in both feet.
Assessment: His blood
pressure normally runs
136/76, pulse 90, respira-
tion 18, and O2 saturation

96 percent. His current vital signs are: blood pres-
sure, 98/54; pulse, 165; respirations, 26; O2 satura-
tion, 89 percent; and urine output, 82 mL per
hour. This is the first time he has complained of
chest pressure, but ranks it as only a 2 on a 1-to-
10 scale. The vital sign changes all occurred shortly
after the change in his cardiac rhythm. His neuro-
logical status is unchanged, and the femoral 
graft has not been affected by the cardiovascular
changes. He has been taking sips by mouth and
tolerating it well.

Recommendations: It appears that restoring 
Mr. Jenkins to normal sinus rhythm is the highest
priority. What would you think about restarting
him on Lanoxin, 0.25 mg, which was discontinued
preoperatively? We could give it either by IV or by
mouth because he is tolerating water.

In general, nurses feel uncomfortable mak-
ing medical recommendations to physicians. Also,
some physicians do not handle recommendations
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The medical record is the single most 
frequently used piece of objective evidence
in a malpractice suit. In preparation for
the trial, the lawyers attempt to recon-
struct the events surrounding the incident
in a minute-by-minute time line.
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from nurses very well. However, recommendations
are part of the SBAR process, and the physician can
always just say no. Disguising the recommendations
in the form of a question softens the impact and
meets with more success.17

Medical Record
Charting in the medical record, whether it is still
paper or, more likely, an electronic health record
(EHR), is the best way to display the care provided
and the communication between health-care work-
ers. It is the single most frequently used piece of ob-
jective evidence in a malpractice suit. In preparation
for the trial, the lawyers attempt to reconstruct the
events surrounding the incident in a minute-by-
minute time line. The client’s chart is the most im-
portant source for this time line. Maintaining an
accurate and complete medical record is an absolute
requirement (Box 8.6).

In nursing and medical negligence claims,
lawyers are beginning to ask whether the hospital
has adopted the use of SBAR. They examine the
materials used to educate
the staff and any policies
or procedures concerning
the use of SBAR. They
note any mention of
SBAR communication in
the medical record and
see whether it is recorded properly.17 Even if the fa-
cility has not adopted SBAR as a hospital-wide
communication technique, nurses who know how
can use it to help protect themselves in subsequent
legal actions.

The old adage, “If it isn’t written, it didn’t
happen” remains true in most situations; however, 
recent court trials have recognized some exceptions.
Some judges and juries have begun to recognize that
charting by exception is a valid form of health-care
record-keeping. Charting by exception, very closely
related to problem-oriented charting, was developed
initially to save time for busy nurses and money for
the facility by reducing the volume of documents cre-
ated and stored. In institutions that use charting by
exception, the nurse charts only those elements of
client care that are abnormal or unusual or that con-
stitute a health-care problem. If the client is stable
and recovering as expected, there may be very little
written in the chart about his or her physical or 
mental assessments.

Trying to recall specific events from 2 to 
6 years ago without the benefit of written notes is 
almost impossible. In general, the client record
should not contain personal opinion, should be legi-
ble, should be in chronological order, and should be
written and signed by the nurse. Although opinions
have a relatively low value in legal proceedings, the
documentation should indicate the nursing judg-
ments made. An entry should never be obliterated or
destroyed. If a nurse questions a physician’s order, a
record must be made that the physician was con-
tacted and the order clarified.

Rapport With Clients
Establishing a rapport with the client through hon-
est, open communication goes a long way in avoid-
ing lawsuits. Treating clients and their families with
respect and letting them know that the nurse really
cares about them may well prevent a lawsuit. Many
people are willing to forgive a nurse’s error if they
have good rapport and a trusting relationship with 
a nurse who they believe is interested in their 

well-being.

Current Nursing Skills
Keeping one’s nursing
knowledge and skills cur-
rent is vital to preventing
errors that may lead to

lawsuits. It is better to refuse to perform an unfamil-
iar procedure than to attempt it without the neces-
sary knowledge and skills. Taking advantage of
in-service training, workshops, and continuing
nursing education classes is an important part of
maintaining the nurse’s skill level.18 Nurses must
practice within their level of competence and scope
of practice.

Knowledge of the Client
Recognizing the client who is lawsuit prone can
help reduce the risk for litigation. Some common
characteristics of this type of client include constant
dissatisfaction with the care given, constant com-
plaints about all aspects of care, and negative 
comments about other nurses. This client often
complains about the poor care given by nurses on
the previous shift and may also have a history of
lawsuits against nurses.

Being direct, solving problems with the
client, and helping the client become involved in his
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or her care are helpful in defusing this negative be-
havior. Also, even more careful documentation of the
care provided and the client’s responses to the care
can be helpful if a lawsuit is filed later. 

Families can also be an important factor in
lawsuits. Establishing a good relationship with family
members when they are visiting, keeping them in-
formed, recognizing that they are an important part
of the recovery process, and providing them small
comforts such as a cup of coffee or a soft drink while
they are waiting goes a long way in softening the im-
pact of bad news.

LIABILITY INSURANCE

Maintaining proper liability insurance is a necessity.
Nurses who do not carry liability insurance place
themselves at high risk. The nurse’s personal assets, as
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B o x  8 . 6
Some Documentation Guidelines

Medications
• Always chart the time, route, dose, and response.
• Always chart prn medications and the client response.
• Always chart when a medication was not given, the reason (e.g., client in x-ray, physical therapy, etc.; 

do not chart that the medication was not on the floor), and the nursing intervention.
• Chart all medication refusals and report them to the appropriate source.

Physician Communication
• Document each time a call is made to a physician, even if he or she is not reached. Include the exact time of

the call. If the physician is reached, document the details of the message and the physician response.
• Read verbal orders back to the physician and confirm the client’s identity as written on the chart. Chart only

verbal orders that you have heard from the source, not those told to you by another nurse or unit personnel.

Formal Issues in Charting
• Before writing on the chart, check to be sure you have the correct client record.
• Check to make sure each page has the client’s name and the current date stamped in the appropriate area.
• If you forgot to make an entry, chart “late entry” and place the date and time at the entry.
• Correct all charting mistakes according to the policy and procedures of your institution.
• Chart in an organized fashion, following the nursing process.
• Write legibly and concisely and avoid subjective statements.
• Write specific and accurate descriptions.
• When charting a symptom or situation, chart the interventions taken and the client response.
• Document your own observations, not those that were told to you by another party.
• Chart frequently to demonstrate ongoing care and chart routine activities.
• Chart client and family teaching and the response.

Source: Tappen RM, et al. Essentials of Nursing Leadership and Management (2nd ed.). Philadelphia: FA Davis, 2001, p. 169, with permission.

What Do You Think?

?Think about being involved in a legal or courtroom activity
as a defendant, complainant, witness, or juror. What would
your role be in each situation?
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well as wages, may be subject to a judgment awarded
in a malpractice action. Even if the client does not
win at the trial, the litigation process, including hiring
a lawyer and paying the costs of experts, can be finan-
cially devastating.

A professional liability insurance policy is a
contract with an insurer who promises to assume the
costs paid to the injured party in exchange for 
paying a premium (Box 8.7). There are two types 
of malpractice policies: claims made and occurrence.
Claims-made policies protect only against 
claims made during the time the policy is in effect.
Occurrence policies protect against all claims that

occur during the policy period, regardless of when
the claim is made. Generally, the occurrence type 
of liability insurance offers more protection. Claims-
made policy coverage can be broadened by purchas-
ing a tail—a separate policy that extends the time 
of coverage.

Some hospitals have liability insurance poli-
cies for the nurse as a part of the nurse’s employment
package with the institution. This hospital policy may
be limited to claims arising from the nurse’s employ-
ment and might not apply in a situation in which a
nurse renders care outside the institution—for in-
stance, at an automobile crash site.19 It is preferable
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B o x  8 . 7
What to Look for in an Insurance Policy

The following factors should be reviewed to determine what is the best policy for your type of nursing practice:
1.Type of insurance policy (claims-made or occurrence basis)
2.Insuring agreement. The insurance company’s promise to pay in exchange for premiums is called the insur-

ing agreement. The insurance company agrees to pay a money award to a plaintiff who is injured by an act
of omission or commission by a health-care provider who is insured by the company.

3.Types of injuries covered. The language must be scrutinized to determine whether it is broad or limiting.
Some companies will agree to pay only if the insured nurse is sued for damages, which means the nurse
must be sued for a money amount or award. If the nurse is sued for a specific performance lawsuit or an
injunctive relief action, which means that the nurse will either have to perform something or discontinue
doing something, that particular insurance policy may not be adequate. Also, most insurance policies do
not cover the nurse for disciplinary actions.

4.Exclusions. Items that are not covered by a policy are called exclusions. It is important to review the exclu-
sions. Some of the more common exclusions include sexual abuse of a client, injury caused while under the
influence of drugs or alcohol, criminal activity, and punitive damages. Punitive damages are used to punish
the defendant for egregious acts or omissions.

Who Is Covered Under the Pol icy
The purchaser is the named insured and can be an individual, institution, or group. Others who may be cov-
ered by the policy are nurses, employees, agents, and volunteers, among others.

Limitations and Deductions
In exchange for payment of the premium, the insurance company agrees to pay up to a certain amount on
behalf of the insured. This amount is called the limit of liability. It is usually expressed in two ways: the amount
that can be paid per incident (per occurrence) and the amount that will be paid for the entire policy year. For
example, if you have a policy that states $1,000,000/$3,000,000, it means that the company will pay up to 
$1 million per incident and a total of $3 million per policy year. The insurance industry relies on the A. M. Best
Company to evaluate both the financial size and relative strengths of insurance companies. An A. M. Best 
rating of A or better should be a prerequisite for purchase of any policy.

The Right to Select Counsel
Some insurance companies allow nurses to select their own attorneys to represent them in a medical negligence
claim. Others retain attorneys or law firms, and the nurse does not have the opportunity to make that selection.

The Right to Consent to Sett lement
Some policies allow the nurse to decide whether a case should be settled or go to trial, whereas others do not.
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to have liability insurance coverage that includes all
situations in which the nurse may be involved.

Individual indemnity insurance coverage 
independent of the facility’s policy is recommended
for all nurses. With passage of the Federal Tort
Claims Act and similar state laws, nurses who were
formerly protected from lawsuits by working at fed-
eral or state health-care facilities can now be sued for
malpractice like nurses at any other facility.

REVOCATION OF LICENSE

One of the most severe
punishments that a nurse
can experience is revoca-
tion of the license to prac-
tice nursing. The nursing
profession is responsible
for monitoring and enforc-
ing its own standards through the state licensing
board. These actions may or may not be related to tort
law, contract law, or criminal charges. Each state’s li-
censing board is charged with the responsibility to
oversee the professional nurse’s competence.

The state’s nursing board receives its author-
ity to grant and revoke licenses from specific statu-
tory laws. The underlying rationale for establishment
of a licensing board is to protect the public from une-
ducated, unsafe, or unethical practitioners. If nurses
fail to adhere to the standards of safe practice and ex-
hibit unprofessional behavior, they can be disciplined
by the state nursing licensing board.20 One of the

remedies that these boards can use is suspension or
revocation of a nurse’s license.

The Disciplinary Hearing
A disciplinary hearing is held to review the charges of
the nurse’s unprofessional conduct. This hearing is
less formal than the trial process, and the nurse is al-
lowed to present evidence and be represented by legal
counsel at the hearing. Due process requires that the
nurse be notified in advance of the specific charges
being made. The question of what constitutes unpro-
fessional conduct is an issue frequently dealt with at
the disciplinary hearing. Each respective state’s nurse

practice act provides guid-
ance with regard to the
specifics of unprofessional
conduct.

Unprofessional
conduct can be reported
by a nursing peer, a super-

visor, a client, or a client’s family.20 Many cases are
dismissed before the hearing takes place if the board
finds there is no support for the allegation being
made against the nurse. If a hearing is necessary, it is
in the best interest of the nurse to seek legal counsel
because of the potential risk of license revocation.

License revocation is a serious consequence
for the nurse because it removes the nurse’s right to
practice. Drug abuse, administering medication
without a prescription, practicing without a valid 
license, and any singular act of unprofessional or 
unethical conduct can constitute grounds for losing 
a nursing license.
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C o n c l u s i o n

The legal system and its effects on the practice of nurs-
ing are ever-present realities in today’s health-care
system. Nurses need to be aware of the implications of
their actions but should not be so overwhelmed by
fear that it reduces their ability to care for the client.
The more advanced and specialized the nurse’s 

practice becomes, the higher the standards to which
the nurse is held. Nurses will be challenged through-
out their careers to apply legal principles in the daily
practice of nursing. An awareness of what constitutes
malpractice and negligence will aid in the prevention
of litigation.

The nursing profession is responsible 
for monitoring and enforcing its 
own standards through the state 
licensing board.
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C
C r i t i c a l - T h i n k i n g  E x e r c i s e s

onsider the following case: Thomas v. Corso (MD 1982). The client was
brought to the hospital emergency department (ED) after being involved in an au-
tomobile accident. The ED nurse assessed and recorded the client’s vital signs
and a complaint of numbness in his right anterior thigh. The client was able to
move the right leg, and there was no discoloration or deformity. After he was
given meperidine (Demerol) for his pain, his blood pressure (BP) dropped to 
90/60 mm Hg, and the nurse notified the ED physician of the change. The physi-
cian ordered the nurse to arrange for admission to the hospital, which she did.

The client was transferred to a medical-surgical unit, but he could not be
placed in a room because of an influenza epidemic. He was placed in the hall 
next to the nurses’ station for close observation. A nurse checked the client’s 
vital signs about 20 minutes after the transfer and noted that the BP was now 70/50,
respiratory rate 40, and pulse 120. His skin was cool and diaphoretic, his breath-
ing was deep and rapid, and he was asking for a drink of water. The client 
also complained of pain in his leg, but the nurse did not give him more pain 
medication because of his blood pressure.

The nurse assessed him about 30 minutes later and found his skin
warmer, although he still complained of pain and thirst. The nurse also noted a
strong odor of alcohol on the client’s breath. An assistant supervisor also as-
sessed the client’s condition but refused to give him any water because he had
obviously been drinking alcohol. She had been told about the low blood pressure
by the client’s nurse but attributed it to the alcohol and pain medication combina-
tion. The nurse checked his vital signs again and found a BP of 100/89. Thirty
minutes later, it was 94/70, pulse 100, and respirations 28. When the nurse next
assessed the client an hour later, he had a Cheyne-Stokes respiratory pattern, no
pulse, and no blood pressure. She started CPR and called a “code blue,” but after
a lengthy attempt at resuscitation, the client died.

An autopsy was performed and showed that the client had a lacerated
liver and a severe fracture of the femur with bleeding into the tissues. The coroner
determined that traumatic shock, secondary to the fractured femur and lacerated
liver, was the cause of death. His family sued the nurses for poor judgment and
the hospital for malpractice and won.

• What mistakes were made by the nurses in this case?
• What legal liability did the nurses incur by their actions?
• How can the nurses best prepare for trial in this case?
• What actions could the nurses have taken with this client to prevent a lawsuit?
• What are your feelings toward inebriated clients? Did the nurses’ attitudes about

inebriation affect their judgment?
• Why are clients who are drunk at higher risk for injury and poor medical out-

comes than other clients?
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T
I DON’T WANT TO TAKE THIS EXAM!

he primary purpose of licensure examinations is to protect the pub-
lic from unsafe or uneducated practitioners of a profession. When you
pass the National Council Licensure Examination (NCLEX), it indicates
that you have the minimal level of knowledge or competency deemed
necessary by the state to practice nursing without injury to clients. 
Licensure is a legal requirement for all professions that deal with 
public health, welfare, or safety.

Most people have varying levels of anxiety before taking an
exam. The more important the examination, the higher the anxiety
level. Anxiety is sometimes defined as fear of the unknown. This chap-
ter presents key information about the NCLEX test plan to better help
you understand and anticipate what you will encounter when you take
the exam. It also includes some suggestions for study for the NCLEX
and do’s and don’ts for the exam. This information should help lower
your anxiety about the NCLEX. Sample practice questions throughout
the chapter give you an idea of how the NCLEX asks about different
types of nursing information. This chapter should be used in conjunc-
tion with Bonus Chapter 1 on the DavisPlus site. Try to answer these
questions as you read. The answers and rationales are found at the end
of the chapter.

NCLEX TEST PLAN

The NCLEX is a computerized, criterion-referenced examination that you
take after you graduate from nursing school. Unlike a norm-referenced 
examination, which bases a passing score on the scores of others who took

Joseph T. Catalano

NCLEX: What You 
Need to Know

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Describe the NCLEX-RN, CAT
test plan

• Discuss the NCLEX-RN, CAT
test format

• Analyze and identify the differ-
ent types of questions used on
the NCLEX-RN, CAT

• Select the most appropriate
means for preparing for the
NCLEX-RN, CAT
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the exam, criterion-referenced examinations compare
your knowledge to a preestablished standard. If you
meet or exceed the standard, you pass. The NCLEX
measures nursing knowledge of a wide range of subject
matter, but it mostly measures your ability to think criti-
cally and make sound judgments about nursing care.
With computerized adaptive tests such as the NCLEX,
the computer selects questions in accordance with 
the examination plan and how you answered the 
previous questions.

Changes in the Test Plan
Every 3 years, the National Council of State Boards 
of Nursing (NCSBN) undertakes an analysis of cur-
rent nursing practice, with the most recent changes
beginning April 1, 2013. An expert panel of nine
nurses conducts a survey that asks approximately
12,000 newly licensed nurses about the frequency 
and importance of performing the 15 NCLEX-RN
test plan nursing care activities. These activities are
then analyzed in relation to the frequency of per-
formance, impact on maintaining client safety, 
and client care settings where the activities are 
performed. 

Because the findings of the NCSBN survey
indicated an increase in the complexity of care, the
difficulty level required to pass was increased by 
0.05 logits (from minus 0.21 logits in 2009 to 
minus 0.16 logits in spring 2010). In the past, when
the criterion difficulty level was increased, the 
national average pass rate decreased between 3 and 
5 percent.

Questions Distributed by Category
In the past, the numbers of questions from each 
of the five categories were more or less equal. The
percentages changed in 2010 and were again changed
in 2013. Questions dealing with management and
management issues have increased to 17 to 23 percent
(increased by 1 percent) of the exam, the highest per-
centage of any single type of question. Pharmacology-
related questions actually were decreased by 
1 percent, to 12 to 18 percent of the exam. Both 

of these increases reflect issues found in current 
nursing practice.

The NCLEX Computerized Adaptive Testing
for Registered Nurses (NCLEX-RN, CAT) test plan is
organized into three primary components: (1) client
needs, (2) level of cognitive ability, and (3) integrated
concepts and processes. The third component was 
expanded to include nursing process, caring, commu-
nication, cultural awareness, documentation, self-care,
and teaching and learning. Alternative-format 
questions are now being used, and the length of time 
allowed to complete the exam is 6 hours.

Client Health Needs
The NCLEX asks questions about four general groups
of material called client health needs:

• Safe and effective care environment
• Physiological integrity
• Psychosocial integrity
• Health promotion and maintenance needs

Safe and Effective Care Environment (21 to 33 percent)
a. Management of care: 17 to 23 percent of NCLEX

questions
b. Safety and infection control: 9 to 15 percent of

NCLEX questions

The questions in this category make up 
between 25 and 38 percent of the total questions on
the NCLEX. These questions deal with overt safety 
issues in client care (e.g., use of restraints), medication
administration, safety measures to prevent injuries 
(e.g., putting up side rails), prevention of infections,
isolation precautions, safety measures with pediatric
clients, and special safety needs of clients with 
psychiatric problems.

This needs category also includes questions
about laboratory tests, their results, and any special
nursing measures associated with them; legal and 
ethical issues in nursing; a small amount of nursing
management; and quality assurance issues. Questions
on these issues are interspersed with other questions
throughout the examination.
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Handling Your Anxiety

It is perfectly reasonable to be slightly anxious about taking the NCLEX. You have
expended plenty of blood, sweat, and tears to reach this point. As one diploma
graduate told me, “I was in debt up to my ears and running out of money fast
when I took the NCLEX. Passing was literally my meal ticket.” Even if you’re not in
such dire financial straits, it’s no small thing to be tested on years of accumulated
knowledge. You would have to be comatose not to feel butterflies in your stomach
at this point. Do not be anxious about being anxious.

Because you cannot go back and change answers, treat each question
as an exam in itself; once you hit the “Next (N)” button, immediately turn your at-
tention to the next question. Tell yourself not to be surprised by anything. You are
at a psychological disadvantage if you expect the computer to turn off at a certain
number and it doesn’t. So if you can, avoid looking at the question number as you
answer each question.

If you are distracted by the clicking of other people’s computers or other
such annoying sounds, you can ask for earplugs. The testing service provides
them.

Finally, there are going to be other people close to you or next to you
who may sit down at the computer at the same time as you do. They may get up
before you, but ignore them. The testing centers administer many different tests,
so you can realistically tell yourself that the person next to you who finished in 
45 minutes was not even taking the NCLEX. Even if they were taking the NCLEX,
you do not need to think about it. 

I s s u e s  N o w

Source: Dunham, KS. How to Survive and Maybe Even Love Nursing School. Philadelphia, 
FA Davis: 2008, pp. 101–115, with permission.
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Physiological Integrity (38 to 62 percent)
a. Basic care and comfort: 6 to 12 percent of NCLEX

questions
b. Pharmacological and parenteral therapies: 12 to 

18 percent of NCLEX questions
c. Reduction of risk potential: 9 to 15 percent of

NCLEX questions
d. Physiological adaptation: 11 to 17 percent of

NCLEX questions

The physiological integrity needs are con-
cerned with adult medical and surgical nursing care,
pediatrics, and gerontology. This category comprises
the largest groups of questions, with about 38 to 
62 percent of the total number of questions on the
NCLEX. The more common health-care problems,
both acute and chronic conditions, that nurses deal
with on a daily basis include:

• Diabetes.
• Cardiovascular disorders.
• Neurological disorders.
• Renal diseases.
• Respiratory diseases.
• Traumatic injuries.
• Immunological disorders.
• Skin and infective diseases.

There are also questions about nursing care
of the pediatric client, including such topics as:

• Growth and development.
• Congenital abnormalities.
• Child abuse.
• Burn injury.
• Fractures and cast and traction care.
• Common infective diseases in children.
• Common childhood trauma such as eye injuries.

Psychosocial Integrity (6 to 12 percent)
a. Coping and adaptation: 6 to 12 percent of NCLEX

questions
b. Psychosocial adaptation: 6 to 12 percent of

NCLEX questions

Psychosocial integrity needs are health-care
issues that revolve around the client with psychiatric
problems. This material also deals with coping mech-
anisms for high-stress situations, such as acute illness
and life-threatening diseases or trauma. These clients
do not necessarily have any psychiatric disorders.
This category constitutes at most 12 percent of the 

examination and includes questions about the care of
clients with eating disorders, personality disorders,
anxiety disorders, depression, schizophrenia, and or-
ganic mental disease. Also included in the psychosocial
needs section are questions about therapeutic commu-
nication, crisis intervention, and substance abuse.

Health Promotion and Maintenance (6 to 12 percent)
a. Life span growth and development: 6 to 12 percent

of NCLEX questions
b. Prevention and early detection of disease: 6 to 

12 percent of NCLEX questions

Health promotion and maintenance needs
deal with birth control measures, pregnancy, labor
and delivery, the care of the newborn infant, growth
and development, and contagious diseases, particu-
larly sexually transmitted diseases. This section con-
stitutes approximately 12 percent of the total
examination. Teaching and counseling are important
parts of the nurse’s care during pregnancy, and
knowledge of diet, signs and symptoms of complica-
tions, fetal development, and testing used during
pregnancy is necessary.

208 U n i t  2 Making the Transition to Professional

Levels of Cognitive Ability
The level of cognitive ability is a component of the
NCLEX that measures how information has been
learned and how the nurse can use it. For the NCLEX,
knowledge is tested at three different levels.
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Level 1: Knowledge and Comprehension
Level 1 consists of knowledge and comprehension
questions. Fewer than 10 percent of the questions are
at this level, and there is a good chance that you may
not even see a Level 1 question. These questions in-
volve recalling specific facts and the ability to under-
stand those facts in relation to a pathophysiological
condition. They cover knowledge of specific anatomy
and physiology, medication dosage and side effects,
signs and symptoms of diseases, laboratory test 
results, and the elements of certain treatments 
and interventions.

Being able to remember and understand in-
formation is the most basic way of learning. Although
this type of knowledge is important and underlies the
other levels of knowledge, it is not sufficient to ensure
safe nursing care. The following is an example of a
Level 1 question:

1. A client is admitted to the medical unit with 
respiratory failure. Identify the normal range 
for the PO2.
a. 10–30 mm Hg
b. 35–55 mm Hg
c. 10–20 cm H2O
d. 70–100 mm Hg

Level 2: Analyze, Interpret,
and Apply
Level 2 questions add
an additional step to the answering process. These
questions presume that you have the basic informa-
tion memorized and then ask you to analyze, inter-
pret, and apply this information to specific
situations. Analysis and application questions are
more difficult to answer because they require you to
do more than simply repeat the information you
have read or heard in class. Analysis requires the
ability to separate information into its basic parts,
decide which of those parts are important, and then
determine what the information is telling you. Ap-
plication requires that you be able to use that infor-
mation in making client-care decisions.

Some examples of this type of question in-
volve interpreting electrocardiographic (ECG) strips,
interpreting blood gas values, making a nursing diag-
nosis based on a set of symptoms, or deciding on a
treatment plan. These questions provide a better 
indication of your ability to safely care for clients. 
An example of a Level 2 question is:

2. A client is becoming progressively short of breath.
The results of his arterial blood gas (ABG) tests are
pH, 7.13; PO2, 48; PCO2, 53; and HCO3, 26. What do
these values indicate?
a. Metabolic acidosis
b. Respiratory alkalosis
c. Respiratory acidosis
d. Metabolic alkalosis

Level 3: Synthesis, Judgment, and Evaluation
Level 3—synthesis, judgment, and evaluation—takes the
process a step further. More than 95 percent of the ques-
tions on the NCLEX are at either Level 2 or 3. Questions
at the synthesis and judgment level ask you to process
information on more than one fact; apply rules, meth-
ods, principles, or theories to a situation; and make
judgments and decisions about client care. You can
identify these higher-level questions by recognizing that
they require you to process two or more facts, concepts,
theories, rules, or principles of care before you can 

answer the question.
One factor that

adds to the difficulty of
answering Level 3 ques-
tions is that there is often
more than one correct an-
swer. You may be asked
to choose the best, or
highest-priority, answer
from among several cor-

rect answers. Questions at this level often ask about the
priority of care to be given, the priority of nursing diag-
nosis formulated, how to best evaluate the effectiveness
of care you are giving, and the most appropriate nursing
action to be taken. Your ability to make decisions about
nursing care at these higher levels is the best indication
of your critical thinking ability and best demonstrates
the ability to provide safe nursing care. Three examples
of Level 3 questions are:

3. A client is becoming progressively short of breath.
The results of his arterial blood gas (ABG) tests are
pH, 7.13; PO2, 48; PCO2, 53; and HCO3, 26. What
action should the nurse take first?
a. Call a code blue and begin cardiopulmonary 

resuscitation.
b. Call the physician and report the condition.
c. Make sure the client’s airway is open and begin

supplemental oxygen.
d. Give the ordered dose of 200 mg aminophylline

intravenous piggyback (IVPB) now.
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portant and underlies the other levels of
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4. After receiving shift report at 0645, identify the
client the nurse should assess first.
a. 65-year-old man with stable angina
b. 37-year-old woman with possible GI bleeding;

vital signs stable
c. 56-year-old woman with COPD and an oxygen

saturation of 89%
d. 19-year-old man with type 1 diabetes and a fast-

ing blood sugar of 55 mg/dL
5. The nurse assesses a 7-month-old hospitalized girl

and finds that the infant has a positive tonic neck
reflex. What intervention would be most important
for the nurse to include in the child’s nursing 
care plan?
a. Daily head circumference measurements
b. Measure intake and weigh all diapers
c. Position the infant on her back for naps
d. Assess neuro/developmental levels each shift

Integrated Concepts and Processes
The integrated concepts and processes component 
includes the following:

• Nursing process
• Concepts of caring
• Therapeutic communication
• Cultural awareness
• Documentation
• Self-care
• Teaching and learning

These concepts are integrated throughout
the examination and are included as elements in the
four needs categories.

Nursing Process
The nursing process has traditionally been a very im-
portant part of the NCLEX. The NCLEX-RN, CAT
uses the five-step nursing process: assessment, analy-
sis, planning, intervention and implementation, and
evaluation. Each of the questions you will be asked on
the NCLEX falls into one of these five categories.

It is important that you keep in mind the
steps of the nursing process when answering ques-
tions. Often questions that ask, “What should the
nurse do first?” are looking for an assessment-type
answer because that is the first step in the nursing
process. Questions on the nursing process are no
longer equally divided on the examination. Recent
analysis has shown a higher percentage of questions
in the implementation phase of the nursing process.

Assessment
The assessment phase primarily establishes the data-
base on which the rest of the nursing process is built.
Some components of the assessment phase include
both subjective and objective data about the client,
significant history, history of the present illness, signs
and symptoms, environmental elements, laboratory
values, and vital signs. Often the examination will ask
you to distinguish between appropriate and inappro-
priate assessment factors. An example of an assess-
ment phase question is:

6. What would be the most important information
for the nurse to obtain when a client is admitted for
evaluation of recurrent episodes of Stokes-Adams
syndrome?
a. Ability to perform aerobic exercises for 

15 minutes
b. Bradycardia and increases in blood pressure
c. Changes in level of consciousness
d. Ability to discuss fat and sodium diet 

restrictions

Analysis
The analysis phase of the nursing process involves 
developing and using a nursing diagnosis for the
care of the client. The NCLEX uses the North
American Nursing Diagnosis Association
(NANDA) nursing diagnosis system. Questions
concerning nursing diagnosis will often ask you to
prioritize the diagnoses. (See Bonus Chapter 1 for
detailed information about prioritization.) The
basic rules for prioritization are to use Maslow’s 
hierarchy of needs and the ABCs you learned in
CPR (airway, breathing, and circulation). An 
example of an analysis phase question is:

7. A client is admitted to the unit with a diagnosis
of bronchitis, congestive heart failure, and a
fever. The nurse assesses him as having a temper-
ature of 101.8°F, peripheral edema, dyspnea, 
and rhonchi. The following nursing diagnoses 
are all appropriate, but which one has the highest
priority?
a. Anxiety related to fear of hospitalization
b. Ineffective airway clearance related to retained

secretions
c. Fluid volume excess related to third spacing of

fluid (edema)
d. Ineffective thermoregulation related 

to fever
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Planning
The planning phase of the nursing process prima-
rily involves setting goals for the client. Included in
the planning phase are such factors as determining
expected outcomes, setting priorities for goals, and
anticipating client needs based on the assessment.
These questions may ask you to identify the most
appropriate goal or may ask you to identify the
highest-priority goal from several appropriate
goals. You can prioritize goals the same way 
you did the nursing diagnosis. Remember that a
good goal is measurable, client centered, time 
limited, and realistic. An example of a planning
phase question is:

8. A client is found to be in respiratory failure and is
placed on oxygen. Which goal has the highest 
priority for this client?
a. Walk the length of the hall twice during a

nurse’s shift.
b. Complete his bath and morning care before

breakfast.
c. Maintain an oxygen satu-

ration of 90 percent
throughout the shift.

d. Keep the head of the bed
elevated to promote
proper ventilation.

Intervention and Implementation
The intervention and implementation phase of the
nursing process involves identifying nursing actions
that are required to meet the goals stated in the plan-
ning phase. Some of the material in the intervention
and implementation phase includes:

• Providing nursing care based on the client’s goals.
• Preventing injury or spread of disease.
• Providing therapy with medications and their 

administration.
• Giving treatments.
• Carrying out procedures.
• Charting and record-keeping.
• Teaching about health care.
• Monitoring changes in condition.

An example of an intervention and imple-
mentation phase question is:

9. When the nurse ambulates a client who has been
on bed rest for 3 days, he suddenly becomes very
restless, displays extreme dyspnea, and complains

of chest pain. Select the most appropriate nursing
action.
a. Call a code blue.
b. Continue to help the client walk, but at a 

slower pace.
c. Give the client an injection of his ordered 

pain medication.
d. Return the client to bed and evaluate his 

vital signs and lung sounds.

Evaluation
The evaluation phase of the nursing process deter-
mines whether the goals stated in the planning phase
have been met through the interventions. The evalua-
tion phase also ties the nursing process together and
makes it cyclic. If the goals have been achieved, it is
an indication that the plan and implementation were
effective, and new goals need to be established. If the
goals were not met, then you have to go back and find
the difficulty. Were the assessment data inadequate?
Were the goals defective? Was there a deficiency in

the implementation?
Evaluation is a con-

tinuous process. Material in the
evaluation phase includes com-
parison of actual outcomes
with expected outcomes, verifi-
cation of assessment data, eval-

uation of nursing actions and client responses, and
evaluation of the client’s level of knowledge and under-
standing. Evaluation questions are often worded very
similarly and are relatively easy to identify after you
have experienced a few of them. An example of an 
evaluation question is:

10. A client is being prepared for discharge. He is to
take theophylline by mouth at home for his lung
disease. Which statement by the client indicates to
the nurse that her teaching concerning theo-
phylline medications has been effective?
a. “I can stop taking this medication when I feel

better.”
b. “If I have difficulty swallowing the time-

released capsules, I can crush them or 
chew them.”

c. “If I have a lot of nausea and vomiting or be-
come restless and can’t sleep, I need to call 
my physician.”

d. “I need to drink more coffee and cola while I
am on these medications.”
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NCLEX FORMAT

You will take the NCLEX examination on a personal
computer at a Pearson Professional Center (Fig. 9.1).
The majority of the questions are in a multiple-choice
format and are constructed similarly. They include a
client situation, a question stem, and four answers, or
distracters, like the sample questions you have seen so
far in this chapter.

All the multiple-choice questions on the
NCLEX stand alone, although a similar situation may
be repeated. Occasionally a single question may be 
included without a case situation.

Choosing the Right Answer
For the multiple-choice questions, you are asked to
select the best answer from among the four possible
choices. No partial credit is given for a “close” an-
swer; there is only one correct answer for any particu-
lar question. The questions are totally integrated from
the content areas that were previously discussed
along with the approximate percentages that were
identified. Each question carries an equal weight or
value toward the final score.

When the question appears on the screen,
read the question and answers using the process de-
scribed in Bonus Chapter 1. When you decide what
the correct answer is, place the cursor in the circle in
front of the answer and click to select the answer (see
Fig. 9.1). If you decide to change the answer (never a
good idea), place the cursor on the answer you se-
lected and click again. It will remove the indicator
and you can move the cursor to another answer.
When you are sure you have selected the correct 

answer, click the “Next (N)” button at the bottom of
the screen. That question will disappear and a new
one will appear. You cannot go back and change an
answer after you click the “Next (N)” button.

Alternative Format Questions
In 2004, alternative format questions were first added
to the exam; in 2010, three new types of alternative
format questions were added. No new types were
added with the 2013 revisions. The NCSBN states that
there is no preset number of alternative format ques-
tions for each exam and that they are included as part
of the overall test plan. In practice, there seems to be
between 2 and 10 percent of the total number of
questions that will be alternative format, and each
graduate has at least two of them on the exam. There
are several types of these questions. They are scored
like the multiple-choice questions in that they are ei-
ther correct or incorrect (no partial credit). They are
also given a difficulty rating based on the same crite-
ria as the multiple-choice questions. If you want more
information on these types of questions, go to http://
www.mightynurse.com/lp-practice-test-register-
mightiest/?gclid=CIPXhsCXjsACFSMLMgodpEUAtw
for an extensive question-and-answer presentation
on alternative format questions. There are a number
of books now in print that deal exclusively with alter-
native format questions. All of the general NCLEX 
review books now have samples of these questions for
students to practice.

Fill in the Blank
These alternative format questions may ask for a
range of information. They may be calculation 
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What type of container should the nurse use for 
a urine C&S test?

1. Clean
2. Sterile
3. Plastic
4. Glass

Time Remaining Box

F i g u r e  9 . 1 Sample multiple-choice question. Select the answer by placing the cur-
sor in the circle and click or type in the answer. Change the answer by placing the cursor
in a new circle and clicking. Move to the next question by clicking on the “Next (N)”
button at the bottom of the screen.
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questions or may ask for knowledge. After you read
the questions, you need to type the answer in the box
provided (Fig. 9.2). If it is a calculation question, you
may use the pop-up calculator, accessible by clicking
the cursor on the “Calculator (C)” button (Fig. 9.3).
After you have typed in your answer, you can go back
and change it. Once you have decided that it is 
correct, click on the “Next (N)” button and a new
question will appear.

Multiple Answers
With the multiple-answer questions, you are given a
list of options or answers and must select all that are
correct. You must get them all correct in order to get
credit for the question. To select the options you
think are correct, place the cursor in the circle or box

before the option and click (Fig. 9.4). If you decide
that one of the options is not really the one you want,
you can click on the circle again and it will be re-
moved. When you decide you have the options you
want, click on the “Next (N)” button and the next
question will appear on the screen.

Sequencing Items
Sequencing questions provide you with a question
and then four or more options (items) that are related
to the question. Your task with this type of question is
to place them in the proper sequence (Fig. 9.5). You
do this by selecting the circle or box in front of the
option you think is number one and typing in “1.”
Then move to the option you believe is number two
and type that number in, and so forth. You can
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An adult client with Hodgkin's disease who weighs 143 lb
is to receive vincristine (Oncovin) 25 mcg/kg IV.
Calculate the correct medication dosage.

Type your answer in the box below.

Time Remaining Box

F i g u r e  9 . 2 Alternative format question. Fill in the blank by clicking on the 
“Calculator (C)” button at the lower right corner of the bar.

F i g u r e  9 . 3 Alternative format question. Fill in the blank by using the calculator to
click on number buttons. Then type in the answer box. Do not use spaces or commas in
the answer. Close the calculator by clicking on the “X” button on the calculator screen.

An adult client with Hodgkin's disease who weighs 143 lb 
is to receive vincristine (Oncovin) 25 mcg/kg IV. Calculate 
the correct medication dosage.

Type your answer in the box below.

File    View    Memory

1625

Backspace CE C

MC 7 8 9 / sqrt

MR 4 5 6 X %

MS 1 2 3 - 1/X

M+ 0 +/- + =

VUE Calculator _ X_

1625

Time Remaining Box
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change the numbering by clicking on the boxes to re-
move the numbers. 

Some of the newer sequencing questions
use a drag-and-drop answer system where you can
click and hold on the answer you think is number 1,
then drag it and drop in the number 1 box. There is
a series of items in a box on the left side of the
screen and a set of boxes on the right. The same
method works for the rest of the answers. If you
want to change an answer, click and hold and then
drag it to another slot. When you have the options
sequenced the way you think they should be, click
on the “Next (N)” button and a new question will
appear on the screen.

Identify the Area (or Hot Spot)
These types of questions provide you with a picture or
diagram and then ask you to identify an area or a spe-
cific element on the picture (Fig. 9.6). You place the
cursor on the area that you think is correct and click.

An “X” will appear. If you decide that is not where
you really want the “X,” you can click on the “X”
again to remove it and then place the cursor in a new
spot and click again. Once you have it where you
want it, click on the “Next (N)” button, and the next
question will appear on the screen.

Chart/Exhibit Items (Type 1)
A chart or exhibit item will present you with a chart,
graph, or some other picture or graphic item, or with
a series of charts, graphs, or other pictures. You will
need to be able to read the chart, graph, or picture to
obtain the information to answer the question. Then
you will be asked to select the correct answer from
four or more options by using the information you
gleaned from the chart, graph, or picture.

Exhibit Items (Type 2)
With this type of question, you are presented 
with either a question or a problem. To answer 
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The nurse is caring for a client who has a draining wound infected with MRSA. 
Which infection control precautions should be used? Select all that apply.

Wear a protective gown when entering the room.
Put on a particulate respirator mask when giving meds.
Wear gloves when delivering the meal tray.
Have visitors wear a mask when entering the room.
Wear sterile gloves when removing the dressing.
Put on a face shield before irrigating the wound.

Time Remaining Box

F i g u r e  9 . 4 Alternative format question—multiple answer.

Identify the proper sequence for assessment of the abdomen starting with the 
number 1 for the first assessment. Type the number in the box before the statement.

Percussion

Inspection

Palpation

Auscultation

3

1

4

2

Time Remaining Box

F i g u r e  9 . 5 Alternative format question—sequencing items.
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the question or solve the problem, you must click
on an “Exhibit Button.” Each exhibit contains three
tabs with drop-downs; you must click on each tab
and read the information. The question will ask you
to find some data provided by one of the tabs. Once
you determine which tab has the correct informa-
tion, you must select the one corresponding correct
item from the four options provided. Then you
click on the “Next (N)” button and move on to the
next question.

Exhibit item questions test your ability to
use information correctly. This type of question re-
sponds to the increase in the use of evidence-based
practice in the health-care setting. If a nurse cannot
understand and interpret research findings correctly,
the safety of clients becomes an issue.

Audio Items 
This type of question requires the use of a headset.
When the question comes up, you will initially see what
looks like the audio bar from a DVD with the usual
symbols for play, pause, forward, stop, and reverse.

There will be four options (answer choices)
underneath the bar. You must put on the headset and
click on the arrow-shaped play button to listen to the
audio clip. The volume can be adjusted using the 
volume slide bar. After listening to the clip, you must
select the one correct option related to it. You can 
repeat the clip as often as you want, stop it, or pause it
by clicking on the appropriate audio bar symbols.
After selecting your answer, click the “Next (N)” 
button to move on to the next question.

The NCSBN has not indicated what you
might find on these audio clips. Logically, it would

seem that anything a nurse usually “hears” in the
course of a day’s work could be included: heart
sounds, breath sounds, bruits, and even client
statements (is this client depressed, angry, 
anxious, or expressing echolalia?). These might 
be difficult.

Graphic Items 
These questions are similar to the traditional multi-
ple-choice questions in that there is a written ques-
tion. However, the question presents four pictures
or graphics, not written options, as answer selec-
tions. As with the audio items, the NCSBN has not
provided any indication of the types of graphics you
might encounter. They could be charts of disease
frequencies, pictures of rashes or wounds, ECG
strips, types of syringes, medication labels on bot-
tles, or just about anything a nurse might see during
a work shift.

How Many Questions?
You may take between 75 and 265 questions, depend-
ing on how you answer. Of the first 75 questions, only
60 count. The other 15 are “trial” questions that will
be used on future examinations; however, they are
completely integrated with the other questions, and
there is no way to know which ones do not count, so
do your best on all of them. The NCSBN is attempt-
ing to establish reliability and validity data on the
new trial questions.

If you get a lot of questions in a particular
category—for example, pediatrics—it may mean one
of two things. The NCSBN may be testing pediatric
questions on your exam, so you are receiving a lot of
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The nurse is assessing a client with a suspected Epstein-Barr viral infection. In which 
area of the abdomen is the nurse best able to palpate the spleen? Use the mouse to 
select the correct area.

RUQ            LUQ

RLQ             LLQ

Time Remaining Box

F i g u r e  9 . 6 Alternative 
format question—identify area.
With this type of question, you
are given a diagram or picture
and asked to locate a structure or
area. Place the cursor on the area
you think is correct and click. An
“X” will appear in that area. To
deselect the answer, click on the
“X” and move the cursor to the
new area. When finished, click
on “Next (N).”
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them, or you may be having some problems answer-
ing pediatric questions correctly. The computer will
continue to give you questions in a particular content
area until you meet the requirements of the test plan.
The computer randomly draws the questions you are
seeing from a pool of more than 4000 questions.

The NCSBN, which is responsible for de-
signing the test, publicly states that no graduates are
randomly selected by the computer to take all 
265 questions. You can pass or fail the test with 
either 75 or 265 questions or any number in between.
The average number of questions taken over the 
past 5 years is 119, and the average time is just over 
2 hours.

How Long Does It Take?
There is a maximum time limit of 6 hours for the en-
tire examination, although there is no minimum time
limit. There is a mandatory break when the computer
“locks up” about 21⁄2 hours into the test. For 10 min-
utes, you will not be able to answer any questions.
There is another optional break at about 4 hours into
the test, although the computer will not lock up at this
time. You can take breaks at any time during the exam
if you need to use the restroom, but remember that
you will lose this time off your total time for the exam.

The exam is not really timed except for the
overall time limit. Theoretically you could sit at the
computer for the full 6 hours with question number 1
on the screen. The computer does not make you take
questions at any particular rate. Most people can an-
swer a multiple-choice question in about 45 seconds. As
a rule of thumb, if you are spending more than 2 min-
utes on any single question, put an answer down and
move on to the next question.

If you calculate that you are going to take 
265 questions in 6 hours, it comes out to about 
80 seconds per question. Some of the alternative-
format questions may take a little longer to answer, al-
though some may take less time than the multiple-
choice questions. Take a watch along and keep an eye
on the “Time Remaining” box at the top of the screen.

How It’s Graded
The NCLEX is graded on a statistical model that com-
pares your responses with a preestablished standard.
If you can demonstrate a knowledge level consistently
above the standard, you will pass the examination.

Because the NCLEX-RN examination is
given by computerized adaptive testing (CAT), 

increases in the passing standard do not necessarily
require you to answer a greater number of items cor-
rectly. However, the new passing standard does re-
quire that you answer questions correctly at a slightly
higher difficulty level than the previous year’s gradu-
ates (i.e., the examination is going to be a little more
difficult to pass). Questions are assigned a difficulty
value on a seven-logit (unit) scale called the NCLEX-RN
logistic scale, ranging from the easiest (minus 3),
which all graduates should answer correctly, to the
most difficult (plus 3), which almost all graduates
would be expected to miss (Box 9.1). It is important
to keep in mind that a “logit” is not a percentage
point, nor does it have anything to do with percentages.
You might hear someone say you need a 50 percent
or 60 percent or 70 percent on the NCLEX to pass it.
Those numbers are meaningless to the NCLEX 
exam. The NCSBN reevaluates the difficulty level
every 3 years. On April 1, 2013, the pass level was
raised from minus 0.16 logits to 0.000 logits. The 
current pass criterion is exactly in the middle of the
seven-point logit scale. In the past, whenever the pass
standard was raised on the NCLEX, the national pass
rate dropped by an average of 5 percentage points.

So What Is a Logit?
The term logit is an abbreviation for “log odds
units.” It was originally developed for use in mathe-
matical probability calculations in which different-
sized units of data are analyzed as if they were all the
same size. On the NCLEX, ranking the questions to
logit levels compares the difficulty of items (crite-
rion referencing) rather than the answers different
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B o x  9 . 1
NCLEX-RN Logistic Scale

Logits

3 Most difficult

2

1

0 Approximate pass level

–1

–2

–3 Least difficult

3972_Ch09_205-225  31/12/14  6:10 PM  Page 216



graduates might give (norm referencing). This 
establishes a more objective standard for passing 
the exam. So what percentage must you answer 
correctly to pass? It doesn’t really matter. You must
answer enough questions ranked above the pass cri-
teria to demonstrate that you can practice nursing
safely. If you do that, you pass the NCLEX. If you
answer a lot of questions correctly below the passing
standard, they do not help with the final calculation
of your pass/fail status.

Level of Difficulty
The difficulty level of the questions is determined by
the writers and question reviewers. It is based on
such factors as when the material is usually pre-
sented in nursing programs (material presented ear-
lier is considered less difficult) and the complexity
of the material. To you, the test taker, difficulty level
is somewhat relative. If you know the answer to a
question, then it will seem relatively easy to you
even if it is classified by
the test writers as being
of a higher difficulty
level. Similarly, if you do
not know the answer,
that question will be dif-
ficult for you even if it is
determined to be at a
relatively low difficulty
level.

No Happy Questions
Keep in mind also that there are no “happy” ques-
tions on the NCLEX. There is always something
wrong, and if there is a problem in the question, you
need to worry about it. Also, as a general guiding
principle, anything you know really well from your
classes will not be on the NCLEX, so anticipate diffi-
cult questions.

After you finish the mandatory tutorial on
the use of the computer, the first real question you
get will be at a medium difficulty level, probably a
little above or a little below the pass criteria. If you
answer it correctly, the next question will be a little
more difficult. If you answer that one correctly, the
next question will also increase in difficulty, and so
forth, until you start missing questions. Then the
computer will give you slightly less difficult ques-
tions until you start answering them correctly. The
computer is trying to establish your “zone of

knowledge.” If that zone is above the pass standard,
then you will pass the exam.

Your Zone of Knowledge
The first question you see will be at or slightly above
the pass level. If you miss the first question, and
many graduates do because of anxiety, the computer
will give you a slightly easier question for number 2. 
If you answer that one correctly, the next one will 
increase in difficulty level, and so forth, until you
start missing questions. If the computer can deter-
mine with a 95 percent accuracy that your zone of
knowledge is above the pass criteria within the first
75 questions, it will stop the test and ask you to
complete a short survey. The reason many graduates
take more than 75 questions is because the com-
puter is having difficulty establishing a clear zone of
knowledge above or below the pass standard. It will
keep giving questions until a 95 percent accurate 
determination of your knowledge level is made.

Graduates who take all
265 questions have an-
swered questions above
and below the pass stan-
dard throughout the
whole exam. If you do
have to take all 265 ques-
tions, it does not neces-
sarily mean you failed.

Example: Low Difficulty Level
11. What blood test does the nurse evaluate as the

best measure of a client’s long-term control of 
diabetes mellitus?
a. Fasting blood sugar
b. Arterial blood gases
c. Glucose tolerance test (GTT)
b. Glycosylated hemoglobin (Hgb A1C)

Example: Mid Difficulty Level (Pass Criteria)
12. While evaluating the results of a pulmonary func-

tion test, the nurse notes that an adult man who is
short of breath has a vital capacity of 2800 mL, a
tidal volume of 375 mL, and a residual volume of
2200 mL. Select the action the nurse should avoid
implementing for this client.
a. Position the client with the head of the bed 

elevated 45 degrees.
b. Encourage fluid intake of 2 to 3 liters per 

24 hours.
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Keep in mind that the NCLEX is designed
so that no one can answer all the ques-
tions correctly. Even your most knowl-
edgeable nursing instructor would not be
able to answer some of the questions on
the exam.

“
”
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c. Begin oxygen by non-rebreather mask.
d. Encourage the client to cough and to breathe

deeply every hour during the shift.

Example: High Difficulty Level
13. While monitoring a client with a pulmonary ar-

tery catheter, the nurse notes catheter fling artifact
on the pressure tracing. Identify the nursing
measure that best compensates for this problem.
a. Record only mean pressures.
b. Ask the physician to reposition the catheter.
c. Irrigate the catheter forcefully with heparinized

saline solution.
d. Level and zero the transducer before taking

readings.

Remember that it is probably a good sign that
you are getting difficult questions. It means that you are
answering questions above the pass standard. You do
not want a lot of easy questions on the NCLEX. Also
keep in mind that the NCLEX is designed so that no
one can answer all the questions correctly. Even your
most knowledgeable nursing instructor would not be
able to answer some of the questions on the exam.

However, the NCLEX asks entry-level ques-
tions that tend to be very “textbookish.” When you
are answering NCLEX questions, look for the ex-
pected textbook-type knowledge. Don’t look for ex-
ceptions. Each examination is different and unique to
the person taking it because future questions depend
on how you answered previous questions.

NCLEX BACKGROUND INFORMATION

After you graduate from your nursing program, you
must apply to the state board of nursing for permission
to take the NCLEX. Once you have been approved by
the state board, that information is sent on to the
NCSBN, which sends you an “authorization to test”
card or document. You will receive your authorization
document more quickly if you select the “e-mail” op-
tion on the application form for the examination.

You then call for an appointment at the cen-
ter wherever is most convenient for you to take the
test. Appointments are made on a first-come, first-
served basis. The centers are required to schedule the
examination within 30 days from the time you apply.
Each state establishes its own maximum time interval
for the graduate to take the exam after graduation,
usually 1 year.

There are both morning and afternoon ses-
sions of 6 hours’ duration. Depending on the size of
the center, between 8 and 15 graduates may be tak-
ing the test at the same time. Additionally, there
may be other people at the center taking examina-
tions in other disciplines at the same time as the
nursing graduates.

Test Vendor and Logistics
The test vendor for the NCLEX is Virtual University
Enterprises (VUE), a subsidiary of National Commu-
nication Systems (NCS) Pearson Professional Centers.
The tests are given at Pearson Professional Centers.
The test items and the format of the examination al-
ways stay the same, even if vendors change, because
the exam is owned by the NCSBN, which contracts
with vendors to administer the examination.

Testing by Computer
The computer skills required are minimal. The mouse
is used for most of the examination, with minimal typ-
ing required. A digital picture is taken at the time you
enter the exam room, and that picture, along with your
information, appears on one of the computer screens
in the room. A digital thumbprint and signature are
also obtained when you enter the exam center. 

You sit at the computer with your picture on
it and complete a tutorial with the use of the mouse
and computer. You have two attempts at completing
the tutorial successfully. If you are unable to do so
after the second try, a person who is working at the
testing center will come and help you. After the exam-
ination is completed, you will be asked to complete a
short computerized personal data questionnaire and
an evaluation of the examination site.

Questions appear one at a time on the com-
puter screen, with a button bar on the bottom of the
screen and a “time remaining” box in the upper cor-
ner. After you select an answer, the question is re-
placed with another question and answer options.
No question is ever repeated, nor are you able to
change the answer once you have clicked on the
“Next (N)” button.

An on-screen pop-up calculator is available
for answering dosage and other questions that require
calculations. Because of the increased emphasis on
pharmacology and the concern about medication 
errors, it is probably safe to assume that the difficulty
level of future calculation questions will increase
markedly.
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Security
Security is very tight at the examination sites. Lockers
are provided and you must leave all your personal be-
longings at the door, so do not bring a lot of things
with you. As of 2013, you can no longer take in cell
phones or any type of electronic devices into the
exam room. You will be required to place the device
into a plastic bag and it will be secured until you fin-
ish the exam. If you refuse to secure your phone, you
will not be allowed to take the exam and will forfeit
your $200 examination fee.

All exam sessions are videotaped, and 
there is a proctor in the room monitoring all the test
takers. Although cheating on the NCLEX is virtually
impossible—every examination is different—it is 
important to not even look as if you are attempting to
cheat. Do not talk to the person next to you. Keep
your eyes on your own computer. Do not take out
any papers or electronic devices during the exam.
Magic slates are generally provided for use as “scrap
paper,” so you will not need any paper or pens during
the exam. 

NCSBN requires a 45-day waiting period before re-
peating the test, and first-time takers are given prefer-
ence over those who are repeating the examination.
Several states have restricted the number of times the
graduate can retake the test (usually up to three) or
have placed a time limit on the retake of 1 or 2 years.
Check with your state board of nursing for the 
particular regulations.

When the computer shuts off, it knows 
if you passed or failed, but it will not give you that 
information at that time. At the end of the day, after
the last testing session, results are downloaded elec-
tronically to NCSBN in Chicago. The next business
day, NCSBN notifies the state board of nursing elec-
tronically and sends a hard copy; then it is up to the
state board of nursing to notify you.

The official exam results may be sent to
you by mail, usually within 7 to 10 days after the
exam has been completed, although this time frame
varies from state to state. Most states now offer offi-
cial online results within 72 hours after the exam.
Check with your state board of nursing to make
sure they offer this service and to find out how to
access the site. The NCSBN offers a “quick results”
service that allows you to obtain unofficial results 
2 business days after you take the examination. 
Just go to the Pearson View website at http://www
.pearsonvue.com/nclex and sign in with your user
name and password. The cost is about $10. Not all
states participate in the service, and your employ-
ment agency may or may not accept the results
since they are unofficial.

Some graduates have found a very quick
way to get unofficial results in as little as 2 or 
3 hours, but more commonly by the next day. After
you take the NCLEX and return home, log on to the
Pearson VUE site. Attempt to register for the
NCLEX again under your original login. Register for
the exact same test just like you did when you origi-
nally registered. Continue through the registration
process until you find the message where you are
asked to pay for the exam. If the site allows you to
put in your credit card information, it is an indica-
tion that you might have failed the exam. It is best
not to do anything else until you get the official re-
sults from your SBN. If you get a message saying
that you are unable to schedule the NCLEX because
one is already on record, you most likely passed the
exam. To double check, try this again later to see if
you get the same message.
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How the Test Is Graded
The NCLEX is graded on a pass/fail basis. The results
are checked twice for accuracy. If the graduate fails,
he or she must take the entire exam again. The
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NCLEX STUDY STRATEGIES

There are several ways to prepare for examinations,
including the NCLEX. To attempt to take the exami-
nation with an attitude of “If I don’t know it by now,
I never will” is to court failure. Carefully directed
study and preparation will considerably increase the
chances of passing the test. Review Bonus Chapter 1
for general tips on how to study for and take exams.
Below is some specific information on preparing for
the NCLEX.

The NCSBN and Pearson VUE Websites
You can access the NCBSN website at http://www
.ncsbn.org. This website can provide significant help 
as you prepare to take the NCLEX. It offers the most 
recent information on any changes in the test and sim-
ply lays out the steps to register for the examination. The
Pearson VUE site also has a wealth of information, includ-
ing free sample examination questions (http://www
.vue.com/nclex). The more you learn about the exam
before you have to take it, the lower your anxiety will be
and the better you will do.

Review Books
The material covered by
review books is the key
material found on the
NCLEX. These books usually follow the NCLEX Test
Plan very closely. However, a review book is just that; it
reviews the material that you should already know. Re-
viewing is important to reinforce learning and recall of
information you may not have used in a year or more.

important to investigate that section in more detail. If
you find most of the material familiar and easy to
grasp, you are probably well on your way to passing
the NCLEX.

Group Study
Group study can be an effective method of prepara-
tion for an examination such as the NCLEX. To opti-
mize the results of group study sessions, several rules
should be followed:
Rule 1: Be very selective when choosing the members of

the study group. They should have a similar frame
of mind and orientation toward studying. They
should be graduates who are also going to be tak-
ing the NCLEX. The ideal size for a study group is
between four and six people. Groups larger than
six become difficult to organize and handle. After
the group has been formed and has begun its study
sessions, it may be necessary to ask an individual
to leave the group for not participating or for
being disruptive to the study process or displaying
negative attitudes about the examination.

Rule 2: Have each indi-
vidual prepare a par-
ticular section for 
each group study ses-
sion. Study groups 
generally meet once 
or twice a week. For

example, if next week the group is going to study
the endocrine system, assign group member 1 the
anatomy and physiology of the system, member 
2 the pathological conditions, member 3 the med-
ications used for treatment, and member 4 the key
elements of nursing care. When the group comes
together, have each individual present his or her
prepared section. This type of preparation pre-
vents the “What are we going to study tonight?”
syndrome that often plagues group study sessions.

Following this process organizes the
study group and allows for more in-depth cover-
age of the topic. It also permits the members 
of the group to ask questions of the other 
members, thereby reinforcing the information
being discussed.

Rule 3: Limit the length of the study session. No 
single study session should be longer than 60 to 
90 minutes. Sessions that go longer tend to get 
off the topic and foster a negative attitude about 
the examination. Try to avoid making group 
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What Do You Think?

?When was the last time you sat in on a group study 
session? List three of the problems you encountered 
at the session. How could they be solved?

Review books are not really designed to
present any new information about key material. If
you are totally unfamiliar with the material in a par-
ticular section of the review book, reading a more
comprehensive textbook on that particular subject
area will be necessary.

Another important function of a review
book is to point out areas of weakness. If you find a
section that seems to contain “new” material, it is 

No matter what other study and prepara-
tion methods are used, individual prepara-
tion for the NCLEX is a necessity.“ ”

3972_Ch09_205-225  31/12/14  6:10 PM  Page 220



study sessions into party time. A few snacks and 
refreshments may be helpful to maintain the
group’s energy level, but a real party atmosphere
will detract significantly from the effectiveness of
the study session.

Rule 4: Use role-playing to reinforce information. The
more senses you can involve in the learning
process, the better the learning.

Rule 5: Remain positive. Although group study times
should not be party times, relax and have some
fun with the study.

Individual Study Tips
No matter what other study and preparation methods
are used, individual preparation for the NCLEX is a
necessity. This preparation can take several forms:

Tip 1: Use a review book. As previously discussed,
use of a review book is valuable to indicate areas of
deficient knowledge. Reading and studying the ap-
propriate textbooks and study guides can be help-
ful if it is approached correctly. It is important that
the graduate mentally organize the information
being read into a format similar to that found in
the NCLEX. After reading each page of a textbook
or study guide, the graduate should be able to ask
three or four multiple-choice questions about that
information. These questions can be asked silently

or written out and should answer the question,
“How might the NCLEX test my knowledge of this
material?”

Tip 2: Take practice exams on the computer and
learn the format. Practice answering questions
similar to those found on the exam you are going
to take. Most of the review books come with a CD
or a link to a website that has practice questions on
it. It will help alleviate some of the unknowns, par-
ticularly if you have not had a lot of experience
with computer-based exams. Experts recommend
that you take between 3000 and 5000 practice
questions before you take the NCLEX. Try to take
at least 1000 questions using a computerized for-
mat and alternative format questions. Obviously,
starting early in this process (6 months) is impor-
tant, along with some planning and time manage-
ment. Don’t try to take 1000 questions at a time!
For maximum learning, take 50 to 100 at a sitting
and review the answers to understand why you
missed the ones you missed.

When practice questions are answered, the
following important mental processes occur:

Getting comfortable. First, you are becoming more
familiar with and therefore more comfortable with
the format of the examination. In research, this
process is termed the practice effect; it must be 
accounted for when analyzing the results from
pretest/post-test types of research projects. Indi-
viduals will have better results after a test, even
without any type of intervention, because of hav-
ing practiced answering questions on the pretest.
Similarly, your score on the NCLEX may increase
by as much as 10 percent through answering prac-
tice questions.

Reinforcing information. A second result of answer-
ing practice questions is that it reinforces the in-
formation already studied. Although it is unlikely
that a question on the NCLEX examination will be
identical to a practice question, there are many
similarities. Realistically, only a limited number of
questions can be asked about any given subject.
After a while, the questions will begin to sound
very similar.

Identifying weak spots. A third advantage of answer-
ing practice questions is that it quickly reveals sub-
ject areas that you will need to study. It is relatively
easy to say, “I understand the renal system pretty
well.” It is quite another to answer correctly 10 or
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15 questions about that system. If you answer the
questions correctly, you can move on to the next
topic. If you miss the majority of the questions,
however, further review is required.

After you have answered the questions, you
need to review them and compare your answers with
the answers provided in the study book. You should
also look at the rationales and the categories into
which the questions fall. Try to understand why you
missed the questions you did. Was it lack of knowl-
edge? Didn’t read the question carefully? Didn’t use
critical thinking?

Tip 3: Complete a 265-item test in one sitting in 
6 hours. Many websites provide testing materials
and sample examinations, such as
http://www.4tests.com/nclex.

Tip 4: Take the NCLEX
as soon as possible.
The NCSBN has done
some studies that
show the following:
• The NCLEX taken

less than 26 days
after graduation has
an 89 percent aver-
age pass rate.

• The NCLEX taken between 27 and 39 days 
after graduation has an 80 percent average 
pass rate.

• The NCLEX taken between 40 and 62 days after
graduation has a 72 percent average pass rate.

• The NCLEX taken more than 62 days after grad-
uation has a 45 percent average pass rate.

Formal NCLEX Reviews
The NCSBN does not endorse or sponsor any review
courses for the NCLEX directly, but many companies
offer reviews shortly after graduation. An online
comprehensive review course for the NCLEX-RN ex-
amination on the NCSBN website is offered by an in-
dependent company (http://www.learningext.com).
These review courses range from 2 to 5 days and basi-
cally cover the information found in review books.
They are rather expensive, and the quality of NCLEX
reviews varies. In general, they are only as good as the
people who are presenting the material. Also, look at
the reported pass rate of the graduates after they take
the review. Courses with higher pass rates are proba-
bly better.

PREPARING FOR THE BIG DAY

Several Months to One Week Before the Exam
1. Get mentally and physically prepared. Eat a good

healthy diet; emphasize foods with protein, vitamin
K, and calcium. These foods have been shown to
help control long-term stress. Exercise regularly.
Drink lots of water (64 ounces per day) to rid your
body of accumulated toxins. Avoid alcohol, street
drugs, and even over-the-counter medications like
antihistamines that can affect your ability to con-
centrate and think. Ease off on the caffeine and
stop smoking.

2. Practice doing NCLEX-type questions—lots 
of them!

3. Avoid major life-altering activities, such as buying
a car or planning a wedding, major vacation, or

baby shower!

The Day Before 
the Exam
1. Don’t work. Most em-

ployers understand
that the NCLEX pro-
duces anxiety and are
willing to let you have 

the day off. If your stress levels are high, it may be
difficult for you to concentrate on your work, pos-
sibly compromising the health and well-being of
your clients.

2. Do something fun and relaxing, but don’t overdo
it. Activities that involve some moderate exercise
will help with anxiety levels.

3. Eat citrus fruits or drink liquids with vitamin C.
Vitamin C has been shown to decrease 
short-term stress.

4. If you are unfamiliar with the area where the test
center is located, drive to the test site. Note parking
facilities and places where you can get a meal. This
preparation will save you from getting lost the next
day and help you be on time.

The Night Before the Exam
1. Make sure you have all the materials you will need

for the exam, including two forms of picture ID,
authorization to test card, and Social Security card.

2. Review formulas, common medications, and infor-
mation that can be summarized in tables or on
cards and lists. It is probably not a good time to
pull out all your old textbooks and notes and try to
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Experts recommend that you take be-
tween 3000 and 5000 practice questions
before you take the NCLEX. Obviously,
starting early in this process is important,
along with some planning and time 
management.
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read them. Concentrate on things that are visual
and may have caused you some problems in the
past, like the list of cranial nerves or the glands and
hormones in the endocrine system. Don’t try to
study everything. The “If I don’t know it now, I
never will” attitude is a negative thought process.
You can always learn something.

3. Avoid strange or exotic foods that you have never
eaten before. This can be a real temptation if you
have to travel away from home and stay in a hotel
the night before the exam. Stick to your usual diet.
New or unusual foods may cause some gastroin-
testinal consequences that can be very distracting
during the exam.

4. Go to bed at a reasonable hour. It is probably best
to stick to your normal schedule. Staying up all
night trying to study is counterproductive. You will
be nervous and may have some problems sleeping,
but stay away from sleep aids. They will interfere
with your decision-making ability on the exam.
Even if you are not sound asleep, the fact that you
are resting will be helpful.

The Day of the Exam
1. Stick to your regular schedule and routine as much

as possible. Avoid drinking excessive amounts of
caffeine or sugary beverages to try to stay awake.
They will only make you nervous and may increase
the amount of time you need to spend on breaks in
the restroom.

2. Eat breakfast, especially if you are scheduled for the
morning session. Eat something with some glucose

for a quick start (bread with jelly) and something
with protein to get you through the morning 
(cereal and milk; egg and bacon). Drink some cin-
namon tea, eat some lemon drop candies, or chew
some peppermint gum. These flavors have been 
reported to enhance learning and sharpen thought
processes! If you are taking the exam in the after-
noon, eat lunch, but avoid a large meal with a lot of
greasy food. It will make you sleepy and sit in your
stomach like a lump.

3. Don’t let the security at the site fluster you. They
will take a digital picture, thumbprint, and signa-
ture. They will make you leave all your belong-
ings in lockers at the door. Someone will be
walking around the room during the exam. 
Just concentrate on your computer and answer
the questions and you will do fine (see “Issues
Now” box).

4. Wear comfortable clothes. You don’t get extra
points on the NCLEX for looking like a fashion
model. Dress appropriately for the season, but
keep in mind that some buildings are cool in the
summer because of air conditioning and hot in
the winter because of heating. Wear something
you have worn before. Gym clothes are a 
good choice, particularly because you can 
dress in layers.

5. Think positively! If you truly believe you will 
do well, you will do well. If you go into the exam
with an “I’m never going to pass this—I’m too
dumb” attitude, you probably are not going 
to do as well.
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C o n c l u s i o n

Taking and passing the NCLEX-RN, CAT is a neces-
sary step in the process of becoming a professional
registered nurse. Like all licensure examinations, 
its purpose is to protect the public from underedu-
cated or unsafe practitioners. The examination is

comprehensive and includes material from all areas
of the graduate’s nursing education. Although most
graduates have some anxiety about taking this test,
knowledge about its format and content and strate-
gies for taking it can lower anxiety.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Obtain an NCLEX-RN, CAT review book. Analyze the questions in the practice

examination for type, cognitive level, and level of difficulty.
• Identify three to five other students in your class with whom you would feel com-

fortable working in a study group. Organize a study group session before the
next major course examination.

• When you get the results of your next course examination, identify why you
missed the questions you missed and what strategies might have been used to
answer those questions correctly.
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Answers to Questions in Chapter 9
1. Correct answer: d. You either have or do not have

the knowledge for this particular laboratory test.
2. Correct answer: c. Not only do you need to know

the normal values for each of the blood gas compo-
nents given, but you must also be able to use that in-
formation in determining the underlying condition.

3. Best answer: c. Choices b and d are also actions
that should be carried out, but at this time, opening
the airway and oxygenating the client must receive
highest priority. This question requires that you
know the normal values and be able to interpret
them, and it requires that a decision be made about
the seriousness of the condition (analysis) and a se-
lection of the type of care to be given from several
correct options (judgment).

4. Correct answer: d. This question measures critical
thinking and decision-making ability by asking you
which of these clients is the sickest or least stable.
Type 1 diabetic patients may have symptoms of 
hypoglycemia even when their blood glucoses are
normal. This one is below normal, and all the 
other clients are stable.

5. Correct answer: d. This question requires you to
know what a tonic neck reflex is and its significance.
It is present in the newborn because of immaturity 

of the central nervous system and usually is gone
by 1 month. If a child at 7 months still has it, it in-
dicates a delay in neurological development.

6. Correct answer: c. Stokes-Adams syndrome is a
suddenly occurring episode of asystole. The client
becomes unconscious quickly.

7. Correct answer: b. Nursing diagnoses that deal
with the airway always have highest priority.

8. Correct answer: c. Choice a is unrealistic for this
client; choice b is not client-centered; choice d is a
nursing intervention, not a goal. Maintaining an
oxygen saturation of 90 percent is realistic, meas-
urable, and within normal limits.

9. Correct answer: d. These are symptoms of a pul-
monary embolism, which is a common complica-
tion of prolonged bed rest.

10. Correct answer: c. Answer c lists some side effects
of theophylline medications that may indicate the
onset of toxicity. The physician needs to know
about these toxic side effects so that the medica-
tion can be stopped and the dosage of the medica-
tion reduced when it is restarted. 
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WHAT IS REALITY SHOCK?

“That is not how we do it in the real world.” How many times do stu-
dents and new graduate nurses hear that sentence? In many ways, that
sentence is correct: In nursing school, students are instructed in the
ideal theoretical, research-based, and instructor-supervised practice.
Although demanding physically, mentally, and emotionally, nursing
school shelters students from the realities of the real world, where nurs-
ing practice consists of not only theory and research but also heuristic
practice, human emotion and response, policies, regulations, and the
push and pull of life responsibilities. Things are different in the real
world. The transition from nursing student to registered nurse is often
referred to as reality shock (transition shock).1

MAKING THE TRANSITION FROM STUDENT TO NURSE

At any point in their lives, most people fulfill several different roles 
simultaneously. Sometimes, role conflict occurs.2 Role conflict exists
when a person is unable to integrate the three distinct aspects of a given
role: ideal, perceived, and performed role images. For nursing students,
a significant role conflict may occur when they transition from the role
of student to that of registered nurse.3

Ideal Role
In the academic setting, the student is generally presented with the ideal
of what a nurse should be. The ideal role projects society’s expectations
of a nurse. It clearly delineates obligations and responsibilities as well as
the rights and privileges that those in the role can claim. Although the

Joseph T. Catalano

Leah Cullins

Reality Shock in the
Workplace

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Describe the concept of reality
shock

• Describe appropriate docu-
ments and procedures for job
interviews

• List evidential artifacts used to
develop professional nursing
portfolios

• Define burnout and list its major
symptoms

• Discuss the key factors that
produce burnout

• List the important elements in
personal time management

• Analyze how the nurse’s hu-
manity affects nursing practice

• List at least four health-care
practices nurses can use to pre-
vent burnout and to improve
their professional performance
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ideal role presents a clear image of what is expected, it
is often somewhat unrealistic to believe that everyone
in this role will follow this pattern of behaviors.

An Angel of Mercy 
The ideal role of the nurse might require someone
with superhuman physical strength and ability and
unlimited stamina who possesses superior intelli-
gence and decision-making ability, yet remains kind,
gentle, caring, and altruistic and not concerned about
money. This perfect nurse can communicate with any
client at any time and can function independently
and know more than even the physician. This angel of
mercy is able to prevent grievous errors in client care
while continuing to always be responsive to clients’
needs and requests and carry out the physician’s or-
ders with accuracy and absolute obedience. Percep-
tive students soon begin to suspect that this ideal role
of nurse does not exist anywhere in the real world.

Perceived Role
The perceived role is an individual’s own definition of
the role, often more realistic than the ideal role.
When individuals define their own roles, they may
reject or modify some of the norms and expectations
of society that were used to establish the ideal role.
Intentionally or unintentionally, though, the ideal
role is often used as the intellectual yardstick against
which the perceived role is measured.

After a minimal amount of clinical experi-
ence, nursing students may realize that nurses do not
possess extraordinary physical strength or intellectual
ability but may continue to accept unconditionally, as
part of their perceived role, that nurses must be kind,
gentle, and understanding at all times with all clients
and other health-care staff. The perceived role is the
role with which the nursing student often graduates.

Performed Role
The performed role is defined as what the practitioner
of the role actually does. Reality shock occurs when
the ideal or perceived role comes into conflict with
the performed role. Many new graduate nurses soon
realize that the accomplishment of role expectations
depends on many factors other than their perception
and beliefs about how nursing should be performed.
The environment has a great deal to do with how the
obligations of the role are met.

In nursing school, where students are as-
signed to care for one or two clients at a time, there is
plenty of time to practice therapeutic communication
techniques; to provide completely for the physical,
mental, educational, emotional, and spiritual needs of
the client; and to develop an insightful care plan.
However, the realities of the workplace may dictate
that a nurse be assigned to care for six to eight clients
at a time. In this situation, the perceived role of the
nurse may have to be set aside for the more realistic
performed role, from communicator to task organizer.
Meeting all of the client’s physical, psychological, so-
cial, and spiritual needs becomes less possible, and the
care plan becomes more brief and to the point.

Heart, Hands, and Ears
I lost a baby I wanted more than anything

He was stillborn at 35 weeks
You sat on the edge of my bed and listened
to me sob when no one else would

I am only 8 and have leukemia
The chemo shots hurt really really bad

You sang a silly song with me while you gave
the shot and made me laugh

I crashed my motorcycle and ripped open my leg
It got a raging infection that required constant
treatment

You changed the dressing with skill and
compassion
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I had a stroke long before I should have
My hands no longer work the way they used to

You taught me how to use the fork 
with the big handle and now I can feed
myself

I stood by my father’s bedside while the machines
he was connected to went straight line

He was sick for a long time but I loved him
with every fiber of my being

You stood quietly beside me and 
your strength gave me the courage to 
go on 

I asked you one day, “What does a nurse do?”
I was wondering if it was something I could 
do too

You answered:
Nurses use their ears and compassion to 
listen
Nurses use their hands and skills to 
heal
Nurses use their hearts and
souls to care
Nurses take those who are 
at the crossroads of their
lives,
Who are battered and scarred
with disease, and 
change their souls forever more with their 
hearts and their hands and their ears.

Joseph T. Catalano

Cognitive Dissonance 
Such situations can produce what is called cognitive
dissonance in many new graduate nurses. They know
what they should do and how they should do it, yet
the circumstances do not allow them to carry it out.
The end result is increased apprehension. High levels
of anxiety, left unrecognized or unresolved, can lead
to various physical and emotional symptoms. When
these symptoms become severe enough, a condition
called burnout syndrome may result. In today’s
health-care climate and with the current nursing
shortage, it is important that health-care agencies 
retain high-quality nurses and that nursing schools
prepare graduates for their transition from student 
to nurse.

NURSING SHORTAGE CONTRIBUTES TO STRESS

A lack of qualified nurses has been present in the
health-care system for so long that the term nursing
shortage has become a truism. However, as recent his-
tory has demonstrated, the demand for nurses is
cyclical and increases or decreases with changes in
the health-care system. In addition, the demand for
nurses is to some extent regional. Some areas of the
country have a higher demand for registered nurses,
and others may have fewer available jobs. However,
studies about employment opportunities project that
there will continue to be a shortage of nurses well
into to the middle of this century.4

Nurses in
Demand
The demand for
nurses is finally
being recog-
nized by high

school counselors and employment agencies. They
are now encouraging young people to enter nursing
schools, and enrollments in nursing schools are up
after several years of decline in the mid-2000s that re-
duced the number of graduates by almost 
30 percent nationally. Since 2009, nursing schools
have experienced a steady increase in enrollment so
that nationwide in 2013 there were 46,000 more ap-
plicants for registered nurse (RN) programs than
there were places for them in the programs. 

Drops in nursing program enrollments tend
to occur when the economy is strong; however, this
does not seem to be the case with the current eco-
nomic recovery. Enrollment in higher education in
general tends to decrease during periods of strong
economic growth and increase when the economy
takes a downturn. In short, when the economy is
strong, there are more employment opportunities,
which gives graduating high school students a
broader spectrum of both professional and nonpro-
fessional fields to choose from. 
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What Do You Think?

?Is there a nursing shortage in your region? Does it affect the
health care that you can obtain at your local hospital? How
can the nursing shortage be “fixed”?

The Department of Health and Human
Services currently projects a shortfall of 
up to 267,000 registered nurses by the 
year 2025.“
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There are several reasons for the increased 
demand for registered nurses. One of the primary rea-
sons is the ever-increasing demand for health care. As
the population of the United States continues to age,
and there is a recognition that an older population has
increased health-care needs, the demand for well-
educated, highly skilled nurses will continue to increase
(Chapter 23). It is also important to note that a high
percentage of the currently working registered nurses
will retire within the next 10 years and therefore will
not be an active part of the workforce. In addition, it is
projected that some nurses will leave the profession
after the economy recovers to seek more lucrative jobs. 

A few consistent factors have contributed to
the ongoing nursing shortage, including the unprofes-
sional image of nurses portrayed in the media and be-
lieved by the public, the lack of equitable pay for
equitable work, substandard working conditions such
as short staffing and long hours and multiple shifts, and
the inability of nursing programs to accept all the quali-
fied applicants due to an extreme shortage of qualified
nursing faculties.5 Although the numbers vary, the De-
partment of Health and
Human Services currently
projects a shortfall of up to
260,000 registered nurses
by the year 2025.6 Other re-
search and health-care
groups project a nursing shortage ranging from 800,000
to 1 million.

Periodically, some facilities try to cut costs
by reducing the number of their most expensive
personnel, the registered nurses. Most of these fa-
cilities eventually recognize that, although a reduc-
tion in RN positions may reduce the costs in the
short-term, the long-term effects on the quality of
health care are devastating. It is obvious that ex-
changing qualified nurses for lower-paid unlicensed
technicians will eventually affect the quality of
client care. With the current emphasis being placed
on the delivery of quality client care from the Joint
Commission (JC), the Institute of Medicine (IOM),
the American Nurses Association (ANA), and the
Affordable Care Act of 2010 (ACA), hospitals and
other health-care facilities are recognizing that in-
creasing the number of RNs they employ is the 
only way to increase the quality of care they 
provide. Unfortunately, in many areas of the 
country, facilities have been unable to fill their 
vacant RN positions. 

Decentralized Care
Certain groups of nurses are in higher demand than
ever; these include nurses who can practice inde-
pendently in several different settings, multiskilled
practitioners, home-care nurses, community nurses,
and hospice nurses.7 A major trend in health care
today is to move the care out of the hospital and into
the community and home settings. Provision of nurs-
ing services in these settings often requires that a nurse
have at least a bachelor’s degree or an even higher 
education. Fewer than 50 percent of all new graduate
nurses today are graduating from bachelor’s degree
programs. The IOM report, “The Future of Nursing,”
established a goal of 80 percent baccalaureate-
prepared nurses by 2020 to meet the needs of a
health-care system that is constantly increasing 
in complexity.8 

Although most nurse practitioners are cur-
rently based in community clinics, the ACA of 2010
is providing them with an ever-expanding opportu-
nity to become involved in primary care and even 
the care of hospitalized clients. A key element in the

ACA is that clients must
be evaluated by a primary
health-care provider be-
fore they can be referred
to secondary health-care
providers or specialists.

The advanced-practice education of nurse practition-
ers would make them eminently qualified to fill this
role of primary health-care provider.

Certain specialty areas with a high burnout
rate such as transplant, intensive care, neonatal, on-
cology, and burn units are always seeking nurses. The
nursing shortage has added to lower levels of satisfac-
tion, increased stress levels, and high turnover rates
of these nurses with highly specialized skills. Research
has shown that as the perception of staffing shortages
increases, so, too, does the number of nurses leaving
these types of specialty units.9 As with community
nurses, nurses who provide care in specialty units
must be able to work independently and use evi-
dence-based practice by drawing from the large 
base of theoretical knowledge now available on 
the Internet.

The nursing profession and nursing educa-
tors need to increase their vigilance during nursing
shortages to maintain the high standards of the pro-
fession and not fall into the “any warm body will do”
trap. They must continue to recruit high-quality 
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Preceptorships allow students to experi-
ence a more realistic employment situa-
tion before they graduate.“ ”
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students and improve working conditions and
salaries to keep the high-quality professional nurses
they already have.

A POSITIVE TRANSITION TO PROFESSIONAL
NURSING

The reality shock that new graduates often experience
can be reduced to some extent. Some schools of nurs-
ing have instituted preceptor clinical experiences and
other types of experiences during the last semester of
the senior year. The main goal of preceptor clinical
experience is to help the student feel more comfort-
able in the role of registered nurse. 

Nurse Residency Programs
The IOM has recommended that nurse residency
(NR) programs be established to help new nurses
make the transition from the sheltered environment
of nursing school to the practice setting. NR pro-
grams help develop new
nurses’ skills, increase
their knowledge, and aid
them in providing safer
client care.10 Researchers
have calculated that it
takes 1 or more years for a
new graduate to master
the skills necessary to be
successful in their posi-
tion. Specialty units generally take longer. In the past,
many hospitals used a sink-or-swim approach, where
the new graduate was placed on a unit soon after
graduation and expected to perform at the same level
as a skilled nurse. This is no longer acceptable. New
graduate nurses often do not possess the knowledge
or skills to make a quick transition to providing com-
petent and safe bedside care. 

Without residency programs, some hospitals
experience a resignation rate of new nurses at or
above 75 percent during their first year. A high
turnover rate of nurses is equated with a high financial
cost in recruiting and training more new nurses. A
new graduate nurse who leaves his or her job within
the first year will cost the institution between $22,420
and $77,200. That cost is then added to the expense of
recruiting and orienting a new nurse, which has been
estimated to range from a low of $8,000 to as much as
$50,000 for nurses in specialty units.11

The IOM has established some guidelines
for NR programs. They believe it is important for
state boards of nursing and state nurses associations
to actively support and encourage facilities to 
develop programs that will ease the transition to 
safe clinical practice. The IOM encourages external
funding for NR programs, which can be very expen-
sive. This funding should be sought from major
health-care organizations or groups that have a
vested interest in improving health-care quality.
Once the programs are established, they must be
overseen and evaluated for effectiveness. Three key
evaluation criteria include increased nurse retention,
increased knowledge and competency of the nurses
in the program, and an overall improvement in
client satisfaction and outcomes.10 Although the
number of NR programs in the United States is 
relatively small at this time, the results have been 
extremely positive. The retention rate for new 
nurses completing 1-year NR programs was 95.6 per-
cent in 2013. Evaluation data also showed that 

nurses felt a marked 
increase in their ability to
provide safe, high-quality
nursing care.12

Preceptorships
A student who works with
a preceptor is assigned to
one RN for supervision for
most of the semester. The

student experiences the role of the RN by working 
the same hours and on the same unit as the nurse to
whom he or she is assigned. As the student absorbs
the role expectations of the workplace during the 
preceptor experience, the student’s perceived role 
expectations also change, allowing movement from
the student role to that of practicing professional 
with less anxiety and stress.13

Another experience that lessens role transi-
tion shock may be an internship (sometimes called an
externship, depending on the name used by the hospi-
tal). Internships or externships are available to stu-
dents between the junior and senior years at some
hospitals. These experiences allow students to work in
a hospital setting as nurses’ aides while permitting
them to practice, with a few restrictions, at their level
of nursing education. These experiences are invalu-
able for gaining practice in skills and for becoming
socialized into the professional role.
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In the past, many hospitals used a sink-
or-swim approach, where the new grad-
uate was placed on a unit soon after
graduation and expected to perform at
the same level as a skilled nurse. This is
no longer acceptable.
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Employment in Today’s Job Market
Although the health-care industry is in dire need of
registered nurses, employers are still looking for the
best of the best for the positions they have available.

Initial Strategies
Employers are looking for graduates who can func-
tion independently, require little retraining or orien-
tation, and can supervise a variety of less-educated
and unlicensed employees. The ability to use critical-
thinking skills in making sound clinical judgments is
a necessity in today’s fast-paced, complicated, and
highly technical health-care systems.

Although these requirements may seem
daunting, some strategies can be used to increase the
chance of being hired. Students should take advan-
tage of preceptor and intern or extern experiences in
their junior and senior years and should attempt to
meet their clinical obligations in the institution
where they want to be employed. In this way, the
student can evaluate the hospital closely and observe
its working conditions and the type of care provided
to clients.

For its part, the hospital has the opportunity
to examine closely the student’s knowledge, skills,
personality, and ability to relate to clients and staff.
The hospital benefits by getting employees who are
familiar with the hospital before employment starts,
thus decreasing the overall time of paid adjustment
(referred to as orientation).

The Résumé
In today’s job market, the résumé is often the insti-
tution’s first contact with the nurse seeking employ-
ment, and it has a substantial effect on the whole
hiring process (Box 10.1). First impressions are 
important. Preparing a neat, thorough, and profes-
sional-looking résumé is worth the time and effort.
If you have access to a computer, a good-looking 
résumé can be prepared at almost no cost. If a com-
puter is not available, it is a good idea to spend a few
dollars to have the résumé professionally prepared
and reproduced.

A Complete Picture
The goal of a résumé is to provide the hospital with a
complete picture of the prospective employee in as
little space as possible. It should be easy to read and
visually appealing and have flawless grammar and
spelling.14 Although various formats may be used, all
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What Do You Think?

?Have you ever been on a job interview? What were some of
the mistakes you made? How can you correct those 
mistakes in the future?

B o x  1 0 . 1
Sample Résumé

Mary P. Oak
100 Wood Lane, Nicetown, PA 22222 Telephone
(333) 555-1234 (H) e-mail: moak@aol.com

Objectives
Obtain an entry-level position as a registered
nurse; deliver high-quality nursing care; continue
my professional development.

Ski l ls
• Good organizational and time-management

skills
• Communication and supervisory ability
• Sensitivity to cultural diversity

Education
Mountain University, Nicetown, PA
Bachelor of Science in Nursing, May 2013

Experience
Supercare Hospital, Hilltown, PA
Nursing Assistant, 2011 to present

Responsibilities: Direct client care, including
bathing, ambulation, daily activities, feeding
paralyzed clients, assisting nurses with
procedures, charting vital signs, and enter-
ing orders on the computer.

Big Bob’s Burgers, Hilltown, PA
Assistant Manager, 2009–2011

Responsibilities: Supervised work of six employ-
ees; counted cash-register receipts at end of
shift; inventoried and ordered supplies.

Awards
Nursing Student of the Year, 2013
Mountain University, Nicetown, PA
Pine Tree Festival Queen, 2009
Hilltown High School, Hilltown, PA

Professional Membership
National Student Nurses Association, 2010 to

present
Mountain University, Nicetown, PA
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résumés should contain the same information. Each
area of information should have a separate heading
(see Box 10.1).

Many books available in local bookstores
can serve as a guide in organizing the information in
a résumé. Many new computers now come from 
the factory loaded with software that can prepare 
résumés in different formats. Keep an electronic copy
of the résumé for future use or reference. The 
required information includes the following:

• Full name, current address (or address where the
person can always be reached), telephone number
(including area code), and e-mail address.

• Educational back-
ground (all degrees),
starting with the most
recent, naming the in-
stitution, location, dates
of attendance, and de-
grees awarded. Usually
high school graduation information is not necessary.

• Former employers, again starting with the most 
recent. Give dates of employment, title of position,
name of immediate supervisor, supervisor’s tele-
phone number, and a short description of the job re-
sponsibilities. Should non-health-care-related work
be included? Very basic jobs—for example, cooking
hamburgers at Big Bob’s Burgers—could probably
be omitted unless it fills in a large gap in your employ-
ment history. However, if the job required supervision
of other employees or demonstrated some higher 
degree of responsibility such as developing budgets,

handling money, or preparing work schedules, it
should be included and described.

• Describe any scholarships, achievements, awards, or
honors that have been received, along with any pro-
fessional development activities in which you par-
ticipated, starting with the most recent.

• List professional memberships, offices held, and
date of memberships.

• List any publications. If both books and journal 
articles were published, list the books separately,
starting with the most recent.

• Include an “Other” category to describe any unpub-
lished materials produced (e.g., an internal hospital

booklet for use by
clients), research proj-
ects, fellowships, grants,
and so forth.
• Provide professional

license number and
annual number for all 

states where licensed, along with the date of license
and expiration date.

References
References should be included on a separate sheet of
paper. Most institutions require three references.
After obtaining permission from the individuals
listed as references, the nurse preparing the résumé
should make sure to have current and accurate titles,
addresses, e-mail addresses, and telephone numbers.
Many facilities are now using e-mail or phone refer-
ences in place of letters as a time-saving method.
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First impressions are important. Preparing
a neat, thorough, and professional-looking 
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Compassion Fatigue Among Nurses 

If you no longer really care about the clients to whom you are assigned, you may
be suffering from compassion fatigue. Much like burnout, compassion fatigue re-
sults from long-term stress that generally revolves around the never-ending de-
mands of caring for those with chronic diseases or those with terminal illness.
Nurses with compassion fatigue also experience chronic physical fatigue, emo-
tional distress, and feelings of apathy. Nurses can recognize the condition when
they become calloused and withdraw from the delivery of health by merely going
through the motions. Unfortunately, compassion fatigue can spread to other staff
and ultimately produces negative client outcomes.

The first step in preventing compassion fatigue is taking care of yourself.
You need to eat right, exercise, and get plenty of rest. There is no shame in reach-
ing out to a professional counselor for advice and help. Staying in close contact
with family and friends, looking after spiritual needs, developing fulfilling and fun
hobbies, and participating in activities that are fun and renew the spirit are all 
important in dissipating the stress that leads to compassion fatigue. Also, rely on
your coworkers. Working with a team you enjoy will help you stay connected with
the reasons you entered the profession in the first place. 

There are also courses and seminars available that can teach you ways
to lower stress and deal with difficult situations. They will help you build up positive
emotions to improve your attitude and enthusiasm levels. 

I s s u e s  i n  P r a c t i c e

Sources: Babbel C. Compassion fatigue. Psychology Today, 2012. Retrieved June 2013 from
http://www.psychologytoday.com/blog/somatic-psychology/201207/compassion-fatigue; Krischke
MM. Suffering from compassion fatigue, burnout or both? What a nurse can do. Nursing News,
2013. Retrieved June 2013 from http://www.nursezone.com/Nursing-News-Events/more-news/
Suffering-from-Compassion-Fatigue-Burnout-or-Both-What-a-Nurse-Can-Do_41375.aspx
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An individual selected for a reference must
know the applicant well in either a professional or a
personal capacity, have something positive to say
about the applicant, and be in some position of 
authority. The director of the nursing program, es-
teemed nursing faculty, supervisory-level personnel at
a health-care facility, and even a physician make good
references. It is best not to list relatives, unless the hos-
pital is asking specifically for a personal reference.

Do not obtain letters of reference until the
facility asks for them. Many facilities are now using 
e-mail or phone references in place of letters as a
time-saving method.

Résumés via Institutional Website
Many health-care facilities want prospective employ-
ees to apply for positions and submit their résumés
by the institution’s website rather than in person or
on paper. The first step is to find the link on the insti-
tution’s website that will bring you to the employ-
ment application; the link will read something similar
to “Prospective Employees” or “Job Opportunities.”
Under that heading there should be a subheading:
“Apply for a Job.” It is important that the job seeker
read the instructions carefully and follow them to the
letter. Comparable with the paper résumé, first im-
pressions are important. If the person applying for a
job cannot even follow the directions for applying,
what kind of impression is that going to make on the
human resources director? Each institution has its
own format for applying. Some have boxes where a
résumé can be pasted, some have a place to attach a
résumé electronically, and some have a combination
of the two. Others merely want the résumé attached
to an e-mail and sent to a specific e-mail address.

A well-written paper résumé is a suitable
place to start in creating an electronic résumé. How-
ever, the transition from a paper résumé created on a
common word-processing program like Microsoft
Word is anything but smooth and seamless. Many 
e-mail systems, scanners, or Web browsers will
change how a document looks when it is opened in
another system. These systems will change fonts for
headings, delete punctuation, and even move text
around. To have the best-looking electronic résumé,
it is important to use the least amount of formatting
possible and a letter font that is nonproportional.
Generally, such features as tables, page borders, and
multiple fonts should not be used. Keeping two ver-
sions of a résumé is a good idea—a “fancier” one for

submitting by mail or taking to an interview and a
second simpler electronic version that can be 
e-mailed or attached to an institutional website 
with minimal alterations.

The following steps for formatting an elec-
tronic résumé will work with most word-processing
programs:

1. Open the résumé in the word-processing program
normally used.

2. Click on FILE, then click on SAVE AS and select
TEXT ONLY. (This will eliminate all nontext 
formatting.)

3. Close and then reopen the résumé using the new
text-only version in Notepad or a similar plain-text
editor.

4. Format the text-only résumé by:
• Changing to a nonproportional font (i.e., a font

where all the letters are the same size, such as
Courier Brougham, Letter Gothic, Orator, Lucida
Sans Typewriter, MonoTxt, Isocteur, Lucida Con-
sole, Courier, and Monospace 821). These fonts
prevent the lines of text from varying in width
across the page.

• Do not indent by using tabs. Some Web browsers
don’t recognize them and might move the text
around on the page.

• Keep all lines justified to the left side of the page,
and use line breaks (Enter key) to separate head-
ings and sections. Using the spacebar to indent or
center text has unpredictable results when read by
another browser.

• Use ALL CAPS rather than bolding or italicizing
to emphasize a word or words or when starting a
new section of the résumé. 

• Never use accent marks such as quotations (“”), 
asterisks (***), or other characters ($#). These 
almost never come out like they were in the origi-
nal document.

5. Save the edited résumé as a separate document
from the original.

6. Send the electronic résumé by attaching it to an e-
mail, posting it on the Internet, or copying and
pasting it into an institution’s Web page.15

7. These steps should also be followed when creating a
personal website or electronic portfolio.

As with the paper résumé, there should be a
separate cover document specifying what job the ap-
plicant is applying for and why they feel qualified for
the position (see “cover letter” below). Some sites
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have a “Check which job you want” box that may
eliminate the need for a cover letter; however, format
the letter using the guidelines above and make it 
the first page of the résumé. This action will cover 
all possibilities. 

Creating a Personal Website Summary
By the time students have completed their nursing
education, they have looked at enough websites to
know which ones grab their attention and which ones
they quickly skip over. There are some general princi-
ples that all personal websites should follow, although
creativity has a place as long as it is not too far out
there! Then when the job applicant e-mails a prospec-
tive employer, a link can be attached to the site. Re-
member that first impressions count. What to include
in a Web page:

1. A professional photo of the applicant on the first
page. Grainy cell-phone shots with red eyes do not
make a good initial impression. Each page should
have a different, re-
lated photo. A résumé
page should have a
candid photo of you
in a work setting. A
personal page should
have a tasteful photo of you at play.

2. On the first page, use creative graphics or back-
ground photos that say something positive about
you. A picture of a field of wildflowers behind the
individual indicates a calm, attractive personality.
A picture of a waterfall projects an image of power
and direction. Be careful that the background is not
so dark as to make the text hard to read.

3. Give a short summary of your personality and
strengths on the home page. Use third-person de-
scriptions. For example: “Julie’s passion is to pro-
vide high-quality care to the most vulnerable of the
population––premature infants and abused chil-
dren.” This page should also summarize your back-
ground. How did you become interested in
nursing—through a specific event (e.g., a parent
having cancer) or a person who inspired you? Did
you have to overcome any difficult circumstances
in nursing school? This page can also demonstrate
your writing skills. Make sure an experienced
writer or editor reviews it before you post it.

4. Write a career objective page. This page is like a 
résumé, but it can be longer and is in paragraph

form. You can include portfolio images of your
work to demonstrate your accomplishments 
visually—show pictures from that in-service 
presentation you gave as part of the leadership class
assignment. Make sure you include information
about your education, employment history, and a
description of what you would consider the “per-
fect career.” Describe in a few sentences what your
dream job would be like and why. Describe your
professional objectives and why they are important
to you. Do you want to go back to school to be-
come a nurse practitioner at some point in the 
future? Why?

5. Include a résumé page. This page should use the
standard résumé format for professional résumés.
It should be no longer than one page. Make sure
you update the information on this page as it
changes. You will be sending an electronic copy to
the employer’s Web page and using the hard copy
when going for an interview.

6. Include a contact page with all your contact infor-
mation: address, phone
numbers, and e-mail ad-
dresses. Make sure these
are kept current. Include
a link on the contact 
page to the site you 

created, just in case the prospective employer 
is not adept at previewing job candidates 
electronically. Also include a link to the 
personal website.16

Where to Post It?
Several websites are generally recognized as locations
for professional résumés. Web-savvy employers will
often search these first. They include:

1. http://www.linkedin.com. This site contains more
than 5 million professional résumés and is often
used by professionals to track each other. Employ-
ers can use it for finding potential employees in
specific fields of expertise.

2. http://www.blogger.com. Probably the easiest of the
sites to use. It takes the user through the step-by-step
process of setting up a blog in less than 30 minutes.

3. http://post.resumedirector.com/rd/default.asp.
Posts your resume on up to 90 top resume sites
with just one click—gets your resume in front of a
large number of recruiters and employers all at one
time. Also offers live help by phone or chat, resume
building and job searching tips.
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4. http://www.wordpress.com. This site is generally
used by top-level professionals, although anyone
can post on it. It has some advanced features in 
design and content generation.5

The Cover Letter
A cover letter should be sent with every mailed 
résumé (Box 10.2). Like the résumé, it should be
neatly typed without errors and should be short and to
the point. Although a friendly, rambling letter might
provide insight into a prospective employee’s underly-
ing personality, most personnel directors or directors
of nursing are too busy to read through the whole
document. The letter should be written in a business
letter format, be centered on the page, and include the
name and title of the person who will receive the let-
ter. Letters beginning with “To Whom It May Con-
cern” do not make as favorable an impression.

Organizing the Letter
The statement of interest and name of the position
should constitute the opening paragraph of the 

letter. The prospective employee should mention
where he or she heard about the position. This infor-
mation should be included in the first paragraph as
well as a date when the applicant would be able to
begin working.

The second paragraph should give a brief
summary of any work experience or education that
qualifies the applicant for this position. Newly
graduated nurses will have some difficulty with this
part, but they should include their graduation date,
the name of the school they graduated from, the
prospective date for taking the NCLEX, and the
name of the director of the program. This para-
graph should also state which shifts the applicant is
willing to work.

The third paragraph should be very short. It
should express thanks for consideration of the nurse’s
résumé, a telephone number, and an e-mail address.
Both the letter and résumé should be sent by first-
class mail in a 9 x 12 envelope so that the résumé 
will remain unfolded, thus making it easier to handle
and read.
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Sample Cover Letter

Mary P. Oak
100 Wood Lane
Nicetown, PA 22222

May 25, 2015

Mr. Robert L. Pine
Director of Personnel
Doctors Hospital
Gully City, PA 44444

Dear Mr. Pine:

I am interested in applying for the registered nurse position in the General Medical-Surgical Unit. I have 5 years
of experience in providing care for a variety of clients with medical-surgical health-care problems as a nursing
assistant. I completed my baccalaureate degree in nursing on May 9 and am scheduled to take the NCLEX
examination on June 3. Enclosed find my résumé.

I believe that my organizational and time-management skills will be a great asset to your fine health-care
facility. I work well with all types of staff personnel, and having been a nursing assistant for the past 5 years, I
can appreciate the problems involved in their supervision.

Thank you very much for consideration of my résumé and application. I will call you within the next few
days to arrange a date and time for an interview. Feel free to call me at home anytime (333) 555-1234 or 
contact me by e-mail: moak@ol.com.

Sincerely,

Mary P. Oak
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Will They Ever Answer?
Waiting for a reply can be the most difficult part of
the process. Resist the urge to call the hospital too
soon. Because most health-care institutions recog-
nize the high anxiety levels of new graduates, they
attempt to return calls within 1 to 2 weeks after re-
ceipt of the application. If no response is given after
3 weeks, the nurse should call the hospital to see
whether the application was received. Mail does 
get lost. If the application has been received, the 
applicant should make no further telephone calls.
Harassing the personnel director or director of
nursing about a job is not usually an effective 
employment strategy.

The Portfolio
Today’s current work climate requires recruiters to in-
terview, screen, and hire the most qualified person for
the job in a short amount of time. The nursing short-
age and a workforce that embraces career portability
have created the need to often recruit and hire nurses
on a moment’s notice.

Evidence of Positive
Outcomes
Professional portfolios
are being looked at
closely by many nonartist
professions to document
skill qualifications, continued competency, accounta-
bility for professional development, and credible evi-
dence to support employment claims during an
interview. Nursing is one of the professions embrac-
ing this concept, and if the trend continues, student
nurses of today will become the next generation of
the 2.6 million registered nurses in the United States 
who use portfolios instead of résumés to interview for
jobs, become certified, maintain certifications, and
demonstrate competency.

Health-care employers today are looking for
nurses who believe that high-quality performance on
the job is more important than just having a job. Pro-
fessional nurses can apply the nursing process to their
own personal development, and evidence of positive
outcomes is placed in the portfolio.

Constructing a portfolio requires looking at
a career as a collection of experiences, which can be
grouped and reordered to match the changing direc-
tion of one’s career journey. A portfolio also offers an
opportunity for nurses to evaluate their experiences,

create new goals, create and implement a plan, and
then evaluate it. The portfolio supports the lifelong
process of self and career development.16

Assembling a Portfolio
Once a student has decided to initiate a portfolio as a
professional vehicle for showcasing his or her experi-
ences, education, skill sets, accomplishments, and po-
tential for achievement, it will require time and effort
to create it. However, the effort is well worth it in the
long run.

The initial development of a portfolio may
be somewhat time-consuming, but once it is devel-
oped, keeping it current should become part of a pro-
fessional’s routine activities. Converting it to an
electronic format is a must in today’s high-tech
health-care system.16 Whether the portfolio is paper
or electronic, the content and purpose are the same.
Many books and online resources are available that
describe the format and organization of a portfolio;
an example is also discussed here.

Use a Binder. One for-
mat that many experts
agree on is a three-ring
binder. This should in-
clude a table of contents,
and the various sections
should be separated 
by dividers.

Ask Yourself Questions. Questions to ask while you
prepare to gather materials for your portfolio in-
clude: What do I want to do next in my career?
Why do I think I am qualified for this job? What
do I want to tell the employer about myself? Why
should my employer promote me?

Interview a Professional. Once a decision has been
made on an employment area of interest, it is
helpful to discuss the needed skills and education
with someone who is currently employed in that
work setting. Personal interviews can provide in-
formation about what skills or education is re-
quired. It is a good idea to show a draft of the
portfolio to the nurse being interviewed to see 
if it reflects the required knowledge or if there 
is a need to pursue further education or 
skill development.

Showcase Your Education. Box 10.3 lists work sam-
ples that can be included in the portfolio. Box 10.4
lists basic categories for organizing the portfolio.
Remember, these are just examples, and each
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Examples to Collect for a Professional Portfolio

1. Education and training examples
2. General work performance examples
3. Examples regarding using data or nursing informatics
4. Examples pertaining to people skills
5. Examples demonstrating skills with equipment

Items that may be collected to support these areas include, but are not limited to, the following:

Articles Awards
Brochures College transcripts and degrees
Drawings and designs Forms
Flyers Grants
Letters of commendation Letters of reference
Manuals and handbooks Merit reviews
Photographs Military service and awards
Presentations PowerPoint presentations
Proposals Professional memberships
Résumés Research
Technical bulletins Scholarships
Videos Training certificates

B o x  1 0 . 4
Categories to Organize Your Professional Portfolio

1. Career Goals: Where do you see yourself in 2 to 5 years?
2. Professional Philosophy/Mission Statement: What are your guiding principles?
3. Traditional Résumé: Concise summary of education, work experience, achievements.
4. Skills, Abilities, and Marketable Qualities: Examples that support skill area, performance, knowledge,

or personal traits that contribute to your success and ability to apply that skill.
5. List of Accomplishments: Examples that highlight the major accomplishments in your career to date.
6. Samples of Your Work: See Box 10.3; you can also include CD-ROMs.
7. Research, Publications, Reports: Include examples of your written communication abilities.
8. Letters of Recommendation: A collection of any kudos you have received, including from clients, past 

employers, professors, and so on.
9. Awards and Honors: Certificates of award, honor, or scholarship.

10. Continuing Education: Certificates from conferences, seminars, workshops, and so on.
11. Formal Education: Transcripts, degrees, licenses, and certifications.
12. Professional Development Activities: Professional associations, professional conferences, offices held.
13. Military Records, Awards, and Badges: Evidence of military service, if applicable.
14. Community/Volunteer Service: Examples of volunteer work, especially as it may relate to your career.
15. References: A list of three to five people who are willing to speak about your strengths, abilities, and 

experience; prepared letters from same.
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nurse needs to use a format that will best showcase
his or her education, work experience, skill sets,
and accomplishments.

Use the Internet. Creating a Web version of the port-
folio can enhance the application process (see ear-
lier). Links can be created to digitize versions of
portfolio information, examples of presentations,
or photos of accomplishments or events. Portfolios
are only limited by the nurse’s imagination and ac-
cess to space on the Web. Portfolios are an excel-
lent way to impress potential employers, reach a
larger employment pool, and put the Internet to
work for a prospective employee.16 Even if the
nurse has a Web version, it is a good idea to bring
the paper portfolio and a copy to an interview.

As discussed in the previous section, a 
résumé is an excellent tool for allowing the prospec-
tive health-care recruiter or employer to receive a
concise overview of a potential employee in as little
space as possible, and it will serve as a frame of refer-
ence once the interview process is complete. A nurse

who offers to share a portfolio during the interview
process provides tangible evidence of skills, accom-
plishments, and future potential. Showing a well-
prepared portfolio leaves a positive lasting impression
with the interviewer and provides a foundation to
build on as the nurse’s career develops.

Interviews
The next important step in the process is the inter-
view. The interview allows the institution to obtain a
firsthand look at the applicant and provides an oppor-
tunity for the applicant to obtain important informa-
tion about the institution and position requirements.
The interview often produces high levels of anxiety in
new graduates who are interviewing for what might be
their first real job.

Make a Good Impression
Again, first impressions are important (Box 10.5).
The interview starts the moment the applicant enters
the office. Conservative business clothes that are
clean, neat, and well pressed are an absolute necessity.
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Fashion Do’s and Don’ts of Interviews

The Do List
Men

1. Do shave or trim facial hair closely.
2. Do use aftershave and/or cologne sparingly (a little goes a long way).
3. Do carry a money clip or leather wallet and a small, plain functional briefcase.
4. Do wear leather shoes that are polished and in good repair. Lace-up or slip-on shoes are best.
5. Do wear calf-length dark socks.
6. Do wear a tailored suit (blue, gray, beige are best) with a dress shirt (lighter in color than the suit). Do wear

a conservative tie.
7. Do shut off your cell phone or beeper.

Women
1. Do apply perfume or cologne sparingly (a little goes a long way).
2. Do invest in a good haircut. Clean, neat, and conservative is best.
3. Do wear shoes that are polished and in good repair. Plain pumps with medium heels are best.
4. Do carry a briefcase or simple (small) handbag that matches your shoes.
5. Do wear hose that coordinate in color, style, and texture with your shoes and outfit. Do take an extra pair

for emergencies.
6. Do apply makeup lightly and carefully.
7. Do apply conservatively colored nail polish carefully.
8. Do dress conservatively.
9. Do wear colors that make a strong statement, such as shades of gray in medium to charcoal, or blue in a

medium to navy.
10. Do wear small, conservative earrings.
11. Do shut off your cell phone and beeper.

Continued
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Similarly, a conservative hairstyle and a limited
amount of accessories, jewelry, and makeup produce
the best impression. Smoking, chewing gum, biting
fingernails, or pacing nervously does not make a good
first impression. The interviewer recognizes that in-
terviews are stressful and will make allowances for
certain stress-related behaviors, but do try to avoid
the mistakes listed in Box 10.6.

Arriving a few minutes early allows time for
last-minute touch-ups of hair and clothes and gives
the applicant a chance to calm down. Carrying a
small briefcase with a copy of the résumé, cover letter,
references, and information about the hospital also
makes a favorable impression.17

Come Prepared
Mental preparation is as important to a successful 
interview as physical preparation. Most interviewers
will start with some “small talk” to try putting the in-
terviewee at ease. Resist the temptation to launch into
a long and rambling account of personal experiences.
Next, the interviewer will usually ask about the 
résumé or portfolio, if one is used. A quick review
just before the interview is helpful so that the inter-
viewee is familiar with the information contained in
the résumé or portfolio.

Expect questions about positions held 
for only a short time (less than 1 year), gaps in the 

employment record (longer than 6 months), employ-
ment outside the field of nursing (e.g., waitress, clerk),
educational experiences outside the nursing program,
or unusual activities outside the employment setting.
Answer the questions honestly but briefly. Most per-
sonnel directors or directors of nursing are busy and
do not appreciate long, detailed, chatty answers. 
Applicants can anticipate being asked:

• Why do you want this position?
• Why have you selected this particular facility?
• Why do you think you are qualified for the 

position?
• What unique qualifications do you bring to the job

to make you more desirable than other applicants?
• Where do you see yourself 5 years from now? Ten

years from now?10

Using the portfolio will help answer some of
these questions. By showing tangible examples of
qualifications and accomplishments, the interviewee
can help the busy interviewer discern between actual
performance and mere rehearsed answers.

Forbidden Topics
Because of the emphasis placed on political correct-
ness and discrimination issues in recent years, there
are a number of areas that prospective employers are
not supposed to discuss but sometimes do anyway.
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Fashion Do’s and Don’ts of Interviews—cont’d

The Don’t List
Men
1. Don’t overstuff wallet, money clip, or briefcase.
2. Don’t carry a can of smokeless tobacco in your back pocket or pack of cigarettes in a shirt pocket.
3. Don’t wear sandals, running shoes, or cowboy boots.
4. Don’t wear socks that are a lighter color than your trousers.
5. Don’t wear green or flashy colors.

Women
1. Don’t wear sneakers, sandals, cowboy boots, or heels more than 11/2 inches high.
2. Don’t overstuff your handbag or briefcase.
3. Don’t apply makeup so that it looks artificial and heavy.
4. Don’t use black or bright or dramatically colored nail polish.
5. Don’t wear skimpy or low-cut outfits, leather, or fringed apparel.
6. Don’t wear large, dangling earrings or display other body piercings, such as nose rings, lip rings, tongue

rings, or multiple earrings.

Sources: Doyle A. How to interview. Job Searching. Retrieved June 2013 from http://jobsearch.about.com/cs/interviews/a/aceinterview.htm;

Interview Tips. Capella University. Retrieved June 2013 from http://msn.careerbuilder.com/msn/category.aspx?categoryid=iv
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These include questions about sexual preferences or
habits, age, race, plans for a family, personal living
arrangements, significant others, and religious or
political beliefs.

If these questions are asked, the applicant
needs to consider the implications of not answering
them. Although there is no legal obligation for the
applicant to answer, refusal to do so or pointing out
that the question should not have been asked in the
first place may be unwise. If the graduate answers
these personal questions, which violate an individ-
ual’s right to privacy or seem discriminatory, and
then is not hired for the position, there may 
be grounds for some type of legal action based 
on discrimination.

Ask Your Own Questions
At some point in the interview, usually toward the
end, applicants are asked whether they have any
questions. Although most do have questions, many
applicants are afraid to ask. In fact, asking questions
can be seen as a demonstration of independence, 

initiative, and intellectual curiosity—all traits that are
highly valued by health-care providers. It is impor-
tant that the first questions are not about salary, vaca-
tions, and other benefits. Questions that indicate
interest in the institution are included in Box 10.7.
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Twenty Worst Job Interview Mistakes

1. Arriving late
2. Arriving too early (10–15 minutes is okay)
3. Dressing wrong (see Box 10.5)
4. Having your cell phone or beeper go off during the interview (and answering it)
5. Drinking alcohol or smoking before the interview
6. Chewing gum and/or blowing bubbles
7. Bringing along a friend, relative, or children
8. Not being prepared—not having an interview “dress rehearsal”
9. Calling the interviewer by his or her first name

10. Not knowing your strengths and weaknesses
11. Asking too many questions of the interviewer (a few are okay)
12. Not asking any questions at all
13. Asking about pay and vacation as the first questions
14. Accusing the interviewer of discrimination
15. Bad-mouthing your present or former boss or employer
16. Name-dropping to impress the interviewer
17. Appearing lethargic and unenthusiastic
18. Weak, “dead fish,” or bone-crusher handshake
19. Looking at your watch during the interview
20. Losing your cool or arguing with the interviewer

Sources: Chun J. Questions to ask during a job interview. Nursing Review, 13(26):472, 2010; Clear J. 99 Interview tips that will actually help you get
a job. Passive Panda, 2013. Retrieved June 2013 from http://passivepanda.com/interview-tips;

Marriott P. Quality in practice . . . get the best out of job hunting: Polish your CV and shine at interview. Community Care, 4(1808):34, 2010.

Smith LS. Are you ready for your job interview? Nursing, 40(4):52–54, 2010.

B o x  1 0 . 7
Questions Interviewees Should Ask

• What are the responsibilities involved in the 
position?

• Who are the other staff or personnel working
on this unit?

• What is the typical client-to-staff ratio for the unit?
• Are there any mandatory rotating shifts, 

weekend obligations, overtime, or floating?
• Does the hospital offer opportunities for contin-

uing education, clinical ladder, advancement,
or movement to other departments?

• Please describe the facility’s policies for 
employee health and safety.
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After these questions have been answered,
the applicant may want to ask about salary, raises, 
vacations, and other benefits. Some questions that the
applicant should never ask include: “When will I get a
promotion?” “When do I get my first raise?” “What
sort of flex-time options do you have?” or any ques-
tion that indicates they were not paying attention
during the interview. It would also be wise to inform
the interviewer of the dates scheduled for the NCLEX
so that arrangements can be made for time off. The
applicant should also ask for written material on the
nurse’s contract with the institution, including bene-
fits and job descriptions. Often the interviewer will
provide this information without being asked in the
course of answering some of the other questions.

Take this scenario as an example: The 
job applicant had successfully fielded all the usual 
interview questions: “Why do you want this job?”
“What are your qualifications?” “Why should I select
you over other candidates?” Then the interviewer
asked the question that all job applicants hate: “What
do you consider to be your major weakness?” A good
way to answer that question is to find a weakness that
can be turned into a strength. The applicant might
answer, “I tend to be a perfectionist and spend too
much time trying to get things just right.” 

It is appropriate to close the interview by
asking for a tour of the facility. A tour allows first-
hand evaluation of the workplace and a chance to 
observe the staff and clients in a real work setting. The
interviewer may not be able to provide a tour at that
time and may ask another individual (e.g., a secre-
tary) to take the applicant on the tour.

Beware of the Internet

Nothing Is Private
Savvy employers almost always Google the name of a
prospective employee before an interview. Research
has shown that 75 percent of employers look up can-
didates before the interview and up to 70 percent have
rejected potential employees because of information
online. Some employers go even further to find out
about the candidate; often they can electronically 
locate unflattering pictures or video sequences, ill-
advised comments or tirades, and even financial infor-
mation.17 Although somewhat slow to catch on in the
health-care arena, this trend is taking hold. 

It Never Goes Away
As a candidate for a job, especially as a new graduate,
you need to be aware that the person sitting across

from you at the interview desk may well have run
your name through an electronic search engine and
found you on some social media format. The follow-
ing situation is an example of what happened during
one candidate’s interview for a job. During an inter-
view, after the candidate answered all the questions,
the interviewer remarked, “I found a video segment
of you on MySpace.com that was shot about 2 years
ago showing you at a party appearing inebriated with
very few clothes on. Would you mind commenting
on that?”

Personal blogs can be deleted and after a
time will become harder to access. However, the truth
is that once something goes electronic, it never com-
pletely goes away. Search engines have improved to
such a point that they can find information that is 5
or more years old.

Although you can use the Internet to your
advantage, it can also be a tool of your own demise
in the job market. You may feel secure and private
in a chat room with your “friends,” but in reality,
anything you post on the Internet can end up on
Facebook, YouTube, Xanga, Twitter, Instagram,
Vine, or one of the other blog websites. You may
feel safe using a pseudonym or password protec-
tion, but these are only as trustworthy as the people
who have access to your information. A jilted
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boyfriend or girlfriend, a friend who thinks what
you said was funny, someone with a large circle of
electronic friends all have the power to reveal your
most private information.17 

You can offset negative information about
yourself by generating as much positive information
as possible. Eventually, the positive information 
will get more hits, and the negative information 
will be pushed to the end of the site, where people 
are less likely to see it. However, sites like wayback-
machine.com can dig up information that has been
sanitized and removed from a website even years be-
fore. Remember, nobody is perfect, and all people
have information they would prefer to keep secret. 
If negative information about you does exist online,
you can try to control it by spinning it in the best way
possible. If there is a large amount of negative infor-
mation and pictures, you might want to spend some
money and have it professionally removed by sites
like IronReputation.com, Reputation.com, or elixirin-
teractive.com, which can scrub and wipe clean even
the most incriminating and damaging materials.
These sites guarantee removal of ALL unwanted 
content and will also monitor your website for new
postings of untoward pictures or information and 
automatically remove it.

Business Cards—Old School?
In some circles, business cards are considered old
school. Electronic business cards are now taking the
place of piles of paper business cards. One of the most
commonly used electronic business cards on social
media is BizEcards (https://www.facebook.com/
bizEcards). It is an interactive business card that you 
can text. The site will help you develop the card and
show you how to use it. Another format that is com-
monly used is vCard (http://vcardmaker.com/). It is an
electronic business card that can be read by many for-
mats including iPhone and e-mail. The site helps you
develop the card and to make the most of the vCard.
Another site that provides paperless business cards is
http://mashable.com/2009/06/11/virtual-business-card/.
This site can create as many nonpaper business cards as
you want, and the cards will never run out. They can also
be sent to anyone who has a computer or a mobile phone. 

Follow-Up
As with the résumé, making frequent calls about the
results of the interview is unwise. However, it is appro-
priate for the applicant to send a letter within 1 week after
the interview to thank the interviewer for his or her
time and express appreciation for being considered for
the position (Box 10.8). The applicant should also 
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Sample Follow-up Letter

Mary P. Oak
100 Wood Lane
Nicetown, PA 22222

June 20, 2015

Mr. Robert L. Pine
Director of Personnel
Doctors Hospital
Gully City, PA 44444

Dear Mr. Pine:

Thank you very much for considering my résumé and for the interview on June 3, 2015. I learned a great deal
from the interview and from my tour of the hospital after the interview.

I am writing to let you know that I am still interested in the position and was wondering about the status
of my application. If at all possible, I would appreciate it if you could either call me or write a note relating to
my potential employment at your facility.

Feel free to call me at home any time (333) 555-1234 or contact me by e-mail: moak@aol.com

Sincerely,

Mary P. Oak
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acknowledge how much it would mean to him or 
her to become a member of the staff at such a high-
quality agency or hospital, but avoid overdoing 
the compliments.

If the position is offered, a formal letter of
acceptance or refusal should be sent to the institution.
Health-care facilities will not hold positions indefi-
nitely, and failure to accept the position formally 
in a timely manner may result in their offering the
position to someone else.

WHEN NURSES BURN OUT

The burnout syndrome has existed for many years
and has been recognized as a problem that can be
reduced or even prevented. A widely accepted defi-
nition of burnout is a state of emotional exhaustion
that results from the accumulative stress of an indi-
vidual’s life, including work, personal, and family
responsibilities. The term burnout is used to de-
scribe a slow, continuous depletion of energy and
strength combined with a loss of motivation and
commitment after prolonged exposure to high occu-
pational stress. Examples of occupational stress in-
clude heavy workload, lack of participation or social
support, injustice, uncertainty, lack of incentive,
wearing out role conflicts, job insecurity, job 
complexity, and structural constraints.

Although the term is not often applied to
students, many of the symptoms of burnout can be
observed in these aspiring nurses.8

Who Burns Out?
The people who are most likely to experience burnout
tend to be more intelligent than average, hard-work-
ing, idealistic, and a perfectionistic. There are certain
categories of jobs and careers that tend to produce a
higher incidence of burnout: situations and positions
in which there is a demand for consistent high-qual-
ity performance, unclear or unrealistic expectations,
little control over the work situation, and inadequate
financial rewards. These jobs or careers tend to be
very demanding and stressful, with little recognition
or appreciation of what is being done. Also, jobs in
which there is constant contact with people (i.e., cus-
tomers, clients, students, or criminals) rank high on
the burnout list.

Even with the most superficial knowledge of
nursing, it is easy to see that many of these elements

are present in the nurse’s work situation. It is possible
to recognize nurses who are in the early stages of
burnout by identifying some classic behaviors 
(Box 10.9).

How It Starts
One of the earliest indications of burnout is the atti-
tude that work is something to be tolerated rather
than eagerly anticipated. Nurses in the early stages of
burnout often are irritable, impatient, cynical, pes-
simistic, whiny, or callous toward coworkers and
clients. These nurses take frequent sick days, are
chronically late for their shifts, drink too much, eat
too much, and often are not able to sleep.

Eventually, as their idealism erodes, their
work suffers. They become careless in the perform-
ance of their duties, uncooperative with their col-
leagues, and unable to concentrate on what they are
doing, and they display a general attitude of boredom
and apathy. If allowed to continue, burnout may lead
to feelings of helplessness, powerlessness, purpose-
lessness, and guilt.9

Complications of Burnout
A new study published by the American Journal of 
Infection Control has found that nurses experiencing
burnout may be contributors to the spread of infec-
tion, especially when working long hours and caring
for too many clients at a time. When client-to-nurse
ratios are increased, there is a corresponding increase
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Symptoms of Burnout

• Extreme fatigue
• Exhaustion
• Frequent illness
• Overeating
• Headaches
• Sleeping problems
• Physical complaints
• Alcohol abuse
• Mood swings
• Emotional displays
• Anxiety
• Poor-quality work
• Anger
• Guilt
• Depression
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in rates of infection in hospitals. Increased client
loads lead to external mental demands, such as inter-
ruptions, divided attention, and feeling rushed. Just
the addition of one extra client per shift per nurse was
related to a 10 percent increase in rates of urinary
catheter and postoperative infections. The study
showed that the extra time out of the nurse’s day to
monitor, administer medication, and provide care for
an additional client is sufficient to reduce infection
control measures such as hand washing. The study
noted that reducing burnout by 10 percent could pre-
vent thousands of hospital-acquired infections per
year and save $41 million per hospital. By decreasing
nurses’ workloads, there is an increased likelihood of
following through on infection control procedures. It
would also create a better atmosphere for nurse and
client safety.10,11

Nurses suffering from burnout have also been
linked to increases in client clinical errors, such as
medication mistakes, missing treatments, and missing
signs and symptoms of serious changes in condition.
Burnout has also been linked to failure to complete
documentation and errors in documentation.11

Recognizing Burnout
The first step in dealing with burnout is recognizing
its signs. Here are some of the key signs that a nurse
may be experiencing burnout: 

• Continuous physical exhaustion and excessive 
illnesses

• Strong feelings of being taken advantage of and 
unappreciated

• A feeling of impending doom when preparing to go
to work

• Pulling back at work—spending as little time as 
possible doing tasks and communicating

• Lack of empathy for clients12

Despite this bleak picture, nurses do not
have to fall victim to the burnout syndrome. Many
nurses practice their profession for many years,
manage to deal with the stress, and find great per-
sonal satisfaction in what they do. These satisfied and
motivated nurses have developed ways to deal with
the stress of their careers while maintaining their
goals and purpose as nurses.

Nurses experiencing burnout usually go
through four progressive stages with some overlap
between them. These include physical and mental ex-
haustion; self-shame and doubt; cynicism about work
and lack of empathy for clients; and a sense of per-
sonal failure, feelings of helplessness, and an over-
whelming sense of crisis.12 Many nurses who are
burning out use denial and rationalization to block
recognition of burnout because it is just too painful
for them to think they put so much time, money, and
effort into preparing for a career they no longer want
or enjoy. 

It is important to realize that burnout can be
halted in any one of the four phases. It does not have
to progress to a crisis state. Also keep in mind that it
is not the career that is producing the burnout, but
rather the difficulty in coping with the stresses the 
career is producing. Although it may not be possible
to change the requirements of the profession signifi-
cantly, it is possible to learn how to cope more 
effectively with stress.

Manage Stress and Time
Although there are many schools of thought about
stress- and time-management techniques, several
common threads run through many of these theo-
ries. These views include setting personal goals,
identifying problems, and using strategies for 
problem-solving.
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Exercise Myths: True or False

1. Exercise can turn fat into muscle. False. 

Muscle and fat are two completely different types of tissue. Exercise can 
increase the mass of muscle tissue and decrease the size of fat cells by 
burning fat as energy. 

2. If you’re gaining weight, it always means you’re getting fatter. False.

An increasing amount of fat will make the scale numbers go up, but it’s not the
only cause. If you are exercising and building muscle, it has a much higher density
than fat (i.e., a pound of muscle takes up less space than a pound of fat). It is
possible to become leaner and healthier while at the same time gaining weight.
The scale can be your friend or enemy! 

3. I’m a woman and I’ll bulk up if I lift weights. False. 

The bulging, bulky muscles that men get when they pyramid train (overwork 
muscles) is due primarily to testosterone. Also, that type of training requires weight
lifting for 6 to 8 hours a day every day. Weight training will help muscle definition 
in women and help tone muscles, which in turn increases metabolism and 
reduces weight. 

4. Running outside on a track is worse for the joints than running on a treadmill.
False.

Running is running and it stresses the joints no matter where it’s done. There are
some very expensive high-end treadmills that have extra shock-absorbing fea-
tures, but even those do not completely eliminate the stress on the joints. 

5. Any type of aerobic exercise will burn fat. True. 

However, the harder you exercise, the more fat you burn. It is important to build
up a progressive exercise tolerance before attempting to reach the maximum level
of an aerobic exercise.

6. I can eat anything I want as long as I exercise every day. False.

This is a myth that gets some people into a real bind. Any given exercise will burn
a certain amount of calories per session. For example, if you weigh 155 pounds
and run 1 mile in 12 minutes, you will burn about 560 calories. Or if you ride a 
stationary bike for 1 hour at a moderate speed, you will burn 439 calories. (For 
a complete table of exercises and calories, go to http://www.nutristrategy.com/
activitylist3.htm.) The key here is not to eat more calories than you burn off 
when you exercise. So if you stop and get a 1100 calorie super-sized chocolate
milkshake after you run your mile, you are going to be 440 calories in the hole!
You need to go back and run another mile!

I s s u e s  N o w
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7. Using free weights causes more injuries than using weight machines. 
It depends. 

Free weights are very adaptable to all body types and can be adjusted easily to
accommodate a person’s exercise progression. The danger with free weights
arises when people do not know their limits and try to overdo the weights. Also,
they tend to pay less attention to good body alignment and configuration when
they use free weights. With machines, you are less likely to drop a weight on your
toe. They also tend to force the person into the proper body position for the par-
ticular exercise. The problem is that machines are based on an “average-sized”
person, and if you are very large or very small, it may not be appropriate for you.

8. When you sweat a lot, it means you are achieving the maximum workout. False.

As warm-blooded creatures, humans sweat to keep their internal body tempera-
ture in an acceptable range (homeostasis). It may or may not be related to in-
creasing the heart rate or burning fat. Some people have a higher metabolic rate
and tend to sweat a lot even with minimal exertion. When exercising on a cold
day, a person may sweat little or not at all.

9. No pain, no gain. False. 

The corollary to this myth is “A lot of pain, a lot of gain.” Although most people do
experience a small amount of discomfort or pain when they exercise vigorously, it
is due primarily to the toning and stretching of the muscles. If your muscles are
toned, you may not experience any pain at all with regular exercise. If you are hav-
ing an excessive amount of pain, it’s your body’s way of telling you to stop what
you’re doing and take a rest. 

10. Stretching after you exercise may be more beneficial than stretching before 
exercise. True.

After you have exercised, the muscles and connective tissues are “warmed up”
and comply more readily to being flexed and lengthened. The stretches should be
slow and deliberate and held for 10 to 15 seconds while breathing deeply. Cold
stretching before exercise may actually cause injuries because the connective tis-
sues are stiff and less elastic. Many people, especially women, are hyper-flexible
and do not need to stretch. Although it is a widely accepted practice, cold
stretching may not be needed by everybody. 

I s s u e s  N o w continued

Sources: Boston G. 10 fitness myths debunked. Wellness. Washington Post, 2013. Retrieved 
June 2013 from http://www.washingtonpost.com/lifestyle/wellness/fitness-myths/2013/05/28/
28c04d6a-bf25-11e2-9b09-1638acc3942e_story.html; Bouchez C. Top 9 fitness myths. WebMD.
Retrieved June 2013 from http://www.webmd.com/fitness-exercise/features/top-9-fitness-myths-
busted; Calories burned during activities, sports and exercise chart. Nutristrategy, 2013. Retrieved
June 2013 from http://www.nutristrategy.com/activitylist3.htm; Park M. 10 exercise myths that won’t
go away. CNN Health, 2013. Retrieved June 2013 from http://www.cnn.com/2011/HEALTH/06/24/
exercise.myths.trainers/index.html
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Set Personal Goals
Goals and goal setting are an important part of client
care. Nursing students—and, by extension, practicing
nurses—are highly proficient in the planning stage of
the nursing process, in which goal setting is the pri-
mary task. Nurses know that a good set of goals
should be client centered, time oriented, and measur-
able and that they should write these goals with every
care plan they prepare.

In their personal lives, however, these nurses
may rush full tilt into one erratic day after another,
subordinating their own needs to the needs of others
and working long, hard hours but without accom-
plishing very much and feeling frustrated about it.
What is the problem here? Very simply, nurses can
prepare realistic, beneficial goals for their clients, but
they seem to be unable to do the same for themselves.

Long-Term Goals
Personal goals should in-
clude both long-term and
short-term goals. Typically,
personal long-term goals
look into the future at least
10 years and include a state-
ment about what the nurse
wants to achieve during his
or her lifetime. Some exam-
ples are going back to
school to obtain an advanced degree, becoming a direc-
tor of nursing, or even writing a book about nursing.

Practicing nurses who are caught up in the
whirlwind of everyday life find it difficult to formu-
late statements about the future. One other important
characteristic of long-term goals is that they need to
be flexible. As life circumstances change, modifica-
tions are required.

Short-Term Goals
Short-term goals are those that the nurse expects to
accomplish in 6 months to 2 years. These goals
should be aimed primarily at making the nurse’s pro-
fessional or personal life more satisfying and fulfill-
ing. Like long-term goals, they do not need to be
related to work. Perhaps visiting a foreign country,
going on a skiing trip in the mountains, and even
learning how to paint a picture or play the piano may
be achievable in a relatively short time. In the profes-
sional realm, joining a professional organization, 
becoming a head nurse, or changing an outdated 

hospital policy are goals that can be achieved in a
short time. The fact that everyone ages over time 
cannot be altered, but that time can also be used to
achieve personal satisfaction in life and increase
knowledge and accomplishments.

An End Achieved
Although goal setting is an important first step in
dealing with the stress that leads to burnout, any good
nurse recognizes that a plan without implementation
is useless. As difficult as goal setting may be for nurses,
carrying it out may be even more difficult. Although
goal achievement requires a degree of hard work and
personal sacrifice, when people are working toward
something they really want, the effort that it takes to
achieve the end actually becomes enjoyable. This
process takes a lot of work, but it becomes an exciting

adventure in its own right.

Identify Underlying Problems
Another important step in
dealing with burnout is to
identify the problems that
are producing the stress.
Again, nurses are taught
as students that they need
to identify client problems
so that they can work to-
ward solving them. The

same applies to resolving their own setbacks. They
cannot be addressed if they are ignored or unknown.

Self-Diagnosis
Formulation of a nursing diagnosis is nothing more
than precisely stating a client’s problem. One thing
nurses realize early in the learning process is that
what may appear to be an obvious problem may in
reality not be a problem at all. Conversely, something
that a client only mentions in passing may turn out to
be the real source of the client’s nursing needs. Per-
haps nurses should look at their own lives and at-
tempt to formulate nursing diagnoses that deal with
their stress-related problems (setting the North
American Nursing Diagnosis Association list aside).

248 U n i t  2 Making the Transition to Professional

Health-care employers today are looking
for nurses who believe that high-quality
performance on the job is more impor-
tant than just having a job. Professional
nurses can apply the nursing process to
their own personal development, and the
evidence of positive outcomes is placed in
the portfolio.

“

”

What Do You Think?

?List three tasks that you have put off today. Why 
did you avoid doing these? How can you get them 
done sooner?
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For example, a new graduate has just com-
pleted a shift during which he was assigned to eight
complete-care clients. He had to supervise two poorly
prepared nurses’ aides and put in 55 minutes of over-
time (for which he will not be paid) to complete the
charting. This nurse is feeling tired, frustrated, and
even a little bit guilty because of an inability to provide
the type of care that he was taught in nursing school.

What is the problem? A possible nursing di-
agnosis might be “alterations in personal satisfaction
related to excessive workload, evidenced by sore feet,
headache, shaky hands, feelings of guilt, frustration,
and a small paycheck.”

Goals and Interventions
Now that the problem has been identified, goals and
interventions can be introduced to solve the problem.
The goals may range from organizing time better to
refusing to take care of so many complete-care
clients. Interventions, depending on the goals, can in-
clude activities such as attending a time-management
seminar, talking to the
head nurse, or changing a
policy in the policy and
procedure book.

RESPONDING TO
MAJOR STRESSFUL
EVENTS

Although nurses often learn how to deal with the
stresses routinely found in their daily work, major
traumatic events that produce overwhelming stress,
such as the devastation of the World Trade Center,
Hurricane Katrina, or the massive destruction caused
by major tornadoes, may leave nurses with a sense of
horror, helplessness, and powerlessness in addition to
the normal stress responses of shock, disbelief, anger,
and grief. Nurses have several skills that help them
deal with traumatic events in their workplace; how-
ever, they are not super-people and should not expect
that they can handle all stressful events without help.
The end result may well be a complex of symptoms
similar to burnout syndrome, including physical
symptoms, depression, and chronic anxiety.

Crisis Intervention
In response to major tragedies in recent years, the
critical incident stress debriefing (CISD) process

was developed to help health-care providers deal with
major acts of violence and traumatic disasters. The
American Red Cross has been instrumental in train-
ing and providing resources for local CISD teams.
These are made up of mental health professionals
specially trained in crisis intervention, stress 
management, and treating post-traumatic stress 
disorder (PTSD).

To be most effective, the CISD teams need to
be on-site within 2 to 3 days after serious events,
ranging from the death of coworkers to acts of terror-
ism and natural disasters. The goal of the team is to
encourage the participants to verbalize their feelings
and thoughts, identify and develop their coping skills,
and generally lower overall grief and anxiety levels.
They provide an intensive stress management course
compressed into a few hours or few days.

Post-Traumatic Stress Disorder
One of the keys to working with nurses is to help
them recognize that they are not expected to be able

to handle all situations and
can appropriately ask for
help. Although nurses
study the stress response
and grieving process in
school, it is sometimes
hard for them to apply in-
formation about normal

stress reactions to themselves. When nurses do not
recognize their own problems in responding to trau-
matic stress, they increase their risk for developing
long-term stress reactions. When they do not seek
help, they can develop the symptoms of PTSD any-
where from a few days to as long as 6 months after
the event.

Warning signs of PTSD include:

1. Recurring nightmares and inability to sleep.
2. Intrusive and vivid flashbacks.
3. Prolonged depression.
4. High levels of anxiety.
5. Maladaptive coping behaviors, such as drug and 

alcohol abuse.

The CISD session generally requires up to 
3 hours. Sessions can be longer or shorter, depend-
ing on the nature of the event and number of 
people affected. Besides having an opportunity to
express emotions and feeling, the participants are
educated in some ways about reducing anxiety and
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promoting mental and physical health. This advice
includes:

1. Not watching televised replays of the event over
and over.

2. Staying with friends as much as possible.
3. Avoiding unhealthy, high-fat diets.
4. Engaging in regular aerobic exercise as much as

possible.
5. Avoiding excessive dependence on alcohol and

drugs for sleep.
6. Getting back to a comfortable routine as soon as

possible.
7. Feeling comfortable seeking professional help

when it is needed.

During the CISD sessions, nurses are asked
for their input about the process. If the team feels it is
necessary, additional referrals for long-term treat-
ment may be recommended.

STRATEGIES FOR PROBLEM-SOLVING

Nurses already know the nursing process as a client
problem-solving technique. Why not apply the same
knowledge and skills to personal problems? The stress
level only increases if problems are left unsolved.

Although specific problems may require spe-
cific solutions, several widely accepted methods exist
to deal with the general stresses produced by every-
day work and personal life. Included in these meth-
ods are activities such as recognizing that nurses are
only human, improving time-management skills,
practicing what is preached, and decompressing.

Time-Management Skills
In modern life there is often not enough time to do
everything that needs to be done. The key to time
management is setting priorities. In the world of
nursing and client care, nurses are often required to
do many tasks. Multitasking, the process of doing
several tasks at the same time, tends to fragment the
nurse’s attention and concentration.

Nurses need to recognize that only some
nursing activities are essential to the safety and well-
being of clients. These include performing thorough
assessments and ensuring that the clients get their
medications on time, that their comfort needs are
met, and that accidental injuries are prevented. Be-
yond these actions, nurses really have a great deal of

discretion in what they can do when providing care
to clients.

Make Room for Fulfillment
Burnout results mainly from personal and profes-
sional dissatisfaction. If nurses feel fulfilled in what
they are doing, burnout is much less likely to occur.
Activities that may increase nurses’ satisfaction in-
clude spending time talking with clients, learning new
skills, and decreasing the anxiety of families through
teaching and listening. After such activities have been
identified, time should be set aside for them during
the shift. The real secret in using time management to
prevent burnout is for the nurse to use the time left
for those nursing activities that bring the most pro-
fessional and personal satisfaction.

Several skills need to be developed to allow
time during a shift for these preferred activities. First,
the nurse must learn to delegate by letting the licensed
practical nurses (LPNs) or aides do those tasks they are
able to do. Many nurses graduate from nursing school
with the attitude that if you want it done right, you
need to do it yourself. After becoming familiar with the
LPN’s and nurse’s aide job descriptions, nurses need to
give others a chance to prove themselves.10

Overcome Procrastination
Another necessary skill is overcoming procrastina-
tion. Most people have a natural tendency toward
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procrastination, particularly when unpleasant or diffi-
cult tasks are involved. The primary reasons people
postpone or delay doing something are that they 
either do not want to begin or do not know where to
begin the task. More time and energy are expended in
inventing excuses for putting off tasks than would be
taken in doing the tasks.

The Most Distasteful Task
The best way to overcome procrastination is by start-
ing the task, even if it is only a small step. An effective
method is to select the most difficult or distasteful
task to be done that day and to commit just 5 minutes
to it. After 5 minutes are over, you can either set the
task aside or continue it. Once you start the task and
momentum builds, you will likely carry out the task
to completion. If you don’t do anything else that day,
at least you’ve completed the most difficult task!

Tasks can be prioritized by listing them in
three categories. Category A tasks (e.g., assessments,
passing out medications, treatments, and dressing
changes) are important and need to be completed on
time. Category B tasks
(e.g., baths, linen changes,
lunch breaks, charting)
are important but can be
postponed until later in
the shift. Category C tasks
(e.g., cleaning up, organizing the supply room) are
tasks that can either be delegated or wait until the
next day.

Problems Don’t Solve Themselves
For daily tasks, both pleasant and unpleasant, the best
time to do them is immediately. If achievement of the
plan requires delegation, it needs to be done at the
beginning of the shift, not at the middle or end. Often
nurses have a built-in fear of taking chances. As a re-
sult, they avoid doing things if there is a chance of
failure in the hope that somehow the problem will 
resolve itself.

Any time an important decision is made,
there is a chance that someone will disagree or 
that the decision will be incorrect. These types 
of situations need to be viewed as a challenge or an
opportunity rather than a life-altering risk to be
avoided. Although mistakes in health care do have
the potential to be fatal, learning from mistakes is
one of the most fundamental ways of increasing
knowledge.

Time management, like other skills, requires
some practice. Once a nurse masters this skill, his or
her life becomes more satisfying.

Practicing What You Preach
Because nursing is oriented toward keeping people
healthy as well as curing illness, nurses spend a large
amount of their time teaching clients about eating
well; getting enough sleep; going for regular dental,
eye, and physical examinations; avoiding too much
drinking and smoking; and exercising regularly. It
might make an interesting student research project
to have nurses rank themselves on how well they
have incorporated these health maintenance activi-
ties in their own lives. The results would probably
indicate a low overall score on the “practice what
you preach” scale.

Nurses know all about the food pyramid, but
they do not translate that knowledge into feeding
themselves properly. In reality, there are going to be
some busy days when it is impossible to eat right, but
it should be possible, on a regular basis, to follow a

diet that will promote
health and reduce the
buildup of fat plaques in
the arteries.

It is important to
get enough sleep to avoid

chronic fatigue. People can adjust to a state of fatigue,
but it tends to decrease the enjoyment that they find
in life and make them irritable, careless, and ineffi-
cient. Most people need between 5 and 8 hours of
good sleep each night. It also probably would not
hurt for nurses to take a short nap during the after-
noon on their days off.

The Right Kind of Exercise
Many nurses feel they get enough exercise during their
busy shifts, and, in truth, the average staff nurse walks
between 2 and 5 miles during each 8-hour shift. Unfor-
tunately, this type of walking does not qualify as the
type of aerobic exercise recommended for an improved
cardiovascular conditioning and stress relief. Exercise,
in order to be beneficial, must be done consistently and
must raise the heart rate above the normal range for an
extended period. The short sprint-type walking in-
volved in client care does not accomplish this goal. 

Research studies compared workers’ exercise
habits with their psychological well-being. The results
indicated that the more workers exercised, the less
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likely they were to experience increases in depression
or burnout. Those employees who exercised at least
1.5 hours per week reduced their depression and job
burnout tendency by 50 percent over those who never
worked out. The group who exercised more than 
4 hours per week had the same results as those who
exercised 1.5 hours per week.13

Further research has shown that exercise ac-
tually decreases the production of stress hormones like
cortisol and epinephrine while increasing the produc-
tion of endorphins, the body’s natural pain- and anxi-
ety-relief chemicals. Physical activity acts as a strong
distraction from problems. Anxiety, anger, and stress
can be redirected to physical exercise and may allow a
person to achieve a Zen-like state in certain cases.
Going to a gym, boxing ring, running trail, biking trail,
or a sidewalk in the neighborhood provides a pleasant
change of scenery and helps lower stress.14

Exercise also helps a person build up an 
immunity to the stress of the workplace. Studies
have shown that people who exercise more tend to
be less affected by the daily stress they face. Reason-
able exercise also builds up the immune system,
making the person less susceptible to common in-
fections; however, excessive exercise may actually
deplete the immune system.15 Exercising with others
has the additional benefit of social support. When
exercise and physical activity also involves others,
the positive effects are doubled by combining stress-
relief activity with the enjoyment of friends. Work-
ing out with a friend improves motivation, increases
happiness, and makes the workout go faster and
seem less like work.14

Walking 1 to 2 miles a day outside of work is
a beneficial, simple exercise that will improve health.

Nurses can also use a wide variety of exercise equip-
ment for those days when walking outside is undesir-
able. The important requirement is that the exercise
be done consistently and frequently. Regular exercise
not only improves the cardiovascular system but also
helps improve stamina, raise self-image, and promote
a general sense of well-being.

Decompression Time
The profession of nursing is stressful, even under
ideal circumstances. Nurses are required to deal
with other people constantly and to carry out nu-
merous tasks that are potentially dangerous. At the
end of any shift, even the most skilled and best-or-
ganized nurse has a sense of internal tension. 
This tension must be released, or it will eventually
cause a major explosion or (if turned inward) 
produce anxiety.

Establish a Daily Decompression Routine
It may take a little time to discover, through trial
and error, what works to reduce the tension built
up during the shift. Some effective techniques in-
clude setting aside approximately 30 minutes of 
private, quiet time to reflect on the day’s activities.
Perhaps relaxing in a hot bath or sitting in a fa-
vorite recliner might meet the need for decompres-
sion. Relaxation activities, such as swimming,
shopping, or even going for a drive, can help reduce
tension and act as a time for decompression. Of
course, stress-management techniques learned at
seminars (e.g., self-hypnosis or meditation) can also
be used. Finally, meeting with a nurse support
group can help the nurse vent feelings and make
constructive plans for solving problems.
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C o n c l u s i o n

Although transition shock and burnout are realities
of the nursing profession, they can be reduced or
even avoided altogether. Nurses should be able to rec-
ognize the causes and early symptoms of transition
shock and burnout to prevent them from developing

into a problem. Therefore, nurses should use tech-
niques to prevent these disorders from becoming in-
surmountable obstacles. In doing so, nurses will be
able to practice their profession proficiently and gain
the satisfaction that only nursing can provide.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Make a list of the characteristics that would be found in the “perfect nurse.”

Make a second list of characteristics found in nurses observed in actual prac-
tice. Discuss how and why these lists differ.

• Outline a plan for implementing a preceptor clinical experience for the senior
class of a nursing program. Make sure to include how many hours of practice
are required, criteria for the selection of preceptors, student objectives from the
experience, and methods of evaluation.

• Write at least three long-term and five short-term personal or professional goals.
Develop a realistic plan and time frame for achieving these goals. Make sure to
include what is required to achieve these goals.

• Complete this statement, using as many examples as possible: “I feel most sat-
isfied when I am done with my shift in knowing that . . .” Analyze these answers
and discuss how they can be implemented in everyday practice.

• Think of at least three situations in which you were asked to do something that
you really did not want to do. How did you handle these situations? How could
they be handled in a more assertive manner?
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T
LEADERSHIP

he old saying that “leaders are born, not made” implies that at
birth a person either is a leader or is forever relegated to the rank of 
follower. Not many agree with this statement. Although some people
may have an easier time filling the leadership role than others, most 
experts believe that almost everyone can develop leadership skills.

Many definitions of leadership refer to the ability of an indi-
vidual to influence the behavior of others. When nurses exert leader-
ship, they inspire other health-care workers to work toward one or
more of several goals that include providing high-quality client care,
maintaining a safe working environment, developing new policies and
procedures, and increasing the power of the profession.

Some leadership theories try to explain why some people are
leaders and others are not, but as yet none covers all the possibilities. That
may be because leadership requirements differ according to the situation.
In the intensive care unit (ICU), for example, where quick decisions are a
matter of life and death, the leader is the nurse with highly developed
critical-thinking and analytical skills and the confidence to make deci-
sions under pressure. In quality management, where the problems are
often long term and complicated, the leader tends to be well organized
and can methodically sift through a mountain of information and statis-
tics to develop a policy that covers the widest range of possibilities. 
Several of the better-known leadership theories are discussed here.

Trait Theory
The trait theory identifies qualities that are common to effective leaders
(Box 11.1). Trait theory by itself is limited because it focuses only on the
traits of the individual and does not take into account how the person

Joseph T. Catalano

Leadership, Followership,
and Management

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Identify and discuss the three
major theories used to explain
leadership

• Define and distinguish among
the three styles of leadership

• Discuss the relationship of
transformational and situational
theories to leadership style

• Identify the key behaviors and
qualities of effective leaders

• Identify the key characteristics
of effective followers

• Distinguish the differences 
between management and 
leadership

• Identify and discuss the two
major theories of management

In today’s health-care system,
even new graduates who have an
“RN” after their name will be
placed quickly in positions of
leadership and management.
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acts in specific situations. The question left unan-
swered is why everyone who has these traits is not 
a leader.1

Leadership-Style Theory
One of the best-known theories of leadership looks at
three leadership styles:

1. Laissez-faire
2. Democratic
3. Authoritarian

Although these theories are discussed sepa-
rately, they are a continuum of leadership style that
ranges from a mostly passive approach to a highly
controlling one (Table 11.1).

The Laissez-Faire Style
The laissez-faire (French for “leave it alone”) leader-
ship style is also described as permissive, nondirective,
or passive. The laissez-faire leader allows the group

members to determine their own goals and the meth-
ods to achieve them. There is little planning, minimal
decision-making, and a lack of involvement by the
leader. This style works well in only a few settings, for
example, in a research laboratory that is staffed by self-
motivated scientists who know what they want to
achieve and are familiar with the means of achieving it.

The laissez-faire style works best when the
members of the group have the same level of educa-
tion as the leader and the leader performs the same
tasks as the group members. In most situations, how-
ever, laissez-faire leadership can leave people feeling
lost and frustrated because of the lack of direction by
the leader. When they do try to achieve some goal,
often the only input from the leader is that they are
doing it incorrectly. When faced with a difficult deci-
sion, laissez-faire leaders usually avoid making a deci-
sion in the hopes that the problem will resolve itself.

The Democratic Style
In the democratic (also called supportive, participa-
tive, transformational) leadership style, all aspects of
the process of achieving a goal, from planning and
goal setting to implementing and taking credit for the
success of the project, are shared by the group. The
democratic leadership style is based on four beliefs:

1. Every member of the group needs to participate in
all decision-making.

2. Within the limits established by the group, freedom
of expression is allowed to maximize creativity.

3. Individuals in the group accept responsibility for
themselves and for the welfare of the whole group.

4. Each member must respect all the other members
of the group as unique and valuable contributors.
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B o x  1 1 . 1
Leadership Traits

• High level of intelligence and skill
• Self-motivation and initiative
• Ability to communicate well
• Self-confidence and assertiveness
• Creativity
• Persistence
• Stress tolerance
• Willingness to take risks
• Ability to accept criticism

Table 11.1 Comparison of Authoritarian, Democratic, and Laissez-Faire Theories

Authoritarian Democratic Laissez-Faire

Degree of Freedom Little freedom Moderate freedom Much freedom

Degree of Control High control Moderate control Little control

Decision-making Leader only Leader and group Group or no one

Leader Activity Level High High Minimal

Responsibility Leader Leader and group Abdicated

Quality of Output High quality High quality/creative Variable

Efficiency Very efficient Moderately efficient Variable

Source: Whitehead DK, Weiss SA, Tappen RM. Essentials of Nursing Leadership and Management (5th ed.). Philadelphia:
F. A. Davis, 2010, p. 6.
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The leader using the democratic style pro-
vides guidance to the group, and all members share
control. This style works best with groups whose
members have a relatively equal status and who
know each other well because they have worked 
together for an extended period. In its purist form,
democratic leadership can be time-consuming and
inefficient in some situations, particularly when
group members disagree strongly, but in the end,
when a goal is achieved or a decision made, there is
a strong sense of ownership and achievement by the
whole group. Hallmarks of this style are trust, col-
laboration, confidence, and autonomy. Followers of
this system have a high level of commitment to the
institution, resulting in a strong work ethic and 
innovative ideas in practice.2

Many leaders are uncomfortable with this
style of leadership because of the minimal control
they have over the group. Participative leadership 
allows the leader more control over the final decision.
After considering all the opinions of the group mem-
bers, the leader makes the final decision based on
what is best to achieve the goal.

The Authoritarian Style
The leader with an authoritarian (also called control-
ling, directive, or autocratic) style maintains strong
control over all aspects of the group and its activities.
Authoritarian leaders provide direction by giving 
orders that the group is expected to carry out without

question. The final decision-making authority rests
with the leader alone, although input from the group
may be considered. The authority consists of micro
managers who closely monitor everything that the
group members do and often make on-the-spot
changes when they believe they know a better way to
achieve a task or goal. People who work under this
style of leadership usually harbor hostile feelings that
they are fearful to express, use passive-aggressive
techniques to try to even the playing field, and feel
oppressed and unable to use their full potential as a
worker.  

An extreme form of the authoritarian leader-
ship style is the dictatorial leadership.  A leader using
a dictatorial authoritarian style is called a dictator.
This leader has no regard for the feelings and needs of
the group members. Achieving the goal is the only
thing that matters, and the dictator will use any
means, including harsh criticism, to do so. A military
mission to destroy a terrorist group by a Delta Force
assault team is an example of this type of leadership.
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Another type of authoritarian leadership
style is the  benevolent leader. The benevolent author-
itarian leader uses a more paternalistic approach to
achieving the goal. That leader attempts to include
the group’s feelings and concerns in the final deci-
sion, but ultimately the leader makes all the decision.
Some group members may feel that the benevolent
leader is condescending and patronizing.

The authoritarian leadership style works best
in emergency situations, when clear directions are re-
quired to save a life or prevent injury, or in situations
in which it is necessary to organize a large group of
individuals. Although highly efficient in achieving
goals and completing tasks, authoritarian leadership
suppresses the creativity of the group members and
may reduce the long-term effectiveness of the group.
Authoritarian leadership also reduces the motivation
levels of the group and may lead to passive-aggressive
behavior by the members that will further reduce the
effectiveness of the group. Although some people can
accept the need for the total control exerted by an au-
thoritarian leader, most people in a long-term work

What Do You Think?

?Have you ever had to be a leader in a group? What type of
leadership style did you use? How successful was the out-
come of the group work?
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Relationship–Task
Orientation
Another commonly used
theory rates leaders on
whether they are oriented
more toward establishing
relationships or achieving
assigned tasks and resolving problems. The work 
setting often dictates whether the leader is more 
oriented toward building relationships or completing
tasks.3 For instance, in a psychiatric setting, relation-
ships are key to successful treatment of the client, and
the tasks of self-realization and coping skills are
achieved in the therapeutic relationship setting. And
in a post-disaster environment, achieving the tasks of
sorting victims into appropriate categories for treat-
ment and keeping them alive takes precedence over
strong interpersonal relationships.

High Relationship–Low Task
Leaders with high relationship–low task orientations
are usually well liked by their groups because of their
acceptance of the group members as individuals,
consideration of their feelings, encouragement, and
promotion of good feelings among all the group
members.

However, this kind of leader often sacri-
fices the achievement of the task or resolution of a

relationship with this type of leader will become frus-
trated and even rebellious at some point.

In reality, few leaders use only one style.
Most leaders use multiple leadership styles, depend-
ing on the situation. Many factors may influence
what type of leadership style is used at any given time,
including external regulations and requirements, the
ability of the group members, the work setting, and
the problem being solved. For example, a nurse man-
ager on a hospital unit may use a highly democratic
style in most of the routine activities of the unit, but
when a client goes into cardiac arrest, she may revert
to a highly authoritarian style while directing the staff
through a code.

problem when it conflicts with the feelings or good
will of the group. This leader often allows the group
to make its own decisions without regard to the
task at hand and ultimately may not achieve the
goals the group was organized for in the first place.

High Task–Low Relationship
The opposite extreme is the leader with a low rela-
tionship–high task orientation. This form of leader-
ship is similar to the authoritarian style, where the
leader does all the planning with little regard to the
input or feelings of the group, gives orders, and ex-
pects them to be carried out without question. Vari-
ous forms of punishment are used by this leader,
ranging from verbal put-downs to poor performance
evaluations that are used to determine pay raises.

Both Extremes
The worst leader is the person with a low relationship–
low task orientation. This leadership style simulates
the laissez-faire style, in which the leader is unin-

volved, does no planning,
has little concern for the
group members’ feelings,
and accomplishes little. On
the other hand, the best
leader is the one with a
high relationship–high
task orientation. This

leader combines the best of both worlds: He or she is
open to input and actively communicates with the
group members, provides constructive direction,
quickly resolves conflicts, and ultimately achieves 
creative and effective solutions to problems.

Certainly, perfect leaders are difficult to find.
Most use a combination of styles and adjust them to
the circumstances surrounding the problem. Again,
think of the nurse manager who uses a high relation-
ship–high task orientation for managing the unit in
most day-to-day operations. In the cardiac arrest sit-
uation, this nurse manager may quickly change her or
his orientation to one of low relationship–high task
until the crisis is resolved.

RECENT THEORIES OF LEADERSHIP

Although the behavior and trait theories remain pop-
ular, researchers have come to the conclusion that
leadership is really a more complex process. The 
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The old saying that ‘leaders are born,
not made’ implies that at birth a person
either is a leader or is forever relegated
to the rank of follower.

“
”

What Do You Think?

?Think of the best leader you have ever worked with. What
traits did that person have? Now think of the worst leader
you ever worked with. What traits did that person have?
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situational theory recognizes that no one approach
works in all situations. A leader needs to acknowledge
this and adjust the leadership style and behavior to
the situation, considering the many variables that
may be involved. Good leaders seem to do this 
instinctively. One of the key factors is the type of 
organization in which the group is located. The 
environment is always important in exercising 
leadership.

The transformational theory takes the situa-
tional theory one step further. This theory recognizes
that multiple intangibles exist whenever people inter-
act. Factors such as sense of meaning, creativity, in-
spiration, and vision all are involved in creating a
sense of mission that exceeds good interpersonal rela-
tionships and rewards. Although this is true in most
work settings, health care and nursing, in which care
of human beings is the primary goal, require that
nurses do something positive. In many health-care 
facilities, nursing leaders are expected to inspire 
excitement and commit-
ment in nurses, who often
must provide care to very 
ill clients in less than ideal
circumstances.2

KEY LEADERSHIP
BEHAVIORS

Traits are characteristics that an individual possesses.
Traits may or may not lead to the actions or behav-
iors that are required for successful leadership. It is
also possible to lack leadership traits, yet be able to
carry out successful leadership behaviors.

Establish Trust and Cooperation Among Individu-
als and Groups. A trusting relationship is key to
the success of a leader (or manager) on both indi-
vidual and group levels. The followers must be able
to trust the leader and each other.3 Building that
type of trust usually takes some time and involves
individuals recognizing that the leader is honest,
motivated, reliable, predictable, and consistent.
Also, in the health-care setting, nurses tend to
trust the individual who works hard and can 
perform all the required skills. Building trust 
and cooperation within the group can be very
challenging. 

Personality is the sum total of a person’s
genetic composition and experiences. Because no

two people have identical genes or experiences,
each one has different needs, feelings, and orienta-
tions. Because of the many personalities and back-
grounds a group brings to the work setting, they
often have an inherent mistrust of those who are
different from them. However, if they trust the
leader, the leader can use this trust to build stable
relationships within the group by recognizing the
differences and directing people to their highest
level of achievement.

Acknowledge Good Work and Success. By provid-
ing rewards for the efforts that individuals make in
achieving personal and organizational goals, the
leader provides a powerful motivation for the
nurse to continue working hard and being suc-
cessful. These rewards do not have to be expensive
or even cost anything at all. Positive verbal rein-
forcement is often more effective than a prize or
gift. Saying, “You really did a good job taking care
of that difficult client today,” or “I was impressed

with how well you man-
aged your time in taking
care of those five clients,”
is often more of a reward
than most nurses receive
in a month. A birthday
card or a thank-you card
with a personal note is
also very effective. At

Christmas time, a little homemade gift and a card
thanking them for all they do for the success of the
unit is also very effective. 

Show Respect for Individuals. Although there are
some overlaps with trust and reward, showing re-
spect for others has some key elements that are not
always easy to master. Treat other people as you
would want to be treated (the Golden Rule). If you
want to be included in the group when they go to
lunch, then include the other person. By treating
others as you would want to be treated, you are ac-
knowledging them and recognizing their needs. Be
polite and courteous by saying please, thank you,
and you’re welcome. Our society seems to have
adopted rudeness as its basic mode of response
(see Chapter 17 for more detail). Demonstrating
politeness can be contagious and others will begin
to return the sentiment. Don’t make judgments
about people before you really get to know them,
which may take some time. Often, as the new per-
son on the unit, they may be defensive and trying
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The authoritarian leadership style works
best in emergency situations, when clear
directions are required to save a life or
prevent injury, or in situations in which
it is necessary to organize a large group
of individuals.
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to protect themselves until they learn the routine
and unwritten rules of the unit. Later, they will be
more open and more accepting. Show empathy
and promote mutual respect. People who are re-
spected by you will respect you back and respect
others. Never insult them or say negative things
behind their backs.

Provide a Sense of Direction. Leaders need to
demonstrate by their actions that they are working
toward achieving goals at the personal, unit, and
organizational levels. In providing a sense of direc-
tion for the group, the leader must be able to con-
vey a vision of what can be achieved rather than
how to just survive. Humans have an inborn drive
to look toward the future and are attracted to indi-
viduals who have a vision of the next big thing
coming down the road. If a leader has an unwaver-
ing commitment to a greater purpose and a higher
goal, it will attract and inspire followers to work
for their goals.

Promote Higher Levels
of Performance. There
are many factors that
go into promoting
higher levels of per-
formance, including
rewards and motiva-
tion. One of the best
ways to promote better
performance is to provide individuals with more
difficult challenges. Often nurses become bored
with their client care, not because it isn’t busy
enough, but because it has become routine. If the
leader listens carefully to nurses, often they will
discover that the nurses’ desire for more chal-
lenges in a job is a fairly common concern. By pro-
viding the nurse with more challenging projects,
the leader can increase that individual’s perform-
ance. Also, the leader can be excited about a 
project and show a high level of enthusiasm in its
completion. Excitement and enthusiasm are con-
tagious and will motivate other nurses to escalate
their performance. 

Resolve Conflicts Successfully. The primary goal is
to resolve conflicts before they get out of control.
The main barrier to conflict resolution is that hu-
mans have a tendency to avoid overt confrontation
because it makes them feel uncomfortable. The 
result of avoidance is that the unresolved issues
continue to escalate to a point where they may no

longer be able to be resolved. The simple solution
for managing the conflict between others is to en-
courage them to discuss the issue openly and hon-
estly between themselves. They need to remember
that everybody involved in the conflict has good
intentions and truly believe they have the right 
answer. Leaders need to let people know up front
how they go about conflict resolution. Leaders
should never take sides, never try to “solve” the
conflict, and should bring the conflicting parties to
the realization that it is their conflict and they
need to resolve it as professionals. (For more detail
about conflict resolution, see Chapter 12.)

Foster Cooperation. The goal is to foster a culture of
cooperation and teamwork on the unit and in the
facility. However, there is some degree of coopera-
tiveness and competitiveness in every individual;
few people are 100 percent cooperative or 100 per-
cent competitive. The environment and culture of
the workplace also helps determine how coopera-

tive an individual eventu-
ally becomes. If nurses
who are usually coopera-
tive finds themselves in a
highly competitive work-
ing environment, then
they are likely to become
more competitive and less
cooperative just to survive

in the workplace. Building a culture of cooperation
can be a long and difficult process, particularly
when a hostile culture already exists. (See Group
Dynamics below.)

One key behavior that the leader can pro-
mote to move toward a cooperative culture is to
spend more time with new employees.3 Instead of
the 10-minute “Hi! Nice to meet you. Here’s the
50-cent tour of the unit,” sit down and talk with
new employees. Ask them about their background,
work habits, and competencies. Introduce them to
at least six employees on the unit and have them
ask their new colleagues about their backgrounds.
By making this type of connection with at least six
other nurses, they develop a sense of trust and es-
tablish essential working relationships. The con-
nection also helps develop a cooperative mind-set
and encourages them to seek relationships beyond
the initial group of six.

Reinforce Goals. The old question, “How do you
know when you’ve arrived if you don’t know
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The old question, ‘How do you know
when you’ve arrived if you don’t know
where you are going?’ is a truism that all
leaders must address at some point by
establishing clear goals and outcomes for
the group.
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where you are going?” is a truism that all leaders
must address at some point by establishing clear
goals and outcomes for the group. Groups who
lack clear goals often feel frustrated and lost. Ini-
tially, leaders must clearly identify their goals and
then continually reinforce the goals or establish
new goals as the old ones are reached. Successful
outcomes are a result of clear goal setting and con-
tinually reinforcing the goals on the way to their
achievement.

Develop Staff Strengths. The rapid changes and ad-
vancements in health care require nurses to con-
tinually learn and develop new skills. Through
observation, a good leader can get to know what
the strengths and areas for improvement are for
each of the nurses on the unit. The leader can then
make it known that there are learning opportuni-
ties available for those who are interested. If a
nurse has a particular talent, ability, or a desire to
learn a new skill, the leader will support and nur-
ture it. Another way of developing staff strengths
is by cross training a staff member with a particu-
lar strength with another staff member who may
have a different strength. For example, a nurse in
the intensive care unit may be very strong in read-
ing and interpreting electrocardiograms (ECG) of
clients but has difficulty with arterial blood gas in-
terpretation. If paired with a nurse who can easily
interpret blood gas results but is weak in ECG
reading, they will both be able to mentor each
other and improve their individual strengths. 
Actually, the mentoring process is very effective in
developing strengths and overcoming weaknesses.
The mentor can be another nurse or the nurse
leader. 

Lifelong learning is a goal that effective
leaders seek not only for those whom they are
leading, but also for themselves. Leaders can func-
tion as teachers in certain settings, but a more 
effective means of encouraging others to continue
to learn is to set a good example. It is important to
recognize that learning takes place not only in a
formal school-like setting but also in all those en-
counters and situations that affect attitudes, be-
liefs, and behavior.

Motivating Personnel. The ability to motivate is an
essential behavior for all levels of leadership. Un-
motivated nurses merely go through the motions
of nursing, producing low-quality care and dissat-
isfied clients. Motivating staff actually involves

many of the behaviors discussed above, including
rewarding a job well done, showing respect, estab-
lishing reachable goals, and establishing a culture
of trust and cooperation. In addition, nurse lead-
ers can become examples of motivation by cheer-
fully and successfully completing their own duties
and avoiding complaining and negative attitudes.
Fostering pride in the achievements of the unit
and the hospital as a whole can be an effective 
motivator. Some facilities have a “Unit of the
Month” award system that rewards units that
achieve high scores on client satisfaction evalua-
tions. Effective leaders also know that constantly
berating or correcting other nurses for everything
they do that isn’t perfect quickly kills motivation
and morale.2 An overall atmosphere of encourage-
ment and reward is a very powerful element in 
increased motivation. 

KEY LEADERSHIP QUALITIES

No matter what style a leader favors, successful leaders
have common qualities (Box 11.2):

Critical Thinker. The ability to think critically is a
multistep process similar to the nursing process.
Critical thinkers must be able to analyze data, 
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B o x  1 1 . 2
Keys to Leadership

Key Qual it ies
• Critical thinker
• Problem solver
• Integrity
• Active listener
• Skillful communicator
• Courage
• Initiative
• Energy
• Optimism
• Perseverance
• Well-roundedness
• Coping skills
• Self-knowledge

Source: Adapted from Tappen RM, et al. Essentials of Nursing 
Leadership and Management (5th ed.). Philadelphia: F. A. Davis,
2010, p. 8.
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organize and plan, and use creativity in the resolu-
tion of problems. Leaders must often make impor-
tant decisions on the basis of incomplete data.

Problem Solver. Being able to use the problem-
solving process effectively is essential to successful
leadership. Leaders in the health-care setting face
problems that arise from many sources, including
staffing and personnel, scheduling, and adminis-
trative, budget, and client demands.

Integrity. For many years, nursing has been ranked
as the most trusted and respected profession in
the annual Gallup Poll of professions. One of 
the keys to this trust and respect is the integrity
of the profession as it is perceived by clients 
and their families. The public expects nurses, 
as a group, to be honest, trustworthy, ethical,
moral, and professional. The American Nurses
Association (ANA) Code of Ethics for Nurses
(see Chapter 6 for more detail on the Code) is
directed toward promoting and maintaining 
the integrity of the profession. If a group 
observes less than complete integrity in their
leader, that person’s ability to lead is markedly
diminished.

Active Listener. To be effective, leaders must be able
to hear the words the person is saying and observe
the body language and its underlying emotions
and meaning. The experts tell us that only 7 percent
of communication is verbal; 93 percent is all the
other nonverbal content. Leaders often fail in their
leadership roles when they do not listen to the full
message of the individuals they are attempting to
lead.

Skillful Communicator. Communication is a com-
plex process that involves an exchange of infor-
mation and feedback (see Chapter 12 for more
detail on communication). Mistakes happen on
both sides when the information being shared is
incomplete or confusing. Providing frequent 
and positive feedback is one of the best methods
for leaders to determine how well they are com-
municating and how open the communication
channels remain. It also can boost morale and
improve the working environment. Effective
leaders should also be able to give and use nega-
tive feedback to improve performance. If negative
feedback is given in a nonthreatening and en-
couraging manner, the person receiving it will
often appreciate the chance to improve his or 
her skills.

Courage. Although all leaders must have the courage to
maintain their convictions in the face of adversity,
certain leadership positions may require a higher 
degree of courage. Nurses in middle management
positions, such as unit managers, house supervisors,
or quality control coordinators, often find them-
selves caught in a no-man’s-land between two op-
posing worlds. Oftentimes staff nurses have the
perception that nurse managers work for the admin-
istration.3 For example, higher management may be
attempting to implement a plan or procedure that
the staff nurses strongly object to, or the staff nurses
may be complaining about some issue, such as
staffing, that the middle manager has little control
over. The leader in this situation may need to risk 
offending one or the other of the groups to resolve a
difficult problem.

Initiative. Effective leadership demands that the
leader be a “self-starter” and have the ability to
start projects without pressure from above. Often
the group relies on the leader to begin the process
of completing a task or resolving a problem.

Energy. Energy refers to the ability to do work and to
display that energy in the form of enthusiasm for
the work. Energy and enthusiasm are contagious.
Charismatic leaders are the ones who are the most
energetic and enthusiastic. The group needs to see
that the leader is willing to work as hard as they
are being asked to work. However, energy has to
be rationed carefully to maintain the optimum lev-
els. It is easy for a leader to burn out, particularly
when the expenditure of energy seems to produce
little or no tangible result.

Optimism. A positive attitude is also contagious.
Conversely, so is a negative attitude, which often
leads to discouragement and failure (Table 11.2).
A leader who has an overall positive attitude and
views new problems as opportunities for success
will be much more successful than the leader who
constantly complains about each new crisis.3

Perseverance. Leaders need to be able to continue to
work through difficult problems in difficult cir-
cumstances, even when others feel like quitting.
Again, if the leader sets the example for the group
with a “there’s more than one way to skin a cat” at-
titude, the group will be encouraged to find new
and creative solutions.

Well-Roundedness. Leaders, as well as those they
are leading, live multifaceted lives. It is impor-
tant to develop and foster nonwork relationships
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with friends and family. Time at work should be
balanced with recreational, spiritual, social, and
cultural activities that complete the person and
round out the personality. Time must also be 
invested in maintaining good health through
proper nutrition and regular exercise, which 
will help prevent burnout (see Chapter 10 for
more detail).

Coping Skills. All jobs have some degree of stress, 
although people in leadership positions often 
experience higher levels. Stress can be handled in

two ways: unconsciously, through defense mecha-
nisms, or consciously, by bringing learned coping
skills into play. A more productive way to deal
with stress is to use coping skills developed in
dealing with past stressors to promote a positive
and healthy resolution to the stress. Some people
learn how to use the stress they experience to mo-
tivate them and to tap into the energy it generates
to achieve a higher level of functioning.

Self-Knowledge. Leaders who do not know and 
understand themselves are less able to understand
those who are working for them. Self-awareness is
the beginning of self-acceptance as a thinking,1
feeling person who interacts with other thinking,
feeling persons. Unless leaders understand and 
accept their motivations, biases, and perceptions,
they will not be able to understand why they feel
and react in certain ways to certain individuals
and situations.

FOLLOWERSHIP

It is obvious that a leader cannot practice leadership 
if he or she does not have any followers. Followers,
much like leaders, exist in almost all social settings,
both formal and informal, and not just in an organi-
zational setting. 

Followers
A follower can be viewed as a person who believes in
the traditional social hierarchy of leaders and follow-
ers and then identifies as a follower in the structure.
The concept of subordinate is similar except that it
includes the idea of the follower having a title and a
formal role in an organizational setting who reports
to a supervisor or manager. Almost all leaders are
also followers and subordinates at some point in their
careers, often simultaneously. And many times fol-
lowers and subordinates can be leaders.

Individuals who follow are those who think,
criticize, and question leaders. They are not always
obedient and compliant. When leaders fail to evaluate
and know who they are attempting to lead, they also
fail to recognize the powerful impact their followers
have on their success in achieving organizational
goals. Followers have a right to decide which leader
they wish to follow and when they will follow. The
trait approach discussed above for leaders is also valid
when considering followers4 (see Table 11.3).
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Table 11.2 Winner or Whiner—Which One Are You?

A Winner Says . . . A Whiner Says . . .

We have a real 
challenge here.

I’ll do my best.

That’s great!

We can do it.

Yes.

Source: Whitehead DK, Weiss SA, Tappen RM.
Essentials of Nursing Leadership and Management
(5th ed.). Philadelphia: F. A. Davis, 2010, p. 8.

This is a big problem.

Do I have to do this?

That’s nice, I guess.

It can’t be done; it’s
impossible.

Maybe, when I have
some time.
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Individuals Versus Groups
Leadership viewed from the mind of the follower
links the leader to the followers’ perceptions of what a
good leader should be and how and when to follow
the directions of the leader. This perception varies
from each individual and group.

When individuals look at the leader, they
bring all of their experiences with past leaders into
the evaluation. They base their perceptions on how
well the current leader measures up to the “good
leader” they experienced in the past, how he or she is
managing the current situation, and what differenti-
ates this leader from other leaders. A group brings a
collection of past experiences and knowledge when
considering a leader’s abilities. They share their be-
liefs about leadership with each other and eventually
negotiate a more or less unified perception of the
leader’s abilities.4 If the group is cohesive in their be-
lief that the leader is effective and has the qualities 
required to lead effectively, it is likely that the leader
will have a high degree of success, even if one or two
individuals in the group do not totally agree with the
assessment. On the other hand, if the group decides
the leader is not effective, the level of success will be
greatly diminished.

Motivating followers is a major undertaking
for any leader and is often the key to success. One
method leaders can use is to understand how follow-
ers view themselves in the organizational structure.
By evaluating how followers view the leader’s abilities
and skills and where they fit into the organization, the
leader can better understand his or her own effective-
ness. As the leader understands this, he or she can 
influence followers to improve their self-image with
the end result of increasing their motivation levels
and their productivity.4 If the followers believe they
are important to the organization and their input is
considered in making decisions, they will feel better
about themselves and the work they are doing. As a
result, they will tend to be more accepting of direc-
tions from the leader.

Although the term follower may have nega-
tive connotations such as inferiority, passivity, submis-
siveness, or laziness, in reality, followers have a great
deal of power and influence over a leader’s success. For
followers to successfully exercise their followership
role in an organization, they must avoid reinforcing
the negative stereotypes associated with the term.
Rather, they must take a constructive approach and
view their roles as ones of co-leaders, partners, and
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Table 11.3 Types of Followers and Their Traits

Follower Type Traits

Effective or Independent

Implementer

Partner or participant

Die hard or activist

Survivors, pragmatics, detached, 
withdrawn, sheep, bystander, 
or passive 

Yes-man or yes-woman 

Individualist or alienated 

Impulsive 

Source: Kean S, Haycock-Stuart E, Baggaley S, Carson M. Followers and the co-construction of leadership. Journal of
Nursing Management, 19(4):507–516, 2011, p. 3.

Think for themselves, are active, positive energy, independent
problem solvers, challenge the leader

Get the job done; do not question authority

Supports leader but also questions leader on key points

Deeply devoted to leaders or are ready to remove them from
their position, willing to take risks

Wait-and-see strategy, adapt to change but do the minimum
necessary to survive, don't know anything about their leaders,
don’t really care what the leader does, no trust in the leader or
organization, doesn’t participate

Positive about leader; depends on leader for inspiration; thinking,
directions, and project vision; is highly supportive of leader.

Use negative energy to block leader, voice their views but do not
necessarily support the leader, don’t fit into the group

Constantly challenge authority and authority figures through
rebellion, hates the status quo
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equal participants.5 The leader–follower relationship is
an active and interpersonal process that challenges
both sides to participate in better understanding their
relationship to each other with an end goal of produc-
ing the best possible health-care outcomes. 

MANAGEMENT

Nurses who continue employment at a facility for any
length of time will likely assume a management posi-
tion at some point in their careers. These positions
can range from middle management such as charge
nurse or unit manager to higher level positions such
as shift supervisor or chief nursing officer. Although
leadership skills are highly useful in these positions,
the move to manager involves a new set of skills and
behaviors that the nurse must master.6

Unlike the development of leadership theory,
which primarily focused on the leader, the early study
of management was aimed toward influencing employ-
ees to be as productive as was humanly possible. Two
schools of thought address and define management.

Time–Motion Theory
Time–motion theory developed out of the early in-
dustrial age, in which theorists concentrated on ways

to complete a task most easily and efficiently. Often
their efforts resulted in increased productivity but
decreased employee satisfaction. From this view-
point, management can be defined as planning, 
organizing, commanding, coordinating, and 
controlling the work of any particular group of 
employees. In the time–motion approach, providing
the right incentives, primarily money, is expected to
increase employee productivity. Although the weak-
nesses of this approach make it less desirable in
today’s society, variations of it served as the harbin-
gers of many of the business techniques currently 
in use.

Human Interaction Theory
Early in the study of management, the limits of the
time–motion approach became evident. Researchers
observed that some lower-paid employee groups
had higher levels of productivity than others with
higher pay who were doing the same jobs. It ap-
peared that factors such as employees’ attitudes,
fears, hopes, personal problems, social status in the
group, and visions strongly influenced how they
worked.7 From this perspective, management can be
defined as the ability to elicit from employees their
commitment, loyalty, creativity, productivity, and
continuous improvement.
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I s s u e s  i n  P r a c t i c e

Leadership/Management Case Study

Resolving Staffing Issues

On a busy medical-surgical unit, a group of staff nurses were concerned about
the process of making assignments. They believed that the usual practice of 
assigning nurses to a different group of clients each day eliminated any continuity
of care, decreasing the quality of care and lowering morale among the staff. They
agreed to meet with the nurse manager as a group to discuss ways of resolving
the issues.

The meeting soon became confrontational. The staff nurses expressed a
feeling of having very little autonomy in the selection of assignments. The nurse
manager expressed the opinion that the nurses were being uncooperative and
didn’t understand the problems involved in making client assignments. She stated
that her primary responsibility was to ensure provision of the best nursing care
possible to all clients. The staff nurses countered that the current system wasn’t
doing that.

The staff nurses proposed a solution: After shift report, they would be 
allowed to select the clients they felt most qualified to care for, with the same
clients reassigned to them on subsequent days until the clients were discharged.
The initial response by the nurse manager was that it would be impossible to use
this method in a fair and equitable manner. She also wondered what would hap-
pen if no one wanted to care for a very difficult client, and how continuity would be
maintained on the nurses’ days off.

Questions for Thought

1. How would a nurse manager who used an authoritarian system of manage-
ment resolve this issue?

2. How would a nurse manager who used a laissez-faire system resolve this
issue?

3. How would a nurse manager who used a participative system resolve this
issue?

4. What initial mistake did the nurse manager make in dealing with this problem?

(Answers are found at the end of the chapter.)
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Managers who favored the human interac-
tion theory were required to develop a different set of
management skills, including understanding human
behavior, counseling effectively, boosting motivation,
using efficient leadership skills, and maintaining pro-
ductive communication. Just being a “nice guy” was
not enough to guarantee employee cooperation and
commitment. To be successful, management needed
to be able to recognize and respond to employee con-
cerns and needs, gain acceptance, and alleviate the
pressures impending from higher administration.

It is also important to keep in mind that
different management forms are necessary for dif-
ferent work settings. A predominantly time–motion
approach may still work best in an area such as
manufacturing of automobiles or washing machines.
Using the same approach would be inappropriate
and probably ineffective for managing a group of
registered nurses (RNs) working in an ICU of a busy
city hospital.

KEY BEHAVIORS OF THE
NURSE MANAGER

Nurse managers often find
themselves located on the
organizational chart be-
tween employees and upper-level management. The
functions and duties of nurse managers depend to a
great degree on how the institution defines the role.
One of the first activities of a new nurse manager is to
make sure he or she understands the job description,
responsibilities, and level of authority the position
has in the institution. Some of the key behaviors that
have been identified as being a regular part of a nurse
manager’s position are listed in Figure 11.1.

In today’s health-care system, nurse man-
agers continue to move away from close supervision
of the staff nurses’ work to helping them complete
their work safely and effectively.8 As this role contin-
ues to evolve, the emphasis will shift from traditional
management functions to highly supportive func-
tions, such as are seen in the leadership role.9

LEADERSHIP VERSUS MANAGEMENT

Several questions arise when people speak about lead-
ership and management.

Are They the Same Thing?
Leadership can be exerted either formally or infor-
mally. Often the most effective leaders in a group are
not the ones who are officially designated as the lead-
ers. On the other hand, managers are given the title
by some higher authority and have formally desig-
nated authority to supervise a group of employees in
the achievement of a task. Similarly, managers can be
held formally responsible for the quality, quantity,
and cost of the work that the supervised employees
produce.10

Do Managers Need Good Leadership Skills?
The most effective managers will have highly devel-
oped leadership skills. However, by virtue of their
title and position, even managers with poor leader-
ship skills are still the official authority, although their
effectiveness is reduced. Often, in groups in which 
the manager is not a good leader, unofficial leaders
emerge and exert either a strong positive or a nega-

tive influence on the
group. If the unofficial
leader is generally sup-
portive of the manager’s
and administration’s
goals, the work group can
be highly productive, and
the organization’s goals

will be achieved. Conversely, if the unofficial leader’s
goals are opposed to those of the manager and ad-
ministration, productivity may decrease to a point at
which higher-level management asks the manager to
leave the position. Followership is as important for
managers as it is for leaders.10

Are Leaders Always Good Managers?
A person who has leadership ability may not have
good management skills. This phenomenon is often
seen in the nursing profession when a highly effective
and skilled staff nurse who functions as the unofficial
unit leader is taken out of that role and promoted 
to an official management position. Some do well;
others may require additional training in manage-
ment principles and skills. Some never quite master
the skills needed for management.

Management and leadership skills comple-
ment each other.7 As with all skills, they can be
learned and require practice and experience to be 
developed fully. Even new graduate nurses can be 
effective leaders within their new nursing roles. As
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Charismatic leaders are the ones who
are the most energetic and enthusiastic.
The group needs to see that the leader is
willing to work as hard as they are being
asked to work.
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GOVERNANCE

Establish Mission, Vision, Strategic Plan

Hire/Evaluate/Fire CEO

Review/Authorize Plans/Commitments

Ensure Legal/Ethical Compliance

Evalute the Organization

Fiscal Oversight/Budget Approval

Implement Fund-Raising
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F i g u r e  1 1 . 1 Key behaviors associated with governance, management, and leadership.

they gain experience and develop new skills, their
ability and opportunities to provide leadership will
also increase. Learning and improving skills in one
area will increase the ability in the other.

GOVERNANCE IN THE HEALTH-CARE SETTING

Although nurses are usually not involved in high-
level governance activities, there is a considerable
amount of overlap among the behaviors involved in
governance, management, and leadership. Gover-
nance will be mentioned here briefly, although a

more thorough discussion can be found in DavisPlus
Bonus Chapter 2. 

As with most complex concepts, there are
several definitions of governance that often depend on
the setting. Governance in the political setting has a
different direction and set of expectations than gover-
nance in a nursing organization. Governance in large
organizations is usually conducted by a board of 
directors; however, in smaller organizations, the 
governance role may fall to the chief executive officer
(CEO) or president of the organization.9 In the
health-care delivery setting, governance can be 
defined as the process of decision-making at the top 
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levels of an organization that ensures that the organi-
zation achieves its goals and produces high-quality
outcomes by defining expectations, delegating power
to key personnel, and overseeing the administrative
process. 

Governance is a broader concept than man-
agement that involves making decisions at a higher
level that:

• Determine expectations.
• Grant power to individuals.
• Establish performance standards.
• Maintain consistent management.
• Set cohesive policies and processes.
• Provide organizational guidance. 

Similar to leadership and management,
there are a set of key behaviors that are associated
with the exercise of governance. Figure 11.1 demon-
strates the relationship of the key behaviors associ-
ated with governance, management, and leadership.
As the behaviors move toward the middle of the
wheel, they become more
similar and have more
overlap. A nurse who is an
informal leader on a nurs-
ing unit may also engage
in management and gov-
ernance behaviors without
knowing it. The circle of
responsibility is a flexible structure, much like an
elastic band, that can expand, contract, and move in
any direction. For the nurse manager, the circle of
responsibility completely surrounds the behaviors
listed for management and many of the behaviors
for leadership, but it also includes some of the gov-
ernance behaviors. It is important to note that moti-
vation is a key behavior for all three levels because 
if followers are not motivated, many of the other 
key behaviors become difficult, if not impossible, 
to achieve.

TWO KEY TASKS OF MANAGERS

The day to day running of the unit is one of the 
important tasks with which managers are charged. In
addition to activities such as solving problems, devel-
oping personnel, and delegating tasks, managers 
need to master the skills of budget preparation and
planning for staffing of the unit. 

Budget Preparation
One of the tasks assigned to most nurse managers is
creating budgets for their units, usually with a yearly
budget that is then broken down into monthly budgets
to better monitor the cash flow. The concept of a
budget is rather simple. There are two key elements:
income and expenses. The goal of creating a budget is
to pay all the expenses while not exceeding the
amount of income. For the nurse manager, a budget
is a plan that helps control expenses and uses money
in the most efficient and effective way possible.11 Of
course, this process becomes more complicated as 
the number of sources of income and number of 
expenses increase.

Although there are many different types of
budgets, the one the nurse manager develops is gen-
erally referred to as an operational budget. An opera-
tional budget helps the nurse manager manage the
unit to produce the highest quality care in the most
economical manner possible. It details the expenses

for the usual maintenance
and activities of the year.
It is commonly a line-
item budget where activi-
ties or items that require
funding are listed line by
line. Much like the client
care plan that all nurses
are familiar with, the

budget has similar elements: problem identification,
use of standards, and projected outcomes. A well-
developed budget keeps the individual unit—and 
by extension, the whole facility—out of financial 
jeopardy.12

Key Elements
In developing a successful budget, the nurse manager
must keep in mind some key elements and principles.
First, the budget should focus on the goals of the in-
stitution but yet remain realistic. Limited resources
are a reality of the current world of health care. Each
item in a budget should be evaluated to see if it will
achieve the objectives of the facility in the most eco-
nomical manner.

Second, the nurse manager must always
work within the historical context of past budgets. 
A budget serves as a predictor of future expenses
since it is developed a year before it is actually imple-
mented. By looking at past budgets, nurse managers
can better identify areas where there were problems
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with expenditures.13 For example, past budgets may
not have predicted the steep rise in costs for the re-
placement of essential equipment used by a unit
when it breaks down. Future budgets must take this
into consideration, or the budget will be inadequate
for the expenses.

Third, all facilities use a standardized format
for budgets. The nurse manager must become famil-
iar with this format to increase the efficiency and
quality of planning for the institution. Computer
skills are required, as budget forms are all computer-
ized on spread sheets.14 Oftentimes they will have
charts and tables the nurse manager must learn how
to manipulate.

Fourth, budgets are not static. Over the
course of the time period when they are imple-
mented, they must be evaluated and updated. Quite
often institutions will have predetermined time
frames such as quarterly or semiannually.15 The goal
is to compare what the budget projected and what is
actually occurring. By doing this comparison, adjust-
ments can be made in the
budget to produce the best
results.

Budget Types
Operational budgets can
take several different
forms. An incremental or
historical budget takes the
budget from the previous year and adds or deletes
money from the various items listed. Also, new items
may be added or old items that are no longer appro-
priate can be deleted. Most nurse managers work
with this type of budget.

Performance-based budgeting is based on
the belief that traditional methods of budgeting are
too simple to account for all the variations in the
process and adjusts to produce the best outcomes.
Performance-based budgets are totally outcome ori-
ented and allocate resources to achieve certain organi-
zational goals and objectives. For performance-based
budgeting to succeed, there must be well-defined key
performance indicators developed prior to the
process. Without the ability to measure outcomes,
performance-based budgeting cannot succeed. Al-
though this has been tried in some health-care set-
tings, defining performance indicators becomes very
complicated and most facilities have dropped this
method of budgeting.15

Another type of budgeting that was popular
for a time but is now rarely used is zero-based budg-
eting. Unlike the incremental budgets that use past
experiences to predict the future, zero-based budgets
require the nurse manager to start from the begin-
ning each time a budget is created. In zero-based
budgeting, there is no baseline sum that is automati-
cally approved.14 Rather, each expenditure item in the
budget must be justified and approved each time the
budget process is repeated. The nurse manager must
adjust expenditures for each item either up or down,
based on the amount of funding available. Because
the items in most unit budgets remain consistent over
time, nurse managers who were required to use zero-
based budgeting found that after the first year of
time-consuming development of rationales for each
item, they could reuse these in the next year’s budget,
thereby turning it into an incremental budget with
justifications.

It is important to note that each facility has
its own particular type of budget requirements and

forms. One of the steepest
learning curves for nurse
managers is the budgeting
process. 

Required Skills
Although it is well beyond
the scope of this text to
provide a detailed presen-

tation of the budgeting process, there are some skills
that nursing students and nurses can learn to better
prepare themselves for the nurse manager role as
budget designer. These skills include the following:

• Learning basic budget and financial terminology
• Understanding the key elements of a budget
• Manipulating the data on the computerized budget

spreadsheets
• Developing strong working relationships with the

finance and billing departments
• Monitoring and analyzing the variables in the unit’s

budget12

Although nurse managers often approach
the budget process with fear and dread, budget devel-
opment is a skill that can be learned much like the
clinical skills they already possess. Through mastery
of the budget process, nurse managers also develop
the skills to be change agents for their organization
and leaders to their staffs.
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Planning for Staff Coverage
Another area of nursing management where there
is a steep learning curve is planning for staffing 
of the unit. Somewhat like budgeting, the basic 
concepts behind staffing are deceptively simple:
Have enough people to meet the needs of clients
and the goals and outcomes of the facility. Almost
all nurses have up-close-and-personal experiences
with staffing, usually when their units are short
staffed or they are asked to work extra shifts be-
cause someone called in. New nurse manages 
soon learn that developing staffing plans is much
more complex. 

Staffing is also highly dynamic and essential
to the overall financial health of an organization. It af-
fects almost every aspect of functioning in health care,
including achieving institutional goals, ensuring qual-
ity and safety of clients, and delivering care goals.16

The American Nurses Association (ANA) recognized
the importance of staffing a
number of years ago. In
2005, they published the
ANA Principles of Staffing
as a guide for nurse man-
agers in determining safe
and efficient staffing levels.
However, since the docu-
ment’s publication, there
has been a tremendous in-
crease in published litera-
ture about the effects of
staffing on morbidity and mortality, medication and
care errors, successful client outcomes, and the effects
of different types of staff on client well-being. Al-
though this body of literature has contributed sub-
stantially to the evidence-based practice databases,
some nagging questions still remain: How do you 
determine just the right amount of staff? How can 
it be measured? How do you track staffing on a 
day-to-day basis?17 (For more information, go to
http://www.nursingworld.org/MainMenuCategories/
ThePracticeofProfessionalNursing/NurseStaffing.)

Several factors contribute to staffing issues.
There is a steep rise in the number of elderly seeking
health care as the baby-boomer generation ages.
Clients tend to be sicker yet have shorter hospital
stays than in the past. The national nursing shortage
is having and will have a profound effect on staffing
issues—some experts project there will be between
200,000 and 800,000 vacant nursing positions by

2025.18 The Affordable Care Act (ACA) is projected
to inject some 36 million newly insured clients 
into the health-care system and, with its emphasis 
on quality of care, will require even more well-
educated RNs. 

Is There a Perfect Staffing Ratio?
Mandatory staffing ratios were implemented in sev-
eral states in an attempt to ensure that there were
enough RNs on the floor to adequately care for
clients. Subsequent research has demonstrated mixed
results for mandated staffing ratios. Although there
appears to be minimum ratios in certain settings that
increase the quality of care, the research has yet to
show what the optimum ratios might be.19 The Regis-
tered Nurse Safe Staffing Act is a federal law that is
being written to improve RN staffing levels in hospi-
tals that receive Medicare funds. ANA is working
closely with lawmakers to write and pass this bill. The

key elements to be consid-
ered in staffing are client
acuity (how sick the client
is and how complicated
the care), layout of the
unit (how far does the
nurse have to travel be-
tween clients), and ancil-
lary support (how many
lesser trained personnel
does the RN have to work
with).20

What Is a Nurse Manager to Do?
What can new nurse managers do to better prepare
themselves for the challenges they must face in 
attempting to staff their units to deliver save and
high-quality care? Much like preparing for the
budgeting process, learning the basic terminology,
becoming familiar with the spreadsheets and tech-
nology, and understanding the principles of staffing
will go a long way to prepare the nurse manager.
The other important factor is to remember that
these are people who are staffing the unit, not just
numbers to be filled in on a table. They have indi-
vidual personalities, inflated or deflated egos, 
worries, families, personal problems, health prob-
lems, and financial needs. A considerable amount 
of facility resources are dedicated to staff such as
human resources, continuing education, lawyers,
and multiple layers of management. 
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Although each facility will have variations in
their staffing procedures and spreadsheets, some
basic human relations skills will greatly aid the
process:

• Demonstrating leadership skills. Make a decision
and stick with it unless it is proven to be incorrect.
Then admit the mistake and make another, hope-
fully better, decision and stick with that one. Staff
soon lose respect for a weak and indecisive leader
and eventually will no longer follow.

• Interacting with staff at work. Managers who are
out on the floor observing and helping when an
extra hand is needed are much more in tune with
their staff’s skills and abilities (and shortfalls). Staff
tend to do a better job if they know the nurse man-
ager is nearby.

• Not interacting with staff outside the work setting.
The nurse manager is the person who makes the
hard decisions. Although everyone likes to be
liked as a friend, being too friendly with staff 
decreases the manager’s
ability to lead. Staff can
be very manipulative of
BFF managers. Also,
there is a tendency to
develop a group of 
favorite nurses, which
makes the ones who are
not in the group feel 
left out.

• Unfriending from Facebook. Social media sites are
great for sharing personal information with friends;
however, if staff can access the manager’s accounts,
they are privy to image-altering information. Was
that the nurse manager at the party dancing on the
bar with a lampshade on her head? The image does
not engender respect.17

Maintaining optimal nurse-to-client 
ratios is a task that nurse managers must face 
24 hours a day, 7 days a week, 365 days a year. It
never stops, it never gets easier, and it never goes
away. Despite the challenges, nurse managers can
master the skills required for safe staffing. They are
not alone. The ANA and other organizations are
working to develop safe staffing guidelines that
nurse managers can use to meet staffing needs. It 
is essential that they know of these resources 
and can access them when dealing with facility 
administrators.

MOTIVATIONAL THEORY

Motivational theory can be defined as the ability to
influence the choices people make among a number
of possible choices open to them. For example, what
factors would motivate a new graduate nurse to work
at one hospital when there are four facilities offering
her or him a job? Are the pay and benefits better?
Maybe it is closer to home. Perhaps the shifts are 
better and the facility does not require mandatory
overtime.

Several theorists have attempted to explain
this phenomenon. Probably the best known is Abra-
ham Maslow, who developed the hierarchy of needs
theory. (For more information on Maslow’s theory,
see Chapter 13.) Although nursing students are
taught and use this theory to deal with client needs,
the theory also has applications in the realm of lead-
ership and management. Maslow believes that human
needs are arranged in a hierarchy from the most basic
and essential to the more complex. Most basic are the

physiological and safety
needs, and until these are
met in at least a satisfac-
tory fashion, the person is
less likely to deal with the
higher needs such as social
relationships, self-esteem,
and self-actualization.6

For example, if a
nurse was not being paid a salary that would meet the
needs for food, housing, and clothing, those needs
would become the nurse’s primary concern rather
than delivering high-quality client care. Realistically,
needs are never fully met, but they have to be accom-
modated to a degree to which the person feels com-
fortable enough to move up in the hierarchy.

Motivation–Hygiene Theory
Another theory that has become popular is
Herzberg’s motivation–hygiene theory. Although
there are some similarities between Maslow’s and
Herzberg’s theories, particularly in their applications,
Herzberg believes that people have two different cate-
gories of needs that are fundamentally different from
each other.6

Hygiene Factors
The first category is referred to as needs dissatisfiers,
or hygiene factors. According to Herzberg, if these
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needs are not met, the person feels dissatisfied with
his or her job and focuses more on the environment
than the work that is supposed to be performed. Hy-
giene factors are related to the work environment and
include, for example, salary and benefits, job security,
status in the organization, work conditions, policies,
and relationships with coworkers.7

Hygiene factors are also related to the condi-
tions under which the work is performed and not to the
work itself. They only serve as negative motivators—
when they are not met, work productivity is reduced.
However, if they are satisfied, there is no guarantee that
increased productivity and higher-quality performance
will result.

Needs Motivators
The second category of needs, according to Herzberg,
is called satisfiers, or needs motivators. Unlike the hy-
giene factors, satisfiers focus primarily on the work.
Some of the more important satisfiers that have been
identified include elements that expand the work
challenges and scope, such
as career advancement, in-
creased responsibility,
recognition for achieve-
ments, and opportunities
for professional growth.
The satisfiers can have
both a positive and a nega-
tive motivational impact.
If they are satisfied, they can encourage workers to 
increase their productivity and deliver higher-quality
work. If they are not satisfied, they often have the 
opposite effect.

Motivation in the Hospital Setting
Herzberg concludes that employers must satisfy the
hygiene factors as a minimum requirement before
there can be any increase in productivity. Programs
to promote job enrichment will be effective in up-
grading the achievement, roles, and satisfaction of
employees. In the hospital setting, career or clinical
ladder programs provide nurses with the recognition
for achievement and opportunity for advancement,
along with financial rewards (hygiene factor), and
allow them to remain in direct client care.

It is important for the RN leaders to under-
stand and be able to use incentive techniques, even if
they are not in a designated management role. The
ability to motivate is one of the keys to success in 

delegation at any level, and the success of RNs is often
assessed by the job performance of people on the
health-care team they are supervising. Successful 
motivation is the door to successful leadership 
because these are the people who can make things
happen in an organization.

MAKING CHANGES SUCCESSFULLY

The goal of education and growth is always to pro-
duce change in the individual. Motivating people to
change is one of the most challenging and most im-
portant functions of leadership. Simply stated, change
is the process of transforming, altering, or becoming
different from what was before.8 Although change is a
constant in health care and nursing, it is surprising
how resistant nurses can be to even minor changes in
their work environment.

Change can produce many emotions, rang-
ing from excitement and anticipation to stress, fear,

and anxiety. How people
deal with change can 
affect how they respond
to the environment and
communicate with 
others.

At minimum,
change makes most people
feel uncomfortable. Any

change can be simultaneously positive and negative.
During the process of learning new skills, treatments,
or techniques, most people feel a sense of accom-
plishment at the same time that they feel afraid of
making mistakes, being judged by others, or being 
labeled as “slow learners.”

Fear of the Unknown
Imagine a new graduate nurse starting his or her first
day at work, very excited about the new experience
and the potential for career development. However,
at the same time the nurse is worried about being ac-
cepted into the group, being able to practice what was
learned in nursing school, and being able to learn the
new skills required by the unit. Almost everyone has a
sense of dread when moving away from activities
with which they have become comfortable. Setting 
realistic personal goals and time lines for learning
new information helps reduce fear and stress when
making major changes.
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The Need to Take Risks
Change can have both positive and negative effects.
Often staff will initially resist a change and fight to
prevent it, but once they go through the process, they
would never go back to the old way of doing things.
All change involves some risk taking, and some peo-
ple are better at risk taking than are others. Consider
the following case study:

After analyzing the needs of the clients and the
nursing workload of a busy medical unit, the
unit manager decided to change the work shift
times. In addition to the standard 7 a.m. to 
3 p.m., 3 p.m. to 11 p.m., and 11 p.m. to 7 a.m.
shifts, she decided to add a 5 a.m. to 1 p.m. shift
to increase coverage during the busiest period
of the shift. The RN assigned to the new shift
recognized the benefits to the unit and to
clients; thus, she accepted and supported the
change with few objections. Also, the change in
shift times allowed her to alter her personal
schedule so that she
could take extra courses
toward her master’s 
degree at a local college.
For the RN, the change
in shifts was a positive
experience.

However, the 
licensed practical nurse (LPN) assigned to this
new shift was upset with the change. She was a
“late sleeper” and did not want to come in so
early. She liked the shifts the way they were and
did not see any advantages to changing things
needlessly.

After the new shift was initiated, the LPN
was usually 15 to 30 minutes late, called in sick
frequently, and was “grumpy” and hard to talk
to when she did come in to work. For this LPN,
the change was negative and unacceptable. 

Internal or External Forces?
Two primary forces bring about change: external
forces that originate from outside the person or or-
ganization and internal forces that start from
within the individual or organization. A primary
example of external change is what happens when
government agencies pass down new rules and reg-
ulations, such as the ACA, that affect the delivery of
health care. An example of internal change would

be a hospital increasing salaries or requiring
mandatory overtime from the work action of a
group of nurses.

Planned or Unplanned?
Change can be planned or unplanned. Planned
change is more productive and occurs when there is a
directed and designed implementation of some ele-
ment within the organization. Change can affect all
aspects of an organization, including policies, goals,
organizational philosophy, work environment, and
even structure. Planned change can be used for all
sorts of projects, ranging from the minor to the most
complex.

Unplanned change, sometimes called reac-
tive change, occurs when a problem forces a person 
or organization into a situation in which it must 
respond. These changes are often minor but some-
times can involve projects that are large in scope and
complexity.8 Examples include changes in staffing be-
cause of nurses who call in sick, clients who experi-

ence cardiac arrest, major
disasters, or even equip-
ment failures, such as
when the electricity fails
or a water main breaks.

A Driving Force 
for Change

Nurses often take on the role of the change agent—
that is, the one who brings about the change 
(Box 11.3). All change requires the ability to over-
come resistance to change (called restraining forces)
by a driving force that pushes toward change.
When the driving and restraining forces are 
equal, no change occurs, and the status quo is
maintained.

Change can occur only when the driving
force is greater than the restraining force.9 Those who
want to change have a tendency to push, but those
who are being asked to change tend to push back to
maintain things as they are. It is important when 
attempting to implement change to identify the re-
straining forces and ways to overcome them. Habit,
comfort, and inertia are the three most common re-
straining forces.

Planned change works best when it is well
organized, proceeds at a steady pace, and has a defi-
nite date for achievement. There is a level of excite-
ment that raises energy levels when a change is near
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completion, but postponing the date for the change
can drain that energy and lead to disappointment.

GROUP DYNAMICS

All successful leaders and managers understand and
are able to use the principles of group dynamics. A
group exists when three or more people interact and
are held together by a common bond or interests. 

The power of the group over an individual’s
behavior should never be underestimated. Groups es-
tablish and exert their power through a set of unique
behaviors or norms that their members are expected
to follow.21 These norms may be formal or informal,

written or unwritten, promulgated or merely under-
stood. Unfortunately, in most nursing units, the
norms are often not clearly expressed, yet they may
be used as judgment tools or standards for evaluating
work behaviors. When new nurses begin work on a
particular unit, they must quickly learn the unwritten
unit norms and identify the informal leaders to func-
tion effectively.

A Common Goal
Groups are open systems that interact with the envi-
ronment to achieve a goal. The individuals who make
up the group are its subsystems and interact with
each other and with the environment. Group dynam-
ics provide the principles that underlie team building,
which is essential to the success of nursing units. 
Establishing and sharing common goals is the start-
ing point for successful team building.

When the common goal is to help one an-
other, effective team building results. Members of the
team respond most positively when they feel included
in the decision-making and when they realize that
their input is valued by the other team members.21 It
is important that the leader always ask team members
for their ideas about the goal that the team is working
toward. A strong team spirit is crucial to the success
of the team.

Unwritten Rules
As with most elements in leading successfully, group
dynamics may be positive or negative. Nurses who 
do not learn and fail to display the expected group
behaviors may be ostracized from the group, thus 
making the work environment psychologically un-
comfortable and perhaps even physically difficult. For
example, nonconforming nurses may find that there
is no one around when they need help ambulating an
unsteady client. A particular nursing unit staff may
have a strong team approach. If the new nurse is
highly independent and prefers to work alone, he or
she may not “fit in” and may experience hostility or
sarcasm from the other nurses on the unit.

Going Against the Group
Consider the following scenario demonstrating group
dynamics:

The ICU is responsible for on-call coverage in
the recovery room for unscheduled postopera-
tive clients on the evening shifts, night shifts,
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and all of the weekend shifts. There is no for-
mal written policy, but coverage has tradition-
ally been handled on a voluntary, rotating basis.

Because coverage is “voluntary,” one of the
ICU nurses has decided that he does not want
to be on call anymore. He is the only member
of the ICU staff who does not take call. Soon
after he announces his decision, he begins to
sense anger and experience alienation from his
peers. He is very knowledgeable, has highly 
developed nursing skills, and provides consis-
tently high-quality care to assigned clients on
his regular shifts. However, on his semiannual
peer evaluation, he receives low ratings from
his coworkers on the basis of the informal call
coverage standard and expectations. The unit
nurses feel that he is no longer a team player.

The nurse becomes angry because he feels
that the use of unclear, unwritten standards is
an unfair way to evaluate his ability as a nurse.
He soon finds that the
other ICU nurses acci-
dentally “forget” to 
invite him to group
functions. He also
seems to be assigned
the most difficult and
largest number of
clients during any
given shift, seemingly
to compensate for not taking call.

Group dynamics involve many factors, 
including methods of communication, professional
behaviors, professional growth, flexibility, problem-
solving, participation, and competition.22 The ability
to understand and use the elements of group dynam-
ics has a direct relationship to the behaviors, coopera-
tion, and effectiveness of the team. Often, when a
team labels an individual member as “difficult,” it
most likely means that the individual is not following
one or more of the informal, unwritten group norms.
(For more information on difficult behavior, see
Chapter 13.)

A Common Understanding
It is evident that the team will only function smoothly
when the members understand their roles and the
roles of the other members. Their roles identify their
places on the team and establish what is expected

from each member. To be successful, the leader must
establish the belief that all the roles are of equal im-
portance in achieving the goals or purposes of the
group.

Mutual Support
Team members need to realize they are not merely
responsible for their own roles but also must support
the roles of the other members. Although the leader
establishes the goals to be achieved, it is important
that the team members be allowed to achieve their
tasks in ways that are most appropriate for them, par-
ticularly in the case of self-motivated professionals
such as nurses.21

Reward for Achievement
Ongoing or complicated projects require a long-term
commitment that is sometimes difficult to maintain.
Effective team leaders are good at finding accom-
plishments along the way that the team can celebrate

and enjoy. It allows the
team members to feel
good about what they have
achieved to this point and
motivates them to accom-
plish more in the future. A
good leader also recog-
nizes the accomplishments
of others and rewards

them appropriately. Often even simple statements of
praise can be applicable.

Identity and Trust
Finally, establishing a sense of team identity and trust
completes the group dynamic and team-building
process. Some degree of creativity may be required
for establishing team identity, ranging from similar
uniforms to buttons or pins. Trust allows the team
members to be more open to communications from
other members and more willing to take risks. Trust
empowers the members, allowing them to make inde-
pendent decisions and promoting the smooth func-
tioning of the team (Table 11.3).

COMPETITION

Competition can be a very powerful element in
group dynamics. Depending on how it is channeled,
expressed, and used, competition can be a positive
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Nurses who do not learn and fail to 
display the expected group behaviors
may be ostracized from the group, thus
making the work environment psycho-
logically uncomfortable and perhaps
even physically difficult.
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or negative force within the group.22 The various
forms of competition can be individual, team, or
unit focused.

Peer Evaluation
A common expression of competition in the group
setting is peer evaluations. For peer evaluations to be
a positive form of competition, the unit must decide
ahead of time on the norms and expectations that
they value and then design an objective measurement
tool to evaluate whether the individual is meeting the
norms. Each individual being evaluated must be
aware of the criteria before the evaluation is con-
ducted. The evaluation team must be educated on
evaluation techniques and must be as objective and
professional as possible.

In the health-care setting, it is important
for all professionals, unit groups, and management
to promote competition in a positive, progressive,
and supportive environment. When competition is
channeled positively, it leads to new and creative
ideas, better programs,
increased growth, more
productive interactions,
and higher-quality client
care (Table 11.4).23 When
the competition is nega-
tive, it often produces
failures, depression, sabo-
tage, unit turf conflicts,
decreased productivity, and lower-quality care.
Consider the following case:

The competition on a nursing unit turned neg-
ative: The nurses on the 7 a.m. to 3 p.m. shift
began competing with the nurses on the 3 p.m.
to 11 p.m. shift in order to appear more knowl-
edgeable about client care to the nurse man-
ager. To “look better,” the nurses on the 7 a.m.
to 3 p.m. shift intentionally withheld selected
client laboratory test results during shift report.

As a result of this action, several tests
scheduled for the 3 p.m. to 11 p.m. shift were
not done, angering the physicians, potentially
threatening the safety of the clients, and mak-
ing the nurses on the 3 p.m. to 11 p.m. shift 
appear incompetent. In addition, the nurses on
that shift had to complete several incident re-
ports on the errors that occurred on their shift.

One informal component the unit manager
uses to evaluate the staff nurses’ performance is

the number of incident reports that a nurse
must file. The more incident reports, the poorer
will be the nurse’s performance evaluation. To
the unit manager, the nurses on the 7 a.m. to 
3 p.m. shift seemed to be more competent be-
cause of the seemingly poor care on the 3 p.m.
to 11 p.m. shift, indicated by a large number of
incident reports that were being given. How-
ever, when the nurses on the 3 p.m. to 11 p.m.
shift discovered what had really happened, they
devised several ways to “get even” with the
nurses on the 7 a.m. to 3 p.m. shift. 

CARE DELIVERY MODELS

Nowhere are the elements of group dynamics re-
flected better than in the nursing units of a hospital
or health-care facility. The organizational structure
found in the nursing units of a facility reflects how
the nursing department interacts with coworkers

and participates in the
delivery of client care.
Various models may be
used in the delivery of
nursing care. Many
health-care facilities have
made a transition from
one model to another and

may even incorporate several different models at
the same time.24 The nurse must recognize which
model is being used as well as its strengths and
weaknesses. These models include functional nurs-
ing, team nursing, primary care nursing, and mod-
ular nursing (Table 11.5).

Functional Nursing
Functional nursing has as its foundation a task-
oriented philosophy: Each person performs a spe-
cific job that is narrowly defined according to the
needs of the unit. The medication nurse, for exam-
ple, focuses on administering and documenting
medications for the assigned group of clients.

In this organizational unit, the nurse man-
ager is called the charge nurse, whose main responsi-
bility is to oversee the various workers. Charge nurses
are also appointed for each shift to manage the care
during that time. This model relies on ancillary health
workers, such as nurses’ aides and orderlies. Some be-
lieve this model fragments care too much. Because

C h a p t e r  1 1 Leadership, Followership, and Management 279

The ability to understand and use the 
elements of group dynamics has a 
direct relationship on the behaviors, 
cooperation, and effectiveness of the
team.
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Table 11.4 Do’s and Don’ts of Effective Change Agents

Do’s Don’ts

Do develop a sense of trust. Don’t have a hidden agenda.

Do establish common goals. Don’t be unpredictable.

Do facilitate effective communication. Don’t miss or reschedule meetings frequently.

Do establish a strong team identity. Don’t use threats or bluffs to manipulate members.

Do contribute as much as possible. Don’t volunteer to be the record keeper.

Do find reasons to celebrate and recognize Don’t follow the rest of the crowd.
accomplishments.

Table 11.5 Comparison of Common Client-Care Models

Model Nurses Are Called Description Where Model Is Used

Functional

Team

Primary care

Modular

Charge nurse
Medical nurse
Treatment nurse

Team leader
Team member

Primary nurse
Associate nurse

Care pair

Nurses are assigned to specific
tasks rather than specific clients.

Nursing staff members are divided
into small groups responsible for
the total care of a given number
of clients.

Nurses are designated either as the
primary nurse responsible for
clients’ care or as the associate
nurse who assists in carrying out
the care.

Nurses are paired with less-trained
caregivers. Generally involves
cross-training of personnel.

Hospitals
Nursing homes
Nurse consultants
Operating rooms

Hospitals
Nursing homes
Home care
Hospice

Hospitals
Specialty units
Dialysis
Home care

Hospitals
Home health care
Transport teams

many people have specific tasks, coordination can be
difficult, and the holistic perspective may be lost.10

Team Nursing
Team nursing has a more unified approach to client
care, with team members functioning together to
achieve client goals. The team leader functions as the
person ultimately responsible for the clients’ well-
being. More cohesiveness is present among the mem-
bers of the team than is found in the functional model.
Rather than having a narrow task to accomplish, team
members focus on team goals under the coordination
of the team leader. The team conference provides for

effective communication and follow-up among team
members and is the key to successful team nursing.

Primary Care Nursing
The primary care nursing model gives nurses the 
opportunity to focus on the whole person. The 
primary care nurse provides and is responsible for 
all of the client’s nursing needs. The nurse manager 
in this model becomes a facilitator for the primary
care nurses. Primary care nurses are self-directed 
and concerned with consistency of care. The primary
care model is similar to the case management model,
which has one nurse providing total care for one or
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more clients. Many home health-care agencies use
this method of assigning an RN to work with an 
individual or family for the duration of the services
rendered.25

Modular Nursing
Modular nursing, also called client-focused care, is
one model that was developed in response to pro-
fessional nursing personnel shortages and to the
downsizing of professional nursing staffs. This
model is based on a de-
centralized organizational
system that emphasizes
close interdisciplinary
collaboration. Redesign-
ing the method of nursing
care delivery takes much
planning and input from
the various departments
involved, such as nursing, respiratory therapy,
physical therapy, radiology, laboratory, and dietary.

Important aspects of modular nursing 
include relying on unlicensed assistive personnel
(UAPs), also called unit service assistants, for the 
provision of direct care; grouping clients with similar
needs; developing relative intensity measures; and
emphasizing team concepts in small groups that 
remain constant.

Strong, Explicit Leadership
Cross-training of personnel is another important as-
pect of modular nursing. For example, using this sys-
tem, respiratory therapists provide respiratory
treatments but also help clients to the bathroom and
turn bedridden clients. Nurse managers in this sys-
tem are responsible for providing explicit job descrip-
tions, maintaining the work group’s cohesiveness,
carefully monitoring each staff person’s abilities, dele-
gating tasks as appropriate, and evaluating the effec-

tiveness of care.24

The role of UAPs
is one area of the client-
focused care model that
needs more definition,
particularly in relation to
the RN’s accountability
and responsibilities in 

supervising these workers. State boards of nursing
across the country are considering possible changes
in nurse practice acts necessitated by the use of UAPs.

Benefits of this care delivery model include
decreased staffing cost and greater autonomy of
cross-trained personnel. The nurse manager must be
a strong leader for this model of care delivery to suc-
ceed. Consistent collaboration between the nurse
manager and physician is of utmost importance in
planning client care.
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Leadership can be exerted either for-
mally or informally. Often the most 
effective leaders in a group are not the
ones who are officially designated as 
the leaders.

“
”

C o n c l u s i o n

Over the years, there has been one constant in the
changing health-care system: The registered nurse is
still expected to provide leadership and management
skills to direct and ensure the highest quality of health
care given to clients. Both leadership and manage-
ment require a set of skills that can be learned. Nurses
who learn these skills will become successful man-
agers and the leaders of the health-care system in the
future.

Successful leaders and managers understand
and often combine the best aspects of the many theo-
ries that deal with leadership and management.
Knowledge of one’s strengths and weaknesses provides
the basis for confident and productive leadership. De-
veloping effective leadership and management skills is
a lifelong process. Learning from books and articles, as
well as from other successful nurse managers, presents
an opportunity for professional and personal growth.
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I s s u e s  i n  P r a c t i c e

Jill, a registered nurse, was recently appointed as the evening charge nurse on a
busy postsurgical unit. She has been an active participant in the hospital’s quality
assurance committee for the past 2 years since her graduation. One of the issues
the committee identified as a problem was the higher-than-average surgical
wound infection rate on Jill’s unit. After some research, Jill determined that a
major component of the high infection rate was the procedures that were used
when changing postoperative dressings.

After obtaining permission from the unit manager and hospital education
director, Jill developed a new procedure for dressing changes, incorporating the
most current research. She presented the changes in a short in-service program
to the unit personnel and explained the changes several times to each of the three
shifts to make sure that all the nurses and staff on the unit were familiar with the
new changes. The expectation was that there would be a 25 percent reduction in
wound infections after the new procedures had been used for 1 month.

At the end of the first month of using the new dressing change proce-
dures, the postoperative wound infection rate showed no improvement over the
previous month’s rate. At the monthly staff meeting, Jill discovered that the LPNs
on the unit were refusing to use the new procedures because they “took too
much time” and had reverted to the procedures they had always used before.

Questions for Thought

1. What was the style of leadership and management that Jill used when 
attempting to initiate the dressing procedure change?

2. Other than the stated reason, why do you think the LPNs did not want to
use the new procedures?

3. How can Jill increase the level of compliance by the LPNs on the unit?

4. What is the role of the unit manager in initiating the new dressing change
procedures?
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C r i t i c a l  T h i n k i n g  E x e r c i s e s
• Look at the list of key qualities of a leader in Figure 11.1. Make a list of the quali-

ties that you believe you already have and the qualities that you need to develop.
• In Table 11.3, there is a list of the types of followers and their characteristics.

What type of follower are you? Can you improve your followership skills? How?
• Have you ever been in a management position? Identify some of the issues you

faced. Are they similar to the issues listed in the book? How did you resolve
them?

• Develop a practice budget for yourself and for your family.
• Are you a Winner or a Whiner? (See Table 11.2.) Be honest!

Answers to Questions in Chapter 11
Issues Now: Leadership/Management Case Study (page 268)
1. A nurse manager who uses the authoritarian system would maintain her posi-

tion that the proposed plan was unworkable. Relying on her position of author-
ity, she would insist that the nurses continue to use the established system of
assignment. Any staff nurse who felt she or he could not work under this sys-
tem could seek reassignment to another unit.

2. A nurse manager using the laissez-faire system would allow the nurses to try
out the proposed system as they wanted. If any problems resulted from it, they
would have to figure out how to resolve the problems themselves.

3. A nurse manager using the participative system would recognize that there is
always some common ground between herself and the staff nurses. It is impor-
tant to identify the common points and then work toward resolving the areas of
disagreement. For example, the nurse manager could work with the staff
nurses to develop a set of criteria for assignments that would be agreeable to
all parties and ensure the quality of client care. The nurse manager would then
retain the ability to assign clients but would be using criteria that were devel-
oped by the staff. In the end, staff cooperation and morale would increase, as
would the continuity and quality of care being provided by the unit.

4. The initial mistake the nurse manager made was meeting with the staff nurses
as a group. The staff nurses would have done better to select one or two repre-
sentatives to bring their issues to the nurse manager. Using this approach elimi-
nates the “mob mentality” that sometimes develops with large groups. It also
forces the staff nurses to identify the specific issues they want to resolve.
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G
THE NURSE AS COMMUNICATOR

ood communication skills are often advertised as the answer to
many of the problems encountered in everyday life. Television person-
alities, instructors, and psychologists promote improved communica-
tion skills as the answer to parental, marital, financial, and work-related
problems. The nursing profession recognizes communication as one 
of the cornerstones of its practice. Nurses must be able to communicate
with clients, family members, physicians, peers, and associates in an 
effective and constructive manner to achieve their goals of high-
quality care. Good communication is essential for good leadership 
and management.1

In today’s rapidly evolving health-care system, registered
nurses (RNs) are called on to supervise a growing number of assistive
and unlicensed personnel. One of the keys to good supervision is the
ability to communicate to people what they must do to provide the 
required care and, often, how the care should be given. It is not always
easy. Many of the people whom nurses supervise have limited training,
lack the theoretical and technical knowledge base of the nurse, and may
display attitudes that make them resistant to direction. However, nurse
supervisors can be and often are held legally responsible for the actions
of those individuals who work under their direction.

UNDERSTANDING COMMUNICATION

Communication is an interactive sharing of information. It requires a
sender, a message, and a receiver. After the sender sends the message,
the receiver has a responsibility to listen to, process, and understand

Joseph T. Catalano

Communication,
Negotiation, and 
Conflict Resolution 

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain the importance of 
understanding human behaviors

• Describe conflict resolution and
relationship tools

• Identify communication styles
• List the key elements of 

negotiation and explain each
• Compare and contrast 

arbitration and mediation
• Analyze and apply problem-

solving and conflict-resolution
tools

• Discuss the use of the nursing
process in conflict resolution
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(encode) the information and then to respond to the
sender by giving feedback (decoding). The encoding
process occurs when the receiver thinks about the 
information, understands it, and forms an idea based
on the message.

Several factors can interfere with the encod-
ing process. On the sender’s side, these can be factors
such as unclear speech, convoluted and confused
message, monotone voice, poor sentence structure,
inappropriate use of terminology or jargon, or lack of
knowledge about the topic. On the receiver’s side,
factors that may interfere with encoding include lack
of attention, prejudice and bias, preoccupation with
another problem, or even physical factors such as
pain, drowsiness, or impairment of the senses.

For example, a staff nurse is in a mandatory
meeting where the unit manager is discussing a new
policy that will be starting the following month.
However, the nurse is thinking about an important
heart medication that her client is to receive in 
5 minutes. The nurse’s primary concern is to get out
of the meeting in time to give the medication. After
the meeting, the nurse has
only a minimal recollec-
tion of what was said be-
cause she did not encode
the information well. The
following month, when
the new policy is started,
the staff nurse is confused
about what she should do and makes several errors in
relation to the policy.

Effective communication requires under-
standing that the perceptions, emotions, and partici-
pation of both parties are interactive and have an
effect on the transmission of the message. Nurses
often encounter situations that require clarification of
the information for accuracy and encoding.2 The fol-
lowing is an example of client teaching that requires a
return demonstration:

A nurse gave a teaching session to a client who
was being sent home with a T-tube after surgi-
cal removal of gallstones from the common bile
duct. After the nurse finished her instructions,
she asked the client whether he understood
how to empty the drainage bottle and measure
the drainage. The client looked very confused,
but mumbled, “Yes,” while shaking his head.
The nurse recognized that although the verbal
response was positive, the nonverbal responses

indicated that he really did not understand. The
nurse surmised that further explanation or
demonstration was required for this client to en-
code the message properly. (For more detail on
client teaching, see DavisPlus Bonus Chapter 3).

Nurses should recognize the many barriers
to clear communication and the benefits of clear
communication. These are different from communi-
cation blockers discussed below. Once the barriers to
communication are identified, they can be overcome,
and the benefits of clear communication will follow.
These barriers and the benefits that result when they
are overcome are outlined in Box 12.1.

COMMUNICATION STYLES

There are three predominant styles of communica-
tion: assertive, nonassertive, and aggressive. Individ-
uals develop their communication styles over the
course of their lives in response to many personal 

factors. Although most
people have one predomi-
nant style of communica-
tion, they can and often
do switch or combine
styles, depending on the
situation in which they
find themselves.3 For ex-

ample, a unit manager who uses an assertive com-
munication style when supervising the staff on her
unit may revert to a submissive style when called
into the nursing director’s office for her annual eval-
uation. Recognizing which communication style a
person is using at any given time, as well as one’s
own style, is important in making communication
clear and effective.

Assertive Communication
Assertive communication is the preferred style in
most settings. It involves interpersonal behaviors
that permit people to defend and maintain their 
legitimate rights in a respectful manner that does
not violate the rights of others. Assertive communi-
cation is honest and direct and accurately expresses
the person’s feelings, beliefs, ideas, and opinions.
Respect for self and others constitutes both the
basis for and the result of assertive communication.
It encourages trust and teamwork by communicat-
ing to others that they have the right to and are 
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The encoding process occurs when the
receiver thinks about the information,
understands it, and forms an idea based
on the message.
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encouraged to express their opinions in an open
and respectful atmosphere. Disagreement and dis-
cussion are considered to be a healthy part of the
communication process, and negotiation is the 
positive mechanism for problem-solving, learning,
and personal growth.3

Assertive communication always implies
that the individual has the choice to voice an opin-
ion, sometimes forcefully, and to not say anything
at all. One of the keys to assertive communication 
is that the individual is in control of the communi-
cation and is not merely reacting to another’s 
emotions.4

Assessing Self-Assertiveness
Answer the following questions to determine your
self-assertiveness:

• Who am I and what do I want?
• Do I believe I have the right to want it?
• How do I get it?
• Do I believe I can get it?

• Have I tried to be assertive with a person I am 
having difficulty communicating with?

• Am I letting my fears and perceptions cloud my 
interactions?

• What is the worst that can happen if we 
communicate?

• Can I live with the worst?
• Will communications have a long-term effect?
• How does it feel to be in constant fear of alienation

or rejection?

Rules for Assertiveness
Anyone can learn to use an assertive communication
style and develop assertiveness. When first developing
this skill, people often feel frightened and over-
whelmed. However, once individuals become com-
fortable with assertiveness, it helps reinforce their
self-concepts and becomes an effective tool for com-
munication. There are a few rules to keep in mind
while developing assertiveness along with an assertive
communication style:

• It is a learned skill.
• It takes practice.
• It requires a desire and motivation to change.
• It requires a willingness to take risks.
• It requires a willingness to make mistakes and try

again.
• It requires an understanding that not every outcome

sought will be obtained.
• It requires strong self-esteem.
• Self-reward for change and a positive outcome is 

essential.
• Listening to self is necessary for identifying needs.
• Constant reexamination of outcomes helps assess

progress.
• Role-playing with a friend before the interaction

builds skill and confidence.
• Goals for assertiveness growth need to be estab-

lished beforehand.
• Assertiveness requires recognition that change is a

gradual process.
• Others should be allowed to make mistakes.

Personal Risks of Assertive Communication
There are always personal risks involved in learning
any new skills or in attempting to change behavior.
Learning assertive communication is no exception.
People often fear that they may not choose the 
“perfect” assertive response. However, even seasoned
assertive communicators may err from time to time
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B o x  1 2 . 1
Barriers to and Benefits of Clear 
Communication

Barriers Benefits

• Unclear or 
unexpressed 
expectations

• Confusion
• Retaliation
• Desire for power
• Control of others
• Negative reputation
• Manipulation
• Low self-esteem
• Biased perceptions
• Inattention
• Mistrust
• Anger
• Fear or anxiety
• Stress
• Insecurity
• Prejudice
• Interruptions
• Preoccupation

• Clear expectations
• Understanding
• Forgiveness
• Recognized

leadership
• Companionship
• Respect
• Independence
• Realistic self-image
• Acceptance
• Clear direction
• Trusting relations
• Self-control
• Comfort
• Motivation or energy
• Security
• Increased tolerance
• Increased knowledge
• Concentration
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because every encounter is unique, involving differ-
ent people and situations. The person who is new to
assertive communication needs to recognize that it is
a skill that takes practice.

• Did I allow the situation to get personal? Did the
other person initiate the personal attack? How
could I have redirected it away from the personal?

• Was what I asked for under my control? If not, 
why did I ask for it? What would have been more
realistic?

Reviewing these questions and analyzing the
answers will help when you attempt to be assertive in
future communications. For example, if the answer to
the second-to-last question was yes, then during the
next communication, a special effort can be focused
on avoiding personal attacks during the encounter.
Learning to communicate assertively is a process of
continual improvement.

Impact of Assertive Communication
Another risk factor that quickly becomes evident
when changing to an assertive communication style
is the impact that it has on those who know the 
person best. Sometimes family, friends, peers, and
coworkers become barriers to change. Change always
produces some degree of stress. Those individuals
who are closest to the person trying to initiate
changes may feel uncomfortable because they have
become accustomed to the old communication styles
and behaviors over a long period of time. They can
no longer anticipate and depend on the person’s 
responding and reacting in the usual way.5 In addi-
tion, they will have to develop new communication 
patterns of their own to match the changes caused 
by assertive communication.

Sometimes family, friends, peers, and
coworkers become so uncomfortable that they may
try to sabotage the person’s attempts at assertive 
communication. It is important to recognize why and
when these sabotage efforts occur and to remember
that assertiveness is an internal, personal process.
Everyone has a right to change, and it must be 
respectfully communicated to others that their 
support for these changes is important.

It is also important to know and periodically
review the rights and responsibilities of assertiveness
to help reinforce the assertive communication process.
The rights and responsibilities of assertiveness are
listed in Box 12.2.

Practice and reinforcement of assertiveness
skills may be required, especially when preparing for
an anticipated conflict negotiation or a confronta-
tional meeting with another. Although a confronta-
tional situation always produces anxiety, rather than
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I Win, You Win
Assertiveness does not mean that a person will always
get his or her way in every situation, and it is likely
the individual will handle some situations better than
others. Remember that the goal of assertive commu-
nication is to prevent an “I win, you lose” situation
and to encourage an “I win, you win” outcome.4 A
win-win goal is achieved when both parties have the
ability and willingness to negotiate even though they
do not get all they want. However, there may be situa-
tions when personal goals are not achieved. Some
questions to consider when this occurs are:

• How do I feel about losing?
• Did I express my opinion clearly? Why not? How

could I make it clearer?
• Did I do the best I could do? How could I have done

better?
• Was I in control when responding to the situation?

When did I lose control? What should I have done
to regain control?

• Did I stay focused on the issues? What side 
issues distracted me? How could I have avoided 
distractions?
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B o x  1 2 . 2
Rights and Responsibilities 
of Assertiveness

• To act in a way that promotes your dignity and
self-respect

• To be treated with respect
• To experience and express your thoughts and

feelings
• To slow down and make conscious decisions

before you act
• To ask for what you want
• To say no
• To change your mind
• To make mistakes
• To not be perfect
• To feel important and good about yourself
• To be treated as an individual with special 

values, skills, and needs
• To be unique
• To have your own feelings and opinions
• To say “I don’t know”
• To feel angry, hurt, and frustrated
• To make decisions regarding your life
• To recognize that your needs are as important

as others’

B o x  1 2 . 3
Assertiveness Self-Assessment

Statement Communication Behavior

1. I didn’t say what I really wanted to say at the last staff meeting. _________________________
2. I always express my opinion because it is better than everyone else’s. _________________________
3. I have the courage to speak up almost all the time. _________________________
4. I wish someone else would speak up at the meetings besides me. _________________________
5. I am not intimidated by the high-pressure tactics of supervisors, 

physicians, and/or teachers. _________________________
6. I have trouble stating my true feelings to those in authority. _________________________
7. I really put that know-it-all aide in her place last shift. _________________________
8. After the last meeting with my unit director, I felt hopeless, 

resentful, and angry. _________________________
9. I speak up in meetings without feeling defensive. _________________________

10. When I need to confront someone, I avoid the problem because 
it will usually resolve itself. _________________________

11. When I need to confront individuals, I address them directly. _________________________
12. When I confront individuals, I let them know in no uncertain 

terms that they are wrong and need to change their behavior. _________________________
13. When I’m reprimanded, I keep silent even though I’m seething inside. _________________________
14. The last time I was asked to stay over for another shift, I said 

no and didn’t feel guilty. _________________________

being feared, it should be recognized as having the
potential to be highly productive. Box 12.3 lists sev-
eral behaviors that, if practiced and used, will help 
increase confidence and assertiveness skills during
anticipated confrontational meetings.

You can use the checklist in Box 12.4 to 
determine your own degree of assertiveness.

Nonassertive Communication
Nonassertive communication is also referred to as
submissive communication.

Submissive Communication
When people display submissive behavior or use a
submissive communication style, they allow their
rights to be violated by others. Their requests and
demands are surrendered to others without regard
to their own feelings and needs. Many experts 
believe that submissive behavior and communica-
tion patterns are a protective mechanism that 
helps insecure people maintain their self-esteem 
by avoiding negative criticism and disagreement
from others. In other situations, it may be a means
of manipulation by way of passive-aggressive 
behavior.
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Because of their great fear of displeasing
others, personal rejection, or future retaliation, sub-
missive communicators dismiss their own feelings as
being unimportant. However, at a deeper level, sub-
missive behavior and communication merely rein-
force negative feelings of powerlessness, helplessness,
and decreased self-worth. Rather than being in con-
trol of the communication or relationship, the person
is trading his or her ability to choose what is best for
the avoidance of conflict. Every communication by a
submissive person becomes an “I lose, you win” situa-
tion. However, subconsciously it is more of “You may
think you win, but I really am winning because I’m
getting what I want or need.”

Aggressive Communication
Sometimes there is only a very fine line separating
assertiveness from aggressive behavior and commu-
nication.4 Whereas assertive communication permits
individuals to honestly express their ideas and opin-
ions while respecting the other’s rights, ideas, and
opinions, aggressive communication strongly asserts
the speaker’s legitimate rights and opinions with lit-
tle regard or respect for the rights and opinions of
others. It easily becomes a communication blocker
(see below). 

Aggressive communication—used to humil-
iate, dominate, control, or embarrass the other per-
son or lower that person’s self-esteem—creates an 
“I win, you lose” situation. The other person may 
perceive aggressive behavior or communication as a
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B o x  1 2 . 4
Conflict Resolution Tips

In nursing practice, good communication and con-
flict management skills are essential. The following
tips may help resolve communication problems:

Improve Your Confl ict 
Management Ski l ls
• Seminars
• Books
• Mentors

Change Your Paradigm
• Focus on the positive, not the negative.
• Realize that appropriate confrontation is a 

risk-taking activity.

Achieve Better Communication
• Improved relationships
• Improved teamwork
• Mentoring

Understand Your Values
• Focus on a win-win.
• Be willing to negotiate and compromise.
• Be direct and honest.
• Focus on the issues.
• Do not attack the person.
• Do not make judgments.
• Do not become the third person; encourage

peers to go direct.
• Do not spread rumors.

Set Personal Guidel ines
• Confront in private, never in front of anyone else.
• Confront the individual; do not report him or her

to the supervisor first.
• Do not confront when you are angry.
• Start with an “I” message.
• Express your feelings and opinions.
• Allow the other person to talk without interruptions.
• Listen attentively.
• Set goals and future plans of action.
• Let it go.
• Keep it private and confidential.

B o x  1 2 . 5
Assertive Communication Suggestions

• Maintain eye contact.
• Convey empathy; stating your feelings does not

mean sympathy or agreement.
• Keep your body position erect, shoulders and

back straight.
• Speak clearly and audibly; be direct and 

descriptive.
• Be comfortable with silence.
• Use gestures and facial expressions for 

emphasis.
• Use appropriate location.
• Use appropriate timing.
• Focus on behaviors and issues; do not attack

the person.

What Do You Think?

?
Recall a recent exchange with someone (e.g., friend, 
instructor, parent, physician) in which you felt you “lost” the
exchange. How did you feel? How did you respond? How
could using an assertive communication style have helped?
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personal attack. Aggressive behavior and communi-
cation are viewed by some psychologists as a protec-
tive mechanism that compensates for a person’s own
insecurities, and others view it as a form of bullying.
By demeaning someone else, aggressive behavior al-
lows the person to feel superior and helps inflate his
or her self-esteem.

Aggressive communication can take several
different forms, including screaming, sarcasm, rude-
ness, belittling jokes, and even direct personal insults.
It is an expression of the negative feelings of power,
domination, and low self-esteem. Although aggres-
sive people may seem outwardly to be in control, in
reality they are merely reacting to the situation to
protect their self-esteem. 

Using appropriate methods of communica-
tion in conjunction with an assertive communication
style enhances the communication and understand-
ing by both parties. Developing an assertive commu-
nication style is important in using communication
builders. (For more infor-
mation, go to http://www
.ncbi.nlm.nih.gov/
pubmed/21248553). 

Verbal, Paraverbal, or
Nonverbal Communication
There are three primary
methods of communica-
tion: verbal, paraverbal,
and nonverbal. Verbal communication is either writ-
ten or spoken and constitutes only about 7 percent of
the communicated message. Nonverbal communica-
tion makes up the other 55 percent of communica-
tion and includes body language, facial expressions,
gestures, physical appearance, touch, and spatial ter-
ritory (personal space). Paraverbal is the tone, pitch,
volume, and diction used when delivering a verbal
message. How people say something is often more
important than what they are saying. A sentence can
have a completely different meaning by placing em-
phasis on different words. Paraverbal communication
makes up about 38 percent of the total message and is
often considered part of nonverbal communication.6
When the verbal, paraverbal, and nonverbal messages
are congruent, the message is more easily encoded
and clearly understood. If the verbal, paraverbal, and
nonverbal messages are conflicting, the paraverbal
and nonverbal messages are the most reliable. It 
is relatively easy for people to lie with words, but 

paraverbal and nonverbal communication tends to be
unconscious and more difficult to control.

For example, the nurse suspects that the
mother of a newborn infant may be experiencing
postpartum depression. The nurse asks the mother
how she feels about her new baby. The mother re-
sponds in a quiet, very slow monotone (paraverbal
message), “I’m so happy I have this baby” (verbal
message), while looking down at her feet in a
slouched-over posture with her arms folded (nonver-
bal message). The message from the mother is con-
flicting. The words are saying she is happy, but all the
paraverbal and nonverbal signs indicate that she is
sad and depressed. The observant nurse concludes
that more assessment for depression is required.

FACTORS THAT AFFECT COMMUNICATION

People are always communicating something, in 
either a verbal, paraverbal,
or nonverbal manner.
There often is a degree of
overlap among the three
styles. Some of the things
people do and say help
build communication, but
other actions or words
break communication
down. Anything done or

said that interferes with communication is called a
communication blocker. Actions and speech that 
encourage and build communication are called com-
munication builders and are often referred to as ther-
apeutic communication techniques Other factors, such
as the environment the communication is taking
place in, stress levels of the parties communicating,
grief and change experiences, and people feeling
angry can also block effective communication. 

Nonverbal Communication Builders 
Eye contact. In general, in North American culture,

using eye contact while communicating is a sign of
interest in the person and says, “What you are say-
ing is important to me.” However, there is a need
to be cautious using it. It can turn into a staring
contest and says, “I’m trying to dominate you.”
Also, eye contact has other meanings in other cul-
tures. Some tribes of American Indians believe
that direct eye contact is an attempt to take the
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Through active participation, workers
have an opportunity to have an impact
on and direct the changes that are being
made. Some people mistakenly believe
that if they do not become involved, the
changes will not happen.

“
”
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other person’s spirit. In some Hispanic groups, 
direct eye contact is a sign of hostility and 
aggression.

Stop what you’re doing. This indicates that the 
other person is more important than the task 
that is being worked on and encourages more
communication.

Nod the head. Nodding while the other person is
speaking indicates you are listening closely to what
is said and that you either agree with them or ac-
cept what they are saying. Shaking the head can
also be used as a communication builder if it is
used when the person is describing a difficult 
situation they have experienced.

Positive facial expressions. Smiling or looking sur-
prised at appropriate times while the other person
is speaking indicates that what the other person is
saying is being accepted. The eyes are often the
most expressive part of the face, indicating joy, 
approval, or excitement. 

Sitting or standing in close proximity. Being rela-
tively close to the person speaking shows that they
have your full attention and actually makes speak-
ing easier. Leaning toward the speaker also
achieves this purpose. This technique also has to
be used with some caution. Violating a person’s
personal space (about 18 to 24 inches in America)
may make the person feel uncomfortable. If they
back away, then the distance is too close. Personal
space also has a cultural component. People from
the southwest United States tend to require a larger
personal space as compared with persons from

large cities or countries like India or the Middle
East, where people experience close proximity in
their everyday lives and tend to require much less
personal space.

Open posture, directly facing. An open posture,
which means arms and legs are uncrossed while
directly facing the speaker, says, “I am open to
what you are saying—your thoughts are important
to me.”

Listening empathically. Pay attention to the message
so that when the person finishes, he or she can say,
“Wow, you really got what I said.”

Light touch. Touching the other person’s shoulder,
arm, or hand, particularly if they are communicat-
ing sadness, distress, or grief, can send a message
of reassurance; however, there are major cautions
with using touch as a communication technique
based on cultural and personal preferences. Many
Americans  dislike being touched by others, espe-
cially by people they do not know well, although
certain cultural groups within U.S. society such as
Italians, Hispanics, and Russians are very open in
expressing emotion through touching. Being
aware of the speaker’s nonverbal and paraverbal
communication. The messages delivered though
facial expressions, gestures, body position, and
special distance is as important as the verbal 
message be spoken.

Paraverbal Communication Builders
Silence. It might seem to be a contradiction to the

concept of communication, but silence can be a
highly effective communication builder. It is said
that “nature abhors a vacuum and will try to fill it
with something.” Silence is a communication vac-
uum, and most people abhor it and will not let it
go on for more than a few seconds. Waiting for the
other person to speak can be very uncomfortable
for both parties; however, it provides the speaker
with a chance to think about what they said and
are going to say. How long is too long? There re-
ally is no hard or pat answer to that question, but
using a verbal prod such as “Tell me what you are
thinking about?” can open up the lines of commu-
nication again.

Tone. A calm, soothing tone, particularly when com-
municating with agitated or hostile individuals
who are speaking loudly or aggressively, can ease
the situation. It is important not to respond in
kind. A calm, even tone conveys the message that
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the speaker is in control of the situation and that
the person who is upset also needs to gain control
of their emotions. An assertive tone expresses 
urgency and a need to respond, particularly in
emergency situations. An aggressive or hostile
tone usually indicates anger and frustration.

Verbal Communication Builders
Encouraging words. Short responses or interjections

such as, “Okay,” “Right,” “Mmm-hmm” or “Tell
me more” says to them, “I’m paying attention,”
and encourages them to keep talking. 

Asking open-ended questions. These are questions
that cannot be answered by one or two words and
force the person to continue speaking. This type of
question includes “Tell me about what made you
angry,” “Describe the situation that put you in that
position,” or “What is this person doing that
makes you feel inferior?”

Use “I” rather than “you” messages. People are less
likely to perceive a
communication as a
personal attack when
the conversation begins
with an explanation of
a personal view of the
situation or even how
feelings were affected.
Statements such as “I
thought it was done
this way,” or “I heard something the other day,” or
even “I feel hurt when people judge me” are more
productive ways to begin an exchange of ideas and
information.

Asking clarification questions. This type of question
seeks more information and will keep the speaker
talking. Questions such as “Could you explain that
a little more? I didn’t quite get what you were say-
ing,” or “I’m a little confused about your last state-
ment,” are nonconfrontational and make the
person feel comfortable speaking.

Reflecting feelings and emotions. Sometimes called
paraphrasing, this response should be used when
there is a mismatch between what the person is
saying and what their body language is saying. Al-
ways believe the body language; it can’t lie. These
include questions such as “How did you feel about
that?” “Why did that make you depressed?” “You
seem to be angry (sad, anxious, afraid, etc.). Can
you talk about that more?” 

Repeating what was just said. This communication
builder is called restating and helps clarify what
the person is saying. Lead into the statement with
“Let me know if I heard you correctly. You just
said . . .” Restating indicates good listening skills
and helps keep the conversation going.

Never, never interrupt. There is always a tendency to
identify with the speaker’s recounting of an inci-
dent and interject something like “I had some-
thing similar happen to me.” They don’t want to
hear about your problems. Just let them continue
speaking.

Reviewing what was said. This is different from repeat-
ing because rather than just repeating one thing that
the person said, it requires analysis and synthesis of
the key points, usually emotions, of the discussion,
which is then summarized. Statements like “Okay,
we’ve been talking for a while, and it seems like you
have said that you are anxious because so-and-so
keeps saying to you . . .” “Is that a correct summary?”

Acknowledging what was 
said. Sometimes called 
validating, this com-
munication builder is a 
combination of re-
viewing and identifying
emotions. It makes the 
speaker feel that what 
he or she is saying has 
value and that some-

one cares about their issues. Using statements such
as “I understand what you are saying,” or “I can
appreciate your feelings about the situation,” 
validates the speaker.

Environmental Communication Builders
Calm, nonthreatening environment. A quiet room

with subdued lighting is the ideal location to help
build communication. However, in the real world,
a busy, noisy hospital room or hallway is more
likely to be the environment for communication
about important issues such as home medications
and dressing changes. Nurses, as always, are 
required to do the best they can with what 
they have.

Nonverbal Communication Blockers
Eye rolling. When people roll their eyes, they are

sending a message of not caring about what the
other person is saying. Teens are notorious for this
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People are less likely to perceive a 
communication as a personal attack
when the conversation begins with an
explanation of a personal view of the 
situation or even how feelings were 
affected.
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behavior, but adults also use it at times, particularly
if it has become habitual.

Arm and leg folding. This generally is interpreted as
an indication of disapproval or boredom. The per-
son listening is closed to the speaker’s ideas, which
are not considered very important. It sometimes
can be a sign that the other person is feeling at-
tacked and is trying to defend themselves. 

Slouching, hunching, turning away. These nonver-
bal communication blockers indicate that the lis-
tener is just not interested in what is being said. It
says to the speaker, “Are we done yet? I’d rather be
on the other side of the room.” 

Fidgeting. This includes picking at fingernails, drum-
ming the fingers, playing with buttons or jewelry,
frequent shifting in the chair, rolling and unrolling
hair, taking off and putting on glasses frequently,
doodling extensively on a pad of paper, frequent
checking of cell phone, picking at shoe laces, and
so on. It delivers the message that the listener is
experiencing extreme boredom and can’t wait to
leave.

Deep, loud sighs. This
message tells the other
person that they are
boring and should end
the conversation
quickly. What they
have to say is not worth the time it takes to say it,
and there are other more productive things to be
done with the time. 

Multiple watch or clock checks. Similar to deep 
sighs in that what the person is saying is not very
important and the listener is about to die from
boredom. 

Continuing with an activity while the other person
is talking. The message is “I’m ignoring you be-
cause you are not that important. What I’m doing
is more important.” 

Failure to make eye contact. This nonverbal tech-
nique can be used as a way to show disapproval
but is often used when a person is hurt by another
and is trying to hurt the person back. On the other
hand, an excessively long unblinking stare is a
communication blocker that shows aggression and
hostility.

Tuning out or failing to pay attention. Another way
of saying, “I’m not listening—what you are saying
isn’t important.” (For more information, go to
http://www.ncbi.nlm.nih.gov/pubmed/24138223.)

Verbal Communication Blockers
Automatic defensiveness. This communication

blocker occurs when one person feels so threat-
ened by the other that the first thing he or she says
is of a defensive nature. For example, “It wasn’t my
fault; the thing just broke,” “I really didn’t want to
do it, but Alexis made me,” or “If you didn’t push
me so hard to speak, I never would have said it.”

Asking closed-ended questions. These are questions
that a person can answer in one or two words. For
example, “How are you feeling today?” Answer:
“Fine.” “Did you practice your responses like we
discussed?” Answer: “Yes.” 

Accusing or blaming. This is a type of confronta-
tional speech and sends the message that the other
person is wrong even before given a chance to pro-
vide his or her side of the story. For example, “If
you knew how to read a map, we wouldn’t be lost
in the middle of nowhere.” 

Using sarcasm. This sends the message that the other
person is not respected and is untrustworthy. The
statements are often said in a taunting tone with

vocal over-emphasis. For
example: A co-worker is
playing a DVD very loudly
in the break room. You
comment: “Why don’t you
turn it up a little?  I don’t

think they can hear it in Toronto!”
Constant interruptions. Over the years, some people

have developed a habit of interrupting without any
sort of malice or intent to hurt. However, the mes-
sage is the same whether it is intentional or not—
the person interrupting feels that what he or she
has to say is more important than the person who
is talking. 

Judging, name calling, and diagnosing. This com-
munication blocker uses “you messages,” indicat-
ing that there is something wrong with the other
person. These also send the message that the per-
son making the judgment or diagnosis is more 
intelligent and has a better understanding than the
person with the problem. It denotes an air of supe-
riority. It includes statements such as, “You’re
such a perfectionist—no wonder you don’t have
any friends,” “You don’t seem to understand that
we need to finish the project on time,” “You know
what your problem is?” “You really don’t care if
this issue gets resolved,” “You made a mistake,”
“You said this about me,” or “You always do this.” 
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An excessively long unblinking stare 
is a communication blocker that shows
aggression and hostility.“ ”
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Stating opinions as proven facts. This communica-
tion blocker prevents the other person from 
expressing their opinions and discounts the im-
portance of what they have to say. For example,
“Everybody knows that the Affordable Care Act
(ACA) allows death panels to decide who is going
to get care and who will live or die.” 

Making generalizations, being patronizing, 
and offering vague reassurances. Statements
such as “You always leave the break room in a
mess,” “Don’t worry, everything is going to be 
all right,” or “It always works out for the best,
doesn’t it?” makes the other person feel that 
what they have to say is not important. It also
categorizes them in a box that they may not 
want to be in. 

Telling people how they should feel. This invalidates
the other person’s feelings and shows a high de-
gree of disrespect. This types of statements include
“Don’t feel like
that,” “Don’t let that
bother you,” or
“Getting upset is
very childish.” 

Changing the subject.
Another indicator
that what the person
is saying is not im-
portant and not
worth the time. 

Expecting mind read-
ing. Sometimes other people expect you to know
what they are thinking or to anticipate what they
need or are going to say. People who have been
very close for a long period of time sometimes get
to a point in their relationship where they know
the other person well enough to “mind read” 
(actually anticipate) what they are going to say.
However, for the vast majority of communication,
telling them what you are thinking, feeling, or
wishing them to do is the best approach.

Shaking or pointing a finger while speaking. This
combines both verbal and nonverbal blockers.
Much like yelling and getting in someone’s 
face, it is an exercise of power over the other 
person. The message is “You really are stupid and
inferior.” 

Walking away. This is the ultimate communication
blocker. If there is no one to talk to, there is no
communication. 

Paraverbal Communication Blockers
Threatening, ordering, or getting in someone’s face.

The message here is “I’m angry and I don’t care
what you think.” People often use “clenched teeth
speech” or yelling when being confrontational. It
threatens other people and makes them keep their
distance. People who use these blockers are often
deeply insecure, and these techniques push other
people away. They also use them to make them-
selves feel better about themselves. It takes away
the need to understand the other person. 

Yelling, calling names, or hurling insults. This is a
type of negative aggressive behavior that is imma-
ture and degrading. It shows a lack of respect for
the other person and often creates deep emotional
wounds. Yelling and name-calling can quickly rise
to the level of physical violence such as pushing or
even hitting. 

Nonstop, rapid talking. When people say, “I couldn’t
get a word in edgewise!” it
means that the other person
totally dominated the conver-
sation. Often the speaker is
attempting to avoid con-
frontation, stress, intimacy,
uncomfortable thoughts or
feelings, or a difficult situa-
tion. In some people, it can
become a habit over time and
shows disrespect to other
people. It may also be an at-

tempt for the speaker to hide feelings of inferiority
by showing how intelligent or dominant they are. 

Environmental Communication Blockers
Experiencing change. Change can be a communica-

tion blocker in various ways. People may be afraid
to ask questions about new procedures or policies
because they fear that they might appear “stupid”
in front of their colleagues. Fear of being criticized
closes individuals off to positive suggestions and
new ideas.7 Others may hesitate in sharing ideas
because they are afraid of being labeled as con-
frontational. Nurses also need to keep in mind that
the communication abilities of clients experienc-
ing change will be blocked in much the same way
as those of nurses experiencing change.

For example, a nurse is reassigned from the medical-
surgical unit to the intensive care unit (ICU). This
nurse will initially be somewhat fearful in the new
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in edgewise!” it means that the other
person totally dominated the conversa-
tion. Often the speaker is attempting to
avoid confrontation, stress, intimacy,
uncomfortable thoughts or feelings, or a
difficult situation.
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environment with the highly trained and assertive
expert unit nurses who always seem to be in con-
trol. A more positive approach would be for the
new nurse to take advantage of the unit nurses’ 
experience and learn from their examples. The
new nurse needs to remember that everyone on
that unit was a novice at one time. In the current
health-care system, almost everyone is fearful
much of the time of making mistakes and of 
not being able to meet the high standards of the
profession.

Grief experiences. Most clients who have surgical
procedures that result in major body function 
alterations go through the stages of the grief
process: denial, anger, guilt, depression, and res-
olution. Communication with a client in the
anger stage who is hostile, critical of his care, and
verbally abusive will be very different from com-
munication with a client in the depression stage,
who is withdrawn, reticent, and sleeps most of
the time. Recognition of the communication
blocking mechanisms
of each grief stage is
essential to under-
standing why clients
are acting in a particu-
lar way. A decision
must then be made 
regarding the most ef-
fective communication technique to use when
providing care (see below for a more detailed 
discussion).

Stressful situations. Stress is an environmental
blocker that is produced by many factors 
and always affects an individual’s ability 
to communicate. Some common causes 
of stress for health-care workers include institu-
tional restructuring, group interaction and 
dynamics, unilateral management decisions, 
and personal issues and experiences. Regardless
of the source, stress usually decreases people’s
ability to interact and communicate and 
increases the demands on their coping 
mechanisms.7

Policy change. Health-care reform is raising many
questions about the health-care system and the de-
livery of care.8 The changes produced by these
transitions will create a high degree of stress at all
levels of the health-care system. Change and stress
are major barriers to effective communication.9

Some techniques to alleviate the stress of change
include:
• Active participation of the whole team in plan-

ning and implementing change
• Open and interactive lines of communication
• Avoiding rumors, outbursts, feelings of insecu-

rity and fear
Tension and anxiety. When people are unable to

successfully cope with a stressful situation, they
may experience an increased state of tension or
anxiety. They are even more difficult to communi-
cate with than people with stress. They may de-
velop physiological symptoms, such as nausea,
stomach cramps, diarrhea, or palpitations; in ex-
treme cases, they may even become paranoid or
psychotic. Uncontrolled high levels of stress on a
nursing unit may lead to competition among the
nurses that affects their teamwork, productivity,
and the quality of the care given.

Physicians who are stressed by worry about
a severely ill client or threats to their autonomy,

practice, and income from
changes in reimbursement
policies may become tense
and highly critical of or
even verbally abusive to-
ward nurses. The hospital
management may also 
experience increased stress

owing to the escalating responsibility of maintain-
ing high-quality services with ever-shrinking rev-
enues. Management often deals with its stress by
becoming more autocratic, making increased de-
mands on the nursing staff while reducing the
control that nurses have over their practice and
becoming closed off to input from nurses and
physicians.
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Most clients who have surgical 
procedures that result in major body
function alterations go through the
stages of the grief process: denial, anger,
guilt, depression, and resolution.
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What Do You Think?

?
List four factors or situations that have produced high levels
of stress for you in the hospital or health-care setting. Why
did these incidents produce stress? How did you deal with
the stress?

Stress is a major contributing factor to a 
variety of disorders, ranging from high blood pres-
sure to ulcers and anxiety. In the health-care environ-
ment, stress is not just experienced by health-care
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providers. Stress for clients starts when they first
come into contact with the health-care system; peaks
when they have to undergo physical examinations,
surgery, or invasive treatments; and continues
throughout the recovery period. The fear that a nurse
may not respond to clients’ needs increases clients’

stress levels, and they sometimes become more 
demanding of care, which in turn increases the
nurse’s stress levels.10 If the nursing staff is experi-
encing high stress levels, clients often sense this 
subconsciously, and as a result, clients’ stress levels
also increase.
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I s s u e s  i n  P r a c t i c e

Managing Change

The busy nonacute outpatient unit at a large hospital had become disorganized. 
It consistently received evaluations of “poor” when clients were asked about the
care being provided. They often complained about the long waits to be evaluated
and treated. The staff also recognized the problems with the care they were 
providing but didn’t have any solutions.

In an attempt to improve the evaluations, the administration replaced 
the current director with a new director from an even larger facility across town.
She was charged with the task of improving client care and was promised that
she would have whatever resources she needed.

Within 6 months, the new director completely reorganized the staffing
patterns and modernized all the information systems using the latest software.
She replaced old equipment with new models and bought additional equipment
that the unit had never used before. She also managed to expand and brighten up
the unit by remodeling extensively and by securing unused space from the radiol-
ogy department, which occupied adjacent rooms. She increased the salaries 
of the nursing staff, hired new nurses, and expanded the hours of service. She 
implemented a “management by objectives” model for evaluation that allowed the
staff nurses increased input into their working conditions and evaluations.

Client surveys indicated an increase in overall satisfaction with the care
being provided; the wait time had been decreased to a point at which there were
hardly any complaints. However, approximately half the experienced nurses on
the unit resigned, and the rest of the nurses began the process of organizing 
into a collective bargaining unit for the first time in the history of the nonacute 
outpatient unit.

Questions for Thought

1. What was the underlying issue that led to the nurses’ responses to the
changes?

2. What could the director have done to increase the staff’s acceptance of
change?

(Answers are found at the end of the chapter.)
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Techniques to Reduce Stress
Several techniques can be used to reduce clients’
stress levels so that they can better communicate and
become more receptive to teaching. Stress-reduction
techniques range from very simple measures that
everyone can use, such as distraction with music or
simple activities, exercise, or reduction in stimuli, to
more advanced techniques such as meditation,
biofeedback, and even antianxiety medications.

Eliminate the Situation
Nurses need to be able to identify situations that pro-
duce stress, recognize the symptoms shown by some-
one in a stressful situation, know how to reduce
stress, and be able to use appropriate communication
techniques with someone under stress. Of course, if
possible, the best way to reduce stress is to eliminate
the stressful situation. Consider the following case:

The hospital management has just sent a memo
to all the hospital units
that a new client assess-
ment form they have
developed is to be im-
plemented next week.
This new form is in ad-
dition to the ones that
the nurses already fill
out each day. It is to be
completed by RNs only
and must be done each
shift on every client and then sent to the house
supervisor so that management can track acu-
ity. Because of recent facility restructuring and
changes in staffing patterns, often there is only
one RN on the 3 p.m. to 11 p.m. and 11 p.m. to
7 a.m. shifts to cover a 42-bed unit. This extra,
time-consuming, and seemingly redundant pa-
perwork increases the stress of the staff RNs to
an unacceptable level.

They meet as a group with management
and propose that the assessment forms they are
already using be modified to include the data
that management wants on the new forms.
Photocopies of the revised form could then be
made by the unit clerk for each shift and given
to the supervisors, thus eliminating the new
form. Management notes the high stress levels
of the RNs, recognizes that increased stress
lowers the quality of care, and decides to follow

the RNs’ proposal, thus eliminating the primary
source of the RNs’ stress.

Although all sources of stress cannot be
eliminated completely, in most situations they
can be reduced to a manageable level. However,
high stress levels should never be used as an ex-
cuse for destructive anger and behaviors, failure
of communication, or abuse of individuals. 

Anger
People who are angry almost always find it difficult, if
not impossible, to successfully communicate, and as
such, it is one of the environmental communication
blockers, much like stress. However, because anger is
also key in understanding and dealing with difficult
people, is one of the stages of the grief process, and is
a symptom of personal frustration, lack of control,
fear of change, or feelings of hopelessness, it is dis-
cussed here in more length than other communica-

tion blockers.
Anger is one 

of the strong primitive
natural emotions that help
individuals protect them-
selves against a variety of
external threats.11 Many
animals, including hu-
mans, that express anger
by making loud sounds
(yelling or growling), puff-

ing themselves up to appear physically larger, baring
and gritting their teeth and staring intently are warn-
ing other possible aggressors to stop their threatening
behavior. Physical violence between two people rarely
occurs without a warning expression of anger by at
least one of the parties. Although everyone experi-
ences anger, how it is expressed often depends on a
person’s family and ethnic background, life experi-
ences, and personal values. In some cultures, loud
and physically expressive outbursts are the norm 
for the expression of anger, whereas in other 
cultures, anger is internalized and expressed only 
as a “controlled rage.”

Positive or Negative Expression
As with most of the other factors that affect commu-
nication, anger can be either positive or negative.
When anger is used in a positive, productive manner,
it can promote change and release tension. Anger can

At some point, one group’s stress always
affects the stress level of another group,
whose stress in turn increases another
group’s stress. The process becomes 
a destructive circle of cause-and-effect
responses that increase the stress levels
for everyone in the facility.

“
”
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PROBLEM-SOLVING

Problem-solving is a
process that everyone uses
frequently. For example,
on the way to work, a tire
goes flat on a person’s car.
That is a problem. How
the person solves the
problem depends partially
on critical-thinking skills,
partially on past experi-

ences, and partially on physical abilities. If the person
with the flat tire is a 250-lb, 33-year-old male con-
struction worker in good health, he most likely has
changed tires before and will probably be physically
able to remove the flat tire and put on the spare with-
out difficulty. However, if the person with the flat tire
is a 90-lb, 67-year-old female church organist, her so-
lution to the problem will likely be different. She will
probably call her emergency roadside service and
have someone come and change the flat for her.

One of the primary activities for nurses in
the work setting is problem-solving using the nursing
process. It really does not matter whether the prob-
lem is client centered, management oriented, or an
interpersonal issue; the nursing process is an excel-
lent framework for problem resolution. It focuses on
the goals of mutual interaction and communication
to establish trust and respect. Using the process of 
assessment, analysis, planning, implementation, and

be used positively to increase others’ attention, initi-
ate communication, problem-solve, and energize the
change process. Sensitivity to internal anger can warn
individuals that something is wrong either within
themselves or with someone or something in the 
external environment.

Many individuals have difficulty expressing
and using their anger in a positive manner. Anger
that is used negatively is very destructive. It hinders
communication, makes coworkers fearful, and erodes
relationships with others. Anger expressed by abusive
behaviors, such as pounding on nursing station coun-
ters, throwing charts or surgical instruments, verbal
outbursts, or even violent physical contact, is never
acceptable and may lead to civil or criminal action
against the perpetrator.

The negative expression of anger may cause
the person who is the object of the anger to retaliate
or seek revenge, but probably the most destructive
form that negative anger
can take is when it is inter-
nalized and suppressed.
Long-term suppressed
anger has been associated
with a number of physio-
logical and psychological
problems, ranging from
gastric ulcers and hyper-
tension to myocardial 
infarctions, strokes, and
even psychotic rage
episodes.11

What Sets People Off
Nurses who understand what makes themselves and
others angry are better able to either avoid anger-
producing situations or cope effectively with their
own anger or with that of others. For example, even
new graduate nurses soon learn that some situations
will almost always evoke an angry response from hos-
pitalized clients. These include serving meals that are
cold or poorly cooked, not answering call lights in a
timely manner, waking up soundly sleeping clients at
midnight to give them a sleeping pill, or taking 10 
attempts to start an intravenous (IV) line. (See below
for more detail on angry clients).

Similarly, unit managers and hospital ad-
ministrators quickly learn that some of the things
they do will almost always produce angry responses
from the staff. These actions include unilateral

changes in the work schedule, additional paperwork,
reduction in staffing levels, or refusal of requests for
vacation or time off.11

It is important that nurses understand that
anger is a normal human emotion. Once it is recog-
nized, it should be dealt with and then let go. Some-
times situations are not going to change, no matter
how angry the person becomes, and sometimes no
amount of anger will prevent changes from occurring.
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Many animals, including humans, 
that express anger by making loud
sounds (yelling or growling), puffing
themselves up to appear physically
larger, baring and gritting their teeth
and staring intently are warning 
other possible aggressors to stop their
threatening behavior.
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What Do You Think?

?
Consider the health-care providers with whom you have
worked in the recent past. What were their communication
styles? How did those styles affect the way you communi-
cated with them?
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evaluation helps the nurse organize and structure in-
terpersonal interactions in a way that will produce an
“I win, you win” situation.12

The basic problem-solving steps of the
nursing process form the framework for successful
conflict management. Nurses who are good problem-
solvers using the nursing process also tend to be
good at conflict resolution, and nurses who are good
at conflict resolution tend to be excellent problem-
solvers. Rather than being avoided in the work set-
ting, conflict should be considered an opportunity
to practice and grow in the use of problem-solving
skills.

CONFLICT RESOLUTION 

Everyone experiences conflict at one time or another
as a part of daily life. Often people feel more comfort-
able addressing the conflict that arises in their per-
sonal lives than conflicts
that arise in the profes-
sional setting. Problem-
solving is often perceived
as less emotional and
more structured, whereas
conflict management is
considered to be more
emotionally charged, with
the potential to produce
hostility. However, the steps of conflict management
and problem-solving are almost identical to those of
the nursing process. The one additional element that
must be included in conflict resolution is the ability
to use assertive behaviors and communication when
discussing the issues.

Contributing Factors to Conflict
There are many things in life and the environment that
contribute to conflicts. These can range from a differ-
ence of opinion about how a job should be done to
major underlying beliefs such as culture, religion, and
politics. The focus here is on resolving conflicts that af-
fect the work environment, primarily emotional issues,
insecurity, lack of skills, and diversity issues. Under-
standing the underlying elements of all types of conflict
is a key in preventing and resolving many of the issues.13 

Understanding what motivates a person’s
behavior permits the individual to better appreciate
the full scope of the conflict.14 Conflict is often a

symptom of some deeper problem, and the conflict
really never gets resolved without dealing with the
underlying issues. When individuals are able to sepa-
rate themselves from the conflict, they are less likely
to take things personally and more likely to begin to
focus on the underlying issues causing the problems
than on the other person’s behavior. The interaction
becomes less judgmental and threatening to the 
other person. However, understanding the other 
person’s motives never excuses unacceptable behav-
iors such as sarcasm, angry outbursts, and abusive
language. Rather, it allows for direct confrontation 
of the behavior in a more controlled and less emo-
tional way.

Emotions    
Emotions and feelings are a primary contributing fac-
tor to the development of conflicts. Many people are
very sensitive to what others say to them or by threats
to their perceived security and react aggressively to

demonstrate their hurt 
feelings.15

A common situa-
tion that causes conflict is
the nurse’s feeling of being
overworked or over-
whelmed by assignments.
The overloaded nurse
might say something like
“I have a huge amount of

work today. Why isn’t anyone helping me?” rather
than asking a particular individual for help. Believing
another person is, or should be, a mind reader rarely
produces the results the person desires. When the
person who is expected to help fails to comply with
the implied request, the overworked nurse becomes
angry and resentful. The other person may not 
understand where this anger is coming from and
often avoids addressing the angry person for fear 
of making him or her angrier.15 This type of poor
communication and lack of direct, respectful 
conflict resolution produces tension among 
workers, deterioration of working relationships, 
decreased efficiency, and, ultimately, lower-quality
client care.

Insecurity and Lack of Skills
Conflicts sometimes arise because people do not
know how to deal with them or feel threatened by the
thought of confronting another person. Some of the
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personal lives than the professional con-
flicts that arise in the job setting.
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reasons people give for not resolving conflicts before
they get out of hand include the following:

• Fear of retaliation
• Fear of ridicule
• Fear of alienating others
• Mistaken belief that they are unable to handle the

conflict situation
• Feeling that they do not have the right to speak up
• Past negative experiences with conflict situations
• Family background and experiences
• Lack of education and skills in conflict resolution16

Diversity
Diversity simply means that people are different from
each other. It is a multifaceted issue that involves
many areas of people’s lives, including culture, values,
life experiences, instinctual responses, learned behav-
iors, personal strengths and weaknesses, and native
abilities or skills.17 Each time two people interact,
they bring the sum total of all these elements into
their communication. To communicate effectively,
both parties need to first
recognize that the other
person is different, then
understand how these dif-
ferences affect the com-
munication, and finally
accept and build on these
differences. (Cultural diversity is discussed in more
detail in Chapter 21.)

Diversity Recognition
Conflicts based on diversity issues can be resolved by
recognizing the diversity and then using it to pro-
mote teamwork, improve communication, and 
increase productivity. Recognizing diversity helps
people better understand each other as well as them-
selves.18 The ultimate goal of diversity recognition is
to use each individual’s strengths, rather than empha-
sizing the weaknesses, to build a stronger, more self-
confident, and productive environment. For example,
consider the following scenario:

Anne B, RN, is a nurse in your unit who has a
reputation for being a “nitpicker.” She is con-
stantly judging her peers and criticizing their
actions on the basis of her own personal stan-
dards. Her judgments of others are not well 
accepted by her coworkers, who try to avoid
her as much as possible.

Betty A, RN, another nurse on the unit, 
always seems to be coming up with ideas for
changing things in the unit but then avoids
joining the committees that are formed to put
the ideas into practice. When she does join a
committee, she quickly gets bored and does not
follow through on her responsibilities. The
other committee members become angry and
frustrated by Betty’s behavior. They feel that
because it was her idea in the first place, she
should work as hard as everyone else to make
the change.

You have been selected as the chairperson
for a committee that has been formed to design
a new client care documentation tool. Both
Anne and Betty are on the committee. The
other committee members are upset because
Anne and Betty are on the committee. Every-
one knows about Anne’s and Betty’s personality
quirks. As chairperson of the team, you need to
draw on everyone’s strengths while recognizing

their diversities to de-
velop a new, compre-
hensive, yet easy-to-use
form. If you perform
well in your chairman-
ship role, each team
member’s self-esteem
should be enhanced,

and the morale of the group should improve. 

At first glance, these may not seem like 
diversity issues. However, Anne is a detail-oriented
person, whereas Betty is a visionary. Although their
interests and abilities are very diverse, neither one is
right or wrong. People who are preoccupied with de-
tails are left-brain dominant; creative, visionary indi-
viduals are usually right-brain dominant.

Two primary tasks are required to complete
the project:

Task 1. Conduct brainstorming sessions with staff
members, physicians, and ancillary personnel to
develop a general concept of what the documenta-
tion should include and how the form should look.

Task 2. Work with the print shop to design the spe-
cific layout and content of the final form.

Plan
Task 1. It would be most appropriate to include Betty

in the group that directs the brainstorming efforts
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When the person who is expected to help
fails to comply with the implied request,
the overworked nurse becomes angry
and resentful.
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and collects different ideas. She probably had no
preconceived form in mind before starting the
process and will feel comfortable investigating and
researching a variety of different possibilities.
Anne would have difficulty with this task. The lack
of structure of the brainstorming process would
make her feel out of control and would probably
frustrate her urge to consider all the details of the
project. Anne would most likely already have a
good idea of the form she wanted.

Task 2. Anne would be much better at this task be-
cause of her orientation to structure and detail.
Working with the print shop, she could focus her
attention on each item on the form and decide
where it should be placed, how much room it
should be given, and how it flows in the docu-
ment. She would make sure the form met all the
standards and regulatory requirements of the Joint
Commission and would ensure it was error free.
Betty, on the other hand, would very quickly be-
come bored with this aspect of the project. To her,
all the attention given
to the details would
seem like a waste of
time, and she would
probably start recom-
mending changes in
other unit forms.

Placing people in the working environments
that correspond with their strengths will ensure suc-
cess for the project. The project will be a successful
experience for the nurses and will promote positive
changes in peer relationships.

Resolving Conflicts
Several different strategies can be used to resolve
workplace conflicts. Depending on a person’s com-
munication style and personality traits, different out-
comes may occur. People who use an assertive style of
communication and incorporate the communication
builders have much greater success in the positive
resolution of conflicts.19 Below are listed some strate-
gies for conflict resolution.

Strategy 1: Ignore the Conflict
• Submissive personality: Person avoids bringing 

the issue to the other through fear of retaliation or
ridicule if he or she confronts and expresses honest
feelings or opinions.

• Assertive personality: Ignoring the conflict is never
an option. They will almost always use strategy 2.

• Aggressive personality: Person has decided not to
pursue the conflict because the other person is “too
stupid to understand” or it would just be a “waste of
my time.”

Strategy 2: Confront the Conflict
• Submissive personality: Person does not handle the

situation directly but refers the problem to a super-
visor or to another person for resolution.

• Assertive personality: Person sets up a time and
place for a one-on-one meeting. At the meeting, 
the two parties focus on the issues that caused 
the conflict and negotiate to define goals and 
problem-solve. If conflict is more severe, the 
parties may resort to negotiation or mediation 
(see below). 

• Aggressive personality: Person confronts the other
loudly, in front of an audience, and attacks the
other’s personality rather than the issue. Person 

either walks away before
the other can speak or
keeps talking without
stopping and does not
allow the other person to
respond. The communica-
tion is strictly one-sided
and very negative.

Strategy 3: Postpone the Conflict
• Submissive personality: Person keeps track of the 

issues until they reach a critical point, then dumps
all the issues at one time on the offender in a highly 
aggressive manner. The other person generally has
no idea why he or she is being attacked and may 
respond with anger or submission.

• Assertive personality: Hardly ever uses this method
except to allow the other person to “cool down” 
and become more receptive to what others have 
to say. 

• Aggressive personality: Person waits until he or she
can either use the incident as a threat or blackmail
or express the conflict in front of an audience.

Professional nurses need to be assertive 
and feel comfortable when handling conflict and 
confronting others. The conflict situations that 
nurses may encounter range from uncooperative
clients and lazy coworkers to hostile, insecure, but 
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influential physicians and administrators. Practicing
assertiveness skills during confrontational situations
helps increase the nurse’s confidence in handling
daily work-related conflicts and allows the honest but
respectful expression of opinion and ideas. Keep in
mind that unresolved conflicts never really go away.
Ignoring a conflict situation may postpone it, some-
times for a long time, but it will not resolve the issue.
Unresolved conflicts often fester until they either
reach the boiling point or are manifested in negative
behaviors or feelings.19 Some of the feelings and be-
haviors that are symptoms of unresolved conflicts 
include the following:

• Tension and anxiety manifested as sudden angry
outbursts

• Generalized distrust among the staff members
• Gossiping and rumor

spreading
• Intentional work sabo-

tage
• Backstabbing and lack of

cooperation
• Isolation of certain staff

members
• Division and polariza-

tion of the staff
• Low-rated peer evalua-

tion reports20

Improved
Communication Skills
Often, when conflict is
handled appropriately, it
produces much less anxi-
ety than was initially anticipated. An individual
who prepares for a confrontational meeting by ex-
pecting the worst-case scenario may be pleasantly
surprised when the meeting and discussion take
place. Many conflicts turn out to be merely errors
in perception, simple misunderstandings, or mis-
quotes of something that was said. If a situation is
cleared up at an early stage, this prevents the devel-
opment of the symptoms of unresolved conflict
(listed earlier) and improves staff relationships. In-
dividuals feel more confident and have better self-
esteem when they resolve the conflicts in an adult
and productive manner.

Another advantage of good conflict manage-
ment is the improvement in communication skills. As
with any skills, the more these skills are practiced, the

easier they will become to use. A conflict situation is
illustrated in the second Issues in Practice box at the
end of the chapter.

A Focus on Strength
For many people, resolving conflicts based on diver-
sity issues can be difficult, especially when individuals
feel insecure about their skills or abilities. When peo-
ple feel insecure, they may revert to submissive or 
aggressive behavior or communication styles to hide
their weaknesses or differences.

Because assertive people recognize that
everyone, including themselves, has both strengths
and weaknesses, they feel comfortable with diversity
and are more likely to accept and support others by
recognizing and using their strengths. Focusing on
strengths provides them with positive feedback and

helps them grow person-
ally and professionally.20

Focusing on weaknesses
and differences tears down
an individual’s self-esteem,
creates an uncomfortable
work atmosphere, and
makes people defensive
and sometimes hostile.
(For more information, 
go to http://www
.ncbi.nlm.nih.gov/pmc/
articles/PMC1291328/.)

NEGOTIATION

There is an old saying that “everything is negotiable.”
Negotiation is a common method to manage con-
flicts. Negotiation can be between nurse and client,
nurse and nurse, nurse manager and staff, or nurse
manager and administration. Negotiation is the
process of give and take between individuals or
groups with the goal of reaching an agreement ac-
ceptable to both sides.21 It is a specialized two-way
communication skill in which individuals or groups
with differing needs or ideas settle on a middle
ground result that may not completely please either
party. Negotiations may be formal or informal, hos-
tile or friendly.22 A cooperative atmosphere fostered
by both sides that recognizes the similarity of each
side’s demands will be the most productive in reach-
ing a satisfactory solution.
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Keep in mind that unresolved 
conflicts never really go away. 
Ignoring a conflict situation may 
postpone it, sometimes for a long time,
but it will not resolve the issue.

“
”

The conflict situations that nurses may
encounter range from uncooperative
clients and lazy coworkers to hostile, 
insecure, but influential physicians and
administrators.

“
”
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Bargaining is a special type of negotiation
that is used most often when money-related issues are
being discussed. Collective bargaining is a formal
process that is used by groups of workers represented
by a union or a negotiating body to solve workplace
issues such as salaries, health-care benefits, safe work
environment, and hiring practices. Formal contract
negotiation is a key element in collective bargaining
and requires that the two sides designate negotiating
teams that are selected by both management and em-
ployee groups. (See DavisPlus Bonus Chapter 2 for
more detail.)

Less formal negotiations found at the unit
level may still have some of the elements of a for-
mal bargaining effort. For example, if a nurse man-
ager is negotiating with a group of staff, he or she
may want just one or two individuals from the
group to negotiate the
problem. These individu-
als are designated as
spokespersons who will
be the primary represen-
tatives for the group. A
formal written list of is-
sues may be drawn up,
but most likely the ex-
change will be informal
in nature during a face-
to-face meeting.23 Infor-
mal negotiations between
individual nurses can be
used to resolve conflicts
that if left to fester will
eventually cause disharmony and lower morale
among the staff. 

Conflicting Powers 
In formal contract negotiation, there is an obvious
power control conflict. Each side is reluctant to give
up power or relinquish any control of key factors
such as money or rights. The employees’ group tries
to gain some power from management and improve
benefits for its members. The power tug-of-war also
factors into less formal negotiations.22 Staff negotiat-
ing with nurse managers for more staff, different
length shifts, longer breaks, or fewer weekend shifts
may be perceived by the nurse manager as attempt-
ing to usurp some of his or her power. Individual
nurses negotiating a conflict may also interpret 
the negotiation as an attempt to reduce the other
person’s power.

Learn the Skills 
The underlying purpose of all negotiation is to
achieve a goal or objective. Negotiation is a skill that
nurse managers must learn and with which all nurses
should familiarize themselves. Some keys to success-
ful negotiation include the following:

1. Do some research, particularly if negotiating with
management or administration. Focusing on issues
such as quality of care and client safety will be re-
ceived more positively than just listing the wants or
wishes of nurses. 

2. Clearly identify the objectives and goals of the ne-
gotiation. The old saying “If you don’t know where
you are going, how will you know when you get
there?” is never so true as in negotiations.

3. If criticized by the other person or side during the
discussions, avoid taking it personally. Especially

avoid becoming angry
and hostile. This will
shut the negotiation
down immediately. 

4. Avoid making personal
attacks on the other 
person or group. It 
will cause anger and
hostility and shut 
down the negations.

5. Negotiate in good
faith. Effective negotia-
tions always require
give and take and a
willingness to meet 
in the middle.

Digging in one’s heels and refusing to give in on
any element under consideration is not negotiating
in good faith.

6. Respect the other side’s goals and objectives. 
Unless proven otherwise, assume that they are also
negotiating in good faith. Trust on both sides is a
key element of successful negotiation.

7. Pre-plan the elements of the negotiation list that
can be sacrificed in order to obtain concessions
from the other side. 

8. Attend workshops or seminars on negotiation and
bargaining. Nurse leaders in particular need to
master the techniques of the negotiation process.
Facilities should provide staff-development in ne-
gotiating techniques for all nurses so that they can
use these skills in all aspects of their professional
lives.22,23
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Focusing on weaknesses and differences
tears down an individual’s self-esteem,
creates an uncomfortable work atmos-
phere, and makes people defensive and
sometimes hostile.

“
”

Negotiation is the process of give and
take between individuals or groups 
with the goal of reaching an agreement
acceptable to both sides.

“
”
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Mediation or Arbitration?
When the sides are unable to reach a resolution to
their differences, they may resort to mediation. Medi-
ation is a form of alternative dispute resolution that
can be either formal or informal. In a formal negotia-
tion setting such as a contract dispute, the disagree-
ments are sometimes resolved through formal
mediation, in which a neutral third party provided by
the Federal Mediation and Conciliation Service meets
with each side.24 The appointed mediator works with
both sides to reach an agreement; however, the agree-
ment is nonbinding and either
side can reject the settlement.

A less formal mediation
process can be used to reach an
agreement between two individ-
uals who disagree.25 Some health-care facilities select
volunteers to receive training in mediation tech-
niques. These individuals use the skills they learned to
settle conflict situations between employees and col-
leagues. At the training sessions, the mediators learn
skills such as how to identify what situations would
be most appropriate for mediation, communication
techniques that allow both parties to speak freely and
identify their key issues, and methods of reaching a
mutually acceptable resolution. The parties involved
in the mediation process do so voluntarily and will

not be forced to participate by management. All 
communications during the mediation are confiden-
tial.26 Much like the formal mediation process, agree-
ments developed during the informal process are 
also nonbinding.

Arbitration is another form of alternative
dispute resolution and usually the last step before the
dispute is taken to court for litigation. It can be either
nonbinding or binding, in which case both parties
agree ahead of time to comply with whatever decision
is reached by the arbitrator. In a formal setting such

as a contract negoti-
ation or settlement
for a malpractice
suit, an arbitrator
with binding power

is appointed. This person is a neutral third party who,
like the mediator, investigates the conflict, meets with
both sides, and makes a recommendation for settle-
ment.24 Binding arbitration, by its very nature, is not
appropriate for informal negotiations. Although the
formal process of negotiation and arbitration are usu-
ally applied to more formal settings and situations,
the skills that are involved in their practice are useful
in a number of other settings and situations. (For
more information, go to http://www.ncbi.nlm.nih
.gov/pubmed/23513710.)
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Trust on both sides is a key element of
successful negotiation.“ ”

C o n c l u s i o n

A person’s professional and personal lives are influ-
enced by communication styles and behavioral 
patterns. The ability to analyze personal strengths,
weaknesses, and communication behaviors is impor-
tant in everyday communication but is particularly
important in negotiation and conflict resolution.

Certain specific communication qualities
and skills are essential for interacting with coworkers
and clients. Of primary importance is the skill of 
assertive communication, which allows people to 

express themselves openly and honestly while respect-
ing other people’s opinions and ideas. Being able to
identify submissive and aggressive behavior is also es-
sential in trying to resolve problems, as is recognizing
issues of diversity, which underlie many problems in
communication. Disagreements with others are ulti-
mately resolved through the practice of conflict man-
agement. Because it is an outgrowth and extension of
the problem-solving method, nurses should be able to
quickly grasp its structure and master its use.
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I s s u e s  i n  P r a c t i c e

Julie H, RN, has been working the 7 p.m. to 7 a.m. shift in a busy, 32-bed surgical
unit of a large university hospital since her graduation from a small bachelor of sci-
ence in nursing (BSN) program 6 months ago. Although Julie was told by the unit
director when she was hired that she would have at least a full year of training 
before she had to work as charge nurse, tonight the other two RNs who usually
work the shift called in sick, and Julie was left in charge. The 7 p.m. to 7 a.m. shift
is always busy because the unit has to discharge clients who are ready to go
home after surgery and admit clients who are coming in for surgery the next 
day. Hospital policy requires that the RN make and sign both the discharge and
admission assessments.

Although Julie is nervous about this new role as charge nurse, she feels
that she can handle the responsibility if she has some additional help. Normal
staffing for the unit on this shift is three RNs, three licensed practical nurse (LPNs),
and three unlicensed assistive personnel (UAPs). Julie calls the house supervisor
to see if she can get some help. The only place in the hospital that is not busy that
night is the obstetrics (OB) unit, so the supervisor sends two of the OB unit’s
UAPs to the surgical unit to help Julie.

It was not the help Julie really wanted, but she feels that she can handle
the responsibility. However, when Julie begins to make assignments, the older of
the OB unit UAPs, Hanna J, informs Julie that for the past 15 years she has
worked only in the newborn nursery and does not know anything about the care
of adult clients who have had surgery. In addition, Hanna states that she has a
bad back and cannot lift or turn adult clients. She is also afraid that she might
catch some disease from the adults that she would take back to the babies. 
Julie asks Hanna, “What do you feel you are qualified to do on the surgical unit?”
In response, Hanna crosses her legs, folds her arms across her chest, puts her
head down, and mumbles under her breath, “A lot more than a new know-it-all
RN like you.”

Questions for Thought

1. What messages, both verbal and nonverbal, are being communicated? How
should Julie respond to this comment? What should she do to rectify the 
situation?

2. Using what you learned in this chapter, identify the personality type of each
of the persons involved in the situation.

3. How can the RN best communicate with this UAP? What were some of 
the communication mistakes the RN made?

4. What background, cultural, and diversity factors played a part in this 
situation? Develop a strategy for resolution of this conflict.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Make a list of your values and where they came from. Describe how each value

affects your work ethic and communication style.
• List your communication strengths and weaknesses. Rank them on a scale of 

1 to 10 (10 being the highest). Determine which weaknesses you want to
change and create an improvement plan.

• Identify your primary communication style and character type.
• What methods do you use to resolve conflicts? Do these methods work for you?

Identify better methods for resolving conflict situations.

Answers to Questions in Chapter 12
Issues in Practice: Managing Change (page 298)
1. The underlying problem was that there was too much change too quickly. Even

though the staff recognized that change was needed, there is always a built-in
resistance to change. Sudden, unpredictable change creates the most anxiety
and therefore the most resistance. It also can produce a great deal of cohesion
among those being asked to change when it is viewed as a threat. This 
last point is borne out by the nurses seeking to organize into a collective 
bargaining unit.

2. The director of the unit could have decreased resistance by having the staff
“buy into” the changes, allowing them to participate in decision-making from
the beginning. Also, the whole process of change could have been slowed
down––perhaps spread over 1 year to 18 months. A slower process would
have given the nurses a chance to adjust to one change before another was
implemented.

Sources: Whitehead DK, Weiss SA, Tappen RM. Essentials of Nursing Leadership and Manage-
ment (5th ed.). Philadelphia: F. A. Davis, 2010; Yu M. Employees’ perception of organizational
change: The mediating effects of stress management strategies. Public Personnel Management,
38(1):17–32, 2009.
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L
UNDERSTANDING DIFFICULT BEHAVIOR 

et’s say this up front: There are no difficult people; there are, 
however, people who display difficult behaviors. It is important to keep
in mind that behavior is a form of communication. The term difficult
people is so often used that it has become a widely accepted way to cate-
gorize people. Labeling people as difficult is really stereotyping, which
may or may not accurately reflect reality. In dealing with the group la-
beled as difficult, our goals are to change our response to the behaviors
and attempt to change the behaviors they are displaying.1 It is virtually 
impossible to change an individual’s basic personality; however, brain
injuries, extreme traumatic events, and potentially lethal illnesses or 
injuries have been shown to significantly alter a person’s personality.

The term personality is often misused to mean that an individ-
ual is outgoing, humorous, and generally friendly to other people.
When you hear people say, “Joe has a great personality,” they are usu-
ally talking about the fact that he is pleasant to be around, outgoing,
and readily engages in conversations. On the other hand, you might
hear someone say, “Terry has no personality at all,” when they actually
are talking about the fact that Terry is quiet, somewhat withdrawn, and
doesn’t easily engage in conversations. 

The truth is that everyone has a personality, and although de-
fined differently by different schools of psychology, an individual’s per-
sonality is generally recognized as all those elements, both genetic and
learned, that go into making them who they are at present.1 A personal-
ity includes strongly held beliefs, attitudes, emotions, and behaviors.
Most people have identifiable personality traits soon after birth. Just ask
nurses who regularly work with newborn babies. There are some babies
who are mostly quiet and seem content except when they are hungry or

Joseph T. Catalano

Understanding and 
Dealing Successfully 
With Difficult Behavior

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the underlying issues
that cause individual to display
difficult behaviors

• Develop successful strategies
for communicating with persons
displaying difficult behaviors.

• Respond effectively to the 
underlying emotions that per-
sons with difficult behaviors are
communicating.

• Successfully resolve problems
associated with difficult behav-
ior in both colleagues and
clients.

• Formulate coping strategies to
adapt successfully to people
with difficult behaviors.

13
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need to be changed, and there are others who cry all
the time and never seem to be content.

All children are genetically stamped in the
womb with innate emotions that help them survive
in a world that they really don’t understand and is
very frightening to them.1 Feelings of anger, jeal-
ousy, selfishness, and self-centeredness, along with
their behavioral expressions, help children manipu-
late adults, particularly the parents, and cope with
what is to them a big and hostile environment. One
of the primary goals parents have in raising their
children is to teach them adult coping skills to deal
with problems and help them outgrow the immature
and childish coping mechanisms of manipulation
and exploitation of others. It is evident that this 
outcome is not always achieved. 

Some people go through their whole lives
using childlike coping mechanisms and behaviors to
deal with the adult world.1 These mechanisms don’t
work very well, and often
they get labeled as difficult
people. For whatever rea-
son, they never learned or
accepted adult coping
mechanisms. For example,
being able to forgive is a
learned adult behavior that
counteracts the self-cen-
teredness that children use
as a survival mechanism.
People who have never
learned to forgive others, forget about insults, or let
go of much of anything are sometimes afflicted, as
adults, with conditions such as chronic fatigue and
depression. And it’s no wonder they act in these ways;
they are carrying around a heavy burden of emotional
baggage from a lifetime of perceived or actual events
in their lives, and every day they are alive, they add
another bag to the pile. 

You can observe this type of behavior in a
60-year-old woman who seeks to get revenge for the
way she was treated by a relative 30 years before at a
wedding. She has been carrying that baggage for a
long time. Often this behavior manifests itself in ac-
tivities such as hoarding. They don’t have to be ex-
treme hoarders such as seen on the TV show
Hoarders, but they tend to collect a lot of junk and
pile it around the house. If you ask them, “Why don’t
we throw out these 10-year-old magazines? Every-
thing is online now,” they will likely respond, “No,

there might be something in one of them that I’ll
need someday.” If you look at many of the difficult
behaviors discussed below from the viewpoint of
what a child does to get his or her way, you will see a
great deal of similarity between the two.

People who display difficult behaviors are
everywhere. They are found at home, at work, and in
the health-care setting. It is pretty obvious that com-
municating with them requires a special set of com-
munication skills. Because communication is such a
major part of quality health care, it is an essential re-
quirement that nurses be able to understand why a
client is using difficult behaviors and learn the skills
that will allow him or her to communicate
effectively.2 The skills learned in resolving conflicts or
negotiating often are used when dealing with difficult
people. Of course, difficult people are not limited to
just clients in the health-care settings. They may also
be the family of the client, nurses, physicians, and

other health-care workers.
Pretty much anyone can
become a difficult person
under the right set of cir-
cumstances. Who knows,
you might even be a 
difficult person.

Identifying People With
Difficult Behaviors
What exactly is a person
with difficult behaviors, or

in common language, a difficult person? To some 
extent, a difficult person is one of those “you’ll know
them when you see them” individuals. Also, it is 
important to recognize that identifying someone as
“difficult” is a matter of perception. One individual’s
difficult person is another’s “Oh, old Uncle Freddy
acts that way any time there are people around.” 

Generally, when a person is displaying diffi-
cult behavior, they are hard to communicate with or
their behavior is such that it makes it very difficult to
work with them to achieve a goal or finish a task. 
Difficult peoples’ personalities have been described as
“prickly” because if they are touched verbally, they sting
back with sharp vocal barbs.1 They often use many of
the communication blockers discussed in Chapter 12 to
achieve their goals. Identifying what goals difficult peo-
ple are trying to achieve, whether they are a client or a
coworker, is one of the keys to understanding them and
communicating with them effectively. 
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Labeling people as difficult is really
stereotyping, which may or may not ac-
curately reflect reality. In dealing with
the group labeled as difficult, our goals
are to change our response to the behav-
iors and attempt to change the behaviors
they are displaying.

“
”

3972_Ch13_310-352  29/12/14  12:35 PM  Page 311



312 U n i t  3 Leading and Managing

In the health-care setting specifically, there
are two primary groups of difficult people: coworkers
and clients. Although the techniques in interacting
with either group overlap to some degree, there are
important differences between the two groups that
need to be considered, particularly the cause for being
difficult and the outcomes they are attempting to
achieve. Also, although difficult coworkers can make
life on the unit uncomfortable, there is no ethical or
legal requirement to interact with them. However,
heath-care providers’ relationships with clients re-
quire that nurses do everything they can to establish
and maintain effective communication with them, no
matter how difficult they are, to achieve the goals of
quality care (Box 13.1).

Improved Understanding
All nurses recognize that obtaining a thorough history
and understanding the underlying disease processes
better prepare them for the physical care of their
clients. Similarly, in working with difficult people, a
knowledge of their backgrounds and understanding of
their needs and goals better prepares the nurse to
communicate in a positive
way. It would seem that
nurses should be adept at
handling conflict and diffi-
cult people because a large
part of their education in-
cludes an understanding
of the cause and effect and
the intricacies of human nature. These are skills that
nurses use daily in the care of clients.

Shifting the communication paradigm from
instinctual or “knee-jerk” responses to one that uses

the communication building techniques discussed in
Chapter 12  in combination with the nurse’s relation-
ship skills should make interacting successfully with
difficult people a less imposing task. The behavior dis-
played by a difficult person is really a symptom of a
deeper underlying problem, just as an assessment of
shortness of breath is a symptom of a respiratory dis-
ease. Identifying the cause of the problem and the out-
comes the client is attempting to achieve permits the
nurse to treat the disease rather than just the symp-
toms.3 The problem is never cured by merely ignoring
it or dealing only with the symptoms. In the long term,
the “leave it alone” approach usually only amplifies the
difficult behavior. (For more information, go to http://
www.oscehome.com/Communication-Skills.html.)

Basic Principles
There are several basic principles to remember 
when attempting to work with a person displaying
difficult behavior:

1. No change. Keep in mind that it is highly unlikely
that a difficult person will change his or her behav-

ior very much, particularly
if that person is a
coworker. However, one of
our goals in teaching and
caring for clients is to
change behavior even if
they are displaying difficult
behaviors. The key to 

remember here is that we need to change our own
perceptions and the way we approach a difficult
person.2 Difficult people tend to make us anxious,
frustrated, and angry, but we cannot show them
these feelings.

2. No reinforcement. It is a basic tenant in psychol-
ogy that reinforcing a behavior will cause the be-
havior to be repeated (e.g., Pavlov’s dogs). It is
interesting that the reinforcement can be either
positive or negative. Providing punishment for
something someone is doing is often the payoff the
difficult person is looking for, and he or she will 
repeat the behavior to get additional payoffs. The
most powerful reinforcement is intermittent re-
ward or punishment. This is where the behavior is
rewarded or punished one time and then ignored
the next. It keeps the behavior going because the
person is wondering when the next reinforcement
will come.

All children are genetically stamped in
the womb with innate emotions that
help them survive in a world that they
really don’t understand and is very
frightening to them.

“
”

B o x  1 3 . 1
Seven Principles of Communication

1.Information giving is not communication.
2.The sender is responsible for clarity.
3.Use simple and exact language.
4.Feedback should be encouraged.
5.The sender must have credibility.
6.Acknowledgment of others is essential.
7.Direct channels of communication are best.

Source: Adapted from Whitehead DK, Weiss SA, Tappen RM. Essentials
of Nursing Leadership and Management (4th ed.). Philadelphia: F. A.
Davis, 2006.
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3. No action. There is an old saying that “doing noth-
ing is doing something!” This means that when
dealing with difficult people, if we do nothing, we
are in reality reinforcing their behavior.

4. No anonymity. Identify the particular behaviors
they are displaying as difficult and call the behav-
iors by name. “Letting it go” actually reinforces the
behavior (see #3).

5. No ashes. Another old saying is “Fight fire with
fire”; however, the result of this approach is
scorched earth and ashes. Again, this may be the
outcome that the difficult person is seeking. He or
she wins when nothing is left but ashes!

6. No condemnation. The difficult person had proba-
bly developed this type of behavior over a long 
period of time and is doing the best they can. 
Although it may not seem so, they usually are not
malicious or hateful, and condemning them as
such really misses the point.3 Difficult people lack
the basic communication skills to interact success-
fully with others and are
constantly seeking to
fulfill a need or achieve
an outcome by their be-
havior.

7. No robbery. You must
believe that you are 100
percent responsible for
your own happiness,
because you are. Happi-
ness comes from within
yourself, and it is not up to others to make you
happy. Similarly, it is up to us to control our un-
happiness. Sometimes it is the goal of some diffi-
cult people to rob us of our happiness because
they are unhappy (misery loves company). Don’t
let them do it! Find happy people to hang out
with! Find some fulfilling activity outside of the
work setting.

Remembering Maslow
Maslow’s hierarchy of needs is often one of the first
important theories that is taught in nursing pro-
grams. It is typically introduced in the first nursing
course and then reinforced in psychology courses.
The primary reason it is taught is because it is one
of the most effective ways of prioritizing client care
(Fig. 13.1). The needs on the bottom of the triangle,
particularly the physiological and safety needs, are
necessary for the client’s survival and maintenance

of life. These needs must
always be met first. The
higher needs, such as
love and belonging, self-
esteem, and self-actual-
ization, cannot be met if
the person is not able to
fulfill the basic needs to
stay alive and remain
safe.4

Maslow’s hierarchy can also be used in 
understanding and interacting with people in the
health-care setting who are displaying difficult be-
haviors. Understanding what causes people to be-
have in a difficult manner is directly related to the
hierarchy of needs and differentiates the causality 
between difficult coworkers and difficult clients. 
Because the causes are different for each of these
groups, interacting successfully with them also re-
quires a different approach.

It is pretty safe to believe that physicians,
nurses, pharmacists, and other health-care workers
are having their basic physiological and safety needs
met. The needs that are producing coworkers’ diffi-
cult behaviors are generally related to the higher level
needs of love and belonging, self-esteem, and self-
actualization. In the cases of difficult clients, their ill-
nesses, injuries, or surgeries often threaten their basic
needs for merely surviving physically.
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Because communication is such a major
part of quality health care, it is an essen-
tial requirement that nurses be able to
understand why a client is using difficult
behaviors and learn the skills that will
allow him or her to communicate 
effectively.

“
”

Self-
Actualization

Esteem

Social

Safety

Physiological

F i g u r e  1 3 . 1 Maslow’s hierarchy of need
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Difficult Coworkers
Anyone who has been employed in or even associated
with the health-care setting for any length of time
soon becomes aware of a variety of personality types
among the staff members. These personality types can
be identified by their predominant behaviors. The 
behaviors vary to some degree based on how they are
attempting to meet their needs. Although there are
several types of difficult personalities in the work 
setting, the two most common types are the persecu-
tor and the sneak. They require different strategies for
communication and dealing with their behaviors.
Keep in mind that these are stereotypes that tend 
to batch individuals into groups on the basis of 
predetermined behaviors.5

In reality, people may have combinations of
or overlapping behaviors that may require combining
strategies for communication. The various types of
stereotypes are all interrelated and based on individ-
ual behaviors and commu-
nication styles. An
increased awareness of 
the various identifying
characteristics and com-
munication strategies will
help develop the coping
skills and communication
techniques necessary for
communicating with diffi-
cult people. 

Also, it is possible
for individuals to have true personality disorders,
which are diagnosed psychological conditions. Some
of these disorders, such as a narcissistic personality or
the avoidant personality, may present with the same
types of behaviors as seen with difficult people but are
more pronounced and extreme.1 If a person has a
true personality disorder, it is likely beyond the floor
nurse’s skill set to interact with these individuals suc-
cessfully, unless the nurse specializes in psychiatric
practice. These clients are best left to the mental
health professionals. However, one of the characteris-
tics of these types of disorders is that the person does
not believe there are any problems and rarely seeks
help for them.

The Persecutor
Also called the dictator, these people generally display
an attitude of being superior to others and being in
control. They attempt to humiliate, intimidate,

threaten, or demean other individuals or groups with
the goals of overcoming their own lack of confidence,
feeling more powerful, and inflating their low self-
esteem. This behavior is probably habitual, being re-
peated over and over for a long period of time, and
becomes the person’s primary mode of communica-
tion. The persecutor has self-esteem needs that are
not being met and may also have love and belonging
issues. The goal of their behavior is usually to coerce
or intimidate another person into doing something
they do not want to do. However, sometimes the goal
is to merely humiliate a person or group due to some
perceived difference or weakness because it makes
them feel better about themselves.5

Persecutor Tactics 
Persecutors attempt to maintain control by putting
others down and ruling from a command post. They
often have minions working for them who are fearful

of getting on their “bad
side” and will help perse-
cutors when they engage a
new target. Persecutors
have learned over time
that being inconsistent
(i.e., easy to deal with one
day and demanding the
next) keeps people off 
balance and helps them
maintain power to achieve
their goals. They usually

will be unable to accept ideas that are different from
theirs and often may use loud speech and treats to
keep the other person from expressing a new idea.
Persecutors may attempt to provoke the other person
into an angry defensive outburst and enjoy the flare-
up because they’ve achieved one of their goals. These
are some of the messages they are attempting to 
convey by their behavior: “If you don’t do what I
want, I’ll make your life miserable,” “If you do what 
I want, I’ll stop harassing you,” and “If you give into
my wants, you can become one of my minions and
help me demean others.”

The most powerful reinforcement is 
intermittent reward or punishment.
This is where the behavior is rewarded
or punished one time and then ignored
the next. It keeps the behavior going 
because the person is wondering when
the next reinforcement will come.

“
”

What Do You Think?

?
Recall a recent exchange with someone (e.g., friend, in-
structor, parent, and physician) in which you felt you “lost”
the exchange. How did you feel? How did you respond?
What could you have done differently?
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If the dictator is in a superior position such
as a charge nurse or supervisor, this type of behavior
is called vertical violence. When the dictator is a 
fellow employee at the same authority level, the be-
havior is referred to as lateral or horizontal violence.
(See Chapter 16 for more detail.) It is important to 
remember that the persecutor’s self-image is fragile,
and attempting to destroy it will be ineffective. In 
actuality, it will make them more defensive and will
escalate their behavior.

Taming the Persecutor
Using the basic principles discussed above is essential in
taming the behaviors of the persecutor. Communica-
tion skills can also be coping skills in interacting with
these individuals. Everyone develops coping skills as
they mature and use them when confronted with com-
plex situations. These coping skills can be used to re-
solve crisis situations, deal with anxiety, and resolve
difficult issues of communication. This basic set of 
coping skills can be used
as the foundation for
adding to or building new
coping skills to deal with
difficult people.5 Just as
developing communica-
tion skills requires a willingness to change and a lot of
practice, so does the development of coping skills

Also, remember that perception is a signifi-
cant part of dealing with the difficult behavior of peo-
ple.6 However, a lot of people really don’t understand
what their own perceptions are or how they affect their
actions and thoughts when confronting a persecutor.
When confronting a persecutor or any difficult person,
it is essential to understand one’s own motives, prefer-
ences, beliefs, and biases. 

Dealing with difficult people requires a high
level of personal confidence and inner strength: They
have learned how to quickly identify weaknesses in
others and to use those weaknesses in their attempt 
to maintain control. Success in dealing with persecu-
tors in particular also requires high degrees of self-
awareness and emotional self-control. The only way
to develop emotions strong enough to resist the 
attacks of the persecutor is through self-knowledge.
Some of the particular actions that can be used in
taming the persecutor include the following:

1. Set the stage for communication. This is an envi-
ronmental communication builder. After a decision

is made to deal with a difficult issue or person, it is
important to set the stage for a positive experience.
The location for the exchange should be private.
The format of the meeting needs to be established
ahead of time, including an explanation to the other
person that both parties will take turns expressing
their opinions and feelings without interruption.

2. Listen to what is really being communicated,
including body language and paraverbal clues.
Often persecutors will reveal hidden messages or
indications of what their real goals or needs are
nonverbally while giving a much different verbal
message.5 You can use the nonverbal communica-
tion builders when interacting with persecutors,
but be sincere. Persecutors have learned how to
quickly detect dishonesty. In some situations,
merely allowing a person to vent emotions by using
active listening reduces the levels of anger and 
animosity and sometimes even solves the conflict.
Also, when intelligent people are allowed to speak

openly and freely, they 
may be able to develop a
new solution to the prob-
lem that they had not con-
sidered previously.
3. Use assertive but not 

aggressive communication. If the persecutor is in
a highly animated state and speaking rapidly and
loudly, your message will not penetrate the tirade.
Never yell back or argue with them. Rather, say to
them, “You are upset now; we can discuss this issue
later.” Then walk away.

4. Use a line of discussion that will get their atten-
tion and not make them defensive or lower their
self-esteem. A statement like, “Joanne, this project
you have been working on shows what a hard
worker you are; however, I am assigned to it also,
and we need to figure out how to work together to
make it the best possible.” “Liz, our relationship
feels strained. I would like a good working relation-
ship with you. What can we do to improve it?”
“Alexis, I noticed that you excluded me from meet-
ings and communications. I feel left out. Can we
talk about this?” Using the person’s name elimi-
nates a chance of misunderstanding to whom the
statement was directed.

5. Remember persecutors are acting the way they
do because of something they lack in their lives or
because of internal feelings of low self-esteem,1 so
don’t take what they are saying personally. They
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The persecutor has self-esteem needs
that are not being met and may also
have love and belonging issues.“ ”
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probably say it to everyone. Also, never react emo-
tionally in front of them by crying or sulking. It
shows vulnerability and that is an outcome they are
seeking because it makes them feel better about
themselves. 

6. Avoid doing nothing. Persecutors want people to
leave them alone so that they can continue their be-
havior without confrontation. After you’ve walked
away, walk back when they calm down. Identifying
their behavior to them calmly and directly is the
first step in dealing with the behavior. Their behav-
ior is not likely to change very much, but they will
know that you know what they are doing. They
probably will take you off their target list and seek a
new target.

7. Avoid personal attacks. Separate the person from
the behavior by focusing on the issues without at-
tacking their personality. Having the facts about
the specific behavior to be addressed makes people
much more receptive to resolution of the problem
than attacking their per-
sonality.5 Remember,
persecutors have fragile
egos and attacking them
will only invite a more
vicious counterattack.
When situations are
made into personal at-
tacks, people feel defen-
sive, responsible, or
persecuted, and communication is either blocked
or closed off completely. Avoid becoming person-
ally or verbally abusive.6

For example:
During shift report on a particular client,

the 11:00 p.m. to 7:00 a.m. nurse forgot to tell
the 7:00 a.m. to 3:00 p.m. charge nurse, Gail L,
RN, that the client had fallen out of bed during
the night shift. Later in the day, the client’s
physician and family confronted Gail to find
out what had happened and why the client was
not placed on “fall protocols.” Later, when Gail
confronts the night nurse about the omission,
she has two options for initiating the discussion
of the incident with the responsible night nurse.
Which approach would the night nurse proba-
bly take as a personal attack?

Option 1. Gail: “I was taken off guard and was ill-
equipped when the family and physician asked me

about this client’s fall, and I felt unprepared to 
explain the problem or provide a solution to them.
My lack of knowledge about the fall really made
me feel incompetent.”

Option 2. Gail: “You failed to tell me about his fall
last night. Because of you, I was not aware of the
incident and was not prepared to answer ques-
tions. You always make me look like a fool!” 

8. Avoid judging what a person is doing or what
they should have done by your own standards. This
type of statement becomes an arbitrary judgment
call. Instead, ask the person for his or her ideas on
how the situation could have been handled differ-
ently or what other options were available. 

9. Ask clarifying questions that validate the per-
son’s concerns, feelings, and perceptions. Vali-
dating will help ensure that the responses address
the real issues. Also, avoid reflex-type reactions
to hostile or aggressive statements. It is a human
instinct to become defensive when attacked and

to attack back. However,
this behavior only esca-
lates the anger and ten-
sion and blocks effective
communication.
10. Ignore trivia. Always
make a conscious deci-
sion about the impor-
tance of the issue that
needs to be discussed and

stick with it. It is a very human tendency to be-
come preoccupied with trivial and unimportant
issues. If people spend large portions of their 
energy dealing with trivia, they will have little 
energy left to deal with major issues when they
come along. Identifying the causes and needs of
people displaying difficult behavior can some-
times be complicated and time-consuming.
Often they will try to direct the conversation
away from issues they believe are painful and to-
ward topics that are more comfortable.7 They do
not accept criticism well, even constructive criti-
cism. By having a clear idea of the outcomes you
wish to achieve, you can redirect the conversa-
tion when the person attempts to lead it in an-
other direction. 

The Sneak
Another type of coworker with difficult behavior is
called the sneak because of the devious, underhanded,

Dealing with difficult people requires a
high level of personal confidence and
inner strength: they have learned how 
to quickly identify weaknesses in others
and to use those weaknesses in their 
attempt to maintain control.

“
”
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and often malicious attacks they use to fulfill their
self-esteem needs and achieve their goal to be in con-
trol. They are also called double-crossers or backstab-
bers. Unlike the persecutor, who enjoys direct
confrontation and watching others feel uncomfort-
able under their attacks, the sneak will attack when
you aren’t looking and gets his or her reward by
watching your discomfort and confusion in 
not knowing where the attack came from. Although
they really don’t have minions like the persecutor,
they often will elicit the help of others who are afraid
of them and gang up on a person as a group behind
his or her back. This process is called gossip, and it is a
primary source of recreation and entertainment on
many nursing units that should be eliminated. 

The methods sneaks use are really forms of
manipulation, which demonstrates that they are in-
secure and unsure of where they belong in the 
work setting. Interestingly, their behavior has the
same underlying causes as
the persecutor—a need to
feel in control, low self-
esteem, and love and be-
longing issues; however,
they use different meth-
ods to build up their self-
esteem and sense 
of control.5

Sneaks often have very few true friends and
are generally fearful of close friendships because they
don’t want others to know what they are really like.
Often sneaks subconsciously feel they lack the talent,
intelligence, or skills to be successful and use covert
manipulative behavior to gain promotions and ad-
vance their position. They often will behave in a way
to gain attention from a superior and feel a strong
sense of jealousy when the superior gives the atten-
tion or promotion they want to another person. They
will work hard to bring that person down. They are
very sensitive to criticism and often feel slighted and
angry at people who may have unintentionally said
something that hurt their feelings.

Sneak Tactics
Methods commonly used by the sneak to achieve his or
her goals include personal digs, rumors, accusations, al-
legations, finger-pointing, and innuendoes. Sneaks
often appear very friendly when they are communicat-
ing face-to-face with you, but they do not have your
best interests in mind and are looking for a weakness
they can exploit to lower your esteem. They will use any
underhanded means to discredit a person, and by mak-
ing that person appear inferior, they feel superior. They
also go out of their way to avoid confrontation.

Sneaks like to keep the workplace in a state
of uncertainty, tension, and disorder. One of their 
favorite tactics to achieve this goal is to divide and
conquer. For example, the sneak knows that Bill and
Cindy have a strong work alliance and friendship and
rely on each other to provide high-quality care on the
unit. The sneak will try to break up this alliance by
first going to Bill, on Cindy’s day off, and saying,

“Don’t repeat this, but did
you hear what Cindy said
about you? She said you
were incompetent and
shouldn’t be working as
an RN.” Then when Bill
isn’t around, the sneak
would go to Cindy and
say, “Don’t repeat this, but

did you hear what Bill is saying about you? He said
you were too fat to be working on such a busy unit
and provided really poor care.” And the pot gets
stirred!

One of the most powerful tools they use is a
mixed rumor, which contains just enough truth to
make it completely believable.7 For example, Aleshia
is an RN on the unit who was selected by the hospital
to attend an expenses-paid workshop in another state
because of her interest in geriatric nursing. Anne,
who is an infamous sneak, started a rumor while
Aleshia was away by saying, “You know that Aleshia
went to that workshop paid by the hospital? Well, I
heard that she skipped most of the breakout sessions
and spent her time in the bar drinking with strange
men!” The truth is that Aleshia did go to the work-
shop; the rumor is what she did there. There is just
enough truth in the rumor to make it credible. 

Some of the messages that sneaks send out
by their behavior are that no one should confront or
tangle with them because, when you are out of
earshot, they will put you in your place. Also, because
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Shifting the communication paradigm
from one of instinctual ‘knee-jerk’ re-
sponses to one that uses the nurse’s rela-
tionship skills should make dealing with
difficult people a much less difficult
task.

“
”What Do You Think?

?
Have you ever been in a situation in which others have 
intentionally sabotaged your work? What was the situation?
How did you feel? How did you deal with it? Did you try to
retaliate?
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of the covert nature of their attacks, they believe that
they are unstoppable and that they are the only ones
honest enough to tell the truth about other workers. 

Unveiling the Sneak
Using the basic principles discussed above in con-
junction with some of the techniques for dealing with
the persecutor will work, up to a point, with the
sneak; however, there are several different techniques
that must also be used to be successful. As with the
persecutor, perception and self-knowledge are signifi-
cant elements in dealing with the sneak’s behavior.
You need to understand how and why you react the
way you do when suffering the aftermath of a sneak’s
attack. Your reaction is a behavior that you can and
need to change. It’s unlikely the sneak will change his
or her behaviors to any great degree. Understanding
your own motives, preferences, beliefs, and biases can
help in softening the devastation you feel after the 
attack.5 Methods for showing up sneaks for who they
really are include the following:

1. Make the decision to
talk to them about
their behavior. They
won’t change on their
own and may not
change anyway, but it’s
worth a try. Talking to
them takes a high de-
gree of courage and re-
solve because the
exchange is going to be difficult. Do this only after
you have settled down from the effects of the attack
and are calm and certain of what you want to do. If
you display excessive emotions while talking with
them, the sneak wins. They are highly manipulative
and will try to make you feel bad about yourself
and sorry for them.

2. Let them know that you know. Catching them in
the act is the best way to let them know you know,
but this is often difficult to accomplish. They are
sneaky, after all. Pretending that you didn’t hear
them and doing nothing is what they want you to
do. You can say something like, “Anne, you were the
only one who knew that I went to that workshop.
How come everyone else is talking about what I sup-
posedly did there?” It is important that you talk with
others to confirm what you heard. Make sure you
have your facts straight when you do talk with the

sneak or he or she sneak will pick apart what you are
trying to say and turn the attack on you. 

3. Let the group know that you heard what the
sneak said. Using a statement like, “Did everybody
hear what Anne said about me?” will gain you 
support among your peers.

4. Don’t show your hostility toward the sneak in
front of a group. Avoid being rude and aggressive.
Like the persecutor, sneaks do have fragile egos and
low self-esteem. Unlike persecutors, who will im-
mediately attack back when confronted, sneaks will
use the incident to make themselves seem like the
“victim,” which is another type of manipulative 
behavior. They revel in the “poor me” role because
it garners sympathy from the other staff members
and gives them more ammunition against you.
“Did you see how mean Sarah was to me?”

5. Stay on point when you finally speak with them.
They will try to turn the subject back on you to break
your train of thought. Just keep saying, “We’re not
talking about me; we’re talking about your behav-

ior,” and then continue
with your train of thought.
They are expert distracters,
so you might want to make
a list of things you want to
say and take that along.
Also, don’t laugh at them,
don’t agree with them, and
don’t let them gain control
of the conversation nor let 
it go.

6. Try to treat them with empathy and understand-
ing, not resentment and anger. Like the persecutor,
they have developed this type of behavior in re-
sponse to something that is missing in their early
lives. This has become the only way sneaks can 
gain attention or exercise any control in their lives.
They never developed adult communication skills,
and it is likely they’ve been using these manipula-
tive behaviors for many years in all aspects of their
lives. That is probably one of the reasons why they
have few friends. Sneaks tend to be negative all 
the time, and most people steer clear of negativity.
Many people already probably have enough nega-
tivity in their lives and don’t need any more from 
a coworker.

7. Listen carefully to their response. If you are able
to complete your thoughts and finish what you are
saying without them walking away, it is important

It is a very human tendency to become
preoccupied with trivial and unimpor-
tant issues. If people spend large por-
tions of their energy dealing with trivia,
they will have little energy left to deal
with major issues when they come
along.

“
”
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to listen to how they respond. It is important to 
remain open-minded and to be prepared to under-
stand what motivated them to use the behaviors
they use. You might discover that you did or said
something unintentionally that they took as a per-
sonal insult that triggered their behavior. Sneaks
often display paranoid tendencies. You might 
actually need to apologize to them. Even though
you did nothing to deserve their negative behavior,
be prepared to listen to what they have to say. They
probably need someone to talk to, someone to con-
fide in, and in some peculiar way, you might just be
the person who is their first real friend in many
years. You might be the first person who has been
prepared to really listen to them and not just turn
you back on them or try to get revenge.

8. Plan for future interactions. After you’ve listened
carefully to them and provided responses to ques-
tions or further explained your feelings, set the 
direction for your future
relationship. Make them
believe that their behav-
ior must change or you
will take whatever actions
are required to guarantee
that they will never un-
dermine you again. If it
becomes clear that the re-
lationship will not work,
let them know that you
will treat them in a civil
and professional manner
but the relationship will go no further. 

9. Forewarned is forearmed. Now that you know
what types of behaviors can be expected from the
sneak, you can be more cautious about leaving
yourself open to future attacks. You are much 
less vulnerable when you can keep a close eye on
the individual and head off covert attacks before
they happen.5

Clients With Difficult Behaviors
Clients displaying difficult behaviors are in some
ways similar to coworkers with difficult behaviors,
but in other ways very different. The nurse is legally
and ethically bound to provide the best care possible
for all clients, even those who are displaying behavior
that makes communication or care difficult. Although
some clients may actually be persecutors or sneaks 
in their everyday lives or even have undiagnosed 

personality disorders, the majority of clients display-
ing difficult behaviors are acting that way as a re-
sponse to their illnesses or injuries. Their needs and
goals are different from persecutors or sneaks.

Above we discussed the effects of grief on in-
dividuals. Although we usually think of grief as being
associated with a loss such as the death of a loved one,
clients who are severely ill, severely injured, or who
have had major surgeries, amputations, or loss of 
internal body parts or who may be facing death also
often go through the stages of grief: denial, anger,
guilt, depression, and resolution. The traditional five
stages of grief were first presented by Dr. Kübler-
Ross, who had investigated grief and suffering for
many years before developing her theory on grief.
Some more recent theorists believe that Ross’s five-
stage theory is too simplistic and have added several
additional stages to the process and changed their
names.8 However, Ross’s five stages remain the gold

standard and is the theory
that is most often taught
to nursing students.

The nurse has two
primary goals in caring for
clients who are working
through the grief stages:
(1) to provide the best care
possible so that they will
survive and recover from
their illness (meet their
physiological and safety
needs) and (2) to help

these clients work their way through the stages of grief
until they reach resolution.9 The ideal is to achieve
both goals simultaneously, but that is not always possi-
ble. Goal 1 will always have the highest priority.

How each client experiences grief is highly
individual, and there is no right way to resolve grief.
Some clients move rapidly through the stages, some
skip stages, and some are unable to move on from the
stage they are in. They also don’t always go through
them in order. The stages of grief are really guides to
help determine where the client is in the grieving and
mourning process. The key to understanding this is to
observe their behavior. It is also important to con-
sider the effects of medications and pain on the
client’s behavior. Unfortunately, our health system of
today often sends people home well before they have
had a chance to complete the grief stages. However, if
the nurse is able to start the process and move it even
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They are also called double-crossers or
backstabbers. Unlike the persecutor, who
enjoys direct confrontation and watch-
ing others feel uncomfortable under
their attacks, the sneak will attack when
you aren’t looking and gets his or her re-
ward by watching your discomfort and
confusion in not knowing where the 
attack came from.

“

”
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one stage, the other stages will progress more easily 
at home.

Earlier we saw that coworkers with difficult
behaviors had need-fulfillment issues at the upper levels
of Maslow’s hierarchy of needs. However, severely ill
clients are often attempting to meet the needs of the
lower levels of the triangle—physiological survival and
safety. Maslow believed that if the lower level needs are
not met, the person is unable to move to the higher
level needs fulfillment. Severely ill clients, in some ways,
are starting over in their needs development.3 It is a key
responsibility of nurses to aid clients in maintaining
their physiological and safety needs so that they can
move back up to their prior levels of adjustment.

Even more so than working with a difficult
coworker, perception on the part of the nurse plays
an important part in understanding and adapting to
client behaviors. Quickly stereotyping a client by say-
ing something like “Oh, he’s just an old grouch,”
“She’s a real whiner and complainer,” or “He doesn’t
like nurses. He won’t do anything I want him to do”
completely disregards the underlying issues that are
causing the client to be-
have the way they are be-
having. Often, once a
client is labeled, the care
provided to him or her is
based on that label and
the client’s real issues are
never addressed or resolved.

Establishing Trust
Establishing trust is key to any successful relation-
ship. In the nurse-client relationship, it is the founda-
tion upon which all nursing care is built and is
particularly important when dealing with difficult be-
havior. In most relationships, it takes a considerable
amount of time to develop trust between two people;
however, in the health-care setting, time is limited
and trust has to be built quickly. Nurses have a head
start in trusting relationships with clients. The annual
Gallup Poll surveys the nation’s population asking
which profession they trust most. For the past 
10 years, that profession has been nursing.

Respect
Trust can be established by a show of respect for the
other person’s opinions and ideas and letting them
know you accept their behavior even though you do
not agree with it. Always be honest with the client

even when it isn’t pleasant to do so.10 If clients find
out that you have been less than honest with them, it
is almost impossible to regain their trust again. We
sometimes are tempted to be less than 100 percent
truthful because we don’t want to hurt their feelings,
make them angry, or upset them. By focusing on
what is going well with the client rather than criticiz-
ing them or pointing out the problems in their behav-
ior, you can soften the impact of a negative statement
and show them that you are not being judgmental
about them or their condition.

Consistency
Another important element in building trust is being
consistent in what you do and say. The client will be
able to relax if he or she knows what is coming next.
Being reliable and doing what you say you will do, even
in small things, acts as a foundation for trust. If you tell
the client you will be back to check on them in 30 min-
utes, make sure you come back on time. If they can
trust you in the small things, they will trust you with the
more critical things. Generally nurses should not make

promises to clients. Health
care and health-care out-
comes have too many vari-
ables to be certain about
much of anything; however,
if you do make a promise to
a client, make sure you keep

it. Even promises about small issues like promising to
get the client some juice after finishing the client next
door can have a huge impact on a person whose world
is currently limited to a hospital room.

Confidentiality
In order to trust you, the client needs to know that
you will keep his or her confidence. Nurses are bound
ethically and legally to maintain confidentiality of
client information, but nurse-client communication
is NOT considered privileged communication as ex-
ists between priest and penitent or lawyer and client
or physician and client. (See Chapter 8 for more de-
tail.) Personal secrets that do not affect the client’s
health care are easier to keep and should remain se-
cret. Information that is important to their treatment
or recovery should be revealed to the physician. If a
client tells you something in confidence—for exam-
ple, “Don’t tell anybody, but I have seizures from
time to time”—and it isn’t on their medical record,
you need to inform them that the information is 

It is important to remain open-minded
and to be prepared to understand what
motivated them to use the behaviors
they use.
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important to their treatment and you are going to
pass it on to the physician. Sometimes clients will 
ask you, “I want to tell you something that I don’t
want anyone else to know about. Can you keep it se-
cret?” A good response is to say, “I can keep secrets,
but if what you are about to tell me is important to
your care or recovery, I’ll have to let the physician
know. However, the information won’t go any further
than that.”

Loyalty
Nurses can also foster trust in clients by showing how
loyal they are to the client and to the principles of
nursing, being proficient in their health-care knowl-
edge and nursing skills, and showing that they are
ethically and morally strong. Additionally, demon-
strating the use of good judgment in decision-mak-
ing, being fair, maintaining objectivity in difficult
situations, and taking responsibility for your actions
also reinforce an atmosphere of trust. Once two 
people begin to trust each other, even if they disagree
about some of the issues,
they are much more likely
to come to a satisfactory
resolution of the problem. 

Stages of Grief
The discussion below of
managing difficult client
behaviors is organized
around the stages of grief and prioritized by the levels
of Maslow’s hierarchy. The behaviors most com-
monly associated with each grief stage will be pre-
sented along with methods to respond to the
behaviors. Some of the methods discussed above for
managing coworkers with difficult behaviors also
work with clients, although, because of their different
needs, additional methods are also required. 

Denial 
Denial, also sometimes called the “I’m Fine Syndrome,”
is used as a coping mechanism to give people time 
to adjust to sudden traumatic situations. For some
people it becomes a way of life, particularly if they
have addiction issues. It is an unconscious process
that protects the individual from feeling vulnerable 
or losing control. Because it is an unconscious
process, clients often are unable to accept obvious
facts or they greatly minimize the consequences of
their condition.

This stage is often very short and may take
place even before the client arrives at the hospital.
Statements such as “This can’t be happening!” “I
don’t believe what you are telling me!,” “Are you sure
about that diagnosis?” or “This treatment (surgery,
medication, etc.) is a waste of time. There’s nothing
wrong with me.” are all expressions of denial. Some
clients, however, get locked into a state of denial and
are unable to move from it. They may spend 2 weeks
in the hospital being treated for a severe heart attack,
including open heart surgery, and the day they go
home, they say, “I’m glad there really wasn’t anything
wrong with me.” 

Goals
Clients in a persistent denial stage use behaviors that
achieve the goal of maintaining their denial. The de-
nial protects them from accepting the reality of their
condition, which may significantly alter their body
image and prevents the need for them to make
lifestyle changes, eat a restricted diet, or limit their 

activities after discharge.11

There are different degrees
of denial ranging from
mild, which is relatively
easy to overcome, to im-
penetrable denial, which is
resistant to all rational rea-
soning. Common denial
behaviors include refusing

to take medications, refusing to go for diagnostic
tests, pulling off monitor electrodes, or not following
directions about activity if they decide they are not
necessary because they believe they are not really sick.
They might even decide to sign themselves out of the
hospital against medical advice (AMA). 

Autonomy
One of the important considerations in working with
clients in denial is consideration of their autonomy or
right to self-determination. (See Chapter 6 for more
detail.) From a strictly legal and ethical point of view,
they have a legal and ethical right to do or not do what-
ever they want. However, some of their autonomous
actions can come into direct conflict with the nurse’s
obligation for beneficence, to do good for the client.

Clients in denial pose significant challenges
for nurses. Physicians sometimes will ask a nurse,
“Did Ms. Hart take her antibiotic this morning?” The
nurse answers, “No, she refused to take it because she
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It is a key responsibility of nurses to aid
clients in maintaining their physiologi-
cal and safety needs so that they can
move back up to their prior levels of 
adjustment.

“
”

3972_Ch13_310-352  29/12/14  12:35 PM  Page 321



322 U n i t  3 Leading and Managing

says she doesn’t need it.” The physician responds
loudly, “When did she get her MD? She DOES need
it! Get in there and make her take it!” Of course, you
really can’t force clients to do anything they don’t
want to do if they are competent. Forcing clients to
take medications or undergo treatments they do not
want leaves the nurse open to civil suits for assault
and battery. So what is the nurse to do?

Approaches
There are several approaches that can be used to
achieve the goals of providing quality care and 
moving the client out of denial: 

Walking the tightrope. Approaching clients in denial
who are refusing to take their medications or submit
to prescribed treatments requires a gentle touch. Pro-
viding too much information may overwhelm them,
or being too forceful in your approach may result in
them stiffening their resolve not to do what you
want.7 On the other hand, diminishing or dismissing
the issue will also not accomplish your goals. 

Look at the situa-
tion from their point of
view. Clients have a reason
for not taking the medica-
tion or going for their treat-
ments. Addressing that
reason with compassion
and rational arguments
about why they should co-
operate with you may work
if they are in a mild denial state; however, no amount of
objective reasoning will penetrate the resolve of the
client in persistent denial. You must find another way
to motivate them to take their medications. Although it
is not ideal and comes very close to violating the “al-
ways tell the truth” principle, sometimes you need to
use approaches that are somewhat manipulative. Some
possible approaches that you can use include:

You can trust me; I’m the nurse. You can use the trust
the client has built up for you due to your compas-
sion and knowledge to change behavior. For exam-
ple, “Ms. Hart, I feel like we’ve developed a strong
relationship over the past few days. You know I
have never lied to you and promise I never will. You
need to believe me when I tell you that this medica-
tion is necessary for your recovery. Please take it.” 

It can’t hurt. Sometimes called the “humor me” 
approach. “Ms. Hart, I know you don’t think you

need this medication, but Dr. Happy wants you to
have it. Why don’t you take it anyway since it re-
ally doesn’t hurt anything and if you really do
need it, it will actually help.” Or “I would really 
appreciate it if you would take this medication. 
I want to help you.”

Let’s try it and see what happens. “Ms. Hart, I know
you don’t believe you need this medication, but if
you look at your incision site, you can see how red
and tender it is. Why don’t you take this medica-
tion and see if it helps with the pain? You’ll proba-
bly need several doses for it to be effective.”

I’ll be back. “Ms. Hart, I feel like you have other
things on your mind right now. I’ll come back in
an hour and you can take your medication then.” 

Don’t ask, don’t tell. This approach needs to be
used cautiously because it can ruin a trusting 
relationship; however, if you assess that it might
work with your client and nothing else has
worked, give it a try. Just quietly walk into the
room and hand them a glass of water and the

medicine cup with the pill.
Don’t say anything. Some-
times clients have become
conditioned to take pills
without really thinking
about what they are doing.
If not, they’ll just tell you
they’re not going to take it.
Tough love (inducing fear
as a motivator). (Note: this

is to only be used when all else has failed because it
is borderline unethical using the Teleological sys-
tem of ethics. Be careful using this approach, as it
has the potential to destroy your relationship with
the client.) “Ms. Hart, you have refused all medica-
tions and treatments for the last three days. I’m
going to get in contact with the people at hospice
so that they can make arrangements for your 
end-of-life care at your home.”

These approaches are aimed solely at the
physiological needs of the client and do not take into
consideration his or her need to work through and
get beyond the stage of denial. Below are approaches
that can be used in conjunction with the previously
discussed approaches in resolving their denial issue.
They include:

Establishing a strong trusting relationship. Use 
the techniques discussed above for trusting 

Nurses can also foster trust in clients by
showing how loyal they are to the client
and to the principles of nursing, being
proficient in their health care knowl-
edge and nursing skills, and showing
that they are ethically and morally
strong.
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relationships. It is particularly important in work-
ing with clients in denial.

Being consistent in your message. This approach is
similar to the “walk the tightrope” approach, ex-
cept now it is directed at resolving the issue of de-
nial. You need to move slowly and let the client
determine the pace of the discussion. Agree to dis-
agree but do not waver in your message. The client
will insist that there is nothing wrong with them,
but you need to make it clear that you believe the
lab tests, x-rays, and other objective findings that
indicate that they are ill; however, do not argue
with them or attempt to overwhelm them with
facts and data. They will shut down completely.

Use the communication building techniques. The
most important ones for the client in denial are: 

• Asking open-ended questions and taking the time
to really listen to the responses. Try to uncover
what they are afraid of losing by accepting the 
diagnosis: independ-
ence? Lifestyle? Life it-
self? Fear is a powerful
motivator.

• Reflecting back emo-
tions that are being ex-
pressed. Acknowledge
and accept both posi-
tive and negative emo-
tions, and remember
that crying is a power-
ful emotional release. “Ms. Bell, although you in-
sist that there is nothing wrong with your leg, I’m
getting the sense that you are afraid if the physi-
cian treats it, you might not be able to clean your
house or care for grandchildren anymore. Am 
I mistaken?”

• Asking clarifying questions. “Ms. Bell, you said be-
fore that you are really okay, but then you just said
you were afraid that the pain in your leg might
lead to an amputation. I’m a little confused. Can
you help me understand what you are saying?”

• Using all the nonverbal and paraverbal techniques.
Eye contact, directly facing the client, open pos-
ture, quiet tone, head nodding, and light touch.

Encourage family involvement. This one can also be
a tightrope act. You need to inform the family
members of what is happening, that you need their
help and how they can be helpful. For example,
“Your dad is denying that he has cancer and is 
refusing all treatment and medications. We are

working to get him to accept his diagnosis. Denial
is an unconscious protective mechanism people
use to avoid the fear associated with their condi-
tion. However, we need to avoid using the ‘hard
sell’ with him. Yelling at him and arguing with
him will only make him more resistant. Letting
him talk about how he is feeling is a much better
approach and more successful. Thank you for your
help.” Keep in mind that families sometimes go
into denial, too, and reinforce the client’s denial or
have a relationship that involves yelling and argu-
ing as the usual form of communication, which
only exacerbates the denial state.10

Provide information in small doses. Too much in-
formation at one time can overwhelm them and
increase their resistance. Leave reading materials
in their room that they can consider when they 
are ready.

Anger 
Angry behavior between
coworkers was discussed
above as one of the impor-
tant communication
blockers. Anger expressed
by clients is also a signifi-
cant communication
blocker; however, it has
different causes and mani-
festations in clients who

are severely ill or injured. As clients move away from
the denial stage and the protective veil of refutation
and refusal falls away, clients are often not prepared
for the flood of intense emotions they are experienc-
ing. They have suddenly become vulnerable and 
recognize that they have lost most of their control
over their lives and their future.12 When a client ac-
cepts that he or she is acutely ill, it means they are lit-
erally placing their lives in the hands of the
health-care team. 

Remember also that mild to severe episodic
pain or even mild long-term chronic pain can elicit
behaviors that exhibit irritation and antagonism, even
though the client is not in any particular grief stage.
Assessing the cause of the behavior is extremely im-
portant because the techniques used for a client ex-
hibiting grief-stage angry behavior will not be
effective. Pain medication and distraction techniques
are much more effective. However, sometimes clients
displaying grief-stage anger can also be in pain. 
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The client will insist that there is noth-
ing wrong with them, but you need to
make it clear that you believe the lab
tests, x-rays, and other objective findings
that indicate that they are ill; however,
do not argue with them or attempt to
overwhelm them with facts and data.
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Clients’ expressions of anger can range from
a mild sense of frustration to declarations of injustice
or raging destructive behaviors that must be stopped
immediately. Clients in the anger stage often use
statements that contain a small degree of recognition
of their condition. Common statements that can indi-
cate a client is in the anger stage include, “Why is this
happening to me?” “This isn’t right! I don’t deserve
this,” “What has God got against me?” “If my #%&@$
boss didn’t put so much pressure on me, I wouldn’t
have had this heart attack!” 

Other behaviors indicating the anger stage in-
clude tightened jaw; clenched fists; aggressive body
language and posture; fidgeting; physiological re-
sponses such as elevated pulse rate, blood pressure, and
respiratory rate; red face; raised voice; making threats;
excessive demands for attention; and overt acts that ex-
press anger, such as throwing food trays or banging on
bedside tables.9 However,
unlike the client in denial,
the angry client will comply
with most treatments and
medications, even if it is
done grudgingly, with re-
sentment and with some
caustic comments. Most
clients who are expressing
anger believe their anger is
a result of what has hap-
pened to them.

Many clients ex-
periencing the anger stage
have it come and go
quickly while other clients
can hang on tightly to their anger stage. Anger can be
both a defense mechanism and a form of manipula-
tive behavior. Anger, for those who are unwilling to
let go, fulfills their needs for feeling safe and secure
and meets the goal of avoiding uncomfortable feel-
ings such as fear, particularly of pain and death, and
feelings of helplessness and powerlessness resulting
from loss of mobility or independence. Factors that
can contribute to the anger stage are feelings of anxi-
ety, frustration with their care, or increased feelings
of stress. If they are religious, the anger may also be
caused by feelings of abandonment, particularly by
God or a higher power.13 Anger is less of a threat to 
a client’s physical status than the behavior displayed
in denial, but anger behaviors have a relatively high
potential to affect the client’s safety needs, ranging

from self-injury to the development of stress-
related disorders. 

Coping with anger is always difficult, regard-
less of whether it is our own anger or that being ex-
pressed by a client. Some clients express anger easily and
openly while other clients have little outward expression
of anger and instead suppress and direct it inward.
Anger turned inward is hard to assess, is very destruc-
tive, and usually is related to feelings of guilt, which itself
is also a very destructive emotion. When clients can say,
“I’m so angry at (my disease process),” the anger be-
comes therapeutic and part of the recovery process.

Expressions of anger always need a target,
and it is usually a target of convenience and proxim-
ity. Nurses are always close by and always around, so
expect the angry behavior to be directed toward you.
When clients are displaying angry behavior toward
you, it is a normal tendency to say, “I’ve had enough!

They don’t pay me enough
to take this abuse. Put
your call light on the next
time you want to insult
me!” and not go back in
the room. This is a knee-
jerk reaction and needs to
be avoided. By under-
standing that you really
are not the target of the
client’s anger but that you
were merely there when he
was expressing his 
feelings of anger at his sit-
uation can lessen the im-
pact of the attack on you,

but it still hurts. It is also important to let family mem-
bers, who are also often targets of a client’s anger,
know that the client is not really angry at them but is
expressing feelings of loss of control and helplessness.
Angry retorts from family members toward the client
can result in explosive arguments that no one wins.

Because the anger stage has fewer threats to
the client’s physiological well-being than the denial
stage does, the following approaches to working with
a client displaying angry behavior are focused more
on moving them out of the anger of stage. Many of
these approaches are similar to those used for moving
a client out of the denial stage. Of course, if the
client’s anger is being expressed in a self-destructive
way, such as punching a glass window or throwing
objects around that can bounce back and hurt him, it

Other behaviors indicating the anger
stage include hostile facial expressions;
tightened jaw; clenched fists; aggressive
body language and posture; fidgeting;
physiological responses such as elevated
pulse rate, blood pressure, and respira-
tory rate; red face; raised voice; making
threats; excessive demands for attention;
and overt acts that express anger, such
as throwing food trays or banging on
bedside tables.
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has become an emergency situation and action must
be taken quickly to stop the behavior. (For more 
information, go to http://www.ncbi.nlm.nih.gov/
pmc/articles/PMC3208944/.)

Approaches

Release anger safely. Although it is important for the
client to “get the anger out,” anger should never be
taken out on another person. The anger should be
redirected to intimate objects or safe activities that
hurt neither the client nor others. The ultimate goal is
to have the client redirect the anger toward the ill-
ness.7 Throwing small plastic items like cups at a wall,
scribbling hard on sheets of paper, tearing sheets of
paper into small pieces, breaking pencils or tongue
depressors in half, wadding paper into a ball and
throwing it hard at a wall or trash can, or punching a
pillow are all safe and harmless physical ways of ex-
pressing anger. Provide the client with a stress-relief
ball that he can squeeze. Be creative! 

In the past,
“scream therapy” was
thought to be an effective
way of releasing pent-up
anger, but in the health-
care setting, loud scream-
ing is considered
disruptive in a quiet in-
tensive care unit. However, depending on the unit,
the number of clients, and the staffing, it may be pos-
sible to allow the client in the anger stage to yell,
scream, and stomp the feet, if able, by closing the
door to the client’s room and other clients’ rooms
and warning the staff of what is about to happen and
why. You can also include the client in deciding on a
safe expression of anger. “Mr. Pound, I appreciate
how angry you are at your situation; however, yelling
at me and the other staff and throwing your urinal
when it is full is not appropriate. Is there something
that you might want to do to express your anger that
is safe and doesn’t involve other people?” 

Respond calmly and with respect. Although showing
clients respect is an ethical requirement, when re-
sponding to angry clients it is usually easier said than
done. Clients expressing their anger are insulting, de-
manding, and in general, very annoying. Outside of
the health-care setting, you would likely respond to
this behavior by avoiding them, but as a nurse, that is
not an option. 

A few of the comments heard from clients
who are displaying anger behaviors over a 40-year 
career as an RN include:

“You’re not a very good RN, and you’re fat too.” 
“Go get the pretty nurse; at least she knows what she

is doing.”
“Did you comb your hair with a firecracker this

morning?”
“OH NO, NOT YOU AGAIN.” 
“If even one more person asks me how I’m doing, I’ll

shoot them!”
“You bring me another tray of this slop you’re 

passing off as food, and I’ll throw it at you!” 
(She did.)

“I want my bed bath now while I’m awake.” 
“You’re supposed to give me my medication at 9:00

a.m.; it’s almost 15 after. Where is it?” 
“I’ve had my call light on for 2 hours. Where have

you been?” (It was more like 2 minutes.) 
“What do you mean you’re changing my dressing

change procedure? It al-
ready hurts enough when
you pull the thing off!” 
“Take me for my CT scan
now! I’m getting hungry.” 
“The care is so bad here
I’m going to call my lawyer
and sue you and this tor-

ture chamber for every penny it’s worth.” 

The instinctual responses to such statements
is to take it personally, fire back with an even sharper
verbal bard, or run out of the room crying. None of
these responses are therapeutic and do nothing posi-
tive for the client or you. As difficult as it might seem,
the way to respond to angry behavior and speech is to
remain calm, remembering that you are a profes-
sional and you are in control.10 The statement the
angry client made was not a personal attack on you;
rather, you just happened to be near when he wanted
to express feelings of anger. Respond to the underly-
ing message that is in the underlying emotion being
expressed using acknowledgment and reflection. 

Never respond to the actual statement. Re-
member the client is trying to achieve the goal of 
self-protection from the realization of the effects of
his illness. However, in your best reassuring, calm, ra-
tional, professional, and “I’m in control” voice, while
displaying open and accepting body language, re-
spond by saying, “I understand how upsetting all this
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The statement the angry client made
was not a personal attack on you;
rather, you just happened to be near
when he wanted to express feelings of
anger.
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must be for you and how angry you are. We really
need to talk about what is making you feel this way.” 

Sometimes the client may actually have a 
legitimate complaint that needs to be addressed. If
that is the case, let him or her know that you are
doing something to fix the problem so it doesn’t hap-
pen again. For example, “Ms. Picky, it appears that
the food we’ve been bringing to you is not up to the
standards you expect. I called the dietitian and she
will be here shortly to see if we can improve the 
selection and quality of the food you are receiving.”

It is also helpful to practice by role-playing
with a good friend because many people have never
had another person talk to them this way. Have your
friend attack you verbally with the statements above
or ones that they think up, and analyze how you feel.
Practice responding calmly and confidently to the
emotion of the statement, not the statement itself.

Keep it cool. If the client is in an agitated state and is
hurling a nonstop barrage of insults and demands at
you, step back one step, displaying accepting body lan-
guage (hands off hips and no crossed arms on chest)
and wait until he or she finishes. When the barrage is
over and the room becomes quiet, speak calmly and
softly, addressing the client by his or her name. “Mr.
Volatile, I appreciate how scared you are. Everyone
here is working hard to help you recover. All I want to
do now is to listen to your lung sounds to make sure
you are breathing okay.” Using a calm, confident ap-
proach will help the client relax enough to complete the
rest of the physical evaluation. In some cases, the client
may even apologize for their outburst. “I’m so sorry I
acted that way. I don’t know what came over me.” This
actually may be the opening you need to address his
underlying feelings of fear and loss of control.

Defuse a blowup. In response to unpleasant news or
some incident involving their care that they perceive
as a threat, some clients with anger issues will at times
totally lose control, become irrational, and become
deaf to anything you have to say. The trigger event or
issue doesn’t have to be major; clients’ worlds get very
small in the confines of a hospital room, and small is-
sues can loom as giant monsters to them. The ap-
proach to a client who has blown up emotionally is
similar to the approach used to defuse the behavior of
a toddler having a temper tantrum. Responding by
yelling back at the client to “Calm down,” “Stop 
acting like a child,” or “This is not acceptable behav-
ior” will only intensify and make the blowup last

longer. In this situation, the client is using the 
behavior to manipulate the nurse into giving him or
her more attention or to get his or her way. Any type
of response, either positive or negative, during the
blowup just reinforces the behavior, which will be
used more and more often in the future.

With toddlers who are having tantrums, the
best approach, after making sure they are safe and
can’t harm themselves, is to walk away. The tantrum
usually stops quickly thereafter. The same approach
can be used for clients, but a more therapeutic ap-
proach is to maintain eye contact with the client in an
accepting posture while he or she is exploding and
listen actively to the underlying emotions being ex-
pressed. Often they will reveal what happened re-
cently in their lives to trigger the outburst. After the
client has returned to a relatively rational state and is
able to hear you again, acknowledge his or her feel-
ings. If something happened in the course of his or
her care that triggered the outburst, let him or her
know that you regret the situation and will work to
resolve it. 

Involving clients in their care in general in-
creases their sense of control and levels of compli-
ance.9 For clients who have blown up, asking them
for their help in resolving the problem is highly effec-
tive. Use statements such as, “Tell me what we need
to do to resolve this issue,” “Give me some sugges-
tions on ways to deal with this,” or “If you were in my
shoes, how would you go about preventing this from
happening again?” Try to reach an agreement with
the client on how you and he or she can work to-
gether to find an answer. For example, “I hear what
you are saying. The night nurses are very noisy and
keep you from sleeping. We could approach this by
having me talk to the charge nurse on the night shift
about keeping the noise down. I will let her know that
when you are being kept up by the noise, you will put
your call light on and inform your nurse that it is get-
ting noisy. Does that sound like a pretty good ap-
proach?” Use short, clear sentences when
communicating with this type of client.

Stop, look, and listen. As we saw with clients in denial,
it is impossible to push clients off the anger stage of
grief or pull them to the next stage. We can, however,
facilitate their progress, but they will only move on
when they are emotionally ready to do so and see
some type of reward for the progress. A strong trust-
ing relationship is essential in making any progress
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and requires the use of many of the communication
builders and time. The goal here is to have the client
understand that his or her expressions of anger are
really a defense to accepting the realities of their 
illnesses or injuries.

Set aside at least a half-hour block of time
and tell the client that you will be talking with him or
her at a predetermined time—that is, make an ap-
pointment. Make sure you show up on time and
begin the communication by asking them a question
like, “Mr. Axelrod, I’ve been concerned about you for
several days now. I really don’t know you that well, so
could you please tell me something about your back-
ground and life?” Then let him talk without interrup-
tion. Use body language that shows you are serious
about the communication, including nodding, appro-
priate facial expressions, and eye contact. Turn off
your pager or cell phone. Listen attentively to his
whole story. For many clients, this may be the first
time a health-care provider has shown a real interest
in them as a person and not just a disease process.
For example, “The amputa-
tion in room 234 curses at
anyone who comes in the
room with medications.”

When they stop
speaking, allow for a short
pause and then begin your
response by agreeing with
them and showing them
that you listened to what
they said. “I’m really glad you were willing to share that
information with me about yourself. I can see that you
have had a difficult life and appreciate the efforts you
have made to improve yourself. By getting to know you
better, I believe I can take better care of you.” However,
don’t turn your reply into a lengthy monolog. Rather,
see it as an opportunity to ask more questions that will
help the client attain self-realization of their behavior. 

Sometimes gentle confrontation may help
the client see the issues more clearly. Statements such
as, “You seemed to be upset about something earlier
today. Can you tell me about it?” or “You made some
angry comments to the orderly who was helping you
with your bath. Could you tell me what that was
about?” This can open the door to deeper and more
meaningful communication; however, be very cau-
tious using any type of confrontation. The answers to
these types of questions can lead to additional ques-
tions that will direct the course of the discussion.

Other techniques that help reveal the under-
lying causes of the client’s anger include reflection
and legitimization.12 We saw that reflective state-
ments or questions such as, “It appears to me that
you became angry because you believed that I didn’t
think you were in pain. Is that correct?” are aimed at
getting the client to talk about their deeper feelings.
Legitimization is the acknowledgment of and agree-
ment with the client’s perceptions. For example, you
can say, “I see now why you became upset. You asked
me for pain medication, and I gave you a medication
different from the one you usually take without ex-
plaining what it was. I’d probably be upset also if I
were in your shoes. It seems to bother you to depend
on other people to meet your needs when you’ve been
so independent all your life.”

Threat of physical harm. Clients who are displaying
grief-stage angry behavior usually are not physically
aggressive. However, if at any time any client threatens
or attempts to harm you physically or you sincerely be-

lieve your safety is in jeop-
ardy, contact your
coworkers immediately for
help and let hospital secu-
rity know of the situation.
Often, after they are
alerted to a potential dan-
gerous situation with a
client, security will post a
guard on the unit but will

keep him or her out of the room and out of sight. Some
actions by the nurse that may provoke a physical attack
and should never happen when working with an angry
client, particularly one in an outburst state, include:

• Interrupting the client during an outburst: “Stop
yelling right now!”

• Warning a client not to use insults, cursing, or
crude language: “The hospital doesn’t allow that
type of speech.”

• Reciprocating anger back to them when they make a
personal insult: “You think I’m fat? Have you
looked at yourself lately? You look like a pig in a
mud wallow!” 

• Challenging the truth of the client’s statement:
“That’s not true and you know it!”

• Criticizing them for their behavior: “You’re acting
like a 3-year-old having a tantrum!”

• Becoming defensive: “I’m doing the best I can, but
you are impossible to please.” 

C h a p t e r  1 3 Understanding and Dealing Successfully With Difficult Behavior 327

. . .if at any time any client threatens or
attempts to harm you physically or you
sincerely believe your safety is in jeop-
ardy, contact your coworkers immedi-
ately for help and let hospital security
know of the situation.
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Bargaining 
As the flames of the bonfire of the anger stage are
slowly extinguished, reality again comes crashing back
in, making the client feel vulnerable. Clients begin
seeking other ways to protect themselves from the
things that are happening to them. A general definition
of bargaining is that it is a form of negotiation in which
two parties attempt to reach a deal that is satisfactory
to both parties over some item or issue. However, as a

• Using touch to try to calm them down.
• Blocking their exit from their room.
• Getting behind the client where they can’t see you

and talking to them.12

Documentation. It’s imprinted on all nurses from the
first day of nursing school that documentation is a
mandatory part of the life of a health-care provider. In
working with clients who display angry behaviors, or
any of the grief-related difficult behaviors, document-
ing what was said and done becomes extremely impor-
tant. Make sure to rate the level of the client’s anger,
specific actions and statements by the client that indi-
cate anger, interventions you have initiated in response
to the client’s behavior, and how the client responded
to the interventions. Don’t hesitate to complete an 
incident report if the client in any way harms you
physically. Good documentation is worth its weight in
gold if the client or family decides to initiate a lawsuit. 

stage of grief, in the bargaining process the client has
no one to bargain with except a higher power. 

Bargaining is an unconscious coping mecha-
nism that seeks to fulfill the goals of avoiding the bad
things that the client anticipates will soon happen to
him or her and regaining some degree of control over
their lives. It often becomes a type of “magical think-
ing” that is often seen in young children. Bargaining
is also an expression of hope, often unrealistic, on 
the part of the client, frequently based on irrational
beliefs or incomplete information. 

There is no set time limit on the bargaining
stage: Some clients totally skip it while others find it
very comfortable to remain in it almost indefinitely. 
It can become one of the most difficult stages from
which to progress because, rather than having a large
physical component that is externally disruptive, bar-
gaining is an almost totally internal mental process.9
The mind can have a very powerful influence over be-
liefs and behavior. It can play all kinds of tricks on
clients in this stage.

It is interesting that a bargaining stage may
actually occur before the official diagnosis, when the
client merely suspects something is wrong. It serves
as a means of warding off the bad news. The bargain-
ing that occurs after diagnosis serves as a method to
negotiate away the changes brought on by their dis-
ease process. As with denial and anger, the client is
seeking to meet the goals of increasing control over
the situation and avoiding pain and suffering.

In all the grief stages, including bargaining,
there is a relatively high level of fear and anxiety pres-
ent. Anxiety is fear of the unknown, and there are
many elements of health care that always remain un-
certain. Similarly, the feeling of lack of control over
the client’s own destiny causes him or her to attempt
to negotiate with a higher power or someone, some-
thing, or anything he or she feels, whether realistically
or not, will help them avoid the impending changes.
They often make promises to God, hoping that the
pain of the illness might not occur or at least be less-
ened. They look for their lives to go back to how they
were before they were given the diagnosis or started
the treatment. 

Often clients in the bargaining stage are in-
tensely focused on what they could have done differ-
ently in the past to prevent what is happening to
them now. They also imagine all the things that could
have been and how wonderful their lives could be if
this bad thing did not happen to them. This type of
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thinking is actually an improvement over the denial
and anger responses to their illness because it moves
clients closer to accepting the changes that are occur-
ring in their lives. They are beginning to fully under-
stand and recognize the full impact their condition
will have on their lives; however, it is relatively easy
for excessive efforts at bargaining to produce high
levels of remorse and guilt that will ultimately block
their ability to successfully cope with their situation.10

Recognizing when clients are in the bargain-
ing stage is fairly easy: There is a unique set of state-
ments they often make. The following are examples of
bargaining statements: 

“If I do (some action), then you’ll (God, nurse, physi-
cian) respond by (some action like taking away my
disease).” 

“I should have done something sooner about this.” 
“We should have gotten a second opinion from an-

other physician before now.” 
“If only I had led a better life, this wouldn’t have hap-

pened.” 
“I promise to stop smok-

ing, drinking, and
cheating on my wife if
you (God) make this go
away.” 

“I must have done some-
thing terribly wrong in
my life to have this hap-
pen to me.” 

“I heard there is a doctor
in Mexico who treats this type of cancer without
chemotherapy or surgery (or pain).” 

“I don’t believe that my doctor is as smart as he
thinks he is—he didn’t even know about that ex-
perimental treatment I found on the Internet.” 

“Go ahead and fix my broken leg, arm, and pelvis. I’m
still going to ride my motorcycle when I get out.” 

“I don’t want to start chemotherapy today. Can’t we
wait until next week when I’m stronger? I promise
to do my physical therapy every day.” 

“I’ll give an extra large donation to the church if you
can make this go away.” 

“You’re the fifth physician I’ve seen about this and
none of you have given me a good answer.”

People in the bargaining stage often hold
tightly to irrational or illogical beliefs. However, simi-
lar to clients in anger and denial stages, understand-
ing our own perceptions is key to maintaining a

balanced approach to clients in this stage. What
seems absurd and contradictory to us appears very
necessary, logical, and clear to the client. Some beliefs
that bargaining clients cling to include:

• There should be no pain involved in this treatment.
• All problems have simple and straightforward solu-

tions.
• Getting better shouldn’t involve much time or ef-

fort.
• If I continue looking long enough and hard enough,

I’ll find the cure for my disease.
• Most people work out their own problems; I can

too.
• All health-care providers should be smart, kind,

gentle, considerate, and able to cure me.
• Health-care providers are totally responsible for

solving my problem since I don’t know anything
about medicine.

• I know that I am the only one who ever had this 
disease.

• This is my disease; I
have to deal with it by
myself.

• I can’t burden any of my
family with treating this
illness.

• You must accept any
problem that comes
your way as a sign of
your innate evil; you
must accept it as the
penance or retribution
for your badness.

• If I get help, the problem will go away, and I won’t
need any more help.7

Although there are relatively few immediate
threats to a client’s physiological health when they are
experiencing bargaining, one long-term effect is that
they may continue the behavior indefinitely, which
prevents them from moving to acceptance. The diffi-
cult behavior that nurses may encounter with clients
who are in the bargaining stage occur when clients
believe that alternative and integrative treatments will
work better than the ones they are currently receiv-
ing. They may stop the approved treatments and rely
on alternative treatments alone or, even more danger-
ous, combine alternative treatments with approved
treatments without notifying the health-care team.
(For more detail about integrative therapies, see
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The feeling of lack of control over the
client’s own destiny causes him or her to
attempt to negotiate with a higher power
or someone, something, or anything he
or she feels, whether realistically or not,
will help them avoid the impending
changes.
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Chapter 25.) Also, when bargaining clients attempt to
postpone treatments or attempt to seek the perfect
physician with the perfect therapeutic plan, they can
delay necessary interventions for a significant length
of time.

Because there are elements of avoidance and
rejection of treatment displayed in the behaviors of
clients in the bargaining stage, some of the methods
used in the care of the client with denial will also be
helpful in the client who is bargaining. However, it is
important to take into consideration the differences
in what these two groups of clients are attempting to
avoid. Clients in denial have the goal of totally avoid-
ing the realization that they are ill or have a severe 
injury, whereas clients who are bargaining have ac-
cepted their diagnosis but are now primarily attempt-
ing to avoid the discomfort that is associated with 
its treatment. 

Providing effective care for clients in the
bargaining stage requires addressing two issues: 
(1) the potentially danger-
ous situations created by
their need to postpone
treatments and rejecting
conventional treatments to
seek alternative treat-
ments, and (2) helping
them face the issues related
to anxiety and fear so they
can move toward accept-
ance. Care for bargaining
clients is made more difficult because sometimes they
will appear to be cooperative and compliant while in
reality they are ignoring your instructions and
covertly doing what they want.6 Resolving the emo-
tional issues involved in bargaining can become a 
significant challenge. Breaking down a system of false
beliefs that a client has developed over time can be as
difficult as driving a bicycle through a brick wall. 

The other element to keep in mind is that
when you finally get through to them and take away
their false beliefs, what do they have left? Frequently,
even people who are not experiencing a threat to their
health and independence have difficulty dealing with
the unvarnished truth. Avoid offering clients who are
in the bargaining stage false hopes. They may cling to
every word, looking for a morsel of something hope-
ful to hang on to. You need to balance the practical
things that you can offer them with their hopes; how-
ever, never offer them something that you cannot 

fulfill. When they are in an active bargaining state,
they are often open to your support for change or
new ways of believing. If you can use that moment of
openness to gain their collaboration in recognizing an
illogical belief, you have made a win-win deal.

Approaches
Trust, honesty, and communication approach. Trust
again becomes a key to helping the client in the bar-
gaining stage. All the techniques for building trust
and establishing open communication are required
when working with these clients. They have to trust
you enough and feel comfortable enough in talking
with you that they will tell you if they are using alter-
native treatments that you don’t know about. 

However, if you have a sense that they are
using some herbal supplements or other potentially
harmful treatments without your knowledge, you
may have to ask them about your suspicions. Using a
quiet, calm voice, ask nonaccusing and noncon-

frontational questions
such as, “I noticed you
have a printout of an In-
ternet article on herbal
supplements for people
with cancer on your
nightstand. Tell me about
the ones you have tried?”
“Yesterday you asked me
if I knew anything about
using a liquid-only diet to

cure cystic fibrosis. Tell me how that is supposed to
work?” or even a more direct question such as, “Your
blood pressure has dropped quite a bit over the last
two days. Tell me about what you are doing that is
different from before?” This can elicit honest answers
if the client trusts you. 

What if the client responds, reluctantly,
“Well, okay, yes. I’ve been drinking this liquid that is
a traditional cure for most everything. My grand-
mother, who is 100 percent Creek Indian, makes it.
It’s made from totally natural herbs and roots and
other things she says. I take it when no one is watch-
ing. Please don’t tell my physician.” Now what do you
do with that information?

You are now faced with another right to
confidentiality versus obligation for beneficence
dilemma. Because of the real potential for harm to the
client from ingesting unknown chemical substances,
you have no option but to inform the physician. The

Clients in denial have the goal of totally
avoiding the realization that they are ill
or have a severe injury, whereas clients
who are bargaining have accepted their
diagnosis but are now primarily at-
tempting to avoid the discomfort that is
associated with its treatment.

“
”
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list of substances that American Indians have been
using for centuries as home remedies that actually do
have physiological effects include minerals such as
lithium and selenium, which are found in the ground
and in plants such as goat weed, foxglove, willow
bark, and cherry bark. Sometimes substances are used
such as ashes, which contain mercury and lead, and
apple seeds or peach pits, which contain arsenic. The
other problem is that the dose or the concentration of
the substance is also unknown. Some plants taken in
small doses are relatively harmless while larger doses
can be lethal. And the interactive effects with other
medications are unknown and potentially deadly.

To soften the effect of breaching the client’s
confidentiality, you can say, “I really appreciate how
honest you’ve been with me, Ms. Crow, in telling me
about the potion you are taking. As you know, we
have you taking several very powerful medications
here in the hospital to combat your disease. The prob-
lem is we don’t know what is in your grandmother’s
potion and how it affects
the other medications you
are taking. There may be
something in it that can
combine with the medica-
tions and make you very
sick, or the potion may
block the effectiveness of
your medication. I am
going to have to inform your physician about what
you are taking. He will send it to the lab to see exactly
what the ingredients are, and the pharmacist will see
if any of them affect your medications. However, 
if they find that there is nothing harmful in your
grandmother’s medication, the physician may decide
that you can continue taking it. Who knows, there
might actually be something in it that will help 
your recovery.”

Preempting the postponement approach. Clients in the
bargaining stage are more open to logical thinking
and rational arguments than clients in the denial 
or anger stages. Bargaining clients have already ac-
cepted that they are sick and need help; they’re just
trying to find the least painful way of treatment. 
Conversely, they are also adept at using rational argu-
ments and logic in the attempt to postpone treat-
ments and therapy. 

Where a client in the anger stage might say,
“Get that #$&@ gurney out of my room; there’s no

way you’re taking me to radiation therapy,” bargain-
ing clients would more likely say, “My back really
hurts today, so let’s hold off starting radiation therapy
until it feels better. I don’t think I can survive lying
on that hard table for 45 minutes,” “I’ve felt too nau-
seated and weak today to go for another chemother-
apy treatment,” “I’ll take all the pills you want me to
take if you’ll stop giving me that IV medication,” or “I
really don’t mind starting physical therapy, but I’d
like to wait until the new physician I contacted 
consults with me.” 

As nurses, we have great compassion for
clients we believe are trying to be cooperative and are
pleasant to be around. Bargaining clients usually fit
that description; however, we have to realize that we
must be proactive in dealing with behaviors that may
worsen their conditions. When you detect that the
client is using bargaining behavior, you need to end
the behavior as quickly as possible. However, tying a
client to a gurney while he or she is screaming that

they do not want to go
may leave you open to
civil suits for assault 
and battery. 

If you have built
up a high level of trust
with the client, you may
want to gently confront
the person, asking her or

him to stop by identifying and pointing out the irra-
tional beliefs that underlie the postponing behavior.
For example, you can say, “I know the thought of
going to radiation therapy is frightening. The ma-
chines look very imposing, and you are giving up
control of your body to someone you do not know.
However, all the radiation technicians are highly
trained and have been certified by a national organi-
zation, so they’re the best. I’ve seen this type of radia-
tion decrease the size of tumors and decrease the pain
it is causing. As far as your back pain goes, I have sev-
eral medications that you can take to decrease it, and
I’m sure the people in radiation therapy can put
something on the table to make it softer.” 

That’s a good bargain approach. Successful coping with
the bargaining stage requires the client to understand
the underlying causes of the behavior and acknowl-
edge that they are using bargaining to achieve a goal.
Initially the client needs to recognize that he or she is
making bargains and identify what types of bargains

Successful coping with the bargaining
stage requires that the client understand
the underlying causes of the behavior
and acknowledge that they are using
bargaining to achieve a goal.

“
”
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they are making. It is essential that the client achieve
clarity on what his or her bargain is.8

By asking questions that cause the client to
consider whether their beliefs are rational or not, you
can begin to gradually move them toward a state 
of reality. Questions that work to achieve this goal 
include: 

“Tell me why you believe that herbal substances are
better than the medications we are using in the
hospital when you know you have stage four 
cancer?” 

“You’ve been refusing radiation therapy for almost a
week, and your condition has gotten worse. Talk
to me about why you feel continuing to refuse
therapy will help you?” 

“You seem to believe that somewhere there is a physi-
cian who can cure you without any discomfort.
You’ve already contacted 25 physicians, and they
all basically say the same thing. Does it seem logi-
cal that contacting 25 more will be any different?” 

“Be honest with me—how is what you are doing now
helping you?” 

“You have accepted that your leg was amputated in
the accident. Is it realistic to believe that nothing
will be different in your future life?” 

Have clients look at the bargains they have
made in the past and evaluate how successful they have
been. The underlying reality is not going to change.

Swapping beliefs approach. It is a well-accepted truism
that when changing a behavior, we rarely stop one
thing without starting something else. If we are erod-
ing the client’s unrealistic belief system, we need to be
able to replace it with a new system of realistic and ra-
tional beliefs or the client will be left with nothing to
believe in.10 The best method to achieve the 
establishment of the new beliefs is to have the client
actively participate in their development. Again,
using reflective and thought-provoking questions is
the key to the process. For example, “You’ve told me
that seeing 25 more physicians is not going to help.
What do you feel would be a better way to approach
how you feel about the treatments?” “Identifying that
skipping treatments to avoid the discomfort is a
major step forward. Talk to me about what you be-
lieve the treatments can do for you that is positive,”
or “Tell me what you think will change if you let go of
the illogical beliefs and begin to work with your new
set of beliefs.”

Practice and repetition approach. Once the client has
developed a new set of behaviors to replace bargain-
ing behaviors, these need to be practiced and 
reinforced.6 It is very easy for them to slip back into
bargaining behaviors, and these behaviors need to be
identified immediately. The client will also likely rec-
ognize them. For example, “I’ll take the medication if
you let me finish my lunch first and let it digest.”
Nurse: “Do you recognize what you just did?” Client:
“I guess I’m bargaining again. I know that medication
needs to be taken with meals.” 

Repetition is an essential element in learning.
By repeating the nonbargaining behaviors that the
client has developed, they will soon become accepted
and second nature. However, in letting go of the pro-
tective bargaining behavior, the client may begin to
experience increased anxiety, anger, and sorrow.

Depression
As the client’s stack of bargaining chips continues to
dwindle and he or she comes to the full realization of
the severity of the illness, the discomfort and length
of the treatments, and how the illness is going to af-
fect their future, they may slip into feelings of empti-
ness and sadness. It is important to keep in mind that
grief depression is not a mental illness or clinical con-
dition. Rather, it’s a natural response to the loss of 
independence, control, self-esteem, and, to some 
degree, hope that the client is experiencing from 
their illness or injury. 

The client must experience the emotions of
frustration, sadness, bitterness, self-pity, regret, pain,
loss, emptiness, despair, yearning, grief, and sadness
that are associated with this type of depression in
order to move on to the acceptance stage. It might be
helpful to think of it as anger that is being internal-
ized. As they go through the bereavement and
mourning process, they may cry frequently and feel
emotionally out of control. The client may again ex-
perience feelings of guilt and remorse that started in
the bargaining stage. They take little or no pleasure in
most activities of their day. There is no “normal” time
span for the depression stage, but these clients are
very close to resolving their grief because they are 
accepting the reality of their condition.14 A depressed
mood can also be caused by certain medical condi-
tions such as hypothyroidism, or a side effect of 
some medications such as antihypertensive or certain
medical treatments.
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Grief-stage depression symptoms can imi-
tate the symptoms of clinical depression at times. The
dividing line between the two types of depression is
blurry at best, but there are several symptoms that are
fairly certain indicators of clinical depression. Clients
in a clinically depressed state usually experience a
long-term deep state of depression that lasts more
than 2 months. The depression interferes significantly
with these clients’ activities of daily living, and they
begin expressing thoughts of suicide, hopelessness, or
worthlessness. They can no longer fulfill their daily
responsibilities; these clients must be referred quickly
to a professional for evaluation.9

As with the other stages of grief, there are ver-
bal indicators that the client is experiencing grief depres-
sion. These statements include, “I just feel so sad; I don’t
want to do anything,” “I just don’t have the energy to get
out of bed today,” “Why bother? It’s not that impor-
tant,” “I’ll probably die soon, so what’s the point?” “I
can’t do much of anything I want anymore, so why go
on?” and “Just go away;
you don’t need to be wast-
ing your time on me.” The
paraverbal indicators in-
clude slow, low tone speech
and long pauses after you
ask them a question before
they answer. Nonverbal in-
dicators include apathy,
lack of eye contact,
slouched posture, and slow
body movements. 

One of the keys in communicating with a
client in the stage of depression is to let them talk and
not interrupt. Because their thinking is slowed down
and they have difficulty making decisions, their speech
is often slow and sometimes disjointed with long
pauses. There is a tendency for the nurse to jump in
and either finish the client’s sentences or respond to
half of what he or she is trying to say. It takes practice
and patience to maintain a conversation with a client
displaying depressive behaviors. Active listening for
the underlying emotions the client is expressing and
reflecting those back or asking about them can help
continue the conversation.1 It is important that clients
exhibiting depressed behaviors talk about their feel-
ings as a way of resolving them. For example:

Nurse: “Ms. Daisy, are you awake? It’s time for
your medication.” (Long pause) 

Ms. Daisy: “I’m feeling so tired; I don’t
think I can take it.” 

Nurse: “It seems like today has been a hard
day for you. I’d probably feel tired if I’d been
through what you have. What did you find 
particularly tiring?” (Long pause) 

Ms. Daisy: “Going for those radiation
treatments always wipes me out. And my fam-
ily . . .” Nurse: “Your family visited you today?”
(Long pause) 

Ms. Daisy: “I shouldn’t complain; they
mean well. But they sit around and yak and yak
and yak and then argue about stupid things.
They’re always messing around with my bed
and blankets and trying to get me to drink this
awful-tasting water. I don’t get a minute of rest.
They just don’t understand what I’m going
through.” 

Nurse: “It is a lot to deal with—having can-
cer, being stuck in the hospital, all the uncomfort-

able treatments. People
who haven’t been
through it never really
appreciate how taxing it
is.” 

Ms. Daisy: “I’m be-
ginning to wonder if any
of these treatments are
really working at all.” 

Nurse: “When you
think of that possibility,

what worries you most?” 
Ms. Daisy: “I guess I’m most afraid of all

the pain I’m going to have to go through if the
treatments don’t work. And I’m not really
happy about the thought of dying and leaving
all the things I want to do unfinished.” 

Nurse: “Tell me how you feel when you
think of those things.”

Clients in the depression stage of grief do
not have as obvious difficult behaviors as the other
stages. The primary behaviors that make communi-
cating with clients in the depressed stage difficult are
their tendency to withdraw from personal relation-
ships and to avoid interacting with others. They may
refuse to see visitors and spend much of the time
sleeping, crying, and grieving. These behaviors allow
the client to temporarily disconnect from the emo-
tions of love and affection. It is an important time for

The client must experience the emotions
of frustration, sadness, bitterness, self-
pity, regret, pain, loss, emptiness, de-
spair, yearning, grief, and sadness that
are associated with this type of depression
in order to move on to the acceptance
stage.

“
”
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grieving that must be processed before he or she can
move on. These clients often are preoccupied with
brooding about their condition and ruminating about
what they believe they will lose in the future. They
hang on to memories of their past life and daydream
about what they might have done differently. 

Depressed clients often get labeled as “good
clients” because they hardly ever put on their call
lights, are not demanding, and tend to be compliant
with the nurses’ requests. Nurses spend more time
with clients who are demanding and have their lights
on all the time, and clients in the depression stage are
left alone except when it is time for medications or
vital signs. Staying away from these clients because
they are not asking for anything does not meet their
needs, nor is it good nursing care.

There are few serious physiological threats to
clients in the depression stage of grief. A decrease in
appetite and refusal to eat due to the depression may
lead to weight loss, but
the nausea often associ-
ated with chemotherapy
or radiation therapy may
also cause weight loss. Be-
cause all depression has
an anxiety component,
they may experience in-
somnia or restlessness
and may pace. Probably
the most serious physio-
logical consequence of grief-stage depression is sup-
pression of the immune system, which makes the
client more susceptible to any number of infections,
such as respiratory infections, wound infections, and
urinary tract infections.6 They have a tendency to re-
main immobile and can begin to experience skin
breakdown. Depression can hurt physically, and it’s
not unusual for them to experience muscle and joint
soreness and pain, particularly if they do not get out
of bed or even turn in bed frequently. They may 
also experience a decrease in their pulse rate and
blood pressure.

The three primary goals that we have 
for clients in this stage are (1) preventing physio-
logical injury of the client, (2) allowing the client 
to speak about feelings and concerns, and (3) help-
ing the client cope successfully with the reality of
the changes brought on by the illness or injury
without experiencing the accompanying sadness
and grief.

Approaches

Observe and encourage. Clients in the depression
stage of grief need to be observed closely for refusal to
eat and weight loss, signs of infections anywhere, skin
breakdown, and extremely low heart rates and blood
pressures. Asking the dietician to consult with the
client can help with selections of food that the client
may prefer to eat. Also, staying with the client and
using encouragement during meal time, rather than
just dropping the tray off and moving on, is also
highly effective.5 Also, bath time is an excellent time
to assess them for skin breakdown and signs of infec-
tions. Assess their lungs thoroughly for abnormal or
adventitious lung sounds. A real challenge is to keep
them mobile. Getting them out of bed into a chair
can be a major undertaking; however, keeping them
mobile is one of the best ways to prevent respiratory
infection and skin breakdown.

Although unlikely with grief depression, if
the client expresses any
thoughts of suicide, a more
direct approach must be
used. For example, if the
client says, “My life is so
worthless—I might as well
end it all,” the nurse can
say, “How long have you
thinking about hurting
yourself? How would you
do it?” If the client pro-

vides specific answers to these questions, then it is
time for professional psychiatric intervention.

Prompt and suggest. One thing that makes commu-
nicating with depressed clients a little different is
that they tend to be more receptive to gentle
prompting and suggestions than clients in the 
other stages. They often have some difficulty in
making decisions, so offering them choices such as,
“Do you want to take your medications now or
later?” does not work well for them. However, if
you make a suggestion in a quiet, calm, and firm
voice, the client is very likely to be receptive to
prompting. For example: “Ms. Daisy, it is time to
take your medication. Here is a glass of juice and
the pills are in this medicine cup. Please take them.
Thank you.”

What if the client doesn’t want to do some-
thing? Unless it’s a definite refusal, as we saw with the
client in the denial or anger stages, using a prompting

Probably the most serious physiological
consequence of grief-stage depression is
suppression of the immune system,
which makes the client more susceptible
to any number of infections, such as res-
piratory infections, wound infections,
and urinary tract infections.

“
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approach is usually effective with the client in the 
depressive stage. For example: If the client says, “I 
really feel miserable today. I don’t think I can go
through with chemotherapy,” the nurse can say, “I
can see that you are more upset today than usual and
probably want to talk about it. But I also get the feel-
ing that you realize you need the chemotherapy treat-
ment. Let’s just have you go today and do the
treatment and then when you are done, we can talk
about what is bothering you.”

Explain and support. Some clients who are in this stage
will ask you, “I just feel so sad all the time and cry at
the smallest thing. Why can’t I seem to be happy any-
more?” Although it is pretty obvious to us that the
client is in the depression stage, some of them do not
realize that it is a normal part of the grief process. This
is an excellent opening to do some teaching about why
they feel this way and what they can do to move on to
acceptance. For example, “I know that you are feeling
very confused by your emotions now. You are experi-
encing some depression
because you are beginning
to accept that your life may
be permanently changed
by your illness. It is actu-
ally a good sign that you
are feeling this way because
these feelings you are hav-
ing now will soon become
more manageable. You are
a strong person, and I can help you use your inner
strengths to feel better.”

However, even if the client does not provide
an opening for teaching, you need to do it anyway. A
lead-in statement you can use is, “You are probably
wondering why you cry so much and feel sad. You
are experiencing a type of depression that most
clients with your illness experience. It is due to . . .”

Life’s reality. One thing to keep in mind is that 
attempting to cheer up these clients or make them
happier is probably not going to be successful. State-
ments like, “Cheer up! It’s a great day outside!” or
“Stop crying so much; it isn’t good for you!” may
only worsen the way they feel. They really do not
need to interact with cheery, jolly people at this
time. Our goal is not to make them laugh, get them
to stop crying, or take away their sadness at that
moment; the real goal is to have them reconcile
what has happened to them with a realistic view of

their future life. To move on from the depression
stage, they must adjust their perception from what
they have lost of their past lives to what positive
things their future holds for them. The important
task for you is to allow them to feel your caring
presence, concern for them, and willingness to help
them deal with their feelings.7

Building coping responses. Clients in depression often
are unable to summon the energy to build coping
strategies on their own. It just requires too much effort
for them. Providing them with an opportunity to share
their fears and sadness with the nurse makes the client
more receptive to teaching and information to help
them build their coping skills. Together, the nurse and
client will be able to work toward developing an effec-
tive repertoire of coping responses. Some techniques
that can be effective are slow, deep breathing; visualiza-
tion exercises (thinking of a place where they feel safe
and free from pain); and muscle-relaxation techniques. 

The nurse can also help the client to see
events and situations from
a different perspective or
find alternative ways of
thinking about them. For
example: If the client says,
“I know the radiation
therapy is frying all my
blood cells,” the nurse can
say, “It’s frightening to

think that it’s killing off all your blood cells, but a dif-
ferent way to think about it is that the radiation is
killing off the bad cells and making room for your
new blood cells to grow.”

Peel away the layers. Much like working with clients
who are experiencing post-traumatic stress disorder
(PTSD), clients in the stage of depression use talking
about their feelings to relieve the sadness, anxiety, and
stress they are experiencing. They feel a sense of relief
in sharing their burden with another. Depressed clients
will often tell you the same thing over and over again,
but each time they express these feelings, they are peel-
ing away a layer of grief much as you peel an onion
when you cook. Eventually, they will get to a point
where they can acknowledge how the illness or injury
is going to affect their lives without the accompanying
feelings of anxiety, sadness, and loss of control.

Medication maybe. The experts on treating depression
disagree on whether to use antidepressants for clients

Depressed clients will often tell you the
same thing over and over again, but
each time they express these feelings,
they are peeling away a layer of grief
much as you peel an onion when you
cook.
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with grief-stage depression. Antidepressants do not
treat the underlying problems of depression; they
only help relieve the symptoms. Some think that the
medications may actually postpone the mourning
process that the client needs to go through to achieve
acceptance. 

Selective serotonin reuptake inhibitors
(SSRIs) are one of the most widely and commonly
used medications to treat mild depression. They work
by increasing the serotonin levels in the synapses and
have relatively few side effects as compared with the
antidepressants used to treat moderate to severe clini-
cal depression. Some clients may have been taking
these medications prior to the illness and were taken
off of them when they began treatment. Stopping
them suddenly can have a rebound effect where 
they experience more depression than if they had
never been on them. They need to restart taking them
as soon as they can. Otherwise, generally it is best 
to avoid antidepressant use in clients with grief-
stage depression.10

Acceptance
As the layers of depression fall away, the client will
gradually move to a mental state where they are will-
ing to accept and to move on with their changed lives.
Acceptance does not mean that the client is cured or
that they’ve forgotten about what happened to them.
What happened to them will always be a part of their
makeup for the rest of their lives, and some days they
will feel it more acutely than other days. Being in the
acceptance stage means that they are willing to deal
with the future and are willing to accommodate the
changes wrought by the illness. Acceptance is not a
period of happiness and joy but rather a state of calm
and peace that comes from coming to terms with the
reality they are facing. Often clients will feel a sense of
strength in knowing that they have succeeded in get-
ting past their sense of loss of control and loss of self-
esteem and can now make sense of how their lives
will be.

People in the acceptance stage may use state-
ments such as, “I’m at peace with what is happening
to me,” “I’m going to fight this disease with every-
thing I’ve got,” “It was a rough few months, but I
think I’m going to be okay,” or “I guess the world
isn’t going to end today for me.” All of these indicate
that they have decided to not let life and its experi-
ences pass them by. Rather they want to participate in
life and the decisions that affect them and others.

Non-Grief-Stage Difficult Behaviors
There are some difficult behaviors that are not neces-
sarily related to the stages of grief or Maslow’s devel-
opmental stages, and they can be expressed by both
coworkers and clients.

Inappropriate sexual behavior. Reporting and talking
about inappropriate sexual behaviors by celebrities
and politicians have become a media spectator sport
in recent years. There seems to be no shortage of
characters who are willing to display their indiscre-
tions on multiple forms of social media. However, in
the health-care setting, inappropriate sexual behavior
on the part of either coworkers or clients is harmful
to the individuals who are targets of it and decrease
the quality of care.

Coworker behavior. Inappropriate sexual behavior or
speech on the part of a coworker is really a form of
bullying (see Chapter 16 for more detail). Individuals
who use it in the workplace are attempting to coerce
or influence their coworkers using this behavior. 
Although it may use sexual content, usually the un-
derlying issues involve elements of controlling others
or humiliating others because of feelings of power-
lessness, inadequacy, or low self-esteem.5 The person
using sexual harassment has many of the same per-
sonality traits as the persecutor discussed earlier. 

Workers are now legally protected from 
sexual harassment, and institutions are required to
have written polices about it in their employee manu-
als. Although the definitions vary slightly from state
to state, sexual harassment is generally defined as any
unwelcomed sexual advances, requests for favors, or
any other verbal or physical behavior of a sexual na-
ture that creates an offensive working environment.6

Initially these laws were very strictly en-
forced, and since the decision of whether or not an
offensive work environment existed was determined
solely by the perceptions of the person being of-
fended, many individuals had their reputations ru-
ined by inadvertent comments or accidental
incidents. It was a backlash to many years of real 
sexual harassment, particularly on the part of physi-
cians toward female nurses. New graduate nurses
often heard, “Oh, that’s the way old Dr. Smut usually
refers to us. You’ll get used to it.” It was also fre-
quently used against male professors by female stu-
dents who disliked the grade they earned. 

Recent legal cases of sexual harassment have
taken a more common-sense approach to deciding
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whether statements or actions are creating an offen-
sive work environment. However, if a nurse or any-
one employed in a health-care setting really believes
that a coworker is displaying sexually inappropriate
behavior, he or she should first keep a complete
record of the behavior with dates and times and what
was done or said, and then contact human resources
(HR). It is important to follow the facility’s proce-
dures for dealing with alleged sexual misbehavior to
the letter; otherwise, the whole case may be invali-
dated.

Generally these policies start off with con-
fronting the offender with a statement that their be-
havior is inappropriate and unwanted. For example,
“Dr. Smut, I’m a professional nurse and my primary
concern is caring for our clients. I feel demeaned and
belittled by the way you refer to me and my body
parts and do not appreciate the jokes you tell. Please
stop doing this around me.” However, you need to
avoid retaliating with hostile and vengeful jokes that
might inflame the situa-
tion. For example, “From
what I’ve heard, the new-
born babies in the nursery
have bigger ones than
you!” or “You’re not man
enough to handle what
I’ve got!” 

The second stage
in the process is a meeting with the offender, HR, and
you. It is always helpful to get support from other
nurses who have been harassed. It is likely that the of-
fender has become habitual in this type of behavior
and uses it with almost everyone. The third stage usu-
ally requires a meeting with the medical or hospital
board. If the issue is not resolved satisfactorily by that
time, then it is appropriate to seek legal resolution.

Also keep in mind that nurses and other
health-care workers in units that experience client
tragedies on a regular basis such as the emergency de-
partment, intensive care units, and burn units will
sometimes use what is called “gallows humor” or
“black humor” to reduce the emotional impact of
what they are experiencing. It acts as a buffer to
painful situations the nurse experiences that other-
wise might cause him or her to be unable to continue
providing care. In some settings, gallows humor is
seen as an expression of resilience that gives the 
people power over the heartbreaking events they 
are experiencing. 

Newly graduated nurses and nursing stu-
dents are often shocked when they first experience
gallows humor in the clinical setting; however, it has
probably been used as a coping mechanism since
health care moved from the home to organized 
institutions. This does not excuse it or make it right,
but gallows humor does serve its purpose on busy
units where the beds literally do not cool off between
clients. Nurses on these units are not afforded the
luxury of time to grieve or cry for a client to whom
they have become close; rather they must take care of
the next seriously ill client coming through the doors.
Sometimes the gallows humor contains a sexual com-
ponent, but unless extreme, it is not considered sex-
ual harassment.

Client behavior. Inappropriate client sexual behavior
creates a dilemma for nurses. Nurses must walk a fine
line between protecting themselves and providing
quality care. However, what most nurses don’t know

is that federal and some
state laws protect them
from sexual harassment by
clients, and these laws
should be reflected, or at
least referenced, in the em-
ployee manual. Unfortu-
nately, nursing students
receive little education on

dealing with clients who sexually harass nurses, and
there are very few continuing education programs on
the topic for the working nurse.

Sexual behavior from clients may be related
to a stage of grief, particularly anger, but is more typi-
cally a form of behavior that is used by clients experi-
encing anxiety. This behavior is disturbing, increases
job-related stress for the nurse, can make the nurse
feel humiliated and objectified, and can decrease the
quality of care, It can also destroy the nurse-client
trust that is essential to quality care. 

Clients with mental illnesses or who are di-
agnosed with dementia or who have brain damage or
surgery may not be able to grasp the consequences of
their actions or statements and therefore cannot be
held legally responsible for them. Medications that
have neurological effects may lower client inhibi-
tions, and they will say and do things that they would
be horrified doing without the effects of the medica-
tions.9 These conditions create a unique situation for
nurses because these clients may not respond to the

What most nurses don’t know is that
federal and some state laws protect them
from sexual harassment by clients, and
these laws should be reflected, or at least
referenced, in the employee manual.
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usual approaches used for dealing with sexual ha-
rassment. 

Although overt physical sexual assaults are
rare from clients, the American Nurses Association
(ANA) reports that over 60 percent of nurses have 
experienced some type of sexual misbehavior from
clients, ranging from being called “honey” or “babe”
to enduring jokes with sexual content to even un-
wanted touching.13 The vast majority of this behavior
is against female nurses, although male nurses also
occasionally experience unwanted sexual advances.

Nurses tend to avoid these clients, entering
their rooms only when absolutely necessary and
skipping tasks such as physical assessments, or they
may call in sick to avoid providing care for the
client. Other nurses will grudgingly provide physical
care, but emotional aspects of the care decline. The
client will be labeled and his quality of care will de-
crease. So, how do you effectively approach a client
with inappropriate sexual behavior without compro-
mising care?

Approaches

Laugh and deny. Over time, some nurses build up a
“resistance” to clients’ sexual misbehavior. They
often blame it on the client’s age, illness, or confused
state. They may not even consider the behavior to be
sexual harassment. They tend to “laugh it off” as 
another unpleasant aspect of their profession. How-
ever, this is not really the most effective approach. It
may work for some nurses, but by ignoring the be-
havior, they have not taken any positive actions to
resolve the issue. 

Confront gently. There is always the temptation to re-
spond to these clients with vengeful remarks or jokes.
As with the coworker, this is not an effective method
in dealing with sexual misbehavior. It is important to
speak honestly to the client about what they are doing
or saying and how it makes you feel. Sharp retorts
such as, “Knock off the jokes,” or “It’s really inappro-
priate to display yourself like that when people are
around” will usually only exacerbate the behavior. It
does not deal with the underlying causes. The behav-
ior may be adaptive for the client and may have de-
veloped over a long period of time. 

Confronting the client gently but firmly may
alter the behavior.34 If nothing else, it lets the client
know you are not pleased with the sexual behavior.
For example, you can say, “Mr. Blue, I appreciate the

fact that you are not feeling well; however, I feel like
you are putting me down and disrespecting me every
time you tell one of those jokes or pat my bottom
when I’m near the bed. I would really appreciate it if
you would stop when I’m in the room.” This action
by the nurse may make interactions with the client
tenser for a while because it creates uncomfortable
feelings.

Digging deeper. As mentioned above, the discomfort
caused by these clients’ behavior often causes nurses
to overlook the underlying emotional issues that may
be causing the behavior. Rather than ignoring the
client or running away when they say something 
sexually inappropriate, the nurse can use some of the
communication builders to help the client recognize
why they are behaving this way.1 The nurse can say,
“Mr. Blue, I am very uncomfortable being referred to
by that name; however, I realize you are concerned
about your heart catheterization tomorrow. When
people have high levels of anxiety, they often say
things that help them relieve the tension. I’d really
like to hear about what you fear most about going for
the test tomorrow.”

The ANA approach. The ANA has been very emphatic
over the years that the work setting be free from sex-
ual harassment from either coworkers or clients. They
have developed a four-step approach to dealing with
clients who display sexually inappropriate behavior.13

Step 1: Confrontation of the offender, which is simi-
lar to the “confront gently” approach discussed
above; however, the ANA recommends that the
nurse leave no room for misinterpretation of what
is being said. They insist that the nurse keep the
relationship with clients professional at all times
by addressing them as Mr., Mrs., or Ms. For exam-
ple, “Mr. Blue, I respect you as a client who is here
to receive care, and I expect that you will treat me
as the professional that I am. Please address me 
as Ms. Locke and not by the foul names you’ve
been using.”

In addition, the ANA believes that clients
should be aware that there are potential legal con-
sequences for their sexual harassment behaviors.
Although not widely known by nurses, there are
laws that permit hospitals to transfer a client to
another facility if they persist in sexual harassment
behaviors. They suggest that the nurse inform 
the client of the laws associated with sexual 
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harassment. For example, “Mr. Blue, I have asked
you nicely several times to stop with the sexual
jokes and crude names. The hospital has strict
rules about the type of behavior you are display-
ing, and if you don’t stop it immediately, you will
be discharged from this facility immediately.”
Clients in a clinic or outpatient setting are legally
required to be given 30 days before they can be
dismissed from care.

Step 2: Notify the supervisor of the harassment. This
is an important step in the process because when
the employer is informed of client sexual harass-
ment of nurses, it becomes their responsibility to
do something about it. Employers have become
extremely sensitized to sexual harassment issues,
and they realize that if nothing is done, they can
become involved in a lawsuit from an employee.
This often spurs employers to provide more con-
tinuing education programs for nurses on sexual
harassment from clients and to develop policies
and procedures for sexual harassment from clients
if they do not already exist.

Step 3: Careful documentation. It is important to
keep a record of exactly what the client said and
did, what the nurse did in response, and how the
client responded to the response. The date and
time also need to be documented. This is best done
immediately after the incident while it is fresh in
the nurse’s mind. 

Step 4: Involve others. Coworkers on the unit proba-
bly have similar experience with the client because
the behavior is not targeted to just one person.
They can help in developing successful tactics in
dealing with the client behavior so that everyone
will be consistent in the approach to the client. In-
consistency tends to increase the inappropriate 
behavior. Having one or two other nurses beside
you when you interact with the client may help
dampen the inappropriate speech or behavior, and
they can serve as witnesses to exchanges. Make
sure to include their names in the documentation.
The nurse can also seek support from organiza-
tions such as the state’s nursing organization or
even the state board of nursing.13

Complaining and Whining Behaviors
One of the most common, if not most annoying,
types of difficult person is the constant complainer
and whiner. To complain means to verbally express
unhappiness or dissatisfaction with a person, place,

or thing, The strict definition of “whine” is to make a
high-pitched, unpleasant sound that indicates discon-
tent, pain, or unhappiness, often made by infants; in
the colloquial usage, it means complaining about
something that the person can’t or doesn’t want to
expend the effort to fix, often in a high-pitched voice.
The two words complain and whine are often used in
conjunction with each other because they mean basi-
cally the same thing. 

Everyone knows about the “glass half full
and the glass half empty” division of personalities.
The glass-half-full people are the optimists who see
the positive aspects of life and their situation and at-
tempt to make the best of them. The glass-half-empty
people are the pessimists who see the negative aspects
of their lives and situations and resign themselves to
the idea that they are just going to have to tolerate it.
The third type of personality is the “there’s nothing at
all in the glass” individual, who sees his or her life,
work, other people, and the whole world as a black
hole of existence. There is nothing good at all, and
they are going to let you know about it often and con-
vincingly. They express themselves in chronic com-
plaining and chronic whining.

Causes of Complaining and Whining
The reality is that everyone complains at times as a
way to reduce stress, lessen the impact of unpleasant
news, and identify areas of concern. These types of
complaints are sometimes referred to as sporadic be-
cause they deal with just one short-term issue or as
constructive complaining because they are useful in
focusing attention on and resolving issues the person
is facing.36 They bring difficult situations to light 
and allow the person to focus on the resolution of 
the problem and the opportunity to make right 
something that is wrong or unfair.

Nurses experience complainers and whiners
in the health-care setting as bosses, coworkers, and
clients. There are many similarities among the
groups, including the reasons why bosses, coworkers,
and clients complain and whine to express themselves
and the approaches to dealing with them. In the dis-
cussion below, the groups are not separated as they
were in previous sections because of the similarities.
The differences in the care of clients will be pointed
out when appropriate. As with other types of difficult
behavior, complaining and whining meet some need
or achieve some goal that the person has. Often it 
is used to manipulate others, achieve some type of 
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reward, avoid a troubling situation, or increase their
sense of control.

One of the most common underlying rea-
sons that cause people to complain excessively is be-
cause their lives have not met the expectations they
had for themselves when they were younger. The vi-
sion of the things that could have been remains in
their memories, but the realities of their present lives
are a constant reminder of how short they have fallen.
They live in a continual state of disappointment with
themselves, their circumstances, and the people
around them.7 They are truly unhappy and use 
complaining and whining as an expression of their
unhappiness with the world.

Many people who excessively complain and
whine have a pervading sense that life has not treated
them justly. You will often hear from them state-
ments like, “It’s so unfair. I work my butt off every
day, save every penny I can, and scrape by and have
nothing while they sit back and the money rolls in.”
The underlying emotion
leading to these feelings is
a lack of control over their
lives. This feeling of lack 
of control is often closely
associated with jealousy.
Although it is difficult for
them to admit, they resent
the fact that someone else
has something they do not. They might say some-
thing like, “How come Betty gets to buy a new car
and I don’t? She’s so selfish; she probably never gives
anything to charity.” Complaining is a mechanism
they can use to gain back some feeling that they are in
control again.

A belief and feeling that other people do not
appreciate them, understand them, or empathize with
them causes some people to complain. Basically they
are expressing low self-esteem and “I’m a born loser”
self-concept. They might express this feeling by com-
plaining: “You never do anything the right way! You
should do it the way I do it because it’s much quicker
and better than what you are doing now.” They be-
lieve that others cannot put themselves in their shoes
and see things as they see them because they lack 
empathy for them. No one really understands or ap-
preciates what they are thinking or the other difficul-
ties they have to deal with in their lives. Complaining
and whining, they believe, will help others appreciate
them more.

They may also complain about feeling left
out of important activities or being treated as a sec-
ond-rate person when someone is selected over them
for an important task or position. These complaints
usually indicate that they are experiencing a type of
anxiety similar to what a child experiences when they
are brought to day care for the first time. Complain-
ing makes them feel more dominant or mature when
in reality they really feel just the opposite.9

People who use complaining to gain power
often use the complaining much as the persecutor
uses bullying tactics to get what they want. Often
these individuals may appear very congenial and co-
operative on the outside, but when there is something
they really want, like a promotion or to achieve a spe-
cific personal goal, they use the complaining and
whining to manipulate and harass their targets. They
have no regard for how the other person feels and can
make the whole work environment toxic to personnel
and successful outcomes. They don’t accept any ex-

cuses for someone getting
in their way and often dis-
play narcissistic behavior.
They are only concerned
about achieving their goals
and use complaining and
whining to torment others
until they get what they
want. 

Effects of Complaining and Whining
Much like the sneak, the chronic complainer loves to
keep the pot stirred up and boiling at work. They love
to watch the drama and chaos they have created and
particularly enjoy observing how their coworkers be-
come irritated and disheartened. Unfortunately,
chronic complaining is contagious and chronic com-
plainers may seek out other chronic complainers to
commiserate with them. However, at a certain point,
complainers and whiners will begin to complain and
whine about other complainers and whiners. They
seem to recognize the behavior in others as irritating
but can’t see it in themselves. 

Some studies have shown that even after just
30 minutes of listening to someone complain, the
neurotransmitter levels in the brain are altered
enough to cause memory loss and even permanent
brain damage.10 Even for people who are generally
happy, spending too much time around chronic 
complainers can make it hard to remember all the

One of the most common underlying
reasons that cause people to complain
excessively is because their lives have not
met the expectations they had for them-
selves when they were younger.
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good that still exists in life. A group of complainers
together can make the whole workplace environ-
ment toxic.

Chronic complaining destroys relationships
and lowers the morale in the workplace. In the
health-care setting, it drains the energy out of the
staff and decreases the overall quality of care. It cre-
ates an intense focus on only the negative issues and
even reverses positive aspects of the job. Complaining
makes people upset, aggravated, and generally an-
noyed. People who want to remain positive and pro-
vide high-quality care soon become tired of trying to
ignore the negativity; it increases their stress levels
way beyond what they would normally experience
with their daily care activities. Nurses who try to
maintain a positive attitude feel very relieved to leave
work and go home at the end of the day to get away
from the complaining and whining, but because they
know what is coming the next day, they dread going
back to work. 

In facilities where there is a culture of com-
plaining and whining, there also tends to be a higher
than average turnover rates of nurses.5 Nurses would
rather quit and move to another facility that has a
more positive atmosphere than deal with all the nega-
tivity where they are. These optimistic nurses may be-
come depressed because no matter how hard they
work, it never seems to be good enough for the
chronic complainer. The awful truth is that even one
person who continually complains can single-hand-
edly change the atmosphere of a work environment
and bring a screeching halt to the productivity of an
otherwise highly cohesive nursing unit.

Types of Complaining and Whining Behaviors 
Most people can recognize when someone is com-
plaining or whining about something that bothers
them, but there are several varieties of this type of be-
havior. As with the other difficult behaviors, there is
considerable overlap between the types of complain-
ing behavior.

Duck-and-cover behavior. Some complainers have
become adept at disguising their complaints by in-
tertwining them with real problems so that it is
difficult to separate the two. Because they believe
they cannot fix the problem themselves, they try to
place the responsibility for both the problem and
its solution on another person. For example, “It’s
such a pain to have to document every word we

say to these clients. You’re the one who suggested
it at the last staff meeting, so why don’t you do
something about it?”

Bulldozer behavior. These complainers want action
and to accomplish goals. They use aggressive com-
plaining to manipulate others to achieve their ob-
jectives. For example, “No one wants to help me
get the stuff ready for the holiday party. I guess I’ll
just call the whole thing off and chalk it up to your
lack of interest in the unit. No wonder we have low
morale around here.”

Wet blanket behavior. These individuals take nega-
tivity to new lows. In their attempts to gain control
and manipulate a situation, they will use negative
comments and complaints to dampen everyone
else’s attitudes. They rarely have any good ideas of
their own and much prefer to sow seeds of disap-
pointment and failure. At a meeting about a unit
project, they would say, “Joe, that’s a stupid idea.
We tried that in the past, and it was a miserable
failure. Why should we waste our time trying it
again? Sue, your idea isn’t any better. I can name
six reasons why it won’t work! I can’t believe you
would even suggest that. I don’t think this thing is
ever going to get off the ground.” 

Beyond help behavior. Sometimes when people
complain, it can appear that they are seeking help
and support with a problem they are facing; how-
ever, they immediately reject the helping offer
without even considering it. They believe the solu-
tion being offered is inappropriate or useless and
that their problem is so severe or unique that there
is nothing anyone could ever do to fix it. 

The goal of their behavior is to gain attention and
sympathy from other people, and they really do
not want to solve the problem; if it does get solved,
they’ll find another one.34 For example, a friend
says, “That sounds like a serious problem. Some-
thing like that happened to me once and the way I
solved it was by talking to my supervisor about it.
Why don’t you try that as a first step?” Com-
plainer: “Oh, that’ll never work. My problem is so
much worse than yours and my supervisor is way
too aloof to listen to me. I guess it’s just another
thing in my life that I’ll have to live with.”

Gossiping behavior. These people use complaining
to make themselves look better, cover up their
feelings of inadequacy and low self-esteem, 
and gain recognition or attention. Their tactics 
include interrupting others, bragging about their
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accomplishments, and throwing up roadblocks to
progress. Some of their most effective behaviors
include making unrealistic promises they can’t
keep and had no intention of keeping, using others
as scapegoats, and taking the credit for another
nurse’s work. For example, “Sorry to interrupt,
but, Ellen, you know that error was really your
fault, not mine, and if I hadn’t straightened it out
as quickly and as well as I did, the whole unit
would be in trouble now. No one is better dealing
with these situations than me.”

Needy behavior. By venting and then emotionally
and/or physically withdrawing, these chronic
complainers are seeking to gain the sympathy of
others and develop some type of connection, even
if it is dysfunctional. Often they will set up social
or work situations where they intentionally fail so
that they can become the victim. Being a victim is
a role for which they were born and they revel in
it.9 For example, in front of a group they would
say, “You have put me
down for just about the
last time! You couldn’t
have hurt my feelings
more if you had called
me a whore! I’m going to
the break room and
work on my charts and I
want to be left alone.”

Toxic behavior. Although all chronic complaining is
destructive to a workplace environment, some
complainers are so unhappy with themselves and
their lives that they use their behavior to purposely
manipulate or poison the environment so every-
one else will be as unhappy as them. This can be
particularly devastating if the person using this
toxic complaining behavior is the boss. They
sometimes have secondary goals for their behav-
iors such as seeking a promotion or recognition
rewards. They will attempt to falsely inflate others’
perception of their skills and work hard to advance
their own agenda. People who use this type of
toxic behavior often will retaliate and seek revenge
if they are contradicted or challenged. Toxic com-
plaining can deeply torment fellow workers and
devastate their emotional state. 

Underlying their behaviors may be deep-
seated, long-term personality disorders such as narcis-
sism and even antisocial tendencies.9 Toxic complainers

seem to have no conscience or awareness of other 
peoples’ needs or feelings and are totally focused on
achieving their own goals. They have developed manip-
ulation into an art form and use it to control situations
and people. To your face they can be very supportive of
your ideas, charming, and captivating while at the 
same time they are creating an emotionally lethal work
environment. 

They may employ any of the other types of
complaining discussed above to take the focus off
their own unhappiness and lack of knowledge and
abilities. For example, while the nurses are still to-
gether after receiving shift report and waiting for
their assignment, a toxic whiner would say, “Here we
go again! Too many clients and not enough nurses.
Don’t they know we are all working as hard as we
possibly can, and by not giving us extra help, they are
killing our morale and spirit? I was so tired and my
feet hurt so bad yesterday when I went home, I got in
the bathtub and fell asleep for 3 hours! It looks like

today is going to be a
rerun of yesterday. And
these clients we have to
put up with. They’re old,
they’re grumpy, they
smell bad, they can’t do
anything for themselves,
they complain all the
time, and their call lights

are always on. It’s like pulling teeth to get them to do
anything. And all the physicians do is bitch at us.”

Approaches
One of our goals in approaching chronic complainers
is to help them recognize that their behaviors are 
inappropriate and that expressing their needs by
complaining is harmful to themselves and the work
environment. Ultimately, we are trying to get them to
accept the motto “If you can’t say something positive,
don’t say anything at all!” Of course, once they do in-
ternalize this proverb, they may not be saying much
of anything for a while.

Another goal is to help them change their
perspectives about why they are complaining. Often
people complain because they have little capacity
for empathy. Primarily we are trying to get them to
see from another person’s viewpoint. If they can
achieve any level of empathy at all and see other
persons more positively, they will begin to think
differently, have different expectations, and find

By venting and then emotionally
and/or physically withdrawing, these
chronic complainers are seeking to gain
the sympathy of others and develop
some type of connection, even if it is
dysfunctional.

“
”
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better ways of handling things in their lives other
than complaining. 

A goal associated with both changing their
perspective and encouraging empathy is to understand
themselves better and understand why they have feel-
ings of inadequacy. It is interesting that complainers
hardly ever complain about themselves but very fre-
quently compare themselves to others. Because they see
the other person as being more intelligent, having bet-
ter skills, and being more capable than they think they
are, complainers are often attempting to bring the other
people down to the level where they believe themselves
to be.10 If they can recognize that this is a form of jeal-
ously and can understand that they do not have a mo-
nopoly on feelings of inadequacy, they will begin to
recognize that there are many people who would like to
be in their position. They can then focus more on their
own lives and what makes them happy.

The chronic complaining behavior observed
in clients generally has the same causes and goals as
complaining behavior seen in coworkers and re-
sponds to the same approaches. However, there are
several exceptions when the complainer is a client.
It’s always important to listen carefully to the com-
plaints of clients, even if they are chronic complainers.

Once a client is labeled as a chronic complainer, the
tendency for busy nurses is to dismiss all their com-
plaints as mere indications of an unhappy personal-
ity, and indeed, many of them are. However, if the
complaints are different from the common com-
plaints such as, “The food is always cold,” “The nurses
don’t talk to me much,” or “Why is this room so cold
(or hot),” nurses should investigate them more
closely. Although all clients’ complaints about pain or
discomfort need to be assessed, complaints about
pain in locations where they haven’t complained
about pain before need a more thorough assessment.
It is possible for a chronic complaining hospitalized
client to have a heart attack or develop a kidney stone
unexpectedly while they are in the hospital.

One group that requires an approach some-
what different from coworkers is the clients who are
in the depression stage of grief. They may express that
grief by complaining about almost anything and
everything. Using the approaches discussed earlier for
interacting with clients in the depression stage of
grief will likely be more effective than the approaches
listed below, although there are many similarities.
Our primary goal for depressed clients is to move
them on to the stage of acceptance.
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The Girl Who Cried Roach! 

The incident described here really happened, but the location and some of the
names have been changed to protect the innocent.

I had been pulled from the cardiac intensive care unit (ICU) to work on
one of the medical-surgical units due to a low census in the ICU. My assignment
that day included a 17-year-old girl who, while taking a test at school the day 
before, felt dizzy, had a “fluttering” in her chest accompanied by a feeling of 
pressure, and difficulty breathing. The school nurse took her blood pressure and
obtained a reading of 72/58 (normally 108/64) with an irregular pulse of 167 
(normally 75 and regular). The nurse called the girl’s parents and the ambulance.
By the time the paramedics arrived, the girl’s blood pressure was 104/66 with a
regular pulse of 80. After being connected to the cardiac monitor, they observed
normal sinus rhythm with no dysrhythmias. However, because of the potential 
for reoccurring cardiac abnormalities, the girl was taken to the local hospital’s
emergency department (ED), where she was examined by the ED physician on
staff with a consult from a cardiologist. Although she had no more episodes of
rapid heart rate, the cardiologist wished to monitor her in the hospital for 24 hours.

Normally, a 17-year-old child would be admitted to the pediatric unit, but
that unit was experiencing a highly contagious rotavirus outbreak, and they did
not want to expose the girl to the infection. She had a cardiac telemetry unit,
which is a portable radio transmitter about the size of a large cell phone, only
thicker and heavier, connected by wires to electrodes on her chest that sent her
heart pattern wirelessly to a room next to the ICU where monitor technicians
watched it 24 hours a day for any irregularities. It allowed her complete mobility,
and she was on activities as tolerated, which meant she could do pretty much
anything she wanted in the hospital.

I usually was not assigned to female clients, but the charge nurse that
day believed that because of my ICU experience, I was the best qualified to 
handle any emergency situations that might arise with the client. Her fast, irregular
heart rate was a type of supraventricular tachycardia (SVT), known as atrial fibrilla-
tion (A-fib or atrial fib), where the atria of the heart become irritable and take over
the pacemaker function from the heart’s normal pacemaker, the SA node. Many
things can cause this to happen, and it is fairly common and usually transient in
teenage girls and young women; however, in elderly clients, it’s often chronic and
an indication of an underlying cardiac pathology. Causes include increased hor-
mone levels as seen in teenagers, excitement, stress, and use of caffeine, to-
bacco, alcohol, stimulant street drugs, and a variety of prescription medications. 

She was in a semiprivate room in the bed farthest away from the door, by
the windows. When I went into the room, she was awake, sitting up and listening
to her iPod. I introduced myself: “Good morning, Ms. Bennett. I’m Mr. Catalano
and I’m going to be your RN today. How are—”

“Stop right there,” she interrupted. “Mrs. Bennett is my mother’s name.
I’m just Julie.”

“Okay, then,” I answered. “Good morning, just Julie. I guess you can call
me just Joe.” 

I s s u e s  i n  P r a c t i c e
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I saw her start to smile; however, it stopped suddenly when she remem-
bered Rule Number 3 of the Teenager’s Handbook on Dealing With Adults: 
“Never let them know they’re funny.”

“How are you feeling this morning?” I asked.
“I feel great! When am I getting out of this dump?”
“Well, your cardiologist wanted to monitor you for 24 hours, and if there

aren’t any more episodes of what you had yesterday, you can go home, probably
this afternoon or early evening. The monitor techs tell me everything has been nor-
mal since you came in. Have you felt anything like you had at school yesterday?”

“None at all, but these things stuck on my chest are starting to itch, and 
I kept getting tangled up in these wires last night and pulled them off a couple of
times. They won’t let me use my cell phone, and this hospital phone with the wire
is an antique and doesn’t seem to work half the time.”

“We can move the electrodes to a different spot on your chest where it
isn’t itchy. The cell phones send out a signal that blocks the telemetry, so we
don’t let anyone use them here. I realize those wires are a pain, particularly when
you’re trying to sleep. How did you sleep last night anyway?” 

“You’ve got to be kidding me, right? Sleep in this place? It was noisier
than our band room at break time! It sounded like someone was banging a metal
garbage can top against the wall. This one over here”—she pointed to the other
client in the room—”snores like a freight train! And then there were the bugs 
running up and down the curtain all night.”

Many teenagers are compulsive chronic complainers and use complain-
ing like an orchestra conductor uses his baton. Complaints are a way to empha-
size points, such as not being happy with a situation, and to enhance their
expressions of disapproval, particularly of adults. I usually don’t pay much atten-
tion to them, but when they sound unusual or relate to changes in physiological
conditions such as pain or breathing, I tend to become curious. The bugs on the
curtain complaint got my attention.

“On which curtain did you see the bugs?” I asked.
“This one here,” she answered, pointing to the curtain that separated 

her bed from the client in the next bed. The curtain was a heavy fabric in pastel-
colored stripes and was hung from a roller track on the ceiling so it could be
pulled all the way around the bed for privacy. Usually, we just leave them pulled
down to the foot of the bed.

“I think they were roaches. We had some under the sink at our new
house when we moved in. My mom totally FREAKED OUT! She called the real 
estate agent who sold us the house and a bug guy was there in 15 minutes!
Roaches make kind of a clicking sound when they move around, and I thought 
I heard that last night.” 

I assessed that Julie was alert and oriented to person, place, and time
and did not appear to be experiencing the side effects of any types of medications
that might cause confusion. Actually, she wasn’t on any medications at all. So I
pulled the curtain all the way open just to be sure and didn’t see any bugs of any
kind.

“There doesn’t appear to be any here now,” I observed.

I s s u e s  i n  P r a c t i c e continued
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“Of course not. The lights are on and the sun is out,” she noted. “Don’t
you know anything about roaches?”

“I can’t remember any nursing classes covering that topic in nursing school,”
I inappropriately replied. “And maintenance sprays the whole hospital for bugs about
once a month. But hang on a second, I just want to check something out.”

I walked around the curtain and saw that the client in the bed by the door
was a client I had seen several times in the ICU. It was Mrs. Perry, one of our “fre-
quent fliers” (clients who are admitted to the hospital every month or so), who was
80-something and had difficulty seeing and hearing, but lived alone and was fero-
ciously independent. She vehemently refused any kind of help with her own care
or care of her living quarters. Unfortunately for her neighbors in the apartment
building where she lived, she had severe self-care deficits and her apartment was
known for its cluttered and malodorous condition. I had a strong feeling that some
of her admissions were related to her living conditions, because I had heard from
my friends who worked in client transport that when they returned her to her
apartment after a hospitalization, it was better organized, much less cluttered, and
had a lingering sent of Febreze filling the air.

“Hello, Mrs. Perry. How are you feeling today?” I asked her.
“I’m okay. Is that Joey?” (She always called me Joey because she had a

son named Joe who was killed in World War II at Midway. I guess I reminded her
of him.) 

“Yes, Mrs. Perry,” I replied. “You remembered me.”
“I can’t see or hear worth a flip, but my memory is like a steel trap,” she

replied, and then launched into the story about her Joey. 
I let her talk for several minutes; then I interrupted her. “Mrs. Perry, I

would like to take a look at your suitcase if you don’t mind?” It was one of the old
hard side suitcases like Julie Andrews carried in the Sound of Music when she left
the convent, except Mrs. Perry’s was a faded yellow color with travel stickers on it
from all over the country. It was on the floor on the curtain side of the room.

“Why would you want to look at that old thing? There’s nothing in it. I put
all my clothes in the closet over by the sink yesterday when I came in.”

“I just want to check something out,” I said.
“Well okay, go ahead.” 
I crouched down next to her suitcase, flipped the two worn brass latches

up, and carefully opened the lid about six inches. That’s all I needed to see what I
was afraid I would see. There were several hundred live and healthy roaches scur-
rying around in the bottom. I quickly but cautiously closed the lid and latched it. I
went over to the sink and got a pair of rubber gloves out of the box and then got a
red biohazard plastic bag from under the sink. I carefully slid the suitcase into the
bag and double tied it.

“Mrs. Perry, I’m going to need to borrow your suitcase for a little while. Is
that okay?” I asked her.

“Sure, Joey, anything you want. But why don’t you buy yourself one of
those nice new fancy ones with the wheels on it?”

“This one will be just fine, Mrs. Perry. I promise I’ll bring it back later.” I
wasn’t sure that was a promise I could keep.

I s s u e s  i n  P r a c t i c e continued
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I gingerly picked it up and carried it at arm’s length to the nurses’ station.
Never having been in this situation before, I wasn’t quite sure what to do with it,
so I set it down on the edge of the nurses’ station counter. Everyone was pretty
used to seeing specimens in biohazard bags that needed to be taken to the lab,
so they didn’t really pay much attention to my little gift. It happened that the unit
manager, who was a classmate of mine from nursing school, was in the hall. 

“Hi, Joe,” she said. “It’s good to have you back over here working with
us. Did you cure all the clients in the ICU? What’s in the red bag there?”

“You’re probably not going to believe this,” I answered. “I wasn’t sure
what to do with it because I’ve never run across this problem before. It’s Mrs.
Perry’s suitcase and it is full of roaches,” I said quietly. 

I watched the color in her face drain away. 
“I’m not sure what to do with it either,” she answered. “But we need to

get it out of here, now! Fern (the unit clerk), call maintenance and get them up
here right now to get rid of this. Tell them it’s an emergency!”

Surprisingly, three men from the maintenance department were there
within about 5 minutes. We took them to an empty room and explained the situa-
tion. They said that their policy and procedure manual actually had a protocol for
this. One of them picked up the red bag with the suitcase in it, and all three of
them left. I wasn’t sure what they were going to do with it. I was thinking incinera-
tion, but the suitcase reappeared in Mrs. Perry’s room later that afternoon, a little
more faded with a distinct chemical odor. I really had no desire to open it again.

“We really need to get the clients out of that room,” I said.
“There is an empty private room across the hall where Julie can go, and

we can put Mrs. Perry in the isolation room across the hall from the nurses’ sta-
tion,” explained the unit manager.

I headed back to Julie’s room and found her listening to her music again. 
“Julie, we’re going to move you to another room. Grab your makeup

case and electronics and put on your shoes, okay?” 
“What about my clothes?”
“I’ll bring them to you later. Actually, it might be better if you call your

mother and tell her to bring you some fresh clothes to go home in.” We walked
across the hall to the private room and got her settled in. I headed back to her old
room to help with Mrs. Perry. When I got to the room, Mrs. Perry’s nurse had a
wheelchair next to the bed, and Mrs. Perry had a death grip with both hands on
the bedrail that was still up. 

“I like this room. I’m not going to go to another room!” Mrs. Perry
shouted.

I walked around to the side of the bed she was facing and said, “Mrs.
Perry, is there a problem here?”

“Joey, I’m glad you’re back. This nurse here wants me to go to another
room and won’t tell me why. And she’s trying to make me ride in a wheelchair. I’m
not a cripple. I CAN WALK BY MYSELF!” she said emphatically.

“Well, Mrs. Perry, it’s like this. You’ve always been such a good client 
for us when you come in; we wanted to put you in a nicer room. Think of it like 
an upgrade in a hotel when you used to travel. And you don’t have to use the

I s s u e s  i n  P r a c t i c e continued

(continued)

3972_Ch13_310-352  29/12/14  12:35 PM  Page 347



348 U n i t  3 Leading and Managing

wheelchair. I can walk with you to your new room, you know, like we used to walk 
together in the ICU?”

“An upgrade? I didn’t know hospitals did that. I used to love 
upgrades when I traveled with my husband. We were in Las Vegas one time and
. . . ,” she launched into her Vegas story of at least 40 years ago. I actually hadn’t
heard this one and was kind of interested in what she had to say, but I interrupted
her again.

“Mrs. Perry, I really want to hear about Las Vegas, but can I hear the rest
of the story after we get you to your new room?”

“Oh sure, let’s go!” She was very spry for her age and walked by herself
after we got her shoes on. Now, I know you’re not supposed to lie to clients be-
cause it destroys the trusting relationship. However, if you rationalize it enough, 
I really wasn’t lying, much. The room she was going to was actually better than
her old room. She had her own TV, which she couldn’t see anyway, and the room
had some unique features, like negative airflow and a second big sink by the door.
It was larger than her old room and had a full-size rocking recliner where she
could sit comfortably. Most importantly, the approach her nurse was using wasn’t
working at all, and we had to get her out of that room.

A few minutes later, the three maintenance men reappeared. Two of
them had Level C hazardous material (hazmat) suits on (see Chapter 25 for more
detail) and were carrying a fogger and a 3-gallon spray can. The third man had on
his regular blue maintenance department uniform and carried a roll of plastic
sheeting and a roll of duct tape. The two with the suits and sprayers went into the
room. They bagged up Julie’s and Mrs. Perry’s clothes in biohazard bags. They
also bagged all the linens, towels, and wash clothes that were in the room in 
biohazard bags. Everything else was thrown away, in biohazard bags of course. A
special biohazard laundry cart with a cover was brought to the unit, and all the
laundry was sent for washing, no doubt in scalding hot water and undiluted chlo-
rine bleach. I don’t think Julie will ever be able to fit into that pair of jeans again.

After they were out of the room, they closed the door and the man with-
out the hazmat suit proceeded to tape the sheet of plastic around the doorjamb.
When the other two were finished spraying, they pulled back the plastic just
enough so they could duck out and then sealed the room again. A sign was put
on the plastic sheet: “Do Not Enter for 48 Hours.” 

Julie went home later that day and had no more episodes of SVT. The
nurse manager called the super at Mrs. Perry’s apartment and told him what we
had found. When Mrs. Perry went home 2 days later, her apartment had a strong
chemical odor and was cleaner than usual.

So what are the lessons to be learned from this incident? I think there are
two important ones: First, listen to your clients! When they talk to you, they usually
have something to say, although it may be difficult for them to explain it and in
may take some time, it’s always worth listening. Second, Don’t totally disregard
chronic complainers. If the complaint sounds strange or is about something physi-
ological, it needs to be investigated more thoroughly.
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Under the best circumstances, it is difficult
to change complaining behavior. It is behavior that
the person likely began using as a young child to gain
recognition and attention and manipulate the parents
into giving them what they want. Because of the re-
wards they have received from this behavior, they will
be very reluctant to give it up for more adultlike be-
havior. However, because it is so toxic to the work
environment, it must be addressed and dealt with at
some point.5 The approaches listed below can be ef-
fective in altering behavior to a degree, but don’t get
discouraged if the chronic complainer continues to
complain at times. At least it is an improvement. 
The empathy approach. As it did with several of the ap-
proaches for other types of difficult behavior, 
active listening can also work with the complainer if
combined with a response that acknowledges their
problems. After they finish talking, say to them,
“Wow, that sounds really awful. I can’t imagine how
you handle all those problems without going crazy.
I’m sure I couldn’t do it.” Make sure you are genuinely
sympathetic and not patronizing. Many complainers
are looking for someone who understands them as a
person, but because of their constant complaining,
people tend to avoid them. Quite frequently they will
reply, “Yes, but it’s not really that bad and I’m han-
dling it okay!” For this approach to work, you do need
to be sincere and avoid any hint of sarcasm. 

Also remember you’re not really agreeing
with the complainer that their problem is worse than
anyone else’s or that it is so big it can never be solved.
You’re just acknowledging the fact that this is a prob-
lem for that person, which it is.
Break the vicious cycle approach. This is similar to the
first approach, and like the first one it may not com-
pletely stop the complainer from complaining. Be 
patient with the person and respond realistically to
their complaints. For example, the complainer says,
“You know, this job is really boring. I just do the
same thing over and over again and the clients are al-
ways the same.” You can respond, “Getting bored
with a job can be a problem. Why don’t you do some-
thing about it?” (Long pause and blank look.) Com-
plainer: “You mean there’s something I can do?” This
will usually stop them from complaining to you at the
time you take their unhappiness seriously and offer a
practical resolution. You are challenging them to take
control of their situation and fix it.
Adjusting the attitude approach. Complainers often do
not realize how good they actually have it and how

much they can be thankful for. This approach is diffi-
cult because it requires the person to shift their per-
ception from one they have been hanging on to for
many years. Helping adjust their perception of them-
selves and what they have and can do will allow them
to become more positive and speak of the good things
in their lives.3 They do need some degree of self-
awareness, however small, for this to be successful. 

This approach can be a slow process, and the
key is to get them to acknowledge that they have a
negative attitude and that their complaining is not
helping them. Continual redirection is needed when
they start complaining and being negative again. For
example, the complainer say, “This job is so hard. I’m
always tired, and I never have any time to do what I
want. They’re always giving me something else to do,
and I can’t seem to ever say no because they’ll fire me.
What’s wrong with me? I don’t know when my life be-
came so negative.” Response: “Why don’t you try this.
Tell me right now about five things that are good in
your life?” Complainer: “Well, I have a great husband
who listens to me and encourages me and helps me
with the housework. The pay I’m getting here is better
than at anyplace else I’ve ever worked. I live in a nice
big house with a big yard. How many is that? I’ve got
some great friends who would do anything for me.
And I love my church and the people who are there.
That is five.” Response: “That’s great! Don’t you feel
better now? You have to keep looking at the positive
side of things. Now I’m going to help you with this
even though you’ll probably get irritated with me at
some point. Every time you complain about some-
thing, I want you to say something positive also, okay?
It’ll be hard at first, but if you forget, I’ll remind you.”

Complaining to the complainer approach. Unlike the
first two approaches, the goal of this approach is not
to alter the underlying causes of the complaining but
to ameliorate the behavior to some degree. Most peo-
ple who complain all the time have no self-realization
of how they come across to other people and how ir-
ritating their complaining is.2 Sometimes by hearing
how they sound, they can get a sample of how other
people feel about their complaining. 

Step 1: Rather than trying to be empathetic and posi-
tive in responding to the complainer, complain
about everything, including what they are doing
and how they are doing it. If they ever do a good
job, complain about that. This will be tiring if you’re
not a born complainer, and others may look at you
strangely. At some point, however, the complainer
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doesn’t have a brain in her head,” will make you
the complainer’s best buddy. You can now both
face the big bad horrible world, together.

7. Using sarcasm. If you say, “Oh, you poor dear, bless
your heart, it sounds like your life is just one big
tragedy after another, doesn’t it?” they may misin-
terpret it to mean that you really are acknowledging
how big their problems really are, or, if they do get
the sarcasm, they will complain about how you are
unable to show empathy for them (and the world).2

Chronic complaining is bad for the work en-
vironment, bad for the people working there, and bad
for the chronic complainer. No matter how difficult it
is, complaining does need to be stopped somehow. A
company in Germany sends employees home when
they are having a “complaining day.” Many employers
are now including complaining behavior as a reason
to avoid hiring someone. For chronic complainers,
complaining is habitual and they really can’t ever hide
it, even in an interview. However, because of the nurs-
ing shortage, HR personnel in hospitals and other
health-care facilities are still using the “warm body”
approach to hiring, so there tends to be a much higher
number of chronic complainers in hospitals.

There are other types of difficult behavior
that people can display that were not discussed here;
however, the approaches to changing that behavior
are similar to the many approaches talked about ear-
lier. Some additional types of difficult behaviors in-
clude the following:

• Procrastination and indecision
• Non-responsiveness and silence
• Yes-men or yes-women

will probably start complaining about your com-
plaining. This is a sign that your plan is working.

Step 2: Keep on complaining and then, when they
least expect it, tell them they are doing a great job
when they do something well. They’ll be surprised
at your positive words, and it will likely make
them ask you what you are doing. If they ask this,
they are showing the first signs of self-awareness
and this is your opening to have “the talk.”

There are also many things that do not work
with complainers. These are listed here so that you
don’t waste your time on approaches that will only
lead to more complaining or nowhere at all.3
Approaches to avoid:

1. Ignoring or avoiding them. They are seeking atten-
tion by complaining, and this will only make them
complain more.

2. Having an aggressive confrontation. They will ei-
ther hide the complaining or play the victim role.

3. Trying to fix their problems. They really don’t want
their problems fixed; they just want to complain
about them.

4. Trying to cheer them up. Saying, “No one can have
it that bad,” will only make the complainer try to
convince you more that, yes, his or her life is that
bad or even worse.

5. Telling them they complain too much. They have
no self-awareness of their complaining behavior
and will deny it and then complain that you’re
being mean to them.

6. Commiserating with them. Saying to the com-
plainer, “You know, you’re right. This job is awful,
and the cafeteria food stinks, and the charge nurse

C o n c l u s i o n

All professional nurses need to develop mecha-
nisms to deal with people who are displaying diffi-
cult behavior. The very nature of the profession
exposes nurses to a large number of people who are
experiencing change, are under stress, and have a
wide range of backgrounds and values and varying
expectations. By understanding communication,
using behavior modification, developing assertive-
ness, avoiding submissive and aggressive behaviors,
and appreciating diversity, the nurse can develop
the coping skills required for problem-solving, 
handling conflict in the work setting, and 

confronting the unacceptable behaviors of difficult
people.14

Dealing with difficult people and resolving
conflict are never pleasant undertakings. However, like
most skills, the more they are practiced, the more com-
fortable you will become using the communication
techniques discussed both in Chapter 12 and this chap-
ter. The importance of handling problematic situations
in a timely, honest, and caring manner is self-evident.
The anxiety and fear provoked by confrontation are
part of the price that nurses must pay to do their jobs
well and provide high-quality client care.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s

• Complete this statement, using as many situations or statements as possible:
“In a conflict situation, I have difficulty saying _____.” Analyze reasons that pre-
vent you from saying it. What would have been the worst thing that could have
happened to you if you had said it? Create a phrase that you feel comfortable
with that you could use the next time you want to say something difficult to the
members of your team.

• Identify the communication and behavior characteristics of your work group or
team. List areas of diversity for each member, including yourself. Identify their
strengths and weaknesses. Identify methods for using the team members’ 
diversity to enhance the team.

• Identify a person who displays difficult behaviors either at home, in the class-
room, or in the clinical setting. Which of the categories discussed in the text
does this person fit into? Attempt to communicate with this person using the
techniques discussed in the book. Did they work? Why or why not?

• Analyze your own behavior. Are you a difficult person? Most people can have
difficult behavior in some situations. What situations trigger a difficult behavior
response in you? How does your behavior change when you are angry, 
depressed, or anxious?
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H
HEALTH CARE VERSUS HEALTH-CARE DELIVERY

ealth care is often defined as the management of the resources
of healing. The delivery of health care is the action or activities of sup-
plying or providing services to maintain health, detect illness, and cure
those who are ill or injured. In the past, these services were typically 
delivered in a hospital or clinic setting. A growing awareness of and in-
terest in maintaining optimal health is resulting in a movement toward
increasing preventive and primary care as a means of promoting health.
This change in focus has produced substantial changes to the ways in
which health-care services are delivered and the way health-care profes-
sionals interact with these systems. As professionals, nurses need to un-
derstand health-care delivery systems. Nursing practice is influenced by
political, societal, and cultural realities and needs to adapt to the chang-
ing world that affects everyday practice. Today’s health-care institutions
are heavily affected by the costs of delivery, access to services, and
health-care professionals.

It has been long recognized that although individual health-
care services in the United States are among the best in the world, the
nation’s health-care delivery system is mediocre at best. In many key
health-care indicators, such as infant mortality and chronic diseases,
the United States is well behind other countries, ranking 37th out of 
50. One of the goals of health-care reform is to bring the high-quality
care experienced by some to those who are less fortunate or do not have
employer-based insurance plans.

Nicole Harder

Joseph T. Catalano

Health-Care Delivery
Systems

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the implications of
health-care reform on the 
profession of nursing

• Analyze the evolution of the
health-care delivery system in
the United States

• Analyze the evolution of the
health-care delivery system in
Canada

• Evaluate the factors that influ-
ence the evolution of the 
health-care delivery system

• Synthesize the concerns sur-
rounding the uninsured in the
United States

• Analyze industry efforts to 
manage health-care costs

• Evaluate the efforts being 
made to ensure high-quality,
cost-effective health care

• Describe and list the levels and
types of health-care delivery

14
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HEALTH-CARE REFORM

In 2010, passage of the landmark Affordable Care 
Act (ACA) set the stage for the largest overhaul of the
U.S. health-care system in 50 years. Now that the up-
roar has settled somewhat, nurses must take the lead
in implementing ACA to move the U.S. health-care
system toward becoming the best in the world for all
its citizens.

New Provisions for Health Care
Sometimes referred to as health-care reform, Oba-
macare, or, less frequently, Americare, the primary
goal of ACA is to provide affordable health care to
U.S. citizens who, before its passage, were unable to
pay for or obtain health insurance. Secondary goals
include eliminating the insurance industry’s strangle-
hold on the health-care system, addressing inequities
in current coverage, and help struggling senior citi-
zens. The legislative process mangled or killed several
key provisions of ACA that would have covered the
almost 47 million Americans without health insur-
ance. However, it is estimated that some 32 million
additional citizens will be added to the rolls of those
with health care over the next ten years.1

The detractors of ACA remain legion and
often cite false or misleading information as their ra-
tionale for opposition. The bill does have some limita-
tions, which we discuss later. The provisions of the
bill will be phased in over 8 years to be less of a
“change shock” to health-care providers and citizens
alike. Provisions that took place in 2010 include:

• “Doughnut hole” protection for senior citizens.
They will receive a rebate from the government 
to supplement the $2,700 limit on Medicare drug
coverage. However, this fills only 50 percent of the
doughnut hole for 2010; 100 percent will be filled 
by 2020.

• Care for all children by eliminating the pre-existing
conditions restrictions found in most policies.

• Access to high-risk pools for all uninsured, even
adults with pre-existing conditions.

• Increasing the age to 26 years for young adults to 
be covered on their parents’ plans.

• Ending the insurance companies’ ability to drop
coverage for someone when he or she gets sick.

• Transparency: Insurance companies must reveal
how much money is spent on overhead and 
administrative costs.

• A customer appeals process to explain to customers
how coverage determinations are made and claims
are rejected.

• A 10 percent tax on indoor tanning services, with
the money being used to fight skin cancer.

• Eliminating health insurance fraud and waste with 
a new system of inspection and checks.

• Improved quality of information on the Web. A
new website makes it easier for consumers and
small businesses in any state to find affordable
health insurance plans.

• Improved labels of food products for more accurate
nutrient content to eliminate the confusing and
sometimes fraudulent information provided by
manufacturers.

• Less expensive health-care plans offered to early
retirees (ages 55–64 years) as part of the benefit
package.

Provisions that became effective in 2011:

• Tax credits for small businesses with fewer than 
50 employees to cover 50 percent of employee
health-care premiums.

• Limited power of insurance companies to exploit
small businesses; reduced out-of-pocket expenses
for employees.

• A 2-year temporary credit (up to $1 billion) to 
encourage research into new therapies and 
procedures.

Provisions that became effective in 2014:

• Eliminating all pre-existing illness limits for adults
to obtain health insurance.
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• Eliminating higher insurance premiums based on a
person’s gender or health status.

• No lifetime caps on the amount of insurance an 
individual can receive.

• Expanded Medicare payment to small rural hospi-
tals and other health-care facilities that have a small
number of Medicare clients.

• A minimum benefits package defined by the federal
government, including certain preventive services 
at no cost.

• The option of coverage that can be offered through
new state-run insurance marketplaces, called ex-
changes. Increased Medicare payroll taxes for high-
income earners ($250,000 or more). Unearned
income of $250,000 or more, now exempt from the
payroll tax, would also be subject to a 3.8 percent
levy. (This was postponed until 2016.)

Provisions that become effective in 2018:

• All new insurance plans to cover checkups and
other preventive care
without copays.

Individuals who
have health insurance
plans at the time of the  Af-
fordable Care Act (ACA)
implementation can keep
their plans with very little
change. The plans will not
be increased to match the new policies’ increased bene-
fit standards. However, as of summer 2011, no health
plans will be able to set annual limits, drop individuals
because of illness, drop children from parents’ plans
until they are 26 years old, or deny children coverage
because of pre-existing conditions.2

Concerns About Health-Care Reform
Some of the more controversial provisions in health-
care reform include the anticipated gradual increase
in premiums (up to 13 percent) that will be phased in
from 2011 to 2016. However, most individuals and
families will qualify for subsidies. These will be a 
sliding-scale tax break for a family of four making 
less than $88,000 per year. Federal insurance plans
will not cover abortions. However, this coverage can
be obtained through the state-sponsored exchange
programs for an additional premium if the individual 
exchange plans decide to offer it. States may opt out
of the abortion coverage.3

Another controversial aspect of ACA is the
requirement that most Americans buy health insur-
ance or pay a penalty starting in 2014. The penalty
will start out at 1 percent of income in 2014 and rise
to 2.5 percent by 2016; however, the total amount will
not exceed $2085 per year. Some believe this is an in-
vasion of privacy and limits personal freedom.4 The
underlying idea is that when everyone has insurance,
the rates for premiums are lower across the board.
Without the requirement, people with insurance
would have to pay higher premiums to cover those
without insurance. This is what the health-care and
insurance industries have been doing for the past 
50 years.  However, this provision was delayed until
at least 2016 and perhaps even later.

A few groups would not be required to 
purchase health insurance. Most American Indians
can receive health care through their tribal health-
care systems. Almost all federal government employ-
ees are covered by government-sponsored insurance

which is very similar to the
insurance under the ACA.
Also, those who have legit-
imate religious objections
can avoid paying for insur-
ance. Individuals and fam-
ilies with extreme financial
hardship would not be pe-
nalized for inability to pay
if the cheapest plan avail-

able would cost more than 8 percent of their income.5
Some clinicians fear that the increased

number of new clients will overwhelm the health-
care system, resulting in long waits at physicians’
offices. Another concern is that the Medicare 
system will be inundated with a flood of new re-
cipients and not have enough funding to cover
everyone. New legislation invariably raises issues;
these problems are growing pains that can be 
resolved along with other issues that are sure 
to arise.6

Nursing and Health-Care Reform
Nurses were at the table during the planning of the
Affordable Care Act, and nurses will have a key 
role as the plan moves forward. The influx of some
32 million new clients into the health-care system
offers new challenges and opportunities for nurses
to expand their profession and practice to the levels
for which they were educated.
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A Goal of Maintaining Health
Sometimes overlooked or discounted in ACA is 
the increased emphasis on preventive care. All
Americans can receive screening procedures such
as prostate examinations, mammograms, annual
physical examinations, and preventive care such 
as immunizations at no out-of-pocket costs. 
Almost all the preventive care measures have 
been implemented and do not require approval 
by Congress, like some of the other provisions. 
This is a major transition in emphasis from 
illness and disease to prevention and health 
promotion. One commitment that has always 
differentiated professional nursing from medicine
is this goal of maintaining health and preventing
disease.7

Opportunities and Challenges for Nurses
The arena where this transition will occur is pri-
mary care. During the past decade, physician 
training for primary care
has decreased because of
low reimbursement rates
from insurance compa-
nies and government
programs. It is unlikely
that the current crop of
primary care physicians
will be able to handle the
increase in clients seek-
ing preventive care. On
the other hand, the education of nurse practitioners
has increased by some 60 percent during the same
decade. In addition, ACA provides about $50 mil-
lion per year to develop new programs for each of
the nurse practitioner roles. Also, public health 
will find itself on the front lines of the influx of 
new clients. The opportunity for nurses to lead 
the cutting edge of health-care reform is ripe with
promise.8

To fulfill this promise, nurses must con-
tinue to do what they have always done, but to do 
it better. In the past, when demographic swings or
governmental programs have created substantive
changes in health care, nurses have been the leaders
in developing new systems and models to accom-
modate the changes. Nurses are experts in increas-
ing access to care while maintaining the quality of
that care. They must work in the political arena 
to broaden the ability of advanced practice nurses

to provide the services they were educated to pro-
vide. They must be at the table to help shape
changes in health care.

As evidence-based practice becomes the
norm for heath-care practice, nurses need to keep
conducting the research and collecting the data that
improve care. Without a solid base of research, it will
be impossible to demonstrate scientific evidence of
the effectiveness of preventive care and improved
client outcomes. However, nurses cannot do research
in a vacuum. It is essential that they collaborate 
with all health-care disciplines by understanding 
and acknowledging the importance of their roles in
health-care reform. From collaborating with medical
schools to providing training for patient care techni-
cians (PCAs), nurses can establish the trust required
to work in concert with others and provided seam-
less, high-quality care.9

Health-care reform can be a double-edged
sword for professional nursing. Nurses can lead the

reform that will mark the
success of health care for
decades to come, or they
can be overrun by the 
system and become a foot-
note to health care. Nurses
who educate themselves
about the new reforms and
find the opportunities 
will be the leaders health
care requires.

THE NEW FACE OF HEALTH CARE

The number of U.S. citizens who were not covered
by any type of health-care insurance in 2010 was
more than 47 million, about 25 percent of the pop-
ulation. Of the top 25 industrialized countries, the
United States is the only one that does not have any
type of universal health-care coverage for its citi-
zens.10 The ACA is a first step to developing a sys-
tem that will offer all U.S. residents the same type
of health care distributed to members of the U.S.
Congress. The new law challenges politicians to de-
velop a system that will cover all citizens as they are
covered by their governmental health-care plan.
Nurses see every day the effect of lack of health care
among the most vulnerable population: infants and
children.
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Although significant strides have been
made in treating some acute infectious
diseases, many challenges still exist in
the management of health concerns 
such as cancer, heart disease, Alzheimer’s
disease, diabetes, chronic obstructive 
pulmonary disease, and HIV.
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DEMOGRAPHICS AFFECTING HEALTH-CARE
DELIVERY

Age
Between now and the year 2050, the number of 
persons 65 years or older is expected to double. 
By 2050, one in five people living in Canada or the
United States will be elderly, and their numbers 
will reach an estimated 80 million.11 Of this num-
ber, many will eventually become more dependent
on the health-care delivery system as a result of
chronic health problems. (See Chapter 22 for more
detail.)

Although an aging population constitutes a
sizable number of persons who may require expen-
sive long-term health care, their community activism
and powerful influence at the ballot box can provide
them with better access to health care than other less
vocal and politically savvy groups. Additional at-risk
groups consist of persons residing in urban areas with
limited incomes and indi-
viduals living in remote
rural areas where access to
care is limited.

Chronicity
Another factor influenc-
ing the climate of health-
care delivery is the
long-term and expensive
nature of many health
problems. Although significant strides have been
made in treating some acute infectious diseases,
many challenges still exist in the management of
health concerns such as cancer, heart disease,
Alzheimer’s disease, diabetes, chronic obstructive
pulmonary disease (COPD), and HIV. Additional
concerns include environmental and occupational
safety, drug abuse, and mother and child health care.

HEALTH CARE AS AN INDUSTRY

In most developed countries, health care is one of the
largest industries. According to a report produced by
the Kaiser Foundation, total expenditures on health
accounted for 9.5 percent of the gross domestic prod-
uct in Canada12 and 17.9 percent in the United States
in 2010 (this is the last year of available statistics), or
just under $8,000 per person.13 Total expenditure was

more than $2 trillion and is expected to reach $4 tril-
lion by 2015. These numbers alone indicate the signif-
icance of health care and health-care spending to the
people of these two countries.

In the United States, with the introduction
of managed care, the organizations that pay for health
care have the capacity to dramatically influence who
provides care, how the care is furnished, and who re-
ceives compensation. The significance to the econ-
omy, along with other factors, is evident.

Health Care in the Global Context
Understanding the approach to health care in com-
parison with other countries is important in assessing
the challenges to and potential of health-care deliv-
ery. How and why health-care systems differ is a
function of multiple influences. These may include
societal values and beliefs, sociocultural climate, the
state of the economy, political ideologies, geographic
density, international influences, historical realities,

established practices and
programs, and other fac-
tors. For health-care sys-
tems to develop, several
factors must come into
play at different points.
This development is con-
sistent throughout the
world, as can be seen by
examining the contexts in
which various health-care

systems were developed.
One way to think about system differences is

to consider that Western countries provide for health
care in several ways, all of which involve variable
combinations of private or public funding of services
and private or public delivery of services.13 Table 14.1
shows the degree of public involvement in financing
health services and the essential role envisioned for
the health-care system.14

Type 1 Systems
In the type 1 health-care system, private approaches
to health services predominate. Physicians, other
caregivers (e.g., midwives), and clients have maxi-
mum autonomy. In this plan, individuals who can af-
ford private health insurance, or who simply can pay
for their health care, choose their care providers and
receive health services. Those who cannot pay do not
have choice or benefit.

C h a p t e r  1 4 Health-Care Delivery Systems 357

Between now and the year 2050, the
number of persons 65 years of age or
older is expected to double. By 2050, 
one in five people living in Canada or
the United States will be elderly, and
their numbers will reach an estimated
80 million.

“
”

3972_Ch14_353-375  29/12/14  12:34 PM  Page 357



In its purest form, the type 1 system would
not offer any other option other than to pay for serv-
ice. In reality, most countries have adopted a mixture
of system types. For example, although the United
States has a mainly private payment system of health
care, some publicly funded programs assist elderly
and poor people. Even with these programs, it is esti-
mated that 25 percent of Americans have no health
insurance and therefore are limited in their ability to
access health care.

Type 4 Systems
On the opposite end of the spectrum from type 1 is
type 4. This type of health-care system focuses on
keeping the general public healthy so that they can
continue to contribute to society and the economy.
Health care is considered an essential service or even
a right, not necessarily involving compassionate 
motives. Physicians are considered agents of the 
state who work to keep others working efficiently.

In Canada, the type 4 structure is seen in
such organizations as the military, hockey teams, 
and other sports teams. Physicians are hired by these
organizations to ensure the players stay healthy and
can do their part to achieve the goals of the group.

Type 3 Systems
Between the extremes of type 1 and type 4 health-care
systems are two types—type 2 and type 3. The type 3
system is funded and operated by the government, as
was seen in Great Britain some years ago. With this
system, the state-operated and state-funded health
services were based on an egalitarian value. Public
management of each service was considered key to 
efficient and effective operation.

Type 2 Systems
The type 2 system is a hybrid of the type 1 and type 3
systems. Egalitarian values are given high priority,

but so are practitioner and client autonomy. The type
2 system uses tax dollars to pay for health services
through health insurance available from a nonprofit
agency (e.g., government).

Each health service is operated more or less
autonomously by others, including municipalities,
citizen groups, physicians, nurse practitioners, and
physiotherapists in private offices, group practices,
and other groups. All services rendered to clients are
then paid from the central pool of health insurance
funds created through taxation. This type of system is
used in Canada and embodies the collective sharing
of burdens and benefits while allowing a degree of 
autonomy in delivery.15

Third World Alternatives
It is important to note that the four systems described
above exclude a group of third world countries that
cannot afford the type of health care appreciated in
most developed countries. Yet many third world
countries have managed to develop primary care sys-
tems that are not as institution dependent as the sys-
tems found in Canada and the United States. In their
systems, primary care includes preventive health care,
first point of contact, and continuing care. However,
in some countries, the primary and preventive sys-
tems have been undermined by the influence of
Western countries promoting high technology and
institutionalization.

What Do Taxes Cover?
Even in countries that finance health insurance
through tax dollars, there are variations in services
provided. For example, some fund home care but
others do not; some provide coverage for prescrip-
tion drugs and others do not. Regardless of the 
type of system, it is important to reflect on the 
influences that have created it and continue to
maintain it.
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Table 14.1 Types of Health-Care Systems in the Western World

Type 1 Type 2 Type 3 Type 4

System

Primary goal

Secondary effect

Private health
insurance

Preserve autonomy

Acceptance of
social differences

National health
insurance

Egalitarian

Preserve
autonomy

National health
service

Egalitarian

Public management

Socialized health
system

Essential service

Physicians as state
employees
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ADMINISTRATION AND FUNDING OF 
HEALTH-CARE SYSTEMS

Canada’s health-care system is the subject of much
political controversy and debate in the United States.
Those opposing universal health care question how
efficient the Canadian system is at providing timely
surgeries, treatments, and access to health care. Re-
gardless of the political debate, Canada does boast
one of the highest life expectancies (about 80 years)
and lowest infant mortality rates of industrialized
countries, which many attribute to Canada’s univer-
sal health-care system.16

Health Care in Canada
Financing and administer-
ing health-care systems can
be an overwhelming re-
sponsibility. In Canada,
health-care services are
provided under the Canada
Health Act. The Canadian
federal government collects
funds through taxes and gives the responsibility of ad-
ministering health-care services to the provinces. As in
the United States, the cost of financing health-care serv-
ices has risen tremendously since the first Medical Care
Act was introduced in 1967–1968. In Canada, medical
insurance premiums became an increasing burden for
the federal government as a result of the improved serv-
ices promised to all Canadians.

Federal Transfer Payments
In an attempt to control the costs to be paid to all
provinces, the Canadian government proposed a sys-
tem of block funding. In 1977, the Federal-Provincial
Fiscal Arrangements and Established Programs 
Financing Act were established after lengthy negotia-
tions with all provinces. The formula for federal
transfer payments consisted of four components:

1. Per capita payments were made on the basis of
previous expenditures and adjusted regularly in
relation to the gross national product.

2. Tax points were transferred by the federal govern-
ment, allowing provinces to reduce their tax contri-
bution to the government and at the same time
increase the portion of tax collected at the provin-
cial level.

3. Equalization of tax points was distributed among
poorer provinces.

4. Additional per capita payments were indexed to
help pay for nursing home, residential home, and
ambulatory care.

This new act changed the funding formulae
from a 50-50 cost-sharing arrangement to one that
gave taxation points to the provinces in exchange for
lower cash transfer payments. The provinces were ini-
tially very receptive, as this meant they had more tax-
ation power in an economy that was very healthy.
However, with rising costs of health care, owing in
part to an aging population and increased technology,
some physicians and provinces struggled with health-

care coverage. With extra
billing or balance billing
becoming prevalent, there
was a heated public debate,
and the new Canada
Health Act was passed in
1984.

The Canada Health Act
Although the Canadian

federal government has a limited constitutional basis
for making health-care decisions, it has considerable
economic clout to develop and shape a national
health-care plan. To support their positions on health
care, the federal government enacted the Canada
Health Act (CHA). The purpose of the CHA is to “es-
tablish criteria and conditions in respect of insured
health services and extended health-care services pro-
vided under provincial law that must be met before a
full cash contribution may be made.”16 It was last re-
vised in 2012.

The insured health services defined by the
CHA include all medically necessary hospital services
and medically required physician services, as well as
medically or dentally required surgical-dental services
that needed to be performed in a hospital for safety.
New criteria, conditions, and provisions were formu-
lated to eliminate extra billing and user charges.

For the provinces to qualify for full cash re-
funds from the federal government under the Canada
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Health and Social Transfer (CHST) agreement, they
must meet five basic criteria and conditions. These
criteria and conditions must be met for each fiscal
year and must include:

1. Public administration: The health-care insurance
plan must be administered and operated on a non-
profit basis by a public authority, responsible to the
provincial government, and subject to audit of its
accounts and financial transactions.

2. Comprehensiveness: The plan must cover all in-
sured health services provided by hospitals, med-
ical practitioners, and dentists and, where
permitted, services rendered by other health-care
practitioners.

3. Universality: One hundred percent of the insured
population of a province must be entitled to the in-
sured health services provided for by the plan on
uniform terms and conditions.

4. Portability: Residents moving to another
province must continue to be covered for insured
health services by the home province during 
any minimum waiting period, not to exceed 
3 months, imposed by the new province of resi-
dence. For insured persons, insured health 
services must be made available while they are
temporarily absent from their own provinces on
the following basis:
• Insured services received out of province but 

still in Canada are to be paid for by the home
province at host province rates unless another
arrangement for the payment of costs exists 
between the provinces. Prior approval may be 
required for elective services.

• Out-of-country services received are to be 
paid, as a minimum, on the basis of the amount
that would have been paid by the home
province for similar services rendered in the
province. Prior approval may be required for
elective services.

5. Accessibility: The health-care insurance plan of a
province must provide for:
• Insured health services on uniform terms and

conditions and reasonable access by insured per-
sons to insured health services not precluded and
unimpeded, either directly or indirectly, by
charges or other means.

• Reasonable compensation to physicians and den-
tists for all insured health services rendered.

• Payments to hospitals in respect to the cost of in-
sured health services.

Although discussion and debate continue
surrounding the federal and provincial responsibili-
ties for health-care funding and the escalating costs
associated with health care, the Canada Health Act of
1984 continues to be the operating model for the
Canadian health-care system.16

Health-Care Systems in the United States
The United States has a far different method of
funding and administering health-care services
than Canada. According to the World Health 
Organization, the United States spends more per
person on health care than any other country, yet 
in overall quality its care ranks 37th in the world
and last among the 17 leading industrialized na-
tions.17 Of these 17 countries, the United States 
has the following:

• The highest rate of death by gun violence, by a huge
margin 

• The highest rate of death by car accidents 
• The highest chance that a child will die before age 5
• The second-highest rate of death by coronary heart

disease
• The second-highest rate of death by lung cancer and

COPD
• The highest teen pregnancy rate 
• The highest rate of women dying due to complica-

tions of pregnancy and childbirth17

This disparity is attributed in large part to
the cost of health-care services, not the quality of the
services available.

In an attempt to contain some of these
costs, professional standards review organizations
(PSROs) were introduced to review the quality,
quantity, and cost of hospital care through Medicare.
The primary goal of PSROs was to review the care
provided by physicians to determine whether the
best diagnostic and treatment approaches were being
used. Another measure was the introduction of uti-
lization review committees, requiring Medicare-
qualified facilities to review admission, diagnostic
testing, and treatments with the goal of eliminating
overuse or misuse of services.
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What Do You Think?

?Review the bill from your last hospitalization or the bill of a
family member. What do you think about the charges listed?
Does the bill seem excessive?
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Prospective Payment Systems
Although these measures have assisted with cost
containment to some degree, one of the most sig-
nificant factors that have influenced cost control
was the prospective payment system (PPS) estab-
lished by the U.S. Congress in 1983. This system re-
quired facilities providing services to Medicare
clients to be reimbursed using a fixed-rate system
and included monetary incentives to reduce the
length of hospital stays. Medicare clients are classi-
fied using a diagnosis-related group (DRG), and the
facilities are reimbursed a predetermined amount.
Clients may be classified into one of 467 DRGs, 
and reimbursement occurs regardless of the length
of stay. DRGs may be further grouped into major
diagnostic categories (MDCs).

If the client is discharged sooner than 
anticipated, the facility keeps the difference. If the
client requires a lengthier hospital stay, the hospital
pays the extra cost. Under the PPS, the emphasis is
on the efficient delivery of services in the most 
cost-effective manner.

Capitated Payment Systems
Capitation, or a capitated
payment system, was in-
troduced to encourage
cost-effectiveness in a
growing health-care system. In a capitated payment
system, participants pay a flat rate, usually through
their employer, to belong to a managed care organi-
zation (MCO) for a specified period of time. The
health-care providers who serve the participants 
receive a fixed amount for each participant in the
health-care plan.

Controlled Access
The goal of capitation is to have a payment plan for
selected diseases or surgical procedures that pro-
vides the highest quality of care, including essential
diagnostic and treatment procedures, at the lowest
cost possible. Any expenses in excess of the capi-
tated rate are the responsibility of the MCO. If the
MCO spends less on the care of a client than it is
given for delivery costs, it can keep the excess as
profit, providing it with a strong incentive to re-
duce the cost of services.

Another goal of managed care is to en-
hance the efficiency and effective use of health-care
services. A key underlying concept of managed care

is to maintain administrative control over access
and provision of primary health-care services for
the members of the plan. The MCO controls all 
aspects of care, including delivery, financing, and
the purchase of health-care services for clients who
are enrolled in the program. Clients are allowed 
to use only the services of primary care physicians
who are approved by the organization. Any refer-
rals to other medical specialists must be approved
by the MCO. The MCO contract determines what
treatments or procedures will be reimbursed.

A Spending Increase
The effectiveness of the MCO plan rests on the 
theory that health-care costs can be reduced by 
decreasing the number of hospitalizations, shorten-
ing the length of inpatient stays, providing less 
expensive home-care services, and keeping people
healthy through health promotion and illness-
prevention services. It is logical to conclude that 
if people stay healthy, the cost of health-care serv-
ices should decline.

Although much
debate surrounds managed
care and its advantages
and disadvantages, the re-
ality is that managed care
has not reduced health-

care costs nationally. Increases in spending are attrib-
uted to rising health-care wages, legislation that
increased Medicare spending, increasing insurance
premiums, technology, and consumer demands for
less restrictive plans.

Overview of Health-Care Plans
See Boxes 14.1 through 14.5 to compare the principal
features of different health-care models.

QUALITY OF CARE

Although the primary focus of health-care delivery
systems is to provide care to as many people as possi-
ble, consideration of the quality of care is also a key
factor. Delivering low-quality care to large numbers of
individuals is not an option. Health-care facilities have
implemented several quality improvement measures
in an attempt to reduce the large number of injuries
and deaths of hospitalized clients. (For more detailed
information about quality of care, see Chapter 15.)

C h a p t e r  1 4 Health-Care Delivery Systems 361

Under the PPS, the emphasis is on the
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B o x  1 4 . 1
Managed Care Organizations (MCOs)

Definition: Provide comprehensive, preventive,
and treatment services to a specific group of 
voluntarily enrolled persons.

Managed Care Structures
Staff model: Physicians are salaried employees of

the MCO.
Group model: MCO contracts with single group

practice.
Network model: MCO contracts with multiple

group practices and/or integrated 
organizations.

Independent practice association (IPA): MCO
contracts with physicians who usually are not
members of groups and whose practices in-
clude fee-for-service and capitated clients.

Characteristics: Focus on health maintenance
and primary care. All care provided by a 
primary care physician. Referral needed for
access to specialists and hospitalization.

Medicare MCO
Definition: Program same as MCO but desig-

nated to cover health-care costs of senior 
citizens.

Characteristics: Premium generally less than 
supplemental plans.

B o x  1 4 . 2
Provider Organizations

Preferred Provider 
Organization (PPO)
Definition: One that limits an enrollee’s choice to a

list of “preferred” hospitals, physicians, and
providers. An enrollee pays more out-of-pocket
expenses for using a provider not on the list.

Characteristics: Contractual agreement exists be-
tween a set of providers and one or more pur-
chasers (self-insured employers or insurance
plans). Comprehensive health services at a
discount for companies under contract.

Exclusive Provider 
Organization (EPO)
Definition: One that limits an enrollee’s choice to

providers belonging to one organization. En-
rollee may or may not be able to use outside
providers at additional expense.

Characteristics: Limited contractual agreement;
less access to specialists.

B o x  1 4 . 3
Medicare

Definition: Federally funded national health insur-
ance program in the United States for people
older than 65 years. Part A provides basic
protection for medical, surgical, and psychi-
atric care costs based on diagnosis-related
groups (DRGs). Part B is a voluntary medical
insurance plan that covers physician and cer-
tain outpatient services. Part D is an unfunded
insurance for medications.

Characteristics: Payment for plan deducted from
monthly Social Security check; covers serv-
ices of nurse practitioners (varies by state);
does not pay full costs of certain services;
supplemental insurance is encouraged.

B o x  1 4 . 4
Medicaid

Definition: Federally funded, state-operated med-
ical assistance program for people with low in-
comes. Individual states determine eligibility
and benefits.

Characteristics: Finances a large portion of ma-
ternal and child care for the poor; reimburses
for nurse midwifery and other advanced prac-
tice nursing (varies by state); reimburses 
long-term care facility funding.

B o x  1 4 . 5
Private Insurance

Tradit ional Private Insurance
Definition: Traditional fee-for-service plan. Payment,

computed after services are provided, is
based on the number of services used.

Characteristics: Policies typically expensive; most
policies have deductibles that clients must
meet before insurance pays.

Long-Term Care Insurance
Definition: Supplemental insurance for coverage

of long-term care services. Policies provide a
set number of dollars for an unlimited time or
for as little as 2 years.

Characteristics: Very expensive; good policy 
has a minimum waiting period for eligibility,
payment for skilled nursing, intermediate or
custodial care, and home care.
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HEALTH-CARE LEVELS AND SETTINGS

Even though there are many methods for providing
and funding health care, high-quality health-care
services remain the highest priority. Consumers who
have access to multiple types of health care may not
always understand the differences among them.

In the past, health-care services were prima-
rily illness or institution based and focused primarily
on treating the ill or injured. The emphasis is now
shifting slowly toward prevention and health promo-
tion in the population. It is believed that a focus on
wellness and a population living a healthier lifestyle
will reduce the number of people who require expen-
sive illness care services.

Levels of Service
Health-care services are frequently categorized ac-
cording to the complexity or level of the services pro-
vided. This complexity relates to the kinds, or levels,
of services: primary, secondary, and tertiary.

Primary Care
In nursing, primary care
refers to health promotion
and preventive care, in-
cluding programs such as
immunization campaigns.
Primary care focuses on health education and on
early detection and treatment. Maintaining and 
improving optimal health is the overriding goal.

Secondary Care
In the secondary level, the focus shifts toward emer-
gency and acute care. Secondary services are fre-
quently provided in hospitals and other acute care
settings, with an emphasis on diagnosis and the treat-
ment of complex disorders.

Tertiary Care
The tertiary level emphasizes rehabilitative services,
long-term care, and care of the dying. Nursing serv-
ices are essential in all three levels of health care, in
both the hospital and community settings.

Health-Care Settings
While nursing care is provided in traditional settings
such as the hospital and the community, nursing
services are also delivered in a growing number of
nontraditional locations. One growing trend in care is
seen in the outpatient departments attached to some
hospitals. Outpatient services are used by clients who
require a relatively high level of skilled health care but
who do not need to stay in a hospital for an extended
period of time. An inpatient is a person who enters a
setting such as a hospital and remains for at least 
24 hours. Whether clients are inpatients or outpatients,
they often need assistance from the nurse to identify
which services best suit their needs.

Public Health
Public health departments are government agencies
that are established at the local, provincial or state,
and federal levels to provide health services. The goal
of early public health departments was to prevent and
control communicable diseases that were rampant in
the 18th and 19th centuries, producing epidemics

that killed millions of 
people. Modern day epi-
demics, such as the Ebola
outbreak in western
Africa, still remain a threat
and Public Health nurses

continue their role as the first line of defense against
pandemics that can potentially kill thousands of 
citizens. However, today, the scope of public health,
while retaining its contagious disease control and
prevention mission, has expanded to areas such as
child health, obstetric and pregnancy care, and, more
recently, the early detection and treatment of terrorist
acts, particularly bioterrorism (see Chapter 26).

Home Health Care
Care of the ill and injured in the home is the oldest of
all the health-care modalities. If you were to go back
far enough, it might even be called “cave health care.”
The modern hospital and clinic are relatively new 
entities in the health-care system, having their origins
in the industrial revolution. Before that time, the only
place a person could receive care was at home, usually
from a female relative.

Care in the Home Setting
Although the interest in and use of home health care
have waxed and waned over time, its benefits have 
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care setting? What was it? What role did nurses play in the
delivery of care?
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received new attention in the era of an aging popula-
tion and health-care reform. Currently, the number
of clients receiving care in the home exceeds 1.4 mil-
lion, and some of this care is at a high-acuity level.18

Gone are the days when home health care consisted
of a quick visit by a nurse or aide taking vital signs,
changing a dressing, and cleaning the house. Home
health care now combines the advantages of health
care in a safe and familiar setting with the high-tech
treatment modalities found in the most advanced
hospitals.

The goal of home health care is to make it
possible for clients to remain at home rather than use
hospital, residential, or long-term care facilities. Most
clients prefer the familiar atmosphere of their own
home and neighborhood. Clients experience lower
stress levels at home and have a more positive out-
look, which studies have shown hastens recovery.
They are active participants in their own care, in-
creasing their independence and giving them a sense
of control over the outcome. Usually the home con-
tains far fewer invasive
pathogens than the hospi-
tal, so clients have a lower
rate of infection with the
medication-resistant bac-
teria commonly found in
hospitals and extended
care facilities. High-qual-
ity home care helps prevent readmissions, which 
benefits clients and saves money.19 When nurses and
other health-care professionals do visit the home-care
client, the client and his or her health needs are the
sole focus of the care provided.

The majority of home health care remains
informal and is mostly provided by relatives and
friends. When professionals provide care in the
home, nurses are the primary group involved. Other
providers include physical therapists, home health-
care aides, respiratory and occupational therapists,
social workers, and mental health professionals. Pro-
fessional-level home health-care services can include
physical and psychological assessment, wound care,
medication and illness education, pain management,
physical therapy, speech therapy, and occupational
therapy. Assistance with activities of daily living and
other daily tasks such as meal preparation, medica-
tion reminders, laundry, light housekeeping, errands,
shopping, transportation, and companionship is
sometimes referred to as life assistance services.18

The technology long considered the sole
domain of the acute care hospital has found its way
into the home. Clients who previously could only
receive treatment in a hospital can now remain at
home and receive the same quality of treatment. A
rapidly growing industry of high-tech home care is
breaking down the walls between the acute care unit
and the bedroom. From the intravenous infusions of
antibiotics and total parenteral nutrition to the use
of ventilators, hemodialysis machines, and assistive
robots, the level of high-tech home treatments con-
tinues to grow.20

Although it might seem logical that hospi-
tals would resist a trend that reduces the number of
clients, the opposite is true. Current funding restric-
tions for clients who return to the hospital too
quickly with the same condition, or who have ac-
quired a hospital-source infection, make earlier
client discharge very attractive. More continuity of
care is guaranteed when clients are observed in the
home. Research shows that home care reduces emer-

gency department visits
and unnecessary readmis-
sions to the hospital. 
Overall, clients report an
increased level of satisfac-
tion with the care provided
and the improvement of
their conditions.

A Need for Skilled Care
Not just anybody can be covered to receive home
health care. When a client is referred for home
health care by a physician or nurse practitioner, the
provider must demonstrate that the client requires
skilled needs that can only be provided by a profes-
sional nurse or other professional, depending on 
the client’s diagnosis. These skilled needs fall into
three categories:

• Management of care: for example, injections, intra-
venous (IV) lines, wound care, diabetes or its 
complications, urinary catheters, rehabilitation, 
respiratory therapies

• Client evaluation: for example, unstable conditions,
pain, response to medications, neurological func-
tioning, environment

• Client education: for example, medications, glucose
monitoring, disease management, prevention 
measures, activities of daily living19
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It is believed that a focus on wellness
and a population living a healthier
lifestyle will reduce the number of 
people who require expensive illness 
care services.
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A Rewarding Practice
Not all nurses are attracted to home health care as a
career path. Individuals who thrive on the fast pace
and perpetual motion of acute care or intensive care
units would find the laid-back pace of home health
care boring. Additionally, the mountain of paper-
work that accompanies home health-care clients
might deter even the most dedicated supernurse.
However, many nurses find it a rewarding area of
practice. The one-on-one interaction with clients
and their families permits a level of care only
dreamed of in the acute care setting. The ability to
observe a client over an extended period and to
watch his or her condition improving makes all the
effort seem worthwhile.

However, the nurse who provides care in
the home setting must develop a number of impor-
tant skill sets. Probably most important of all is ethi-
cal practice. In the home-care setting, the nurse
practices with virtually no
supervision. It is up to
professionals to maintain
their competency and
provide a high level of
skills. Ethical practice is at
the heart of establishing
trust with the client and
his or her family.

Flexibility is an-
other quality that home
health-care nursing requires. Things do not always
go as planned. Even though appointments are
scheduled well ahead of time, clients often have last-
minute condition changes or conflicts that require a
reschedule. Even during the visit, the nurse may find
that the client is not physically or mentally able to
do the required skills or learning. Nurses are visitors
in the client’s home, and the client sets the pace for
the care that is provided. It is sometimes difficult for
nurses to let go of the control they had over clients
in the acute care setting, but it is one of the keys to
success.

Nurses must also increase their skills in 
cultural competency. Each home has its own unique
cultural context. To become culturally competent,
nurses must develop a high level of cultural sensitivity
by respecting and believing that all cultures are
equally valid and not attempting to impose values
from the nurse’s culture. Using a cultural assessment
such as is found in Chapter 22 can be a great help in

providing culturally sensitive care. By learning about
a client’s beliefs, value systems, attitudes, and cus-
toms, the nurse can enrich his or her own life.

Often home health-care nurses find that
the home is not a very peaceful environment but 
is filled with tension and conflict. The ability to
apply the principles of conflict management (see
Chapter 12) is a skill that home health-care nurses
must master early in their careers. Illness is an au-
tomatic stressor, and often the families of ill clients
do not know how to deal with the increased levels
of stress. Family members may have widely differ-
ent views of care, and clients themselves may have a
variant understanding of what they can and cannot
do. It is not unusual for a nurse to hear from family
members, “Tell Mama she’s too sick to fix supper 
anymore!”

The most important skill in conflict manage-
ment is active listening. It is essential for the nurse to

listen to clients’ fears, con-
cerns, and anger about
their condition and their
families’ reactions and ac-
tions. The nurse must also
be on the lookout for signs
of elder abuse and neglect.
It is not uncommon for
family caregivers, either
intentionally or uninten-
tionally, to harm the client

through threats, withholding care and medications,
or negative communication.

The future of home health care is full of op-
portunity. As the population ages, home health care
will allow them to stay at home while receiving the
same treatments and technology as they would re-
ceive in the acute care setting. Health-care reform has
placed a brighter spotlight on the areas of quality and
cost. Home health care allows for increased continu-
ity of care and enhanced quality of care, while signifi-
cantly reducing its cost.

School-Based Services
Nurses provide a variety of services within local
school systems. These services include screenings,
health promotion and illness prevention programs,
and treatment of minor health problems. Emphasis
is placed on physical, social, and psychological 
well-being. Concerns relating to self-esteem, stress,
drug abuse, and adolescent pregnancy are frequently
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addressed by the school nurse. In addition, children
and adolescents with long-term health problems
often attend school, and it is not uncommon for 
the nurse to be consulted about such issues as
seizure management, colostomy care, or gastric 
tube feedings.

Students who have health concerns are fre-
quently referred to providers within the community,
and an important role of the school nurse is that of
community liaison. For this reason, the nurse must
be knowledgeable about community resources and
adept at getting clients into the system in a timely 
and efficient manner.

Community Health Centers
Community health centers are being more fre-
quently used in many areas. Most centers use a
team approach involving physicians, nurse practi-
tioners, and community nurses working together 
to provide health services. Most centers have 
diagnostic and treatment
facilities that provide
medical, nursing, labora-
tory, and radiological
services. Some centers
may also provide outpa-
tient minor surgical pro-
cedures that allow clients
to remain at home while
accessing health services
as needed.

Physicians’ Offices and General Clinics
The physician’s office continues to be the location
where most North Americans access primary health
care. The majority of physicians in North America
continue to work either in their own offices or 
with other physicians in a group practice. Services
range from routine health screening to illness diag-
nosis and treatment and even some minor surgical
procedures.

The responsibilities of nurses who work in
physicians’ offices or in general clinics include ob-
taining personal health information and histories of
current illness and preparing the client for examina-
tion. Nurses also assist with procedures and obtain
specimens for laboratory analysis. Teaching clients
basic health information and home management of
treatments and medications is also a responsibility of
the clinic nurse.

Occupational Health Clinics
Maintaining the health of workers in their workplaces
to increase productivity has long been recognized as
an important role for nurses. In response to rising
health insurance costs, today’s employers are increas-
ingly supportive of workplace health promotion, ill-
ness prevention, and safety programs. Many
companies provide wellness programs and encourage
or even require their employees to participate. These
services range from providing exercise facilities and
fitness programs to health screenings and referrals.
Illness prevention focuses on topics such as smoking
cessation, stress management, and nutrition. Al-
though some companies may hire health educators to
manage their clinics, community health nurses often
provide these services.

In Canada, occupational health nurses are
registered nurses (RNs) holding a minimum of a
diploma or a bachelor of science degree in nursing.
Many may also have an occupational health certifica-

tion or a degree in occupa-
tional health and safety
from a community college
or university. Nurses who
are certified in occupa-
tional health nursing must
meet eligibility require-
ments, pass a written ex-
amination, and be
recognized as having

achieved a level of competency in occupational
health. The certification is granted by the Canadian
Nurses Association.

Hospitals
Hospitals, the traditional provider of health-care
services, are still an essential part of the health-care
system and still provide the majority of nurses with
employment. Hospitals range in size from small, rural
facilities with as few as 15 to 20 beds to large urban
centers that may exceed a bed capacity of several
thousand.

Depending on the services they provide,
hospitals will have varying classifications. General
hospitals offer a variety of services, such as medical,
surgical, obstetric, pediatric, and psychiatric care.
Other hospitals may offer specialized services, such
as pediatric care. Hospitals can be further classified
as acute care or chronic care, depending on the
length of stay of the client and the services available.
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Large hospitals may be designated as specific centers
for treatment, such as a trauma or cardiac center, be-
cause they can offer specialized services.

Long-Term Care Facilities
The majority of senior citizens in North America
continue to live in their own homes. However, a
growing group of seniors have health needs that re-
quire long-term care or extended care services. Some
individuals may require rehabilitation or intermedi-
ate care, whereas others require extended, long-term
care. These services are provided for both elderly and
younger clients who have similar needs, such as
clients with spinal cord injuries.

The current trend in extended care facilities
is to provide care in a homelike atmosphere and
base programs on the needs and abilities of the
clients, or residents as they are commonly called, of
the facility. Many of these residents require personal
services such as bathing
and assistance with activ-
ities of daily living. 
Others may require
higher-level skilled nurs-
ing care such as tube
feedings and catheter
management or even 
occasional medical atten-
tion. Because of the range of needs of clients, some
facilities will admit clients with specific needs to
specific areas of the facility where the appropriate
services are provided.

In Canada, admission to long-term care fa-
cilities must meet specific guidelines. Assessments of
client needs and the nursing services available must
be completed before the client is admitted to the facil-
ity. Frequently, there are waiting lists for admission
to extended care facilities.

In the United States, many long-term care
facilities are for-profit institutions that rely heavily 
on Medicaid and Medicare reimbursements.21 When
Medicare coverage is limited, the resident must use
private insurance or personal resources to pay the 
difference in cost.

Retirement and Assisted Living Centers
As the population continues to age, assisted living
centers are increasing in popularity because they
allow clients, or residents, to maintain the greatest
amount of independence possible in a partially con-
trolled and supervised living environment. These cen-
ters consist of separate apartments or condominiums
for the residents and provide amenities such as meal
preparation and laundry services.

Many centers work closely with home care
and other social services to provide the resources
required for maintaining a degree of independence.
Case coordinators, often nurses, help residents 
navigate their way through the complex paperwork
usually involved in obtaining required services.
Some assisted living centers are attached to long-
term care facilities. According to the level of care
required, residents may be transferred to various 
facilities as their care needs change. The goal of the

Gold Standards Frame-
work program is to en-
sure that quality of care
persists up to the time 
of death.22

Rehabilitation Centers
In many acute care facili-
ties, discharge planning

and rehabilitative needs are discussed at the time of
admission. Rehabilitation centers or units are similar
to some extended care facilities, where the client goal
is to restore health and function at an optimum level.
Often clients are admitted to rehabilitation units after
recuperating from the acute stage of an injury or ill-
ness. The rehabilitation unit then provides services to
complete the recovery and restore a high degree of 
independence.

Some common types of rehabilitation units
include geriatric, chemical dependency, stroke, and
spinal cord injury units. Nurses who work on these
units have the responsibility of coordinating health-
care services, providing skilled care when required,
supervising less qualified personnel, and ensuring
client compliance with treatment regimens.
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Hospitals, the traditional provider of
health-care services, are still an essential
part of the health-care system and 
still provide the majority of nurses 
with employment.
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Nursing Home Fall Pays Big

An 82-year-old nursing home resident fell twice within a 6-week period. When she
was admitted to the nursing home, the RN assessed that she had an unsteady
gait from poor circulation, mild dementia, and at high risk for falls. The family also
reported that she had fallen several times at home, and the falls were one of the
primary reasons for her admission to the nursing home. The care plan recom-
mended the use of seatbelt restraints and a seat alarm.

The first fall occurred in the dining room when the resident pushed her
wheelchair away from the table and attempted to stand. The incident report noted
that the wheelchair locks were not engaged. The second fall happened in the
recreation room. The client was left alone in her wheelchair and again the wheel
locks were not engaged. She attempted to stand by herself and fell again. She did
not receive serious injuries from either fall.

The client’s lawyer argued that the care plan was not followed and that
the staff at the facility had neglected the protocols that called for locking of wheel-
chair wheels when clients were left unattended. The case was settled out of court
by the nursing home’s insurance company. The client and her family received
$150,000 for the falls.

I s s u e s  N o w

Source: Cebollero vs. Hebrew Home, 2009 WL 2989743 (Westchester County Court, 
New York, March 16, 2009).
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Day-Care Centers
Day-care centers can be used by any age group. 
Traditionally, “day-care center” has referred to the
care of children; however, during the past 12 years 
or so, adult day-care centers have become relatively
common. Adult day-care centers provide services for
elderly adults who cannot be left at home alone but
do not require institutionalization.

Services provided by adult day-care centers
include health maintenance classes, socialization and
exercise programs, physical or occupational therapy,
rehabilitative services, and organized recreational ac-
tivities. Nurses who are employed in adult day-care
centers may administer medications, give treatments,
provide counseling and teaching, and coordinate
services between day care and home care.

Rural Primary Care
Clients living in rural areas face some different health
issues than people who live in large cities. Access to
health care can be difficult when a client is located in a
remote area. They might not be able to get to a hospital
quickly in the event of an accident or emergency and
have to travel long distances for basic checkups and as-
sessments. Rural areas often have fewer family practice
physicians and often no specialists at all. Health prob-
lems in rural residents tend to be more serious because
of delayed diagnoses. Chronic disease rates are notably
higher in clients who live in the rural areas of the
United States. (For more information on rural health
care, go to http://www.ruralhealthweb.org/.)

A Problem of Distance
Delivering health-care services to the rural areas of
North America is a challenge because of the great dis-
tances between homes. In many rural towns, it is
common to have small hospitals or other health-care
facilities available to provide basic health-care serv-
ices. Most of these facilities have basic laboratory and
radiological services available.

In the far north of Canada, aboriginal
communities have nursing stations or health cen-
ters in the community to provide basic health 
services. The centers are staffed by nurses. Visiting
physicians come in occasionally to provide addi-
tional services. The nursing stations also provide
emergency services to people who require stabiliza-
tion before being transferred to a larger facility. For
more information, go to http://www.nlm.nih.gov/
medlineplus/ruralhealthconcerns.html.

A Problem of Cost
In the United States, paying for health-care services
in rural areas is a concern. Many of the residents in
rural areas are farmers or employees of small busi-
nesses that do not offer health insurance. A type of
group insurance called health insurance purchasing
cooperatives (HIPCs) is now available to Americans
who are self-employed or who do not have health
insurance for other reasons. This program was 
expanded and modified under the ACE to allow
larger groups of individuals or employers to 
band together to purchase health insurance at a 
reduced cost.

Hospice Services
Hospice care originated in Great Britain and has
changed the way end-of-life care is delivered. Disillu-
sioned with health-care services that focused on
technology and the preservation of life at all costs,
the hospice movement gained momentum in the
1970s. Hospice care emphasizes physiological and
psychological support for clients who have terminal
diseases. Hospice care provides a variety of services
in a caring and supportive environment to terminally
ill clients, their families, and other support persons.
The central concept of hospice care is not saving life,
but improving or maintaining the quality of life until
death occurs. With the recent development of the
Gold Standards Framework, nurses working with
hospice have a defined process to improve the qual-
ity of life through communication, collaboration,
support, and coordination of care.22

Telehealth and E-Health
Telehealth, or telephone health, advice services have
experienced major growth in Canada in recent years.
These services are generally available 24 hours a day,
7 days a week. Nurses answer the phones, supply an-
swers to health-related questions, and advise callers
on how to handle nonurgent health situations.23

Although telehealth activities have grown
significantly in the past 10 years, their full potential
has not yet been reached. The success of telehealth
rests on a full and seamless integration of the service
as part of the health-care delivery system.24 Under-
standing and eliminating barriers to the use of tele-
health while capitalizing on the opportunities it
presents will eventually improve the acceptance and
mainstreaming of telehealth technologies. Telehealth
is discussed in detail in Chapter 18.
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E-health, or electronic health, advice takes
the telephone into the computer age. Rather than call-
ing a resource center for information, the client can
use a computer, smartphone, or tablet to access any
number of sites that provide health-care information.
Unfortunately, some of the information available on-
line may not be completely accurate. Persons who use
these resources need to evaluate the quality and the
accuracy of the information they provide.

Parish Nurses
It is estimated that approximately 2,000 parish nurses
throughout the United States are attempting to meet
the needs of individuals who are without adequate
primary care or who are experiencing escalating
health-care costs.23 Many of these nurses work part-
time or are volunteers, and some work in conjunction
with community-based programs. Churches engage
parish nurses to:

• Serve as health educators and counselors;
• Do health assessments and referrals;
• Organize support groups;
• Visit parishioners who are sick or elderly;
• Serve as client advocates or case managers; and
• Organize and manage parish health clinics.

Parish nurses are in a unique position to ex-
ercise their skills as case managers. As nurses, they
possess clinical knowledge and skills, understand 

the health-care delivery system in their communities,
and know many of the key health-care providers. 
As members of their parish, they are intimately famil-
iar with their communities, understand the cultural
climate of their clientele, and are familiar with the
services that are available. Moreover, as members of
the church community they serve, they are likely to
be familiar with the spiritual, psychosocial, and 
financial needs of their clients.23 However, direct 
reimbursement is not yet available for most parish
nurse services.

Voluntary Health Agencies
Since their inception in 1892, voluntary health agencies
have experienced steady growth and now number
more than 100,000. The first voluntary health agency
was the Anti-Tuberculosis Society of Philadelphia.
Some of the more well-known agencies that exist today
include the American Cancer Society, American Heart
Association, National Foundation for the March of
Dimes, National Easter Seal Society for Persons With
Disabilities, and Alliance for the Mentally Ill.

These agencies provide many valuable serv-
ices, including fund-raising in support of cutting-
edge research and public education. Some, such as
the American Cancer Society, which has a strong 
emphasis on education and research, also help indi-
viduals secure special equipment, such as hospital
beds for the home and wigs for chemotherapy clients.
The Alliance for the Mentally Ill is politically active
and organizes support groups for the mentally ill 
and their families. These groups are not-for-profit 
organizations; all revenue in excess of cost goes 
toward improving services.

Independent Nurse-Run Health Centers
Similar to community health centers, nurse-run
health centers tend to focus on health promotion and
disease prevention. Historically, they have been serv-
ice rather than profit oriented and remain so today.
Nurses who are interested in autonomous practice
often work in these settings.

Several types of nurse-run health centers
have been identified. Among these are community
health and institutional outreach centers. These facili-
ties may be freestanding or sponsored by a larger in-
stitution, such as a university or public health agency.
Primary care services are generally offered to the
medically underserved, and these centers are typically
funded by public and private sources.25
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Wellness and health-promotion clinics are
another type of nurse-run clinic and offer services at
work sites, schools, churches, or homeless shelters.
Many of these centers are affiliated with schools of
nursing, providing health-care services while offering
educational experiences for nursing students.

A final type of nursing center includes fac-
ulty practice, independent practice, and nurse entre-
preneurship models. These facilities are owned and
operated by nurses and may be solo or multidiscipli-
nary practices. Services are typically reimbursed
through fee-for-service plans, grants, and insurance.
The ability of nurses in these centers to secure pay-
ments through the newly emergent and complex
health-care reimbursement network will largely 
determine the future financial viability of these types
of clinics.

HEALTH-CARE COSTS
AND THE NURSING
SHORTAGE

Although many efforts
have been put forth to
solve the nursing shortage
over the years, it still re-
mains a major concern for the health-care system.
The median age of nurses is 46, and over 50 percent
of the nursing workforce is at or over retirement age.
The number of people in the over 65 demographic is
rapidly increasing and have medical and health needs
that will increase the need for qualified RNs. If the
ACA is fully implemented, somewhere between 
30 and 50 million new clients will gain access to the
health-care system. Traditionally, as the economy
grows stronger, fewer students seek nursing as a 
career, further increasing the nursing shortage. 

A Cost-Cutting Measure
The origins of the current nursing shortage can be
traced directly back to the implementation of managed
care in the 1990s as a method of controlling health-care
costs. Managed-care companies required many proce-
dures to be performed outside the hospital, leading to
clients being sicker when they do enter the hospitals.

An Expensive Mistake
Health-care facilities trying to cut costs hired fewer
expensive RNs in favor of less-expensive personnel.

Nursing service at most facilities is the largest single
budget item, averaging between 50 and 60 percent of
the overall operating budget. At first glance, this
seemed like a promising way to control health-care
costs, but in the long run it turned out to be a very
costly mistake. RNs who were employed in acute care
settings moved in droves to the home health-care and
primary care settings. At the same time, the popula-
tion was aging, resulting in a need for more nurses
who could deliver high-quality specialized care in the
acute care facilities.

As a result, the health-care industry has seen
a trend of closing hospital units because of a lack of
RNs. It is estimated that a closed 20-bed general med-
ical-surgical unit will cost a hospital approximately $3
million in lost revenue per year.

Stress on the Nurse
The nurses who remain are finding working condi-

tions to be less than ideal.
Mandatory overtime, short
staffing, and increased acu-
ity of client conditions all
are adding to the stress
these nurses experience.
As a result, they call in sick
more often or leave for

other facilities that have fewer demands. Sick time,
recruitment, and orientation costs for many facilities
have skyrocketed as a result.

Stress on the Facility
The other area in which health-care institutions feel
the cost of the RN shortage is in lawsuits and rising
insurance costs. During periods when there is a
shortage of RNs, the quality of health care decreases,
clients become dissatisfied with the care they are re-
ceiving, and serious mistakes are made in care, result-
ing in injury or death of clients. It takes only a few of
these cases with awards in the tens of millions of dol-
lars to reemphasize the correlation between RN care
and high-quality care.

Staffing Ratio Laws
One proposed solution to the nursing shortage prob-
lem is the passage of mandatory staffing ratio laws. Of
course, hospital associations see these as increasing
operating costs. However, the presumption is that
more RNs will equate with higher quality of care and
ultimately reduced long-range health-care costs.26 For
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Similar to community health centers,
nurse-run health centers tend to focus
on health promotion and disease 
prevention.
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more information, see http://www.nursingworld.org/
MainMenuCategories/ThePracticeofProfessional-
Nursing/workforce/NursingShortage.

Although laws have been passed in Califor-
nia, Florida, and other states, their implementation
seems to be inconsistent. Hospital association groups
in several states have challenges to the laws that have
effectively blocked their implementation for the time
being. However, nursing groups generally support
these laws and see them as a way to solve staffing
shortages by enticing inactive nurses or nurses who
have sought employment in other health-care areas to
return to the bedside in acute care facilities.

A Lack of Research
Not everyone, including some in the nursing profes-
sion, is convinced that enforced staff-to-client ratios
will cure an ailing health-care system. Although there
is an ever-growing body of evidence that shows im-
proved RN-to-client ratios also improve outcome,
more research is required. The increasing amount of
research is a direct result of the Institute of Medi-
cine’s identification of a dearth of information about
the quality of care being delivered in the nation’s
acute care facilities.

Initially, leaders in the nursing profession
hoped the new staffing ratio laws would help demon-
strate the important and critical part nurses play in
providing high-quality care. The American Nurses
Association recognized as early as the 1990s that
there is a direct correlation between the care provided
by RNs and positive client outcomes. The American
Hospital Association (AHA) has formally acknowl-
edged that RNs are critical to ensuring optimal client
care. The AHA still resists the move toward manda-
tory staffing ratios, characterizing them as an “over-
simplistic” solution to a complex problem. However,
recent research has demonstrated that in hospitals
with low numbers of RNs, clients are more likely to
stay longer, suffer more complications, and die from
complications that would be survivable if they were
identified and treated sooner.26

Passing staffing ratio laws was an attempt
to quickly fix an emotional and dramatic concern,
but it does not address a much wider range of 
problems hospitalized clients face every day. What
is needed to ultimately cure the industry is a long-
range plan for systemic reform on the basis of 
client needs, not the needs of a profit-motivated 
insurance industry.27

Clients educated to understand what high-
quality care is, and how it can best be achieved, will
ultimately be the most powerful force for attaining
the care they require. When managed care facilities
begin to really listen to the clients they are supposed
to be serving, nurse staffing ratio laws will no longer
be necessary. The facilities will meet the quality ex-
pectations by making sure that the needed number of
nurses is there to provide the care the client expects.

Although laws may not be the ultimate solu-
tion to a much deeper problem, clients in the states
with staffing ratio laws will be reassured to know they
will have a well-educated, skilled professional nurse
nearby who can act as an advocate for their needs and
monitor the care they are receiving when they are
most vulnerable.

Beyond the Numbers
Some in nursing are concerned that managed care fa-
cilities will use the mandated staffing ratio as a ceiling
number rather than the minimum number of nurses
required to provide safe care. There is also a fear that
the facilities will look only at the numbers and not at
the educational, skill, and experience levels of the
nurses they use to meet their quotas. Without consid-
eration of the acuity of client conditions on a unit and
the care needs related to their illnesses, staffing ratios
may actually lower the quality of care and threaten
the safety of the clients. In addition, some fear that fa-
cilities in which the staffing ratio laws are unworkable
will close only units where sicker clients are being
treated, thus reducing access to care.28
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A More Acute Problem
Some farsighted nursing leaders see the passage of
staffing ratio laws as an important but short-term so-
lution to a much broader problem. Decreasing nurse-
to-client ratios are just a symptom of a much more

acute systemic problem in the health-care industry.
The underlying problem revolves around an overly
aggressive policy of cost cutting by managed care,
often at the expense of the very clients who support
the system with their insurance premiums.
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C o n c l u s i o n

Health-care delivery systems are complex and mul-
tifaceted. Nurses continue to provide the majority
of health-care services to North Americans and
need to understand the important role they play in
the system. Changes in the health-care system are
never ending. By understanding the various health-
care systems and how they are related to each other,
nurses put themselves at the forefront of change
and advocate changes that benefit the health of all
people.

Nursing is as complex as the health-care sys-
tem. It occurs in a wide variety of locations, and the
role of the nurse will vary just as much as the health-
care systems do. How a nurse functions in a hospital 
is different from how a nurse functions in parish nurs-
ing, but the caring and compassion that nurses bring
to their roles will not vary. Nurses need to understand
and develop their roles, and they will undoubtedly
continue to have a significant impact on the further
development of the health-care system.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Select three clients you are familiar with who have different health-care needs.

Describe these clients’ medical histories, current problems, and future health-
care needs; then determine which health-care setting and which health-care
practitioners would be most appropriate for them. Identify any difficulties that
might be encountered during their entry into the health-care system. How can
the nurse facilitate the process?

• Skilled nursing facilities, subacute care facilities, and assisted living facilities all
are forms of long-term, or extended, health care. Identify five specific problems
that nurses working in such facilities encounter. What is the best way to resolve
these problems?

• Identify cost-cutting measures used at a health-care facility with which you are
familiar. Have these measures affected the quality of client care? What other
measures to cut costs can be implemented? How have changes within the
health-care delivery system altered nursing practice?

• Identify four health-care priorities that may be initiated by the year 2015. How
are these likely to affect the profession of nursing?

• Describe the advantages and disadvantages of various health-care reimburse-
ment plans. Which ones will produce the highest-quality care? Which ones are
best for the profession of nursing? Are there any payment plans that do both?

• Identify the most important elements in health-care reform. Should nurses 
support these changes? Why?
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Viki Saidleman

Ensuring Quality Care15

376

L
WHAT IS QUALITY OF CARE?

ike most complex concepts, there are several different definitions
of quality care. The Institute of Medicine (IOM) defines quality as “the
degree to which health services for individuals and populations increase
the likelihood of desired health outcomes and are consistent with cur-
rent professional knowledge.”1 Its three accepted elements are structure,
process, and outcome, while care should be safe, effective, client-centered,
timely, efficient, and equitable.2

98,000 Deaths Per Year
When the Institute of Medicine (IOM) published its first report in
2000, To Err Is Human: Building a Safer Health System, it estimated
that 98,000 people die per year due to adverse events and medical errors
in hospitals.3 The report focused on faulty systems, processes, and con-
ditions that led to mistakes. It recommended system changes for advo-
cated strategies to reduce the number of errors and improve the quality
of health care. The report recommended a four-tiered approach: 

1. Establish leadership, research, tools, and protocols to enhance the
safety knowledge base.

2. Develop a public mandatory national reporting system and encour-
age participation in voluntary reporting systems.

3. Use oversight organizations, health-care purchasers, and professional
organizations to increase performance standards and expectations
for safety improvements.

4. Implement safety systems at the point of care delivery in health-care
organizations.

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain the concept of quality
as it relates to client care

• Discuss how safety relates to
quality of client care

• Identify three strategies used to
improve quality of care

• Describe how the Sigma Six 
Initiative relates to improved
quality of care

• Compare Institute of Medicine
(IOM) Competencies, American
Association of Colleges for
Nursing (AACN) Essentials, and
Quality and Safety Education 
for Nurses (QSEN) Competen-
cies in improving the quality 
of health care

• Explain how risk reduction re-
lates to quality 

• Discuss three factors critical to
quality endeavors

• Relate two educational initia-
tives that promote quality of
care and safety
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Based on the information from this report,
the public became more aware of how frequently
medical errors occur. Consumer demand for higher
quality care has increased dramatically. Nurses are
in a pivotal position to positively influence quality
and safety at local, state, and national levels.1 Nurses
can indeed make a difference in ensuring quality of
health care.

The IOM’s second report in 2001, Crossing
the Quality Chasm, focused on developing a new
health-care system that improved quality of care. It
identified six aims for improvement, concluding that
care should be: 

1. Safe: Avoiding injuries to clients from the care that
is intended to help them.

2. Effective: Providing services based on scientific
knowledge to all who could benefit, and refrain-
ing from providing services to those not likely to
benefit.

3. Patient-centered: Providing care that is respectful
of and responsive to individual patient preferences,
needs, and values, and ensuring that patient values
guide all clinical decisions.

4. Timely: Reducing waits and sometimes harmful 
delays for both those who receive and those who
give care.

5. Efficient: Avoiding waste, including waste of equip-
ment, supplies, ideas, and energy.

Methods to Measure and Improve Quality
Quality assurance (QA) in health care attempts to
guarantee that when an action is performed by a
health-care professional, it is performed correctly the
first time and each time thereafter. QA requires that
actions and activities are continuously measured 
and compared to a standard of care established by a
professional organization and that process of moni-
toring be in place to provide continuous feedback to
prevent errors. Quality control is focused on health-
care outcomes.

Quality Assurance
Quality assurance initiatives are essential when 
efforts are being made to cut costs and, at the 
same time, maintain high standards of care. To 
ensure high-quality care, the health-care industry
borrowed the philosophy of continuous quality
improvement (CQI) from the business world. 
According to the CQI philosophy, there are internal
customers and external customers. The external
customers are clients and their families; internal
customers are individuals working within the
health-care setting. The Joint Commission was 
so impressed with its potential to improve health-
care delivery that in 1994 it began requiring 
hospitals to implement CQI strategies. These 
strategies target select processes to evaluate and 
improve. 

What Do You Think?

?Are nurses committed to enact the required change? 
Do they value quality? Do they have the necessary skills to
provide safety and high-quality care?

6. Equitable: Providing care that does not vary in
quality because of personal characteristics such 
as gender, ethnicity, geographic location, and 
socioeconomic status. 

Redesign elements for health care included
evidence-based decision-making, safety, client as
source of control, individualized client-centered
care, transparency, anticipated needs, decreased
waste, interdisciplinary cooperation, collaboration,
and communication. Nurses are again positioned 
to play instrumental roles in enacting the changes
necessary to overhaul the health-care system.2
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Exceeding Expectations
Continuous quality improvement, also known as
total quality management (TQM), is based on the
belief that the organization with higher-quality 
services will capture a greater share of the market
than competitors with lower-quality services. This ap-
proach emphasizes customer satisfaction, promotes
innovation, and requires employee involvement and
commitment. The goal is not only to meet the expec-
tations of the client but also to exceed those expecta-
tions. This plan uses a multidisciplinary approach 
in a systematic manner to design, measure, assess,
and improve the performance of an organization.
Standards for benchmarking are used to classify 
acceptable levels of performance. These may be 
written for outcomes, processes, or for structures.
Outcome standards focus on results of care given,
process standards relate to care delivery, and struc-
ture standards relate to the organization, manage-
ment, or physical environment of the organization.
Different tools or indicators are used to measure 
performance against the set standards. Then actual
performance is compared
to standards and across 
institutions. Dashboards
are electronic tools that 
act as a scorecard. They
can provide retrospective
or real-time data to assess quality. These informat-
ics technologies assist the process of quality 
improvement. 

Delivering high-quality services is valued
above all else, and the ideal goal is that every con-
stituent be completely satisfied with the services 
provided. 

Client Satisfaction
Client satisfaction is another way to measure quality of
care. The Hospital Care Quality Information from the
Consumer Perspective (HCAHPS) initiative began in
2008 and provides a standardized survey instrument
and data collection method to obtain client satisfaction
data on eight key topics: communication with doctors,
communication with nurses, responsiveness of hospi-
tal staff, pain management, communication about
medications, discharge information, cleanliness of en-
vironment, and quietness of hospital environment.
Three goals directed the survey’s development: (1) Pro-
duce a method to provide comparison of client satis-
faction data, (2) create hospital motivation to improve

care quality, and (3) increase hospital transparency in
terms of quality of care. This initiative is an example of
benchmarking that compares data between similar 
organizations in an effort to identify areas for growth
and areas of strength.4

The standardized survey instrument allows
health-care organizations to monitor, compare, and
improve their performance. It benefits consumers 
by enhancing the ability to select health-care services
based upon the institution’s known and shown 
performance in established key areas.

Leapfrog Group
If you are having problems identifying quality care
when you see it, the Leapfrog Group may have a 
solution. In November 2000, Leapfrog Group was of-
ficially launched by larger health-care facilities that
worked together to improve the quality and safety of
health care and make it more affordable. The result-
ing movement now serves as the gold standard for
comparison of hospital performance on national
standards of safety, quality, and efficiency, thereby 

facilitating transparency
and easy access to health-
care information.5

Rewarding Performance
and Quality Care

Like many of the quality initiatives, Leapfrog grew
out of the 1999 report by the Institute of Medicine
concerning preventable medical errors. The group
was awed by the finding that up to 98,000 Americans
die every year from preventable medical errors made
in hospitals alone. In fact, there are more deaths in
hospitals each year from preventable medical mis-
takes than there are from vehicle accidents, breast
cancer, and AIDS combined. The report indicated
that there was a need for more quality and safety in
the provision of health care. Leapfrog’s founders real-
ized that they could take “leaps” forward in quality
health care for their employees, retirees, and families
by rewarding hospitals that implement significant 
improvements in quality and safety. 

Inspired by the Premier/CMS Hospital
Quality Incentive Demonstration Project and build-
ing on the measures in the Hospital Quality Alliance
initiative, the Leapfrog Hospital Rewards Program
measures the quality of care and the efficiency with
which hospitals use resources in five clinical areas
that represent the majority of hospital admissions

Nurses are in a pivotal position to posi-
tively influence quality and safety at
local, state, and national levels.“ ”
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B o x  1 5 . 1
How to Identify Quality Care and Providers

Quality Elements to Identify YES NO

Quality Health-Care Plan

Is rated highly by members and on http://reportcard.ncqa.org/plan/external/

People who have the plan maintain their health and recover from illness

Is accredited by a recognized organization

The physicians and hospitals you use are included

Has a list of benefits to choose from that your age and condition require

Is affordable

Quality Physician(s)

Has a certification that is appropriate to your medical requirements

Is rated highly on http://doctorofficereviews.com/index.php?awtil=
th836452chams9l&aff=gaw2-rating%20doctors

Is focused on prevention as well as treatment

Holds admission privileges at the hospitals you use

Is covered by your health plan

Actually listens to what you have to say and encourages questions

Explains treatments, medications, and instructions so that you understand

Respects you as an individual

Quality Hospital

Is rated highly on http://www.medicare.gov/hospitalcompare/search.html 
or http://www.carechex.com/

Is rated highly by your state’s consumer groups

Receives high rating post discharge client evaluations

Has an accreditation by the Joint Commission on Accreditation of 
Healthcare Organizations

Belongs to the Hospital Rewards Program for quality care

Holds Magnet Hospital Recognition

Is included in your health plan and your physician has privileges

Has a comprehensive quality improvement and risk reduction plan

At least 50 percent of the nursing staff are baccalaureate RNs 

Has a positive reputation for successfully treating your disease process(es)

Uses a rapid response team to reduce injuries to patients while in the hospital

Bases care on scientific principles and best practices

Provides client-centered care based on respect for the individual

Has a low level of inpatient medication errors

Fosters interprofessional collaboration in all aspects of client care

Has a low number of sentinel and never events

Fosters an environment and culture of safety throughout the facility
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and expenditures. Hospitals are scored and rewarded
separately for each of the five areas and can partici-
pate in any of the areas in which they provide care. 
If they demonstrate sustained excellence or improve-
ment, hospitals are eligible for financial rewards and
increased market share.5

Hospital scores can become the basis for 
financial incentives for consumers, such as waived
co-pays or deductibles for choosing care at high-
performing or improving hospitals. Additionally,
these scores can be incorporated into health 
plans’ existing performance-based incentive and 
reward programs. The program is engineered by
Leapfrog, with the input of a vast array of providers
and health plans, but it is designed to be imple-
mented by health plans and employers in specific
markets.

A key principle of the Leapfrog program is
that payers should have a say in what they are pur-
chasing. As a pay-for-per-
formance program for
hospitals, Leapfrog makes
it easier for health-care
purchasers to identify and
reward those hospitals that
are providing high-quality
care for their employees
and at the same time help-
ing to gain better value for
health-care dollars. Facilities that meet these goals are
recognized and rewarded. The Leapfrog Group was
launched in 2000 and is supported by the Robert
Wood Johnson Foundation, Leapfrog members, and
others. 

Leapfrog’s Mission and Goal
The Leapfrog Group’s mission is to promote giant
leaps forward in the safety, quality, and affordability
of health care by:

• Supporting informed health-care decisions by those
who use and pay for health care 

• Promoting high-value health care through incen-
tives and rewards.

There are four concepts that underlie the
Leapfrog mission:

1. Health care in the United States is at unacceptably
low levels of basic safety, quality, and overall 
customer value.

2. Major leaps forward in the quality of health care
can be achieved if those who purchase health care
recognize and reward superior safety and quality.

3. The purchasing power of America’s largest employ-
ers can be used to encourage other purchasers to
join and put additional pressure on health-care
providers to improve quality.

4. Guided by specific innovations that present 
“great leaps” forward in the improvement of
safety and quality of care, Leapfrog can increase
media involvement and consumer support for 
the program.5

Leapfrog’s goal is to promote high-quality
health care through incentives and rewards. This is
the first ever national private-sector program that
responds to the urgent needs of care service pur-
chasers. It provides solutions for escalating health
costs and substandard quality. The Hospital Re-

wards Program builds on
incentives for continued
improvements in hospital
quality and efficiency and
enables health plans and
purchasers to better pro-
vide financially sound re-
wards for hospitals.

Health benefits are provided to more than 
37 million Americans in all 50 states through the
Leapfrog Group’s consortium of major companies and
other large private and public health-care purchasers.
The influence that Leapfrog can exert on health-care
facilities lies in the tens of billions of dollars the group
spends on health care annually. All the Leapfrog mem-
bers agreed to purchase health care from facilities that
encourage and demonstrate quality improvement and
consumer involvement. The Leapfrog evaluation is
based on four key principles:

1. All evidence-based research shows that these qual-
ity and safety leaps will significantly reduce pre-
ventable medical mistakes.

Leapfrog’s founders realized that they
could take ‘leaps’ forward in quality
health care for their employees, retirees,
and families by rewarding hospitals that
implement significant improvements in
quality and safety.

“
”What Do You Think?

?
Is using rewards a good way to motivate health-care institu-
tions to improve the quality of care? In your experience, do
rewards work by themselves as incentives? If not, what
other things can be done to increase motivation?
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2. Implementing the reforms is easily and quickly 
accomplished by the health industry. Many facili-
ties have already initiated them.

3. Safety and quality improvements will be immedi-
ately appreciated by clients.

4. Health plans, purchasers, or consumers will be able
to easily determine whether or not the reforms are
present or absent in the facilities they are planning
to use.

It is estimated that if all U.S. hospitals 
implemented just the first three of Leapfrog’s four
“leaps,” over 57,000 lives could be saved, more than 
3 million medication errors could be avoided, and up
to $12 billion could be saved each year. For more in-
formation, visit Try: http://www.leapfroggroup.org/,
http://www.leapfroggroup.org/news/leapfrog_news/
636854, and http://www.leapfroggroup.org/about_
leapfrog/eapfrog-factsheet.

Quality Indicators
The Agency for Health-
care Research and Quality
(AHRQ) uses quality 
indicators (QIs) as meas-
ures of health-care quality
from easily accessible in-
patient hospital adminis-
trative data. Quality indicators include prevention,
inpatient, patient safety, and pediatric. The QIs are
used to focus efforts on potential quality concerns so
they may be addressed by further investigation. QI
results are also used to track changes over time.6

A Proactive Approach
Continuous quality improvement (CQI) is proac-
tively oriented so that emphasis is placed on anti -
cipating and preventing problems rather than
reacting to them after the fact. CQI requires that
the service delivery process receive close and 
constant scrutiny, and everyone is encouraged to
generate and test ideas for improving quality. Al-
though CQI encourages change on the basis of 
systematically documented evidence, it also values
standardization of the process so that efficiency is
maximized. As an example of the proactive ap-
proach, researchers have found that using standard-
ized processes and tools during annual wellness
visits for teens with asthma significantly increased

quality care provision and doubled overall adher-
ence to the medical regime.7

Nurses are in an excellent position to 
implement CQI strategies. On a daily basis, they 
assess the functioning of the health-care delivery 
system and the effectiveness of specific treatment 
approaches. For example, on the basis of evidence
that inexpensive saline is as effective as heparin in
keeping intravenous catheters patent, nurses at 
one hospital implemented a new protocol and saved
$70,000 within 1 year, while maintaining quality 
of care.8

Case Management Protocols
There is another mechanism for monitoring cost-
effective, high-quality care: outcome-based case
management protocols, also known as clinical
pathways. The development of clinical pathways
grew out of a need to assess, implement, and 
monitor cost-effective, high-quality client care in 

a systematic manner. 
Clinical pathways

are an outgrowth of 
nursing care plans but 
have the advantages of
streamlining the charting
process, encouraging docu-
mentation across multidis-

ciplinary teams, and systematically monitoring 
variances from prescribed plans of care. The ability 
to identify how client care and progress vary from 
a predetermined plan enables more accurate assess-
ment of client-care costs and maintenance of 
quality-control measures. Integration of clinical 
pathways into practical use has been enhanced by
computerization of client records and online 
bedside documentation. 

Risk Management 
Risk management is a component of quality 
management programs. It focuses on identifying,
analyzing, and evaluating risks, and then reducing
that risk to decrease harm to clients. When an ad-
verse event does occur, attempts are made to mini-
mize losses. This program is interdisciplinary in
nature and includes aspects of detection, education,
and intervention. Nursing staff is key to any risk 
management program. High-risk areas include
medication errors, complications from tests and
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Continuous quality improvement (CQI)
is proactively oriented so that emphasis
is placed on anticipating and preventing
problems rather than reacting to them
after the fact.

“
”
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treatments, falls, refusal of treatment or refusal 
to sign treatment consents, and client/family 
dissatisfaction. Client records and occurrence/
incident reports are used to track and analyze 
the occurrences. The
analysis, often called 
root cause analysis,
tracks events leading to
error, identifies faulty sys-
tems, and processes and
develops a plan to prevent
further errors. 

The Joint Com-
mission sets mandatory National Patient Safety
Goals that address particular risks for clients. Hos-
pitals improve quality and safety by making these

goals a priority in client care. They include the 
following:

1. Improve accuracy of client identification
2. Improve effectiveness of communication among

caregivers
3. Improve safety of using

medications
4. Reduce risk of health-

care-associated infections
5. Identify client safety

risks inherent in its 
patient population 

The Joint Commission’s central focus is to promote
quality evidence-based measures to maximize health
benefits.9
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High-risk areas include medication 
errors, complications from tests and
treatments, falls, refusal of treatment or
refusal to sign treatment consents, and
client/family dissatisfaction.

“
”
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Healthy People 2020

It seems like the Healthy People 2010 campaign just started, but the 10-year revi-
sion is already here. The Healthy People initiative is based on the belief that setting
objectives and providing benchmarks promotes tracking and monitoring of
progress; these in turn can motivate, guide, and focus actions to increase the
quality of health in the United States. The initiative, begun by the U.S. Department
of Health and Human Services (HHS), has been renewed each decade since its
beginnings in 1980. Starting in 2009, HHS began formulating objectives for the
next decade. One of the major changes is that the report produced will be avail-
able online and on paper to better deliver the information tailored to the needs of
its users. HHS will also be producing a user-friendly disk that will be distributed on
request.

Healthy People 2020 envisions the United States becoming a society in
which all people live long, healthy lives. The mission of the project is to work
through federal and state governmental agencies to strengthen the policies and
practices to make people healthier. Some of the strategies include identifying 
nationwide health improvement priorities, increasing public awareness and under-
standing of what produces health and what causes disease and disability, devel-
oping measurable goals and objectives for all levels of government, and using
evidence-based practices to guide actions and focus research to collect data in
key areas. Healthy People 2020 rests on four key goals:

• Eliminating preventable disease and death
• Achieving health equity by eliminating disparities and improving the health of

all groups
• Creating social and physical environments that promote good health for all

citizens
• Promoting healthy habits and behaviors for all ages of the population

The 2020 campaign has increased the number of priority, or focus, areas
from 22 in 2000 to 28 in 2020.

Healthy People 2020 is important because it forms a national health
agenda that, combined with health-care reform, can be used as a vision and a
strategy for the whole nation. Its national-level goals are a road map for where the
nation needs to go and how it will get there. Healthy People 2020 will be action
oriented and will provide leadership, guidance, and direction for individuals and gov-
ernmental agencies alike. For more information about the ongoing developments
and plans for implementation, go to http://www.healthypeople.gov/hp2020.

I s s u e s  N o w

Source: http://www.healthypeople.gov/hp2020 (retrieved May 2013).
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Sentinel Events
The Joint Commission defines a sentinel event as an
“unexpected occurrence involving death or serious
physical or psychological injury, or the risk thereof.
Serious injury includes loss of limb or function.”10

Sentinel events are not the same as errors. Not all
sentinel events are due to errors and not all errors
cause sentinel events. Sentinel events indicate the
need for immediate investigation and response. The
Joint Commission reviews organizations’ responses
to sentinel events in its accreditation process. Its goal
is to improve the quality of care and prevent future
sentinel event occurrences.

Six Sigma Quality Improvements
Although Six Sigma was developed and used initially
for the manufacturing industry in the early 1980s, 
it found its way into the health-care system in the
mid- to late 1990s. It was seen as a way to identify
problems in health-care delivery and find effective 
solutions.

The Tail of the Curve
Its origins can be traced back to the 1920s and are
based on the statistical model of the bell-shaped curve.
In the perfect bell curve, there is a mean exactly in the
center at the highest point of the curve. Away from
the mean, the curve slopes down at a predictable rate
on both sides and is divided into standard deviations.
Each standard deviation is designated by the Greek
letter for a small “s” or “�” (sigma) and given a num-
ber (e.g., plus or minus 1 sigma). Six standard devia-
tions (six sigmas) are so far out in the tails of the bell
curve that they are generally considered a total lack 
of error—in other words, “perfection” (statistically,
3.4 defects per million). Its focus is a quality manage-
ment program that serves as a measure, a goal, and a
system of management to ensure optimal quality 
results (Fig. 15.1). 

The Six Sigma technique was initially used by
Motorola to improve the quality of their products and
was then adopted by such well-known corporations as

General Electric and Honeywell. It can be used to 
reduce the costs of manufacturing items or the steps
in manufacturing, making the manufacturing process
more “lean.”11

The traditional Six Sigma process comprises
five distinct phases that somewhat parallel the steps of
the nursing process: 

1. Define: The problem is identified. Why are the cus-
tomers dissatisfied? Why are the costs excessive?
Why does it take so long to complete the process?

2. Measure: Data are collected to pinpoint the exact
issue. The whole process is reviewed in detail and
time, or other types of measurement are given 
numerical values.

3. Analyze: The root causes of the problem are identi-
fied, and the relationships of external or environ-
mental influences are analyzed. All factors must 
be considered, no matter how remote.

4. Improve: Strategies, based on the previous three
phases, are developed to correct the problems. 
Any number of techniques may be used to make
the process error-proof and more efficient. Pilot
projects are then established to demonstrate the
success of the efforts to correct the problems. 
Several attempts may be tested before the best 
one is identified.

5. Control: Systems are put in place to continuously
monitor the changes in the process. The goal is to
detect errors before they affect the whole system. 
A statistical process may be used to determine the
level of correction and as an early warning system
for new problems.11

Six Sigma in Health Care
How does the health-care system use Six Sigma to
improve the quality of care? Traditionally in health
care, finding and defining the specific cause of errors
have been extremely difficult. Six Sigma provides a
wide-reaching and more pragmatic approach to iden-
tifying and measuring the problem. By adapting and
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6–6 –4 –2 0 2 4

Plus 6
sigmas

Minus 6
sigmas

F i g u r e  1 5 . 1 The Six Sigma bell curve.

What Do You Think?

?
Identify an incident that occurred during your time in 
health-care institutions, either as a student or an employee,
that would be considered a high-risk or a sentinel event.
How was the incident dealt with? What do you think was
learned from the incident?
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modifying the traditional Six Sigma methodology,
health-care providers can develop more inclusive 
objectives to increase reliability and quality. The over-
riding goal of Six Sigma is to develop a fully reliable
process or system of care. Such a system will deliver
the same quality of care to all clients all the time re-
gardless of who actually delivers the care. Optimal
care is provided when it is evidence based.

Black Belts
As a highly structured approach to identifying funda-
mental problems, the Six Sigma process guides nurses
and others through the five-phase process using 
statistical tools. Specialized training is required to
employ Six Sigma, and individuals can become certi-
fied as Six Sigma consultants through the Institute 
of Industrial Engineers or the American Society for
Quality. Trained employees of Six Sigma, called Black
Belts, serve as well-paid consultants for hospitals 
and other institutions that believe Six Sigma may be
the answer to their problems.11

When the Six
Sigma process is used to
analyze a problem, it looks
primarily for two types of
statistical anomalies or
variations. The primary
one, usually at the root of
most problems, is called
special or assigned variation and shows a pattern of
activity outside the patterns expected to produce
high-quality care. Once this variation is detected, the
five-step statistical process can be applied. The second
type of anomaly is called common or chance variation
and is usually attributed to environmental factors that
cannot be controlled. However, in some situations,
chance variations can become so significant that they
affect the process and have to be addressed.

As a newcomer to health care, the Six Sigma
process has been used on a limited basis. The Com-
monwealth Health Corporation in Kentucky was one
of the first to use Six Sigma in 2002. It was used to
streamline their radiology department and increase
its bottom line by reducing costs. There is only a rela-
tively small body of publications about the successes
and problems of using it in the health-care setting.
Six Sigma has been used successfully in other hospi-
tals to increase nurse satisfaction and retention by
eliminating tedious factors in day-to-day operations,
to reduce clients’ length of stay, and to speed up the

process for transferring clients from outpatient areas
to inpatient rooms. In a systematic literature review
of 47 articles that met inclusion criteria, studies 
provided limited data and lacked follow-up. The re-
searchers concluded that Six Sigma can assist in qual-
ity improvement, but more evidence base is needed
for sustainability of results.12

A Hybrid 
A hybrid Six Sigma program called Lean Six Sigma
focuses on identifying and eliminating waste and
therefore improving the flow of processes. A research
study has shown that Lean Six Sigma improved the
quality of trauma care by reducing inappropriate hos-
pital stays while reducing costs.13 In a different study,
researchers have discovered that the use of Lean Six
Sigma improved the collaborative efficiency of meal
delivery, radiological testing, and timing of inpatient
insulin administration.14

There are critics of Six Sigma, and several
drawbacks to its use have been identified. Six Sigma is

effective in modifying 
existing processes, but it
tends to stifle creative 
approaches and “thinking
outside the box.” Al-
though achieving perfec-
tion at the statistical 3.4
errors per million level

might be adequate for situations such as client satis-
faction and nurse retention, it seems to fall short for
activities such as administering medications and 
operating a ventilator. When Six Sigma is imple-
mented in the health-care setting, it is often used as
an add-on project not connected with existing quality
improvement efforts. Nursing staff tend to resist the
strange-sounding jargon and statistical emphasis and
may actually attempt to sabotage implementation. 
Six Sigma has little regard for the interpersonal and
institutional culture that is so important in the effec-
tiveness of health-care institutions.

The overall objective of Six Sigma is to in-
crease the reliability of processes by eliminating de-
fects and reducing system variation. Its five-phase
structured approach requires high-quality discrete
data that are often difficult to obtain in the health-
care setting. Its orientation is more industrial than
health related: It uses tools such as statistical process
control and root-cause analysis to identify anomalies
in the processes it is examining. Although yet to be
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Trained employees of Six Sigma, called
Black Belts, serve as well-paid consult-
ants for hospitals and other institutions
that believe Six Sigma may be the 
answer to their problems.

“
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used on a wide scale in the health-care setting, Six
Sigma is gradually gaining a following, and its use in
health care will probably increase in the future.15

EDUCATION AND A
COMPETENCY FOCUS

The focus on quality care
needs to begin on the
first day of a health-care
professional’s education
and continue through the
whole education program. Certain initiatives in
nursing and medical education focus on developing
health-care professionals’ competencies critical to

providing safe, quality health care. The Compe-
tency Outcomes Performance Assessment (COPA)
model was started in the 1990s. The American As-
sociation of Colleges of Nursing (AACN) has devel-

oped program outcomes
for baccalaureate curric-
ula that focus on quality.
In 2005, the Robert
Wood Johnson Founda-
tion introduced the
Quality and Safety 
Education for Nurses
(QSEN) project. In

2010, the Institute of Medicine (IOM) issued its 
report on nursing’s future and suggestions for
change.
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Some nursing leaders believe that by
conforming to QSEN-based curricula,
they will transform the professional
identity of nursing into something other
than nursing.

“
”
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Client Education Is a Quality-of-Care Issue

In the current health-care system, client teaching is not only an expectation but is
also an ethical and legal requirement. The enactment of the 2010 Affordable Care
Act (ACA) gives nurses new opportunities to provide high-quality care, including
preventive teaching. Whether the nurse is providing health promotion, health
maintenance, or health rehabilitation, increasing a client’s level of knowledge and
understanding is required legally and ethically. In recent years, several lawsuits
have resulted from the failure of nurses to provide adequate client teaching. 
Consider the following case:

The court in Kyslinger v. United States (1975) addressed the nurse’s 
liability for client teaching. In this case, a Veterans Administration (VA) hospital sent
a hemodialysis client home with an artificial kidney. The client eventually died (ap-
parently while connected to the hemodialysis machine) and his wife sued, alleging
that the hospital and its staff failed to teach her or her husband how to properly
use and maintain a home hemodialysis unit.

After examining the evidence, the court ruled against the client’s wife as
follows: “During those 10 months that plaintiff’s decedent underwent biweekly 
hemodialysis treatment on the units (at the VA hospital), both plaintiff and dece-
dent were instructed as to the operation, maintenance, and supervision of said
treatment. The Court can find no basis to conclude that the plaintiff or plaintiff’s
decedent were not properly informed on the use of the hemodialysis unit.” The
moral of the story: Always document what was done and what clients and their
families were taught. Make sure to include documentation that they did (or did not)
understand what was taught.

Clients are advised to be “smart” and learn as much as possible about
their health-care needs. Expert nurses have modeled ways to incorporate client
education as a priority in care, and nurse theorists provide worldviews and theo-
ries imbued with the primacy of client education. The nation’s clients and con-
sumers of health-care services need their most trusted professionals—nurses—
to drive substantial initiatives to address health literacy concerns. The ANA’s 2010
House of Delegates approved a literacy resolution that addresses the nurse’s
need to educate. It sets the stage for the ANA to implement the following: 

• Promote collaborative nursing initiatives to address health literacy problems
• Use existing research findings to strengthen health literacy knowledge and

skills in nursing school curricula and in RNs’ workplaces
• Advance nursing research to identify evidence-based practices that promote

optimum health literacy

I s s u e s  N o w

Source: Retrieved May 2013 from http://www.health.gov/communication/literacy/quickguide/
resources.htm and http://www.fiercehealthcare.com/story/4-ways-educate-patients-about-
affordable-care-act/2012-07-23.
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Competency Outcomes Performance
Assessment (COPA) Model
The Competency Outcomes Performance Assess-
ment (COPA) model, developed in the early 1990s,
has been used by medical schools and some schools
of nursing to validate the skills and knowledge of
their graduates. It is designed to promote competency
for clinical practice at all levels. Key components in
several of its eight core competencies address quality,
safety, and risk reduction, aligning well with the
Quality and Safety Education for Nurses (QSEN)
competencies. One study explored the COPA model’s
use in two prelicensure nursing programs and in a
graduate nurse internship program. Research has
demonstrated the COPA model’s benefits for nursing
students, nursing graduates, preceptors, employers,
and clients. Benefits noted for clients included in-
creased quality and safety.16

Quality and Safety Education for Nurses (QSEN) 
Driven by community and professional concerns, 
the Robert Wood Johnson
Foundation undertook a
three-phase project to im-
prove the quality and
safety of client care by fo-
cusing nursing education
on student competency.
The project, QSEN, is built
on five competencies initially developed by 
the IOM:17

• Client-centered care
• Teamwork and collaboration
• Evidence-based practice (EBP)
• Quality improvement (QI)18

• Safety

A sixth competency, informatics, was later
added as the model developed and was revised be-
cause of the important role technology now plays in
health care. Subsequent research demonstrates that
using the QSEN model contributed to the adoption 
of quality and safety competencies as core practice
values.19 (See Chapter 4 for more detail.)

Essentials of Baccalaureate Education for Professional
Nursing Practice
For many years, the AACN document, Essentials of
Baccalaureate Education for Professional Nursing 
Practice, has been the gold standard for outcomes for

nursing programs. AACN’s Essential II: Basic Organiza-
tional and Systems Leadership for Quality Care and 
Patient Safety addresses the relationship of safety, 
quality improvement, and organizational and systems
leadership to ensuring quality nursing care. It further
outlines skills critical to safety and quality that the nurse
must exhibit. Common skills to both QSEN and the 
Essentials include communication and collaboration,
decision-making, participation in safety initiatives,
quality improvement processes, and cost-effectiveness.20

Between 2010 and 2011, AACN developed six Web-
based learning modules as a free nursing faculty devel-
opment resource. These focus on QSEN’s six core
competencies and provide teaching strategies to imbed
within the nursing curricula for graduate nursing stu-
dents. Is there a clear-cut advantage in using the Essen-
tials over the QSEN competencies as a curricular model
or is the best approach to integrate them? 

A Difference in Opinion
Some nursing leaders believe that by conforming to

QSEN-based curricula,
they will transform the
professional identity of
nursing into something
other than nursing. What
about the competencies of
caring, integrity, and client
advocacy? What about 

research and scholarship? Where does prevention, a
key nursing role since the time of Florence Nightin-
gale, fit in? Those who support QSEN believe that if a
nurse is providing high-quality, safe, respectful, and
culturally appropriate care, caring and integrity are 
already included. Others contend that QSEN’s inclu-
sion of evidence-based practice as a competency ad-
dresses research concerns. QSEN’s competency of
quality improvement along with its value for updating
knowledge and skills also addresses scholarship con-
cerns. Some argue that health promotion and disease
prevention are already included in QSEN’s model
under patient-centered care. Others believe that in
order to promote nursing as a unique discipline, a 
seventh competency, “professional person,” should 
be added to include those aspects of nursing that 
distinguish it from the medical profession.

The ANA Project 
In the fall of 2010, a report by the ANA and the
Constituent Member Associations (CMA) moved
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Starting in the fall of 2007, the CMS
changed the Medicare payment program
to no longer pay for reasonably prevent-
able medical errors that occur in the
hospital.

“
”
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the discussion to a new level by outlining the 
key messages from the IOM Report on the Future
of Nursing. This report is part of an ongoing 
project aimed at using evidence-based practice to
advance the nursing profession so that nursing can
keep pace with health-care reform activities (see
Chapter 4 for more information).21

Federal Initiatives for Coverage of AHRQ, 
QIO, and CMS
The Agency for Healthcare Research and Quality
(AHRQ) is 1 of 12 Department of Health and
Human Services agencies that supports research
that improves the quality of health care and helps
people make more informed health-care decisions.
The agency is charged with developing partnerships
that create long-term improvement in American
health care. The research goal is to measure those
improvements in terms of client outcomes, de-
creased mortality, improved quality of life, and
cost-effective quality care. Its overall focus is in
three areas: 

• Safety and quality: Risk reduction by promoting
quality care

• Effectiveness: Improved health outcomes by using
evidence to make informed health-care 
decisions

• Efficiency: Translating research into practice to in-
crease access and to decrease costs22

The Affordable Care Act, Sect. 3501, man-
dates that the AHRQ work through a Center for
Quality Improvement and Patient Safety to conduct
research on best quality improvement practice 
innovations and strategies. The Center’s tasks also 
include identifying, creating, critiquing, sharing,
and giving training in these best practices. In addi-
tion, the Center must coordinate its activities with
the Centers for Medicare and Medicaid Services
(CMS) and the Centers for Medicare and Medicaid
Innovation (CMI). The Center will award grants to
agencies with expertise in providing assistance to
health providers in quality improvement activities
and to the health-care providers seeking such 
technical assistance in implementing best practice
models.23

The Quality Improvement Organization
(QIO) is a federal program designed to review med-
ical care, verify its necessity, and assist Medicare and
Medicaid beneficiaries with complaints about quality

of care. The program is also charged to implement
quality of care improvements. According to the Cen-
ters for Medicare and Medicaid Services, “by law, the
mission of the QIO Program is to improve the effec-
tiveness, efficiency, economy, and quality of services
delivered to Medicare beneficiaries.”24 The Centers
for Medicare and Medicaid Services identifies three
core functions for QIO:

• Improving quality of care for beneficiaries
• Protecting the integrity of the Medicare Trust

Fund by ensuring that Medicare pays only for
services and goods that are reasonable and 
necessary and that are provided in the most 
appropriate setting

• Protecting beneficiaries by expeditiously 
addressing individual complaints, such as 
beneficiary complaints; provider-based notice 
appeals; violations of the Emergency Medical
Treatment and Labor Act (EMTALA); and 
other related responsibilities as articulated in
QIO-related law

Researchers linked all-cause 30-day rehospi-
talization and all-cause hospitalization reductions 
in Medicare beneficiaries in communities with CQI
programs.25
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What Do You Think?

?
Have you ever complained about the care you or a loved
one received while in a hospital or clinic? If not, why not? 
If you did, what happened to the complaint? Were there any
changes made?
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Never Events
Starting in the fall of 2007, the CMS changed the
Medicare payment program so that they would no
longer pay for reasonably preventable medical errors
that occur in the hospital. These events, listed on the
CMS website, are referred to as “never events.”26

Subsequently, hospitals now have to cover costs for
“never events” that do occur. The purpose of this
change is to control Medicare costs and improve the
quality care; however, quality may come at a heavy
price for institutions already financially stressed. This
list is likely to be revised substantially as the various
elements of the ACA are implemented.

Transforming Care at the Bedside
The Robert Woods Johnson Foundation and the 
Institute for Healthcare Improvement (IHI) joined
forces to create a framework called Transforming
Care at the Bedside to institute change on medical
surgical nursing units. Their goal was to improve 
care and staff satisfaction by addressing four main
categories: 

• Safe and reliable care
• Vitality and teamwork 
• Patient-centered care
• Value-added care processes 

Ideas for change included use of rapid 
response teams to “rescue” clients whose conditions
were deteriorating and prevent their in-hospital
deaths, specific communication models to make 
interdisciplinary communication clearer, a workspace
that promotes efficiency and waste reduction, profes-
sional support programs, and liberalized diet plans
and meal times. These efforts focus on improving the
quality of client care on medical-surgical nursing
units.27

Key Factors to High-Quality Care
IOM, QSEN, and AACN’s Essentials of Nursing 
Education all agree on the importance of scholarship,
research, and evidence-based practice in ensuring
quality and safety in health care. The developments in
technology now make access to this type of informa-
tion easy and immediate. 

Evidence-Based Practice/Research
For this competency, one must “integrate best current
evidence with clinical expertise and client/family
preferences and values for delivery of optimal health

Teamwork and Collaboration
The Institute of Medicine, the Quality and Safety in
Nursing Education initiative, and the AACN Essen-
tials of Nursing Education all emphasize the impor-
tance of interdisciplinary teamwork, communication,
and collaboration in achieving safe, quality health
care. This is defined as the ability to “function effec-
tively within nursing and inter-professional teams,
fostering open communication, mutual respect, and
shared decision-making to achieve quality client
care.”17,32 In one study, investigators reviewed the
Lewis Blackman case in which a 15-year-old boy died
4 days after surgical repair of a chest deformity. (For
more information on this interesting case, go to

care.28 Researchers have been finding multiple 
benefits of evidence-based practice, including cost-
effectiveness, increased client safety, improved clini-
cal outcomes, and client and staff satisfaction.29–31

Client-Centered Care
According to QSEN, client-centered care occurs
when the nurse can “recognize the client or designee
as the source of control and full partner in providing
compassionate and coordinated care based on respect
for patient’s preferences, values, and needs.32 Re-
search about health-care institutions that utilized
client and family advisors to promote client-centered
care found improved client outcomes in shorter
length of stay, higher client satisfaction, and im-
proved levels of reimbursements.33
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http://qsen.org/videos/the-lewis-blackman-story/.)
Researchers then devised a model to characterize the
events leading to the tragic death. They proposed five
strategies that nurse educators can use to promote
safety and quality in nursing care. These strategies in-
cluded the following:

• Use “cognitive unmooring questions” in the assess-
ment of clients by students so that they will note
subtle changes in the client’s condition such as de-
creased urine output or low blood pressure (i.e.,
make them think outside the box).

• Incorporate System 1 and System 2 thinking 
into the curriculum’s didactics (i.e., use of 
both implicit and explicit thinking to solve 
problems).

• Use case studies during simulation exercises.
• Have an awareness of and strategies for approach-

ing authority gradients (i.e., fear of reporting
something to someone in a position of authority)
in interdisciplinary 
collaboration.

• Communication and
provision of experiences
that recognize client and
family as key members
of the health-care
team.34

Informatics
IOM, QSEN, and AACN Essentials of Nursing Edu-
cation all agree on the importance of informatics to
ensuring client safety and the quality of health care.
Informatics is the “use of information and technol-
ogy to communicate, manage knowledge, mitigate
error, and support decision-making.”32 (For more
detail, see Chapter 18.) Canadian nurse experts
identified informatics competency as “state of the
art communication and technology savvy” and re-
lated its linkage to the nurse executive’s role as
leader to support outcomes of safe, integrated,
high-quality care delivery through knowledge-
driven care.35

Lifelong Learning
Quality and safety in nursing care requires continu-
ally updating one’s knowledge and skills. Since nurs-
ing has multiple levels of entry, formal education
must also be viewed as a method for lifelong learning.
One research study provided evidence of decreased

client mortality with a higher proportion of baccalau-
reate-prepared nurses providing care in an acute care
setting.36 The AACN also supports a nursing work-
force that is more highly educated.37 In a review of
the literature, researchers have discovered that
through increasing nursing education levels, client
outcomes and quality of care can be improved.38

The Tri-Council for Nursing Issues New
Consensus Policy Statement on the Educational Ad-
vancement of Registered Nurses declared that health-
care reform requires a workforce “that integrates
evidence-based clinical knowledge and research with
effective communication and leadership skills. These
competencies require increased education at all levels.
At this tipping point for the nursing profession, ac-
tion is needed now to put in place strategies to build a
stronger nursing workforce. Without a more edu-
cated nursing workforce, the nation’s health will be
further at risk.”39 Agreeing with this stance is the

Joint Statement on 
Academic Progression 
for Nursing Students and
Graduates’ belief “that
every nursing student 
and nurse deserves the
opportunity to pursue 
academic career growth
and development.”40

Environment 
Nursing cultures need to make quality and safety a
priority rather than focusing on what went wrong
after an adverse event happens and trying to blame
someone for the error. Other characteristics of
blame-free or just culture organizations include
positive working environments, commitment to
safety and quality, transparency, and using errors 
as learning opportunities. A blameless reporting
system assists in reporting errors and near misses
voluntarily and anonymously. The just culture
holds staff accountable for at-risk or reckless behav-
iors and does not tolerate them; however, it is 
prepared to handle human error occurrences. The
focus becomes an analysis of the event to identify
system improvements that can positively impact
quality of care and safety. 

In 1983, the American Academy of Nursing
(AAN) Task Force on Nursing Practices studied work
environments in hospitals that attracted and retained
well-qualified nurses who promoted quality client
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Researchers have been finding multiple
benefits of evidence-based practice, 
including cost-effectiveness, increased
client safety, improved clinical 
outcomes, and client and staff 
satisfaction.

“
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C o n c l u s i o n

Quality can be an elusive goal for the health-care pro-
fessional, the health-care institution, and the client
and family. Quality requires commitment by multi-
disciplinary team members and health-care institu-
tions to provide, monitor, assess, and evaluate the
effectiveness of processes and structures to make im-
provements and to achieve optimal health-care out-
comes. Quality challenges the nurse to be constantly
vigilant, to be aware of high-risk situations, and to be
dedicated to processes, structures, and policies that
ensure quality. 

Quality necessitates an informed health-care
consumer. It is critical that the consumer is aware and
informed of health-care quality and safety issues and
utilizes that information to make health-care choices.
The benefits of quality include efficiency, cost-effective-
ness, timeliness, client and staff satisfaction, safety, and
equitable client-centered care. Quality care results in
positive client care outcomes. Quality care benefits the
client, family, interdisciplinary health team members,
and health-care institutions. In this time of health-care
change, all stakeholders are poised for the challenge. 

392 U n i t  3 Leading and Managing

• Structural empowerment 
• Exemplary professional practice 
• New knowledge, innovation, and improvements 
• Empirical quality results 

Several research
studies have shown a link
between the Magnet 
hospital experience and
increased client satisfac-
tion, decreased mortality 
rates, decreased pressure
ulcers, decreased falls,

and improved client safety and quality.42–45

care. Hospitals that demonstrated these qualities were
designated as “magnet hospitals.”41 Building upon
this study, the ANA board of directors approved a
proposal for the Magnet 
Hospital Recognition 
Program for Excellence in
Nursing Services. The
most current Magnet
Recognition Model 
Program has five 
components:

• Transformational 
leadership 

Quality and safety in nursing care re-
quires continually updating one’s
knowledge and skills. Since nursing has
multiple levels of entry, formal educa-
tion must also be viewed as a method for
lifelong learning.

“
”
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Identify three quality improvement activities that are being used in the facility

where you have clinical.
• Develop a plan for quality improvement using the IOM report recommendations.
• How does the QSEN initiative improve quality and safety in health care?
• Identify provisions in the Affordable Care Act that improve the quality of care.
• How do patient satisfaction survey findings affect quality of care?
• Is there a clear-cut advantage in using the Essentials over the QSEN competen-

cies as a curricular model, or is the best approach to integrate them? 
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Delegation in Nursing16

396

D
AN ESSENTIAL SKILL

elegation is an essential component of client care and manage-
ment of nursing units in today’s health-care system. It allows health-
care managers to maximize the use of caregivers who are educated at
multiple levels in a variety of programs. Delegation, if performed prop-
erly, permits nurses to meet the requirements of high-quality care for
all clients and is a basic skill that registered nurses (RNs) must learn.
However, the skill set required to delegate safely is one of the most
complex that nurses must master, requiring the ability to make high-
level clinical judgments. The goal of delegation is to meet the increased
demands for services as they intersect with the shrinking resources of
the health-care system.1

Look to All These Things
The concept of delegation has been a part of health care since the time
of Florence Nightingale, when she instructed the nurses she educated
that “to look to all these things yourself does not mean to do them
yourself.”2 As far back as 1991, the American Nurses Association
(ANA) initially addressed and defined delegation when it was begin-
ning to become a more widespread practice in health care. They further
refined the definition in 1997. The National Council of State Boards of
Nursing (NCSBN) also addressed delegation in 1995 and periodically
since then. Although some minor revisions have occurred since then,
the basic concepts and basic principles of delegation remain essentially 
unchanged.

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Apply the principles of 
delegation to nursing practice

• Analyze and identify situations
in which delegation is used 
improperly

• Discuss the legal implications 
of delegation in the current
health-care setting

• Distinguish between delegation
and assignment

396

3972_Ch16_396-410  29/12/14  2:00 PM  Page 396



C h a p t e r  1 6 Delegation in Nursing 397

DELEGATION OR ASSIGNMENT?

Although delegation and assignment are closely 
related concepts, they are different. Delegation is
recognized as designating ancillary personnel for
the responsibility of carrying out a specific group 
of nursing tasks in the care of certain clients. 
Delegation includes the understanding that the 
authorized person is acting in the place of the RN
and will be carrying out tasks that generally fall
under the RN’s scope of practice. However, the 
person taking on the RN-level task must be quali-
fied to perform the task within the nurse’s state
practice act.3

Assignment, on the other hand, is desig-
nating tasks for ancillary personnel that fall under
their own level of practice according to facility poli-
cies, position descriptions, and, if applicable, state
practice act. In the everyday work setting, RNs usu-
ally make assignments and delegate tasks, often to
the same individuals. It can be puzzling, but clarify-
ing the difference can be helpful in reducing the
level of confusion. In either case, the concepts 
of supervision, authority, responsibility, and 
accountability are key to successful client care. 
Supervision is required by the RN in both delega-
tion and assignment.4

When nurses delegate nursing tasks to non-
nurses, the RNs must always supervise those individ-
uals to ensure that the care given meets the standards
of care. However, if the facility, the state board of
nursing, or some other official body has a predesig-
nated list of tasks that non-nursing personnel may
undertake in the care of clients, the RN is responsible
only for supervising them to make sure the tasks are
carried out safely.

Legally, the authority or power to delegate
is restricted to professionals who are licensed and
governed by a statutory practice act. RNs are con-
sidered professionals, with state-sanctioned licenses
governed by a nurse practice act, and therefore are
authorized to delegate independent nursing func-
tions to other personnel. However, not all RN func-
tions can be delegated to assistive personnel because
of restrictions in the nurse practice act and institu-
tional policies. For example, performing admission
assessments, developing care plans, and making
nursing diagnoses are activities generally restricted
to RNs only.

RESPONSIBILITY AND ACCOUNTABILITY 
IN DELEGATING

The ANA defines delegation as “the transfer of re-
sponsibility for the performance of an activity from
one individual to another while retaining accounta-
bility for the outcome.”5 The ANA stresses the belief
that, even though the leader or manager delegates a
task to another employee, he or she remains account-
able for the care that is provided.

Nurses often can be heard saying, “If I dele-
gate, then that person is practicing on my license and
I don’t want the responsibility.” This statement im-
plies that responsibility has legal liability attached to
it. In reality, it does have liability attached, but only
with the performance of duties in the specific role.
When they accept a delegated task, assistive person-
nel accept the responsibility attached to it. Delegatees
do not practice on the RN’s license. They practice on
their own license (licensed practical nurses [LPNs]
and licensed vocational nurses [LVNs]) or, if unli-
censed, within their own level of education. Assistive
personnel, when they agree to accept the delegated
task, are responsible for their own actions in per-
formance of the task.6

When the RNs accept responsibility for dele-
gating an assignment appropriately, they become ac-
countable for the delegation process. Accountability
looks to see if the RN used his or her nursing knowl-
edge, critical thinking, and clinical judgment skills in
delegating a task. For example, suppose an RN dele-
gates a task to assistive personnel that is appropriate
for the person’s educational level and skill set. If the
person accepts it, then totally botches the task, lead-
ing to the death of the client, the RN has met the re-
quirements of accountability, and the responsibility
for the client’s death rests on the assistive personnel.
On the other hand, if the RN delegates inappropri-
ately to a person who is clearly not qualified, and the
client dies, the RN and the assistive personnel could
both be held liable. So how does the RN make the de-
cision to delegate or not delegate? The steps outlined
below are a guide to the decision-making process.

Guidelines for Delegation
The primary goals of staffing decisions are to make
sure that optimal staffing patterns are in place and to
ensure client safety and high-quality client care. Be-
cause health-care facilities and agencies are unable 
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What Do You Think?

?Is delegation used in the facility where you have clinical 
rotations? Who does the delegation on the unit? Does it
work well?

B o x  1 6 . 1
Other Names for Unlicensed Assistive
Personnel

Certified nurse assistant (CNA)
Nurse’s aide
Home health aide
Registered nurse assistant (RNA)
Nurse technician (NT)
Medication technician (MT)
Nursing assistant
Patient care assistant (PCA)
Orderly
Client attendant
Psychiatric attendant

to staff with all RNs, client care today requires the use
of health-care workers with a mix of skill levels. It is
common for RNs to delegate certain aspects of care to
LVNs, LPNs, unlicensed assistive personnel (UAP),
monitoring technicians, and other levels of ancillary
workers.

Assess the Client
Before delegating any task, RNs should give careful
consideration to the condition of the client and the
client’s health-care needs. Assessing clients is a desig-
nated responsibility of RNs. Without a thorough 
assessment, it is likely that critical needs will remain
unidentified by less trained personnel, leading to 
potential errors in care. Clients who are relatively 
stable and not likely to experience drastic changes in
health-care status are the most suitable for delegation.
Also, the tasks being delegated must be relatively un-
complicated and routine, must be performed without
variation from policy or procedure, and should not
require the use of nursing judgment while being per-
formed. For example, the physician has ordered that
a client with renal disease have his catheter outputs
measured each hour to monitor hydration status.
This task requires opening a drainage cap on a special
collection device connected to the client’s urinary
catheter every hour and measuring how much urine
is present. It is a low-risk, relatively simple procedure
that the RN can easily delegate to an LPN or even
UPN. Delegation of repetitive tasks to less educated
personnel produces higher efficiency because the time
and skills of the RN are used more effectively.

abilities. It is important to keep the team informed 
of who is delegated which tasks and when changes 
are made.

Know the Job Description
One large group of health-care workers to whom RNs
delegate is generally called unlicensed assistive person-
nel (UAP). This group includes individuals who have
been through some type of training program ranging
from a few hours up to several months (Box 16.1).
They may receive a certificate of completion, but they
do not have any type of licensure and therefore do
not have legal status.

The RN needs to know the institution’s 
official position description for the UAP as well as the
UAP’s abilities. For example, the position description
may state that the UAP can care for postoperative
clients who have multiple wound drains. However,
when the RN assigns a specific UAP to such a postop-
erative client, the nurse discovers that the UAP has
worked only in the newborn nursery for the past 
5 years and has no knowledge of how to care for 
adult postoperative clients. 

If the RN delegates this UAP to care for
complicated postoperative clients and a major com-
plication develops because of the UAP’s lack of com-
petence (even though the position description states
that this is an appropriate function for the UAP), the
RN will also be held legally liable for the poor out-
come. When the RN determines that the client’s
needs match the skills and abilities of the UAP or
LPN, only then should that person be assigned.

Know Staff Availability
The delegating nurse needs to know the availability of
staff and the education and competency levels of the
personnel to be delegated. These factors must be
matched with the level of care required by the client.
Key information to obtain is how often the delegatee
has performed the required tasks or cared for this
type of client, what units he or she has worked on and
feels comfortable in, and his or her organizational
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Educate the Staff Member
RNs who delegate are also responsible for educating
the UAP about the task to be done. If the UAP is un-
familiar with the task, the RN is required to demon-
strate how the task or procedure is performed and
then document the training. Education also includes
telling the UAP what is expected in the completion 
of the task and what complications to watch for and

report to the RN. The ANA suggests that the RN
watch the UAP perform the designated task at least
initially, then make periodic observations throughout
the shift to ensure safe and competent care for the
client.7 Furthermore, the RN must always be available
to answer questions and help the UAP whenever as-
sistance is required. Consider the following situation:

Elsie Humber, RN, is the evening charge nurse
on a busy oncology unit of the county hospital.
On one particularly busy evening, she discovers
during shift report that one of the scheduled
LPNs has called in sick and no other LPNs are
available to take her place. Ms. Humber assigns
the LPN’s duties and clients, including a heat
lamp treatment for a decubitus ulcer, to a 
UAP who has worked on the unit for several
months. The UAP protests the assignment, but
Ms. Humber rebukes her, saying, “I have no
one else. If you don’t care for these clients, they
won’t get any care this shift.” In setting up the
heat lamp treatment, the UAP knocks the lamp
over and burns the client. Because of his sup-
pressed immune system from chemotherapy
and generally debilitated condition, the burn
does not heal and develops into an infection.
The client later sues the hospital for malprac-
tice. The hospital in turn attempts to shift the
legal responsibility for the burn to Ms. Humber.
Who is legally responsible for the incident? Does
the client have grounds for a successful case?
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The Professional Nurse Coach—a New Role in Practice

Although RNs coach clients and other nurses informally as a routine part of their
practice, the American Holistic Nurses Credentialing Corporation in 2012 recog-
nized it as a formal role and is now offering certification for nurse coaches. Recently,
the Interprofessional Education Collaborative Expert Panel in conjunction with the In-
ternational Coach Federation identified coaching as a key element in the movement
toward interprofessional education. 

A professional nurse coach must be an RN who is grounded in the holistic
concept of nursing care, uses evidence-based nursing theory, and has social and
scientific behavioral knowledge to facilitate a process of change and development
in clients and other nurses, thereby facilitating their ability to reach their maximum
potential. The practice of nurse coach is grounded in the ANA Scope and Stan-
dards of Practice, second edition, and the ANA Code of Ethics for Nurses. Nurse
coaching is a relationship-based process and necessitates strong interpersonal 
relationship abilities. The skills required for a nurse coach include the following:

• Being able to identify individuals ready for change in their lives and then estab-
lishing a therapeutic relationship with the individual. If clients or nurses are not
ready for change, the process cannot go forward.

• Being able to understand and acknowledge where clients are in their movement
toward wellness. The client may have issues and concerns that need to be iden-
tified to facilitate the coaching process.

• Working collaboratively with the client in identifying goals and outcomes from the
coaching process. If the client does not know what he or she wishes to achieve,
then the client will not know when he or she achieves it.

• Establishing an agreement with the client, either formally or informally, about
how to achieve the goals. This plan should outline what the nurse’s and the
client’s responsibilities are in the process.

• Using communication and dialogue to motivate and help the client work to achieve
his or hers goals. In conjunction with the client, actions and activities are selected
as interventions. Keeping the client motivated is key in achieving established goals.

• Identifying which goals the client has achieved and which ones remain. 

The Affordable Care Act of 2010 began a major movement in the United
States away from a disease-based health-care system and toward a health and well-
ness model of care. The nurse coach will play an important role in the development of
the wellness model that is slowly but surely revitalizing the health-care system. Other
nonprofessional health-care workers have embraced the coaching role, and some are
seeking certification as health-care coaches. RNs, with their education in the behav-
ioral sciences and their familiarity with research and health-care theories, are already
well on the way to becoming nurse coaches. By seeking official certification as a pro-
fessional nurse coach, RNs will gain visibility as leaders in the emerging coach role.

I s s u e s  N o w

Sources: Hess D, Dossey B, Southhard ME, Luck S, Schaub BG, Bark L. The art and science of
nurse coaching. The American Nurses Association, 2012; Professional nurse coach role: Defining
scope of practice and competencies, first draft 2012. Retrieved April 2013 from http://ahncc.org/
images/AHNCC_WEBSITE_RELEASE_STATEMENT,_MAY_21,_2012-1.pdf 
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Predictable and Uncomplicated
When a nurse delegates tasks, the outcomes of tasks
should be clear and predictable. For example, when a
UAP is assigned the task of feeding a client who has
suffered a stroke and has hemiplegia, the predicted 
outcome will be that the client will eat and not choke on
the food. The task should not require excessive supervi-
sion, complex decision-making, or detailed assessment
during its performance. If any of these elements are re-
quired, it needs to be reassigned to an RN.

It is important to remember that when
nurses delegate nursing tasks, they are not delegating
nursing. Professional nursing practice is a science,
based on a unique body of knowledge, and an art,
guided by the nursing process. It is not merely a 

collection of tasks. Of all health-care workers, 
professional nurses are the most qualified to provide
holistic care of the client by promoting health and
treating disease. Nurses’ education and experience
provide them with the skills and knowledge to coor-
dinate and supervise nursing care and to delegate
specific tasks to others.

Although mastering delegation skills can
seem like a daunting task, a nurse can take several
common-sense steps to attain this skill (Box 16.2).
Nursing students often have tasks delegated to them
by the RNs on the units where they are having clinical
rotations. It is easy to identify the RNs who have de-
veloped good delegation skills and those who still
need to work on those skills.

C h a p t e r  1 6 Delegation in Nursing 401

Sources: Corazzini KN, Anderson RA, Rapp CG, Mueller C, McConnell ES, Lekan D. Delegation in long-term care: Scope of practice or job 
description? Online Journal of Issues in Nursing, 15(2):4, 2010; Vogelsmeier A. Medication administration in nursing homes: RN delegation to unli-
censed assistive personnel. Journal of Nursing Regulation, 2(3):49–53, 2011; Weydt A. Developing delegation skills. Online Journal of Issues in
Nursing, 14(2):10, 2010; Whitehead DK, Weiss SA, Tappen RM. Essentials of Nursing Leadership and Management (5th ed.). Philadelphia: 
F. A. Davis, 2010.

B o x  1 6 . 2
Five “Rights” of Delegation

• Right task: Do the tasks delegated follow written policy guidelines?
• Right person: Does the person have the proper qualifications for the tasks?
• Right direction or communication: Are the instructions and outcomes clearly stated? When should the 

person report changes?
• Right supervision or feedback: How can the delegation process be improved? Are the client goals for 

care being achieved?
• Right circumstances: Are the tasks that are being delegated possible without independent nursing judgments?
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Leadership/Management Case Study: Poor Staff Performance

Angela is the emergency department (ED) nurse manager in a small rural hospital.
Hiring qualified RNs for her staff had become more of a challenge as the nursing
shortage worsened. For 8 months, a full-time evening RN position had gone un-
filled. During this time, the position was filled by cross-training nurses from other
departments, paying bonus shifts and overtime, contracting with agencies, and
hiring available nurses from other hospitals. These nurses were excellent, but the
continuity of regular staffing was lacking in the ED. Angela believed this lack of
continuity was negatively affecting morale and efficiency in the department.

At this hospital, the vice president of nursing services (VPNS) made all
the final decisions about hiring new staff after consulting with the nurse managers.
The VPNS suggested an employee who was interested in the position but did not
have the experience of the nurses usually hired for the ED. Ted, who had been an
LPN in a long-term care facility, had gone back to nursing school and received his
BS in nursing 6 months earlier. His most recent experience after graduating was
working in a physician’s office. Although his combined health-care experience was
more than 10 years, he had never worked in an acute care setting.

When Angela interviewed Ted, he appeared highly motivated, intelligent,
a self-starter, and well groomed. Because of the nursing shortage, it had become
fairly common practice to let new graduates work in specialty areas, such as EDs
or intensive care units, without the traditional mandatory year of medical-surgical
experience. Angela believed that Ted could, over time, learn the ED routines. He
would have an experienced RN working with him for at least a year. Also, at this
hospital, 90 percent of ED visits were nonurgent, office-type visits. Ted’s experi-
ence of coordinating and moving clients through a busy office practice would be
an asset.

Angela started by giving Ted a thorough and extended orientation to the
ED. She consulted with each nurse he would be working with and asked for sup-
port in mentoring him. She encouraged the nurses to begin by letting Ted care for
the more routine cases and then gradually allow him to care for clients with more
acute conditions. During the orientation, Ted seemed to master the assessment
and documentation aspects of the job well. Ted was also studying for Advance
Cardiac Life Support (ACLS) certification. Obviously, he was unfamiliar with many 
of the medications routinely used in the ED. Angela encouraged him to ask ques-
tions and use the unit’s medication reference books.

However, despite all the efforts at orientation, Ted made four serious
medication errors during his first 2 months in the ED. Fortunately, they were 
discovered early enough so that no serious harm came to the clients. Ted was
counseled by the hospital’s nurse educator, who worked with him on a medica-
tion review. He completed the course of study successfully and passed the 
medication exam.

Angela began receiving feedback from the other ED staff members who
had been working with Ted. They expressed insecurity about the quality of the
care he was giving, and some believed he was not “carrying his load” during busy
times. He would manipulate client assignments and shift work to other nurses. A
personality conflict had also arisen between Ted and some of the nurses. They

I s s u e s  i n  P r a c t i c e
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had begun watching his every move and documenting what he was doing or not
doing. Some observed that he would leave the ED for unscheduled long breaks
without notifying anyone. Others remarked that he was not monitoring clients with
cardiac problems as closely as they thought he should. Angela noted that Ted
seemed to have lost the support of his coworkers and that the overall morale of
the unit was deteriorating.

Angela met with Ted and suggested that he attend a certified emergency-
room nurse review course to improve his knowledge and skills in emergency nurs-
ing. He did attend the course. Angela also met with him several times to develop
plans for improving his work. Each time he would complete the requirements of
the plan, and the situation would improve for a while. After a week or two, how-
ever, he would slip back into his previous behaviors.

As the morale of the unit continued to decline, Angela began feeling 
depressed and under stress. She sensed that she was losing the credibility and
respect of her staff. One day she overheard one of the staff nurses say, “At this
hospital, any warm body can have a job,” implying that the standards and quality
of care were poor. On the other hand, Angela felt responsible for placing Ted in a
situation in which he could not succeed.

Questions for Thought

1. Identify the erroneous assumptions used in the initial hiring of Ted.

2. What other measures could Angela have taken to help Ted in his adjustment
to the ED?

3. What can Angela do now about the situation?

(Answers are found at the end of the chapter.)

I s s u e s  i n  P r a c t i c e continued
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DEVELOPING DELEGATION SKILLS

Clear Communication
In the process of developing delegation skills, stu-
dents should try to emulate the good delegators. 
Develop good communication and interpersonal re-
lationship skills. Make eye contact with the other per-
son, be pleasant, and ask for suggestions. However,
avoid allowing the person to whom the tasks are
being delegated to control the exchange by intimida-
tion or resistance. (See Chapter 12 for more tips on
communication.)

After a nurse delegates a task, it’s a good idea
to make a written list of the responsibilities that are
expected from the person, if one does not already
exist. The list will help clarify what is expected and
head off possible misunderstandings. It is also impor-
tant to be flexible. Clients’ conditions change, new
clients may be admitted, and other clients may be dis-
charged. The original assignments may have to be
modified in response to changes in the environment.8

Simulation Exercises
Both nursing education and nursing service can in-
crease the knowledge and skill required for effective
delegation through practice scenarios that reflect
daily practice. There is an increasing emphasis on
simulation in nursing education, and delegation sce-
narios can be used alongside clinical practice ones.
For students, these scenarios can be an introduction
to the type of critical-thinking and decision-making
skills required for effective delegation. For practicing
RNs, delegation scenarios reinforce earlier learned
skills and demonstrate the authority the RN has in
the delegation process.

Simulation allows the student or RN to
make mistakes and learn from them. Feedback is 
essential to the educational process and allows 
participants to self-evaluate their interpersonal, 
communication, and decision-making skills.9

Careful Supervision
Effective delegation, as well as assignment of tasks, 
requires the RN to master supervision skills. This 
includes monitoring the delegatees while they are
providing care and helping them when they require
assistance. Are they doing what they should be doing?
Do they understand the responsibilities involved in
the client’s care? Effective delegation also presumes
that the delegator will teach the delegatees who

demonstrate a lack of knowledge. Continual feedback
throughout the shift allows both parties an opportu-
nity for ongoing assessment. Most important, at the
end of the shift, say, “Thank you. I appreciate the
hard work you’ve done today.”

Certain delegation situations may place the
RN at an increased risk for liability (Boxes 16.3 and
16.4). When delegating, try to avoid the following:

• Assigning tasks that are highly invasive or have 
the potential to cause significant physical harm to
clients

• Assigning tasks that are designated under the scope
of practice or standards of care as belonging exclu-
sively to the RN (i.e., admission assessments, care
plan development)

• Assigning tasks that the person is not trained for or
lacks the knowledge to complete safely

B o x  1 6 . 3
Barriers to Effective Delegation

A. Internal barriers (person delegating):
1. Lack of experience delegating
2. Lack of confidence in others
3. Personal insecurity
4. Demanding perfectionism
5. Poor organizational skills
6. Indecision
7. Poor communication skills
8. Lack of confidence in self
9. Fear of not being liked by everyone

10. Micromanaging management style
B. External barriers (circumstances or person

being delegated to):
1. Unclear policies about delegation
2. Policies that do not tolerate mistakes
3. Management-by-crisis model for facility
4. Unclear delineation of authority and 

responsibilities
5. Poor staffing
6. Lack of competence
7. Overdependence on the person delegating
8. Unwillingness to accept responsibility for

one’s own practice
9. Immersion in trivia and gossip

10. Work overload

Source: Whitehead DK, Weiss SA, Tappen RM. Essentials of Nursing
Leadership and Management (5th ed.). Philadelphia: F. A. Davis,
2010.
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• Assigning tasks when there is inadequate time to
safely monitor or evaluate the practice of the person
performing the tasks10

Delegation has the potential to be a power-
ful tool in improving the quality of client care. The
knowledge and judgment of the professional nurse
remain essential elements in any health-care system
reforms, including clinical integration, case man-
agement, outsourcing practices, total quality 
management (TQM), and continuous quality 
improvement (CQI).

strategies attempt to make optimal use of relatively
expensive RNs by replacing them with less costly and
less educated personnel. As more and more health-
care facilities move toward restructuring, the use of
UAPs who have minimal education and experience
will continue to increase. Although RNs have always
been responsible for the delegation of some tasks and
the supervision of less qualified health-care providers,
delegation is now one of the primary functions of
RNs in today’s health-care system.

Delegation does have some advantages. It is
an RN extender, in that it allows more care to be
given to more clients than can be given by one RN.
Delegation can free the RN from lower-level, time-
consuming tasks so that more time can be spent plan-
ning for care and performing those skills that less
prepared individuals would be unable to perform. For
those to whom tasks are delegated, it can serve as an
incentive to learn additional skills, increase knowl-
edge, develop a sense of initiative, and perhaps seek
further formal education. Delegation, if performed
properly, leaves accountability and decision-making
where they belong—with the RN.

WHO CAN DELEGATE—LEGALLY?

As with most activities conducted by RNs, legal and
ethical considerations abound. The RN always has 
to take into consideration the probable effects and
outcomes when deciding what task to delegate to
which person. It is essential that RNs understand the
principles of delegation and know how to delegate 
effectively to decrease the risk of mistakes that 
may cause client injuries. (For more information, 
go to http://www.aacn.org/WD/Practice/Docs/
AACNDelegationHandbook.pdf.)

An Ethical Obligation
Most state practice acts do not give delegation au-
thority to dependent practitioners such as LPNs,
LVNs, or UAPs. In addition, professionals who dele-
gate specific tasks retain accountability for the proper
and safe completion of those tasks and take responsi-
bility for determining whether the assigned personnel
are competent to carry out the task. One exception
occurs when the person who is assigned a task also
has a license and the tasks fall under that person’s
scope of practice.11 Then again, the RN is responsible
only for supervision of the other licensed person.

B o x  1 6 . 4
Delegation Decision Tree

1. Are there laws and rules in place supporting
the rules of delegation?

2. Is the task within the scope of practice of the
UAP, LPN/LVN, RN, or new graduate?

3. Has there been an assessment of the client’s
needs?

4. Is the UAP, LPN/LVN, RN, or new graduate
competent to accept the delegation?

5. Does the ability of the caregiver match the
care needs of the client?

6. Can the task be completed without requiring
nursing judgments?

7. Is the result of the task somewhat predictable?
8. Can the task be safely performed according

to directions?
9. Can the task be performed without repeated

assessment?
10. Is appropriate supervision available?

Source: Whitehead DK, Weiss SA, Tappen RM. Essentials of Nursing
Leadership and Management (5th ed.). Philadelphia: F. A. Davis,
2010.

What Do You Think? ?What qualities have you observed in good delegators? 
What qualities made the poor delegators ineffective?

LEGAL ISSUES IN DELEGATION

One area of fallout from the movement to managed
care is the increase in nurses’ liability for lawsuits in
the area of supervision and delegation. In the search
for cost-effective client care, current managed-care
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The consensus among many experts is that
indirect delegation is really a form of covert institu-
tional licensure. Lists of activities from the facility
that allows non-nursing personnel, who do not have
the education of the RN, to carry out professional
nursing functions is a de facto permission to practice
nursing without a license. Indirect delegation places
RNs in a precarious legal position.

Basically, indirect delegation takes away
much of the authority of the RN to delegate personnel
tasks, yet the RN remains accountable for the safe com-
pletion of the tasks under the doctrines of respondeat
superior and vicarious liability. Although some states
are beginning to address the UAP and delegation is-
sues in their nurse practice acts, many states either
have no official standards for UAP delegation or in-
clude UAP standards under the medical practice act.13

Delegation and the NCLEX
Because delegation is such an important issue in
today’s health-care system, and because decisions
about delegation require considerable critical-think-
ing skill, the number of questions about delegation on
the NCLEX has been increasing steadily. It is not un-
usual for 10 to 25 percent of questions to deal with
delegation issues. One problem graduates may en-
counter with these questions is that the NCLEX uses
strict parameters for determining delegation. In the
real world of health care, LPNs, LVNs, and UAPs
often perform functions beyond their legal scope 
of practice. The following lists may be helpful in 
answering NCLEX questions about delegation.

Although LPNs and LVNs can do most
skills, for the NCLEX they:

• Cannot do admission assessments.
• Cannot give intravenous (IV) push medications.
• Cannot write nursing diagnoses.
• Cannot do most teaching.
• Cannot do complex skills.
• Cannot take care of clients with acute conditions.
• Cannot take care of unstable clients.

For questions concerning UAPs, CNAs, and
aides on the NCLEX:

• Look for the lowest level of skill required for the task.
• Look for the least complicated task.
• Look for the most stable client.
• Look for the client with the chronic illness.

The delegation and supervision responsibili-
ties of RNs have been and continue to be a major con-
cern for the nursing profession, both ethically and
legally. The ANA Code of Ethics for Nurses states,
“The nurse is responsible and accountable for individ-
ual nursing practice and determines the appropriate
delegation of tasks consistent with the nurse’s obliga-
tion to provide optimum patient care” (statement 4).12

From the ethical viewpoint, RNs have an obligation to
refuse assignments that they are not competent to
carry out and to refuse to delegate particular nursing
tasks to individuals who they believe are unable or 
unprepared to perform them (Fig. 16.1).

Direct and Indirect Delegation
The legal side of the delegation issue has also been ad-
dressed by the ANA in the ANA Basic Guide to Safe
Delegation. This document makes a distinction between
direct delegation, which is a specific decision made by
the RN about who can perform what tasks, and indi-
rect delegation, which is a list of tasks that certain
health-care personnel can perform that is produced by
the health-care facility.5 (For more information, go to
http://www.nursingworld.org/MainMenuCategories/
ANAMarketplace/ANAPeriodicals/OJIN/

These situations are often seen when LPNs or LVNs
are assigned to client care.
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Client Care Needs

LPN
Vital Signs

Uncomplicated Skills
Stable Clients

Chronic Diseases
Oral and IM
Medications

UAP
Feeding

Basic Hygiene
Basic Skills

Stable Clients
Chronic Diseases

Ambulation

Ba
B

St
hro

A

B

S
Ch

RN
Admission Assessment

IV Meds
Blood Products

Care Plan
Client Teaching
Unstable Clients
Acute Diseases

nnt

F i g u r e  1 6 . 1 Delegation of responsibilities.
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C o n c l u s i o n

With the increased use of less educated and unli-
censed personnel in today’s health-care system, it is
essential that the nurse develop effective delegation
and supervision skills. The nurse needs to be mindful
that the tasks that can be delegated can change on the

basis of work setting, client needs, position descrip-
tions, institutional training of personnel, and the
ever-changing requirements of nurse practice acts
and professional standards. Nurses also need to know
when delegation is inappropriate.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Obtain a copy of your state’s nurse practice act. Review the section that deals

with delegation. Apply those criteria to the case study at the beginning of this
chapter.

• As a student, you have had tasks delegated to you. Identify how delegation has
changed in regard to your learning and level of skills as you have progressed
through your program.

• Obtain a copy of the policy on delegation from at least two of the clinical sites
where you have practiced. How do these policies differ? How are they similar?
What are the reasons for the similarities and differences?

Answers to Questions in Chapter 16
Issues in Practice: Leadership/Management Case Study (p. 402)
1. The first erroneous assumption was that a nurse with no acute care hospital 

experience could be taught to provide safe care in a specialty area with only
minimal orientation. The second assumption was that the other nurses would
be enthusiastic about spending extra time and effort in orienting and teaching a
new nurse. This group seemed to resent the imposition. The third assumption
was that, because most of the care in the ED was “routine,” a person with only
limited experience could work there.

2. When Angela first discovered that Ted was having problems adjusting, she
could have suggested that he work on a medical-surgical unit and cross-train
for the ED. This approach would have given him a range of learning experi-
ences that he could later apply to his work in the ED. After Ted had received 
6 to 8 months of medical-surgical experience and cross-training, Angela and
the other unit managers would have been able to better evaluate his skills and
knowledge.

3. Because of the declining morale and the loss of trust in Angela by the staff, Ted
needs to be removed from the ED. If his performance so indicates, he may be
terminated. However, in this age of nursing shortages, a better option would be
to place him on another unit and evaluate him there. Not everyone is destined
to be an ED nurse, and Ted may find another unit with a more relaxed pace to
be more suited to his personality and skills.
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M
CIVILITY VERSUS INCIVILITY

any concepts describe a range of actions rather than being 
all or none. Civility and incivility are these types of concepts, and it can
sometimes be difficult to identify when an action is civil or uncivil. 
For example, if a male employer makes a comment to his female office
manager that she looks pretty in her new dress today, most people
would consider that a civil comment. However, in today’s litigious 
society, it may also be interpreted as a form of sexual harassment,
which is a type of incivility that can lead to a lawsuit. 

Current newspaper, television, and Internet reports indicate
that incivility is escalating in the world. Some experts believe that the
news media’s continual reporting of violence between people has de-
sensitized people into accepting this type of behavior as the norm. 
Incivility in the form of bullying is often exploited in the media on 
programs that use it for entertainment. Shows such as The Apprentice,
Kitchen Nightmares, American Idol, The Real Housewives, and The X
Factor help foster a culture of bullying and intimidation. (For more 
information, go to http://www.psychologytoday.com/blog/wired-
success/201207/the-rise-incivility-and-bullying-in-america.)

What Is Civility?
Although almost everyone has a basic understanding of what civility 
is and is not, it is more difficult to actually define. The word civility is
derived from the Latin word for “citizen.” It appears that to be a good

Cheryl Taylor

Sharon Bator

Edna Hull

Jacqueline J. Hill

Wanda Spurlock

Incivility: The Antithesis 
of Caring

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Define caring in the context of
civility: the importance of caring
relationships

• Define incivility and related 
concepts in academia (among
faculty and students) and in the
workplace

• Discuss the ethical codes 
violated by incivility in the 
profession

• Describe behaviors that are
considered uncivil and civil in
the academic and clinical 
settings

• Define and discuss the similari-
ties and differences between
bullying and lateral violence

17

411
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Roman citizen, a person had to be polite and helpful
to their fellow citizens. In a global context, civility is
often thought of as good manners; however, its
meaning is much broader. Civility is based on recog-
nizing that all human beings are important. A simple
definition of civility is for people to treat others as
they would wish to be treated (the Golden Rule). 
Empathy is key to recognizing how others might
want to be treated and what they may perceive as un-
pleasant actions by others. A more activist view of 
civility sees it as taking positive actions that fight in-
justice and oppression while at the same time respect-
ing the rights of others. The Civil Rights Act of 1964
requires that all individuals have equal protection
under the law and that human beings matter equally,
regardless of race, color, religion, gender, national
origin, or disability.1

An analysis of existing research shows 
that even perceived dis-
crimination can produce
negative mental and
physical health outcomes
such as elevated stress
levels and self-destructive
behaviors. Protection
from discrimination can
be found in social sup-
port, active coping styles,
and group identification.2

Civility in Nursing
In nursing, civility is one
of the underpinnings of
caring and can even be
considered a moral imperative (i.e., a rule or princi-
ple originating in a person’s mind that forces the
person to act in a certain manner).3 For most enter-
ing the profession, the motivation to be a nurse
stems from the moral values of helping and caring
coupled with a deep desire to make a positive impact
in the lives of individuals.4

Civility in the profession enables nurses to
make caring the focal point of their practice. Being
civil to each other, to students, to colleagues, and to
clients promotes emotional health and creates a posi-
tive environment for learning and for the promotion
of healing. It also develops emotional intelligence and
empathy in nurses.1 Emotional intelligence, which is
the ability to be aware of feelings and thoughts of oth-
ers by using behavioral cues, promotes the nurse’s

personal growth. It also transforms negative actions
and attitudes into positive responses to health-care is-
sues and is considered critical to the foundation of
nursing practice.4

Communication and Civility
In Watson’s nursing theory (Chapter 3), caring can
be demonstrated and practiced through interpersonal
interactions (Box 17.1). Similarly, the consideration
of others within interpersonal relationships is a fun-
damental part of being civil.5 The increase of incivility
in nursing today contradicts the primary requirement
that nurses be caring professionals. The reason inci-
vility is on the rise can be uncovered by a closer ex-
amination of the interpersonal relationships found in
toxic work and learning environments.,6,7

The health and well-being of clients are
predicated on excellence in communication and a

culture of civility in the
workplace. The Institute of
Medicine report, Crossing
the Quality Chasm: A New
Health System for the 21st
Century, notes that finding
new strategies to improve
communication is critical
in promoting a culture of
civility. Furthermore, in-
timidation, even when 
subtle, results in harmful
outcomes of psychological
abuse, horizontal and lat-
eral violence, bullying, 
relationship aggression,

workplace incivility, and mobbing when a group is
involved. Ethical codes and values in society affirm 
civility as the antidote to incivility.4 (For information,
go to http://www.iom.edu/Reports/2001/Crossing-
the-Quality-Chasm-A-New-Health-System-for-the-
21st-Century.aspx.)
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To learn how to be happy we must learn
how to live well with others, and civility
is a key to that. Through civility we de-
velop thoughtfulness, foster effective self-
expression and communication, and
widen the range of our benign responses.
Practicing civility means that we are
doing more than outwardly manifesting
politeness. Being civil is using and devel-
oping our emotional intelligence.” 
—Sophie Sparrow

“

”
B o x  1 7 . 1
Watson Model of Human Caring

“Caring Science is the starting point for nursing
(in) relational ontology that honors the fact that
we are all connected and belong to Source.”

Source: Watson J. Nursing: The Philosophy and Science of Caring
(revised ed.). Boulder, CO: University Press of Colorado, 2008.
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What Is Incivility?
This conversation between two experienced nurses was
recently overheard at a major state nursing conference:

Nurse 1: “I can’t believe how impolite people are
now. No one ever seems to say please or thank you
or you’re welcome anymore.”

Nurse 2: “I know, I had my arms full of packages when
I arrived yesterday, and not even one of the three or
four people standing by the door offered to help.”

Nurse 1: “I was almost hit in the hotel parking lot by
some guy who tried to muscle into a space I was
already pulling into!”

Nurse 2: “I guess our society has just gotten a lot
more rude  over the years.” 

Society in general and the nursing profes-
sion in particular seem to be filled with complaints
about “incivility,” both in academia and in the work-
place. The simplest definition of incivility is the lack
of civility. However, it is a very broad term that in-
cludes a wide range of what is considered unaccept-
able behavior in a civilized society. Incivility can be
viewed as a continuum of impolite behaviors with a
lot of overlap between them. All of the individual
stages usually begin with some type of covert, subtle
psychological behavior. However, they all can lead to
physical violence if taken to their extremes (Fig. 17.1).
On the right end of the scale are overt violent actions
such as vandalism, physical assault, and battery. On
the left end of the scale are more surreptitious and
psychologically based behaviors such as discrimina-
tion, rudeness, verbal bullying, and psychological
abuse.  In between the extremes is a range of behav-
iors that are either more or less overtly violent with a
great deal of overlap.

In the academic or classroom setting, incivil-
ity is any type of activity that creates an unpleasant or
negative learning atmosphere. The end result is that
students do not learn and the stress levels of both stu-
dents and teachers increase. In the health-care work

setting, incivility takes on many forms, but they all
produce a threatening and polarized work environ-
ment that reduces the quality of client care. Subse-
quently, nurses feel dissatisfied, angry, anxious, and
unhappy. Stress levels are unnecessarily high and
turnover rates increase. 
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Impoliteness
Rudeness

Psychological
violence Bullying

Lateral or
vertical
violence

Overt physical
violence

Homicide

F i g u r e  1 7 . 1 Incivility continuum. 

Generally, incivility is an enduring human
problem in society. Many professional psycholo-
gists, educators, and health-care providers agree
that civility has declined in society, but they are
hopeful that behavior and relationship education
will result in more harmonious productivity while
elevating expectations in society.7 People under
stress can potentially lose their sense of civility,
which can escalate, turning into outright violence 
if left unchecked.8
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Incivility and intimidation in the academic
and workplace environments are not new. However,
technological developments have made them even
more toxic, widely distributed, and damaging. Re-
search indicates that cyber-harassment, vicious
anonymous e-mails, hate text messages, harmful
Facebook posts, tweets or other destructive social 
networking, acts of rudeness, and social rejection are
forms of incivility that are on the rise. Often students
targeted in this way experience more fear, anxiety,
and avoidant behaviors than if they were victims of
an actual theft or physical assault.7

Incivility in the health-care setting is by no
means an original problem. Over the years, it has
been called by a number of names: nurses eating their
young, the doctor–nurse
game, assertive versus ag-
gressive, passive-aggressive,
lateral violence, and work-
place violence, to mention
a few. The ultimate conse-
quence of incivility is that
it jeopardizes client
safety.8 Incivility has been linked to increased medical
errors and the creation of hostile academic and work-
place environments. (For more information, go to
http://www.sciencedaily.com/releases/2011/07/
110718164024.htm.) Such negative environments can
create situations that end in decline of health or even
loss of life. For instance, fatal campus violence was
seen in 2002 at the University of Arizona, in 2007 at
Virginia Tech, and in 2008 at Northern Illinois Uni-
versity. Could it have been prevented by early recog-
nition of the signs of incivility? 

Bullying
Bullying is a type of incivility that is one step beyond
impoliteness. It can be defined as any behavior that
could reasonably be considered humiliating, intimi-
dating, threatening, or demeaning to an individual
or group of individuals. It can occur anywhere and at
times becomes habitual, being repeated over and
over.9 Although almost everyone has experienced
some type of bullying during their lives, it is a com-
plex concept that includes a number of elements. In

the U.S. legal system, physical abuse, emotional
abuse, verbal abuse, or any combination of the 
three are considered bullying and may be punished
by fines in the civil system or jail time in the criminal
system (see Chapter 8). The goal of bullying is usu-
ally to coerce or intimidate another person or 
group of people into doing something that they do
not want to do. However, sometimes the goal is to
merely humiliate a person or group because of some
perceived difference or weakness. Hazing and initia-
tion rites are really a form of bullying. Most people
who bully others have low self-esteem along with a
poor self-image and use bullying to make themselves
feel more powerful.6

Targets
The victim of bullying, or any level of incivility, is often
called the target. Elements that may make a person a
target include religion, gender, sexual orientation, race,
physical characteristics such as weight, physical defects
or differences, or a particular skill or ability a person

may possess. Bullies per-
ceive targets to be weak or
timid. Targets may have a
quieter, more self-con-
scious demeanor, but that is
not ultimately why a bully
may be pulled to them like
a magnet. In actuality, tar-

gets have attributes foreign to bullies or bullies hate a
characteristic they themselves possess; this is what fuels
them to attack—the unfamiliar or a revulsion of them-
selves. Targets usually feel helpless to stop the bullying
and don’t know how to defend themselves from it. Al-
though there have been numerous reports of overt bul-
lying posted on social networking sites and other
websites, in the workplace or education setting, it usu-
ally involves elusive methods of coercion by making
intimidating comments on social media (cyberbully-
ing), being ostracized from the group, or being made
the butt of practical jokes. One-on-one bullying from
peers is sometimes called peer abuse or lateral violence,
but in groups, the primary bully may have co-conspir-
ators that contribute to or prolong the bullying activi-
ties. Sometimes a bullying culture can develop in the
workplace or educational setting where it is accepted as
part of the normal environment. (For more informa-
tion, go to http://www.education.com/reference/arti-
cle/who-are-the-targets-of-bullying/ or http://www.
workplacebullying.org/individuals/problem/who-gets-
targeted/.)
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What Do You Think?

?Is incivility present in your nursing classes? What types of
things are students doing that you consider to be uncivil?
Are they reprimanded for their behavior?

In the health-care work setting, incivility
takes on many forms, but they all pro-
duce a threatening and polarized work
environment that reduces the quality of
client care.

“
”
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Lateral Violence
Lateral violence, also known as horizontal violence, has
many of the same characteristics as bullying except that
it takes place almost exclusively in the work setting. It
has been recognized by the National Institute for Occu-
pational Safety and Health (NIOSH) as one of the lead-
ing causes of poor staff morale, excessive sick days,
turnover of staff, nurses leaving the profession, poor
quality of care, and physical symptoms such as insom-
nia, hypertension, depression, and gastrointestinal
upset. The American Nurses Association has produced
many position papers over the past several years that
discuss lateral violence as a major problem for practicing
nurses (see http://nursingworld.org/workplaceviolence). 

Lateral violence can be either covert or overt.
Overt lateral violence can include name calling, threat-
ening body language, physical hazing, bickering, fault
finding, negative criticism, intimidation, gossip, shout-
ing, blaming, put-downs, raised eyebrows, rolling of
the eyes, verbally abusive sarcasm, or physical acts such
as pounding on a table, throwing objects, or shoving a
chair against a wall. Covert
lateral violence is initially
more difficult to identify
and includes unfair assign-
ments, marginalizing a
person, refusing to help
someone, ignoring some-
one, making faces behind
someone’s back, refusing to work with certain people,
whining, sabotage, exclusion, and fabrication. 

Lateral violence is a well-known phenome-
non in nursing. It has been part of the health-care
culture almost since the beginning of the profession.
Those experiencing lateral violence also include
nursing students, pharmacists, unit secretaries, and
others. Oppression theory notes that marginalization
is a key contributing factor to lateral violence. Nurses
sometimes use horizontal violence to attack one an-
other as a means of venting their frustrations and
anger against a supervisor or institution they feel
helpless to change. When lateral violence occurs
among health-care providers, it leads to decreased
communication and, ultimately, poor care and re-
duced safety of clients.

Vertical Violence
Bullying from a superior, or vertical violence, is a type
of harassment that can permeate the entire organiza-
tion and have a detrimental effect on its effectiveness.
The concept of inappropriate use of coercive power

becomes a key element in vertical violence. When bul-
lies are in a position of power or are perceived to have
power, they can do a lot of damage to the organization
and the people who work for them. The people they
supervise are in a constant state of fear and work in a
defensive mode, avoiding contact with the bully or
anything that may bring attention from the bully.
They feel anger toward the bully and have a lower self-
esteem because they don’t know what to do about it.
As a result of this type of atmosphere, productivity
and innovation decrease, morale suffers, and the best
workers seek employment elsewhere. 

However, superiors usually forget that verti-
cal violence can move in both directions, and they
themselves may become the targets of bottom-up verti-
cal violence. Although subordinates may seem to be
powerless in the face of a bullying superior, they actu-
ally do have considerable power both as a collective
and as an individual (see Chapter 1). The superior’s
position is often dependent on the productivity of the
people being supervised. Some extremely disgruntled

employees may devise sub-
tle, passive-aggressive ways
to decrease productivity,
sabotaging the boss and the
organization. When they
lower productivity enough,
the boss is going to be con-
fronted by his or her supe-

rior to see what the problem is and may get fired as a
result. In the extreme, bottom-up vertical violence may
result in the employee “going postal” and causing
physical injury or even death to those he or she holds
responsible for their distress. (See “Workplace 
Violence,” below.)

Vicious Circle
Another negative outcome of vertical violence is the
“bullying vicious circle” that is perpetuated in the or-
ganization. This phenomenon is particularly evident in
organizations such as health-care facilities and educa-
tional settings where the persons who are bullied when
they first start working later are likely to move into su-
pervisory positions themselves. An example is when a
new faculty who was bullied when he or she first started
now has several years of experience and becomes the
bully to newly hired faculty. The same cycle often oc-
curs on nursing units in a hospital where new nurses
who were bullied become the charge nurses and bully
other new nurses. It becomes part of the culture where
it may not even be recognized as bullying. Often there is
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Bullying from a superior, or vertical vio-
lence, is a type of harassment that can per-
meate the entire organization and have a
detrimental effect on its effectiveness.

“
”
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an attitude of “I went through it, so now it’s time for you
to pay your dues.” (For more information, go to http://
www.nursingworld.org/Bullying-Workplace-Violence
or http://www.decisionsonevidence.com/2013/03/the-
vicious-cycle-of-being-bullied-and-becoming-a-bullier/.)

INCIVILITY IN NURSING EDUCATION

In its broadest sense, academic incivility is any speech
or action that disrupts the harmony of the teaching or
learning environment.9 Incivility exists in education
as it does in the clinical setting. It takes the form of
vertical violence when faculty, students, and staff are
demeaning to their peers. Incivility is destructive to
the emotional and physical well-being of those af-
fected.10 Significant financial costs result from a fear-
based environment due to missed work, legal fees,
rehiring, and decreased work output.11

The classroom experience reflects the larger
society, with inequities as well as humanitarian quali-
ties such as caring. Academic incivility is an interactive
and dynamic process in which individuals or groups
make the choice to behave uncivilly. Within nursing
education, the three parties or groups who need to take
primary responsibility for the disruptive atmosphere
are administrators, faculty, and students.12

An Escalating Problem
Some nursing faculty are too embarrassed to admit
that incivility exists in higher education, particularly
in their own classrooms, despite a documented in-
crease in student hostility, insubordination, and even
intimidation.12 Although students are often consid-
ered subordinates in the classroom setting, they have
a considerable amount of power from their numbers
and policies of the institution. They often can exercise
this type of bottom-up vertical violence where high
levels of student classroom incivility directly relates
to the perception of how effective an instructor is in
teaching. It often manifests itself in poor teacher eval-
uations, low levels of attention, inadequate note-tak-
ing, and poor grades. Examples of student-to-faculty
incivility typically include the following:5

• Harassing and threatening behaviors by students 
toward certain instructors over grades

• Cutting classes because students consider them 
boring or the instructor stupid

• Cheating on tests and homework assignments to 
get better grades

• Refusing to participate in class activities
• Being unprepared for classes by not doing reading

assignments or written work
• Distracting teachers and other students by asking 

irrelevant or confrontational questions
• Complaining behind the teacher’s back to the

teacher’s superiors

Examples of student-to-student incivility 
include the following:

• Obtaining study notes from the previous year’s
classes and using them as bargaining chips with
their classmates

• Ridiculing (bullying) students who are considered
outcasts by their classmates because they don’t fit
the model of the majority in terms of clothing, hair-
style, and disposable income

• Two-faced behavior where students act nice 
to a classmate’s face but are nasty behind his or
her back
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What Do You Think?

?Are any of the above listed behaviors present in any of your
classes? What are some other things students do in class to
be disruptive?

These behaviors are found throughout
higher education. It is critical for nursing faculty to
deal constructively with disgruntled students in a
timely manner. When students’ rude and disruptive
behavior is not addressed, it may turn into physical
violence. Most nursing students recognize the im-
portance of treating others respectfully, studying
diligently, disagreeing gracefully, and listening at-
tentively. However, when stress levels are high, they
may struggle to remain civil.1 Studies show a corre-
lation between increased student stress and student
incivility, resulting in some faculty doubting their
abilities as educators or even having concerns for
their personal safety. The key to effective education
lies in the quality of the interpersonal relationship
between student and teacher.13 (For more studies,
go to http://digitalcommons.olivet.edu/cgi/
viewcontent.cgi?article=1058&context=edd_
diss or http://www.nsna.org/portals/0/skins/
nsna/pdf/imprint_aprmay08_feat_incivility
.pdf or http://www.umfk.edu/pdfs/facultystaff/
combatingmisconduct.pdf.) 
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What can nursing educators do to promote
the positive interpersonal relationships that encour-
age civility? The National League for Nursing
(NLN) faculty development program includes
strategies to manage incivility and offers a program
of co-sponsorship for those interested (go to http://
www.nln.org/profdev/PlenarySessionPowerPoint.
pdf).

Although many schools of nursing actively
engage in curriculum and program improvement
measures, few examine the impact of incivility on
student learning (Box 17.2). Examples of incivility
in nursing education range from minor insults, de-
livered either electronically or face-to-face, to full-
blown acts of physical violence.14 Regarding the 
rise of incivility in nursing education, two questions
have dominated the literature in recent years: 
(1) What factors contribute to it? (2) What meas-
ures can be taken to minimize its impact on 
student learning?

Contributing Factors
It is common knowledge that nursing school in-
creases students’ stress levels. Identified stressors in-
clude juggling multiple roles, such as meeting the

demands of work, study, and family responsibilities;
financial pressures; time management; lack of family
support; demanding faculty; and the student’s own
emotional issues.15 As students, they automatically
find themselves in a dependent and relatively pow-
erless position as compared to the instructor or 
institution.

Recent research indicates that the clinical
setting is also vulnerable to incivility due to rapid
technological changes, staff shortages, and poor staff-
to-staff interpersonal communication and relation-
ships. There is a need for ongoing research into the
negative consequences of the clinical environment on
students and faculty.16

One study reported that other contributing
factors to incivility included student developmental
issues caused by isolation from high-quality profes-
sional role models and reduced exposure to the 
faculty’s decision-making process. Other nursing
students did not believe in the social hierarchical
structure of nursing school but rather that everyone
was a peer. For them, the chain of command did
not exist, and there were no boundaries in the 
lines of communication between students and 
faculty.9,15 

Colleagues as Targets
On the receiving end, some faculty report being 
the target of negative remarks, insinuations, and
harassment, all of which are counterproductive to
their work and their credibility. Some faculty dis-
miss this type of lateral violence as “part of the 
job” and look the other way. Others note the rise 
in incivility and report feelings of anger, disap-
pointment, and embarrassment as the result of 
colleagues’ actions.

Expressed in many different forms, 
workplace incivility can include a toxic work 
environment, workplace violence, and bullying.
Faculty themselves experience psychological 
pain as well as anger, fear, anxiety, feelings of 
being devalued, and decreased self-esteem.18

These emotions often prompt competent teachers
to resign rather than confront the incivility.19 A 
famous quote by Martin Luther King is cited in
American Association of Critical-Care Nurses’
(AACN) Standards for Establishing and Sustaining
Healthy Work Environments:20 “Our lives begin to
end the day we become silent about things that
matter.”
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B o x  1 7 . 2
A Student’s Perspective on Bullying

“Wow, I feel as if I’m being kicked to the curb by
a faculty member that I trusted. I will know better
in the future,” came the message from the stu-
dent. Angry because he had failed a nursing
course, he shared his concerns with a nursing
administrator and lodged a grievance against the
instructor of the course he had failed. Ignoring re-
lationship boundaries, he sent an angry and sar-
castic e-mail in retaliation to his instructor from
whom he received the “F” because now he was
ineligible to advance any further in the program.
Many words included in the message fitted the
descriptions in the academic literature of uncivil
acts committed by students: aggression; anger;
and rude, disruptive, violent behaviors. Shocked
at the student’s approach in managing his aca-
demic failure, the administrator began longing for
the old days, when, despite the disappointment
of a failed course, most students were humble
when petitioning for an academic appeal to 
repeat a course and requesting reinstatement.
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Cause and Effect
The increase in incivility in nursing education among
faculty has several causes. The academic culture is
often controlling and driven by faculty insecurities
and competitiveness.21 It is historically based on a
rather inflexible hierarchical management structure.
Many nursing faculty, who may have been excellent
clinical practitioners, entered the teaching profession
with little preparation in the basics of higher educa-
tion. On-the-job training became the norm as nurs-
ing faculty adapted to the academic setting with its
triple requirements of teaching, research, and service.
Being unprepared, they often found themselves vic-
tims of lateral violence through unequal relationships
or discrepancies in faculty status and rank.22

Normally, nursing faculty work in a highly
interactive social system.23 Most of the day-to-day
operations of classes and committees require working
closely with other nursing faculty. In some cases,
when faculty disagree strongly with policies, proce-
dures, or lines of authority, they may develop feelings
of exclusion or alienation. Although nursing educa-
tors recognize that challenging the status quo is es-
sential for the growth of the profession, it is still often
resisted. Faculty who challenge the system can be si-
lenced and sometimes even shunned by colleagues
when they attempt to take a contradictory stance on
an important decision.21 This is most noticeable when
a new nurse faculty with many years of experience 
in the clinical setting, but none in education, is hired
and then is expected to blend seamlessly into the aca-
demic realm.

Mentoring
High-quality mentoring for new nurses and new 
faculty helps to build healthy relationships between
students and educators. Constructive mentor rela-
tionships require respectful listening, focused think-
ing, maturity, wisdom, and positive energy, all of
which help those being mentored correct mistakes
and accomplish goals.22

It is not enough to just ignore incivility. It
doesn’t just go away. Disregarding incivility sends the
message that uncivil behavior is part of the norm and
something to be tolerated. Denial of problems often
leads to bigger and more severe problems down the
road. It is far better to take precautionary measures to
prevent incivility and stop it as soon as it starts. Once
incivility becomes a common occurrence, it is almost
impossible to stop without radical intervention.22

Solutions to Academic Incivility
Once incivility has been identified and acknowledged
in the academic and clinical settings, there are effec-
tive measures that can be taken to either decrease it
or totally eliminate it. All the most effective measures
to deal with lateral incivility are based on effective
communication skills. Research indicates that in re-
cent years, faculty have become less civil toward one
another17 (Box 17.3).

Don’t Eat Your Young 
The ritual of “eating your young” is seen both in the
classroom and the clinical settings. It really is a form
of vertical violence since it is based on an inequality
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B o x  1 7 . 3
Civility in the Classroom and Clinical Setting

Dr. Clark’s Classroom Norms Dr. Clark’s Clinical Norms

• Practice proper door etiquette.
• Assume goodwill.
• Listen and respect others.
• Be flexible and open-minded.
• Keep cell phones on silent and use proper 

cell phone etiquette.
• Use laptop for class work only.
• Do not have side conversations.
• Give notice of change in advance (faculty).
• Be present and on time.
• Have fun!

• Assume goodwill.
• Respect and celebrate differences.
• Communicate respectfully.
• Listen carefully.
• Come to clinical prepared and on time.
• Share work equally among group members.
• Resolve conflicts directly and with respect.
• Have fun!
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of power between the experienced nurse and the new
nurse. There has been a long existing practice of having
the new members of a profession undergo a rite of
initiation. These initiation rites often involve intimi-
dation and belittling of the student or the new nurse
to help them “learn their place” in the organizational
chain. Common “eating the young” activities include
picking on, chewing out, or ridiculing the new nurse
for their lack of knowledge. Using caustic humor or
setting up the new nurse by placing them in a situa-
tion in which they will likely fail also contributes to the
demoralization of the new nurse. Although the eating
process has diminished to some degree in recent 
years, it still does exist in many institutions. (For more
information, go to http://www.mightynurse.com/
dont-eat-the-young/ or http://kdhhealthcomm.word-
press.com/2013/01/22/do-nurses-eat-their-young-
whats-wrong-with-communication-in-health-care/.)

As an alternative to on-the-job training in
nursing education, universities are now offering mas-
ter’s degrees in nursing education; this teaches students
how to teach and explores the political ins and outs of
the academic setting. Graduates come into the field of
nursing education with an understanding of curriculum
development, evaluation, testing, course preparation,
and many other aspects of surviving in higher educa-
tion, such as yearly evaluations, the rank and promotion
system, and the need to publish. They are taught to be
more assertive and to express their opinions without
trepidation. Senior nursing educators are much more
sensitive to the needs of new faculty and have a strong
incentive to nurture them and help them develop into
high-quality educators.23 They realize that this new gen-
eration of instructors will need to replace them as they
retire in large numbers over the next few years.

Preceptor and mentoring programs for new
graduates have been developed in clinical facilities as
a result of the IOM’s Report on the Future of Nurs-
ing.23 The chart on page 418 provides examples of
classroom and clinical norms for nursing students.
These have been co-created with colleagues and clini-
cal setting partners so that everyone is operating with
the same behavioral norms.24

Alternatives to Incivility
It is a well-known psychological principle that all behav-
ior has meaning. (See Chapter 12 for more detail.) An
individual’s behavior also expresses his or her intrinsic
values, including whether or not he or she treats others
with respect and dignity or in a way that disrespects

them and drags down their self-esteem. An individual
who helps in a soup kitchen, provides pro-bono nurs-
ing care at a free clinic, or drops a few coins in a street-
person’s cup is displaying behavior that indicates a
fundamental belief that all human beings are valuable
and deserve basic respect.25 As noted below in the dis-
cussion of the ANA Code of Ethics and civility, disre-
spectful and poor treatment of others, whether they be
coworkers, clients, family members, or strangers, is in-
consistent with the basic tenants of nursing.

Because every action towards others, whether
conscious or reflex, either contributes to a culture of
civility or incivility, it is essential that every individual
be committed to eliminating negative, uncivil
thoughts and behaviors. For example, simple negative
actions that should be eliminated include groaning
out loud when a classmate in the front row asks an-
other a complicated question, gossiping about a class-
mate during break times, disparaging the instructor’s
teaching style because it is monotone, making cynical
comments about a classmate’s presentation, and so
forth. Instead, it is much more productive to use posi-
tive actions such as saying “good morning,” “please,”
and “thank you” to everyone, even individuals who
are not well liked, opening doors for people, putting
the personal communication device away when some-
one is trying to talk to you, complimenting people
when they do a good job, asking people if they need
help, and so forth. A culture of civility is based on re-
specting everyone’s dignity all the time.25
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Over time and with the accumulation of life
experiences, many people become cynical. Cynicism
develops in people because they have been hurt by 
others and no longer trust the motives of others and
try to keep people from hurting them again. This 
distrust is just the opposite of what is required for 
civility. Belief in the good intentions of others and 
the ability to trust in that the intentions of others are
positive and good is a key to establishing a culture of
civility.

Another method to decrease incivility is 
to avoid escalating uncivil behavior. It is a natural
tendency that when someone is uncivil to us, we 
respond with similar behavior. This creates a cycle of
incivility that just continues to escalate until the cycle
is broken by one of the individuals. It seems that it
would be much better to break the cycle at the begin-
ning. However, breaking the cycle doesn’t mean that
others’ inappropriate actions need to be ignored.
Dealing with conflict and the difficult behavior of in-
dividuals is a skill that all nurses must master.25 For a
more detailed discussion of dealing with difficult be-
havior, see Chapter 13.

A Model for Civility
Administrators have an important role in building a
proper workplace environment. This begins with the
first interview of the hiring process. Applicants need
to be asked specific questions about civility. Some
samples of these questions include, “What things
about the people you are working with really irk
you?” “What do you do when you become angry or
irritated with another employee or supervisor?” “On
a scale of 1 to 10, with 10 being the best possible,
how would you rate your abilities in the areas of 

collaboration, collegiality, and civility? Explain your
answers.”24 The positive or negative attitude of ad-
ministrators can determine whether stressful situa-
tions are addressed or ignored. Unaddressed, the
culture of incivility permeates all aspects of the or-
ganization, but when constructive problem-solving
and respectful encounters are the norm, a culture of
civility can prevail. A civil climate enhances both
teaching and learning.

A recently developed model allows faculty
and students to promote civility in the academic set-
ting. Although the model does not include adminis-
trators, their responsibilities, or their perceptions
about incivility, it emphasizes the critical importance
of the climate and infrastructure established by ad-
ministrators. It is called the Conceptual Model for
Fostering Civility in Nursing Education (Fig. 17.2).25

The model depicts how, as stress levels increase for
both students and faculty, student attitudes of entitle-
ment and faculty attitudes of condescending superi-
ority can lead to incivility.

The Conceptual Model provides a basis for
creating a culture of civility by focusing on the levels
of stress for nursing faculty and students. Possible 
research questions include the following:

1. What do you perceive to be the biggest stressors 
for nursing students?

2. What uncivil behaviors do you see nursing 
students displaying?

3. What do you perceive to be the biggest stressors for
nursing faculty?

4. What uncivil behaviors do you see nursing faculty
displaying?

5. What is the role of nursing leadership in address-
ing incivility?26
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High Stress Intersect

Culture of
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F i g u r e  1 7 . 2 Conceptual
model for fostering civility in
nursing education. (Reprinted
with permission from SLACK
Incorporated: Clark CM,
Springer PJ. Academic nurse
leaders’ role in fostering a cul-
ture of civility in nursing educa-
tion. Journal of Nursing
Education, 49[6]:319–325, 2010;
doi: 10.3928/01484834-
20100224-01. Epub 2010 Jun 3.)
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There are some methods faculty can use to
overcome academic incivility. Becoming a catalyst
and a change agent in one’s own nursing program
will set an example that others can follow. Make 
civility and cooperation a key element in the vision,
mission statement, and outcomes of the program. Re-
vise the curriculum so that shared values, collegiality,
and collaboration are threads that guide students and
faculty in the learning process.24

ETHICAL PROHIBITIONS TO INCIVILITY

As of now, there are no federal standards to regu-
late workplace violence; however, several states
have attempted to develop laws to control it. In
most cases, these laws are confusing and difficult to
enforce. To help fill this void, the Joint Commis-
sion (TJC) developed new guidelines under their
“Leadership” standard to deal with behaviors that
are interpreted as lateral violence. These include
the following:

• Requiring hospitals and
other organizations to
develop their own codes
of conduct defining be-
haviors that are consid-
ered lateral violence

• Requiring hospital administration to develop and
implement a process for managing individuals
who are displaying disruptive and inappropriate
behaviors

• Requiring additional standards for medical staff 
to follow for the credentialing process, including
demonstrating interpersonal skills and recognizing
interprofessionalism. 

A Guide for Caring
The Joint Commission notes:

“Intimidating and disruptive behaviors can 
foster medical errors, contribute to poor patient
satisfaction and to preventable adverse out-
comes, increase the cost of care, and cause
qualified clinicians, administrators, and 
managers to seek new positions in more 
professional environments. Safety and quality
of patient care is dependent on teamwork, 
communication, and a collaborative work envi-
ronment. To assure quality and to promote a
culture of safety, health care organizations must

address the problem of behaviors that threaten
the performance of the health care team.”27

The American Nurses Association (ANA)
Code of Ethics also has principles that support 
ethical, civil, and caring relationships. (For more 
information on the Code, see Chapter 6.) It was 
developed as a guide for carrying out nursing re-
sponsibilities in a manner consistent with quality in
nursing care and the ethical obligations of the pro-
fession. The National League for Nursing (NLN)
website gives high priority to the Code of Ethics and
to faculty responsibility as a way of dealing with stu-
dent behavioral problems. The specific parts of the
ANA Code of Ethics (2014) that relate to incivility
are as follows:

1. “The nurse, in all professional relationships,
practices with compassion and respect for the
inherent dignity, worth, and uniqueness of
every individual. . . .”

1.5 Principles of respect extend to all encounters,
including colleagues. “This standard of 

conduct precludes any
and all prejudicial ac-
tions, any form of harass-
ment or threatening
behavior, or disregard for
the effect of one’s actions

on others.”
3.5 “Nurse educators have a responsibility to . . . pro-

mote a commitment to professional practice prior
to entry of an individual into practice.”27

The Joint Commission, the ANA, and the
NLN make it clear that underlying attitudes of caring
and respect are essential expectations of those who
enter the profession of nursing. It is essential for
nurses to learn and internalize these attitudes. A car-
ing attitude is not transmitted from generation to
generation by genes—it is transmitted by the culture
of a society.3 The ANA has had a Task Force on
Workplace Violence for several years (http://nursing-
world.org/Search?SearchMode=1&SearchPhrase=wo
rkplace+violence). It developed a website that assists
nurses in understanding more about this problem.

Professional Standards
Ethical behaviors in nursing school correlate with
ethical behaviors in professional practice.27 The
American Association of Colleges of Nursing
(AACN) notes the importance of professional 
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standards, including the development and acquisition
of an appropriate set of values and an ethical frame-
work. It stresses that incivility is unethical and notes
that nursing faculty have a “moral imperative” to deter
incivility.15 Early identification of incivility in a culture
of violence is very important in preventing severe
physical harm (see Figure 17.3). The AACN strongly
suggests that educators try to determine the presence
of incivility before students enter a program.27

Codes of Conduct
Some universities and colleges have instituted honor
codes. Studies have shown that academic settings
with an honor code have less cheating. One type of
honor code for students and faculty is called HIRRE,
which stands for “honesty, integrity, respect, respon-
sibility, and ethics.” In HIRRE, students sign a pledge
promising not to cheat or plagiarize.27 Faculty and
students can use a reporting system to identify viola-
tions of the honor code.
Enforcement by faculty, 
directors, or the dean can
include expulsion for
honor code infractions.9,15

The Internet So-
ciety has an established
code of conduct that is
used as a guide for respon-
sible behavior of Internet
operators. It is important to remember that the Inter-
net relies on the good conduct of those who use it.12

However, because of recent misuses that have led to
teenage suicides, ethical codes are continuing to
evolve.

WORKPLACE INCIVILITY

Workplace incivility is a broad term that includes
workplace hostility, bullying, lateral violence, hori-
zontal violence, vertical violence, and workplace vio-
lence. It is the threat of violence or the actual causing
of physical harm to workers either inside or outside
of the workplace. Workplace incivility runs along the
continuum, ranging from verbal abuse to physical vi-
olence and homicide.

Workplace Violence
Over 2 million workers are targets of workplace
abuse each year, and it is blamed for the deaths of

more than 1,000 people a year in the United States.
When the uncivil behavior is directed toward harm-
ing someone, it is moved to the far end of the con-
tinuum and becomes physical workplace violence.
The estimated cost of workplace violence in the
United States is $4.2 billion per year.21 Whether in
the form of mere workplace incivility or full-blown
workplace violence, these behaviors result in nega-
tive outcomes for clients as well as employees and
administrators.21 

Workplace violence in the health-care 
setting is a growing problem. It is important to 
be able to recognize characteristics in a person 
that may indicate escalating cycles of violence, 
including nurses, physicians, clients, family mem-
bers, or others. A survey conducted in 2013 of 
550 nurses’ perceptions of how workplace hostility
affected client safety revealed several major con-
cerns. In the survey, a large number of the nurses

indicated the following
actions could occur in 
an environment of hori-
zontal hostility leading 
to the compromise of
client safety and quality 
of care:

• Failing to clarify an un-
readable order because of
fear of the physician

• Lifting or ambulating heavy or debilitated clients
without assistance rather than asking for help

• Using an unfamiliar piece of equipment without
asking for instructions first

• Carrying out orders that the nurse did not believe
were correct28

Institutions need a comprehensive plan 
to deal with violence, including client violence to-
ward health-care workers. Without appropriate 
interventions, disrespect and unresolved conflict
can quickly spiral out of control and eventually 
lead to physical violence.14 The Occupational Safety
and Health Administration has developed a set of
guidelines for limiting workplace violence and stop-
ping it once it gets started (see http://www.osha.
gov/OshDoc/data_General_Facts/factsheet-work-
place-violence.pdf). This is an appropriate place 
to start developing an institutional plan. It is com-
prehensive yet flexible and can be modified to fit 
almost any workplace environment.
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Once a tipping point is passed, the 
potential for violence increases dramati-
cally. Interrupting the spiral with posi-
tive interventions and communication
before that tipping point is important 
in defusing the anger.
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Stop the Spiral
The incivility spiral (Fig. 17.3) depicts uncivil behav-
ior between two people or two groups. The behavior
can escalate into violence, or those involved can let 
go of their resentment and stop the incivility from
progressing. The path chosen depends largely on
communication, both at the beginning of the conflict
and during its progress. Conflict resolution interven-
tions are essential to the process.9,15

The higher up the spiral the uncivil behavior
advances, the more coercive behavior is displayed
and the greater is the desire for violent revenge. The
victim of the incivility experiences loss of face, in-
creased anger, and a desire to fight back against the
one creating the hostile environment. Once the 
tipping point is passed (i.e., the point in the spiral
where neither party can back down), the potential for
physical violence increases dramatically. Interrupting
the spiral with positive interventions and communi-
cation before the tipping point is reached is essential
in defusing the anger.9,15

Solutions to Horizontal Violence in Nursing
Nurses must prevent a situation from reaching the
tipping point where incivility turns into violent ac-
tions. The importance of providing safety in practice
needs to be continually reinforced to prevent negative
outcomes from an unsafe work environment. The
Quality and Safety Education for Nurse (QSEN) 
competencies developed by the AACN can be suc-
cessful in reducing educational and workplace incivil-
ity when they are efficiently implemented into a
facility or nursing program. The six QSEN areas for
prelicensure and graduate nursing programs include
client-centered care, teamwork and collaboration, 
evidence-based practice (EBP), quality improvement
(QI), safety, and informatics.29 Although these areas
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Figure 17.3 The incivility spiral. (From Anderson LM, Pearson CM. Tit for tat? The spiraling
effect of incivility in the workplace. Academy of Management Review, 24(3):453–471, 1999.
Retrieved May 2014 from http://www.jstor.org/stable/259136, with permission.)

What Do You Think?

?How do you think incivility compares with child abuse or elder
abuse? Are the measures to overcome child or elder abuse
similar to those required to overcome workplace violence?
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are being addressed in the clinical setting, there is still
a need to promote these competencies in education
(see Chapter 4).

Creating a Positive Work Environment 
Alertness is essential to defuse incivility in the work set-
ting. Listening to fellow workers’ accounts of incivility
is a first step and should be followed by reflection and
development of an action plan. Ignoring the problem
never solves it and often escalates the frequency and in-
tensity of the incivility. To break the cycle, it is neces-
sary to be proactive about incivility incidents and to see
them as signs of potentially more dangerous problems.

The Nursing Organizations Alliance recom-
mends eight actions to help build a positive work-
place environment and overcome incivility: 

1. Building a collaborative culture that includes 
respectful communication and behavior

2. Establishing a communication-rich culture that
emphasizes trust and
respect

3. Making accountability
central to the culture
with clearly defined
role expectations

4. Maintaining adequate
staffing

5. Training leaders
competent in cooper-
ation and communication

6. Sharing decision-making with all those it will affect
7. Continuously developing employee skills and 

clinical knowledge
8. Recognizing and rewarding employees’ 

contributions25

Other identified methods that help reverse
horizontal violence include the following:24

9. Recognizing and acknowledging that horizontal 
violence exists in the workplace

10. Adopting a continuous, consistent, integrated 
approach to promote a culture of cooperation and
address instances of horizontal violence

11. Providing regular education for all staff on the
subject of horizontal violence; for example, what
it is, how to address it, and so on 

12. Instituting mechanisms that enable and allow 
staff members to safely address issues of horizon-
tal violence 

13. Talking to all staff members about the phenome-
non, breaking the silence

Nurses can break the cycle of incivility by
looking at their own acceptance or participation in the
negative behavior and using organizational structures
and personal influence to change the organization’s 
culture of horizontal violence.30 Some important actions
nurses need to take individually to reduce the effect of
lateral violence on their own careers and lives include:

1. Naming the problem—call it horizontal violence to
refer to the situation.

2. Raising the issue at staff meetings—bring the light
of day to the problem.

3. Asking supervisors about developing a process for
dealing with incivility in the workplace. 

4. Learning from experience—keeping a journal
raises self-awareness about personal values, beliefs,
attitudes, and behavior, and it is a good source of
documentation.

5. Pursuing a path of personal growth—finding those
things that create happiness and satisfaction and

developing them goes a long
way to counteract incivility.
6. Ensuring the nurse is

part of the solution, not
part of the problem.

7. Maintaining self-care be-
haviors—peer support,
good nutrition, adequate
sleep, time-outs, medita-
tion, and exercise.

8. Speaking up when horizontal violence is 
witnessed.29

Although horizontal violence is endemic in
the workplace culture, it can be decreased and maybe
even eliminated. It requires that all employees of every
workplace work together to eliminate oppression and
unhealthy behaviors from the environment. Nurses
must be vigilant for acts of incivility that are less obvi-
ous but affect the work of nurses in all settings.

Leadership for Job Satisfaction
Healthy workplace environments that empower
nurses are critical to the success of the profession. At 
a conference in 2013, Sigma Theta Tau International
Honor Society of Nursing discussed healthy work-
place environments. The conference identified the key
attributes of both healthy and unhealthy workplace en-
vironments and interventions for improvement. (See
http://www.nursingsociety.org. Read the Posts from
CHWE blog by Kathleen Stevens, EdD, RN, ANEF,
FAAN, posted on Reflections on Nursing Leadership.)
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Healthy workplace environments are sup-
ported by the Magnet Hospital Designation (Agency
for Healthcare Research and Quality [AHRQ], 2008). It
is critical to develop a healthy workplace environment
to decrease absenteeism, increase productivity, and dra-
matically reduce turnover rates.29 Mentoring has been
shown to lower incivility in the workplace. Mentoring
partnerships, along with updated educational models,
increase cultural competence and enhance job satisfac-
tion for both the new person and the mentor.30 It eases
the new nurse’s transition into his or her new role and
helps the mentor to better understand the problems the
new nurse is having in completing the role transition. It
also helps make the new person a genuine member of

the group much more quickly than if they were learn-
ing on their own by trial and error.

Transformational leadership (TL) is a key 
element in reversing incivility in the academic or
workplace environment. TL acts as a lens through
which leaders can see themselves and the workplace
inequalities that need to be changed.31 As an inter-
vention, TL requires an extraordinary capacity for
self-restraint, self-reflection, and deep consciousness
of the inner sense of responsibility. In addition, TL
plays an important role in implementing needed
changes in present and future practices.31 Box 17.4
lists 13 transformational leadership qualities that can
work toward increasing civility in the workplace.
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B o x  1 7 . 4
Thirteen Qualities of Transformational Leaders

1. You hold a vision for the organization that is intellectually rich, stimulating, and rings true.
2. You are honest and empathic. People feel emotionally safe and trust that you have their interests at heart.
3. Your character is well developed, without the prominent dark side of ego power.
4. You set aside your own interests in looking good and getting strokes, instead making others look good

and giving others power and credit.
5. You evince a concern for the whole (not just your own organization), reflected in your passionate and ethical

voice being heard when necessary.
6. Your natural tendency is to help others engage, deepen their perspectives, and be effective.
7. You can share power with others—you believe sharing power is the best way to tap talent, engage others,

and get work done in optimal fashion.
8. You risk, experiment, and learn. Information is never complete.
9. You have a true passion for work and the vision. It shows in your time commitment, attention to detail,

and ability to renew your energy.
10. You communicate effectively both in listening and in speaking.
11. You understand and appreciate management and administration. They appreciate that you move toward

shared success without sacrifice.
12. You celebrate the now. At meetings or anywhere else, you sincerely acknowledge accomplishment, staying

in the moment before moving on.
13. You persist in hard times. That means you have the courage to move ahead when you are tired, conflicted,

and getting mixed signals.

Source: Johns C. Becoming a transformational leader through reflection. Reflections on Nursing Leadership, 30(2):24–26, 2004.

C o n c l u s i o n

Incivility violates trust and undermines the nurse’s obli-
gation to care. It creates insecurity and hostility and de-
grades learning, collaboration, and performance in all
institutions where it is found. In all settings, relation-
ships are adversely affected by incivility. Research and
active efforts to deal with the problem will help to ensure
better client care. TL qualities can transform incivility
into civility and caring. TL can stop upward-spiraling

incivility and help with spotting, intervening in, and
overcoming incivility. Constructive mentor–mentee
rather than tormentor–tormentee relationships will
promote professional growth in nurses and improve
both the academic environment and the health-care
setting. Emotional intelligence arising from the prac-
tice of civility is essential and basic to the practice 
of nursing.
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Promoting Civility Through Reflection on Your Personal Qualities

Job satisfaction is important to the attitude brought to the workplace. The likeli-
hood of workplace incivility being present is high. Job satisfaction helps to deal
with incivility.

Likewise, the Department of Labor also lists preferred qualities for differ-
ent career choices (http://www.onetcenter.org/content.html). These are not per-
sonality tests, but rather are measures of qualities that meet common core
expectations. It is hypothesized that a match between your qualities and those of
your chosen career helps job satisfaction.

As you prepare for employment or further professional development, re-
flect on your own qualities. Identifying them will provide a lens through which to
preview your chosen field. Be prepared to have them tested as you progress in
your health-care career, reflecting on the assets and competencies that you bring
to the world.32

I s s u e s  N o w
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C r i t i c a l - T h i n k i n g  E x e r c i s e s

• Obtain the policy and procedure manual for your nursing program. Try to find
the policy on lateral violence or bullying. Does it include the elements to stop
bullying discussed in this chapter? What things should be added? If your nursing
program does not have a policy, ask the dean if you can develop one. 

• Obtain the policy and procedure manual for your primary clinical site. Try to find
the policy on lateral violence or bullying. Does it include the elements to stop
bullying discussed in this chapter? What things should be added? How does it
compare to the policy from your nursing program? If your clinical site does not
have a policy, ask the CEO if you can develop one.

• Ask your fellow nursing students about their experiences with lateral violence.
Take notes and see if there is a common thread that runs through the stories.
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T
INFORMATION CHANGES EVERYTHING

he quality, type, and use of information technology continue to
evolve at a rapid rate, transforming almost every aspect of life. Since 
the advent and widespread adoption of technology, society has become
more and more dependent on smartphones, tablets, featherlight 
laptops, and other wireless communication devices. Smart technologies
are found in cars, home entertainment devices, house environmental
control systems, and all aspects of the workplace. In health care, clients
are using their cell phones and handheld devices to look up health-care
information, check on the backgrounds of health-care providers, and
even assess the quality of hospitals. Health-care providers are also 
embracing technology, but not always enthusiastically. 

These technologies are changing both the way teachers teach
and the way learners learn. It is changing the way people work, commu-
nicate, and play. Teaching in public schools and colleges now demands
fast-moving, entertaining lessons that capture the students’ attention
because classroom teachers must compete with television, portable
electronic games, and the latest free app with which this generation has
been raised.

Schoolchildren and college students no longer read as extensively
as they once did. Media technology has accustomed many to 30-second
“sound bites” of information. Libraries have evolved from repositories of
hardbound volumes and journals to providers of Internet access to online
journals and books. Many people spend 8 to 10 hours a day in front of a
computer or on a handheld device. People who have lost traditional 
jobs in manufacturing and service industries are finding that, to become
marketable in today’s workplace, they must have computer skills.

Kathleen Mary Young

Joseph T. Catalano

Nursing Informatics

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the impact of the 
information revolution on society
in general and on health care
specifically

• Define nursing informatics
• Explain the importance of 

nursing informatics to nursing
practice

• Analyze the availability of 
resources and references in the
practice site

• Evaluate the importance of
human factor engineering 
concepts on equipment design

• Compare the electronic health
record with the paper record
system

18

429

3972_Ch18_429-451  29/12/14  1:56 PM  Page 429



430 U n i t  3 Leading and Managing

There’s an App for . . . Health Care?

Yes! There’s an app for that! The popularity and number of health-related apps for
wireless devices has doubled since 2011. Many of them deal with exercise, diet,
and healthy living, but some apps are specific for medical care. Currently there are
over 8,000 heath-care-related apps.

People who are about to undergo surgery often have high anxiety levels
due to fear of the unknown. What’s going to happen? Is it going to hurt? How
long is it going to take? Well, there’s an app for that. “Touchsurgery” is an app
that allows clients who are preparing for operations to download videos on their
mobile devices of their actual surgery or computer-based simulations. Health-care
facilities can use these apps to help educate clients about procedures and may
also help build trust and confidence in anxious clients. Some of the surgeries that
can be viewed include removal of the gallbladder (cholycystectomy), removal of
the appendix (appendectomy), and common orthopedic surgeries such as hip and
knee replacement and shoulder reconstruction. Because many of these surgeries
are done in one-day surgery units, nurses have little time to educate clients about
postoperative care. The app also provides clients with instructions about deep
breathing exercises, activity limitations, and the use of medications. The app has
the potential to increase client satisfaction and improve outcomes.

Feel like you have a lot of stress in your life? If you have an Android
phone, an app can monitor that for you! The Android Remote Sensing (AIRS) app
monitors your daily stress by using all the sensors built into mobile devices that
measure physiological changes. A device built into the phone called an ac-
celerometer can measure environmental noise level; social activity, such as the
number and frequency of texts and calls; temperature; and even the user’s pos-
ture. If monitoring wires are attached to the user, it can also track moods and
emotions by analyzing pulse and heart-rate data, even when you get a particular
e-mail or text. The app can make people more aware of their internal stress levels,
which may be helpful for clients with cardiovascular disease or anxiety disorders.

Although not an app, there is a new website where clients can find out if the
hospital they are being admitted to has had any violations. By logging on to hospitalin-
spections.org, the client can find information about deficiencies cited during complaint
inspections at acute care and critical access hospitals throughout the United States
since January 1, 2011. The site is run by the Association of Health Care Journalists
(AHCJ) in conjunction with the U.S. Centers for Medicare and Medicaid Services
(CMS). The goal of the site is to make federal hospital inspections easier to access,
search, and analyze. However, inspections of psychiatric or long-term care facilities
are not included in the database. Previously, this information could only be accessed
in writing and on paper through Freedom of Information Act requests. Because this
site is so new, the data is incomplete; however, AHJC is continually updating and fill-
ing in missing information. The data should not be used to try to rank hospitals.

Sources: Clark C. CMS Unveils Hospital Violations Database, Health Leaders Media, 2013. 
Retrieved April 2013 from http://www.healthleadersmedia.com/content/QUA-290217/CMS-
Unveils-Hospital-Violations-Database; Glatter R. Worried about your surgery? Skip the Valium 
and download the app. Forbes, 2013. Retrieved April 2013 from http://www.forbes.com/sites/
robertglatter/2013/03/31/worried-about- your-surgery-skip-the-valium-and-download-the-app/;
Now track your stress level through Android smartphone app. TelecomTiger, 2013. Retrieved April
2013 from http://www.telecomtiger.com/Technology_fullstory.aspx?passfrom=topstory&storyid=
17164&section=S210

I s s u e s  N o w
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TECHNOLOGY AND COMMUNICATION

The information revolution has changed both the form
and the format of communication. Before the advent of
the telephone, people communicated through the writ-
ten word. Letter writing was an art. Before television and
the computer were invented, people gathered together
in neighborhoods and developed a sense of community.

Today the whole world is the community, and
every corner can be reached from a home computer or
wireless device. Senior citizens use their computers to
chat and to organize get-togethers and other social ac-
tivities. Younger people use their cell phones and text-
messaging to meet friends and stay connected, even
when they are in the bathroom with their pajamas on.

Asymmetrical Information
Not only does technology change the way in which
people communicate and work, but it also creates
new decision-making processes that affect all aspects
of industry and com-
merce, including health
care. Informed decisions
produce better outcomes.
When people are able to
sift through and use the
vast amount of informa-
tion available to them, it
gives them a decided ad-
vantage in conducting business.

The use of multiple data sources in econom-
ics and business is called asymmetrical information.
Many businesses currently work with asymmetrical
information: Individuals on one side of the transac-
tion may have much better information than those on
the other. Borrowers know more than lenders about
their repayment prospects, managers and boards
know more than shareholders about the firm’s prof-
itability, prospective clients know more than insur-
ance companies about their accident risk, and in some
cases, ill clients know more about their disease process
than the health-care provider. The fact that the person
with more information has an advantage seems like
common sense, but a grasp of the impact of asymmet-
rical information will lead to a better understanding of
day-to-day economic activity.

Competitive Health Care
One of the key elements of health-care reform is the
increased use of informatics to help drive down the

cost of health care. The goal is to have every U.S. citi-
zen’s medical record in electronic storage. When the
Health Care Reform Act was passed, only 8 percent of
the more than 5,000 U.S. hospitals had completely
computerized medical records and charting.1 The
American Recovery and Reinvestment Act of 2009 es-
tablished incentive payments of several billion dollars
to encourage electronic health record development
through the federal and state medicare programs.
Over 77,000 health-care providers have applied for
these grants, but the implementation of the systems is
lagging behind the goals set by the government.2

Competition has long been a driving 
force in the pricing and marketing of health care.
Payment methods that promote competition are
encouraged by Medicare and Medicaid prospective
payment systems (PPSs), health maintenance or-
ganizations (HMOs), preferred provider organiza-
tions (PPOs), and managed care. For an
organization to offer competitive and high-quality

services, information
must be available for 
decision-making. More
information is available to
decision-makers with in-
formation technology.

Technologically
driven organizations have
a competitive edge

through the collection of large amounts of informa-
tion and its application to decision-making in health
care. To stay competitive in national and interna-
tional health care, the health-care delivery system—
specifically nursing—must open itself to new
information and ideas.

The health-care information revolution is
continuing to progress rapidly. Handheld wireless de-
vices are being used in almost every area of client care
today, including assessment of the quality of care, de-
cision-making, management, planning, and medical
research.1

DEFINING INFORMATICS

Two definitions of informatics are commonly used in
health care. The term medical informatics was coined
in the mid-1970s. Borrowed from the French expres-
sion informatique medicale, it included all the infor-
mational technologies that deal with the medical care
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Not only does technology change the
way in which people communicate and
work, but it also creates a new decision-
making process that affects all aspects of
industry and commerce, including
health care.

“
”

3972_Ch18_429-451  29/12/14  1:56 PM  Page 431



of the client, medical resources, and the decision-
making process.3

Health informatics is a more comprehensive
term, defined as the use of information technology
with information management concepts and methods
to support health-care delivery. Health informatics
includes the medical field but also encompasses nurs-
ing, dental, and pharmacy informatics as well as all
other health-care disciplines. The definition of health
informatics focuses attention on the recipient of care
rather than on the discipline of the caregiver.

Models for Nursing Informatics
The nursing community has made marked progress to-
ward developing a discipline of informatics that is spe-
cific to the delivery of nursing care based on the science
of nursing. Nursing has distinct and discrete informa-
tion needs. The content and application of nursing in-
formation are substantively different from those of other
disciplines. Data gathered by the nursing profession
present unique problems for the use of information in
the delivery of nursing care
based on critical thinking.3

Three Basic Elements
An early model for nursing
informatics can be traced
back to 1989. Although
somewhat simplistic, it pri-
marily combined computer
science, information science, and nursing science in a
manner that would help the nurse in planning and de-
livering care. These technologies aid in the collection
and analysis of data so that the nurse can make in-
formed and accurate decisions about the type of care
clients require.4

In this early definition of nursing informat-
ics, computer science was seen primarily as the com-
puter and the institution-wide system to which it was
connected. Information science refers to the computer
software, including how data or tasks are processed,
how problems are solved, and where products are
produced. Nursing science is all the research data
from nursing and other associated disciplines that 
relate to and support nursing practice.

More Complex Elements
In newer models of nursing informatics, a fourth ele-
ment, cognitive science, has been added. Cognitive
science combines psychology, linguistics, computer

science, philosophy, and neuroscience in a way that
enhances the delivery of client care. Cognitive science
is also concerned with perception, thinking, under-
standing, and remembering. This model unites infor-
mation science, computer science, and cognitive
science into a framework of nursing science.

It is also believed that wisdom should be
added as a component of nursing informatics along
with data, information, and knowledge. With wis-
dom, the nurse is able to know how and when to use
the available information in managing clients’ prob-
lems and meeting their needs.5

Data, Information, and Knowledge
In most theories of nursing informatics, data are de-
fined as raw and unstructured facts. For example, the
numbers 102 and 104 are raw data: By themselves,
these numbers have little meaning because they lack
interpretation. Information consists of data that have
been given form and have been interpreted. If the
numbers 102 and 104 are given additional descriptors

so that they become a 
25-year-old man with an
oral temperature of 102°F
and a heart rate of 104
beats per minute (bpm)
taken on admission to the
emergency room, they be-
come information that has
meaning to the nurse.

Knowledge takes the process one step further
because it is a synthesis of data and information.
Knowing that an oral temperature of 102°F is higher
than normal and a heart rate of 104 bpm is faster than
normal for a 25-year-old man, and combining that
information with an understanding of human physi-
ology and pharmacology, the nurse is able to decide
what treatment should be given.

432 U n i t  3 Leading and Managing

The nursing community has made
marked progress toward developing a
discipline of informatics that is specific
to the delivery of nursing care based on
the science of nursing. Nursing has dis-
tinct and discrete information needs.

“
”

What Do You Think? ?Have you used computerized health-care records? Describe
your experience.

This process relies on critical thinking and
decision-making and can be used in research to create
new knowledge.

The data-to-information-to-knowledge
model of informatics is linear, but the process of 
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synthesizing data into information to create knowl-
edge is circular. New knowledge creates new ques-
tions and areas of research, which in turn lead to
more new knowledge. To answer any research ques-
tion, new data are required that must be processed
into information to create more knowledge. The goal
of this process is to provide the most accurate and
current information so that nurses can make in-
formed decisions in their daily practice.

Areas of Focus in Informatics
Over the years, the specialty of nursing informatics
has evolved through three levels of special interest:
technology, concepts of nursing theory, and function.

Technology. The earliest attempts to define nursing
informatics focused solely on the use of technology. A
commonly used early definition of nursing informat-
ics stated that it existed whenever the nurse used any
type of information technology in delivering nursing
care or in the process of educating nursing students.6
Here are some key points
in the use of technology or
computer systems to store,
process, display, retrieve,
and communicate health-
care information quickly
in the health-care setting:

• Administer nursing serv-
ices and resources

• Manage the delivery of client and nursing care
• Link research resources and findings to nursing

practice
• Apply educational resources to nursing education

Nursing theory. As nursing informatics evolved, it
began to combine nursing theory and informatics.
Without a well-articulated theoretical basis to guide
the gathering of data, nurses soon become over-
whelmed with meaningless data and information.
Obviously, there is a need for common definitions, 
a standardized nursing language, and criteria for 
organization of the data.

Function. An additional step in the evolution of nurs-
ing informatics is the inclusion of the concept of
function. The function of nursing informatics is to
manage and process data to help nurses enter, organ-
ize, and retrieve needed information. Technology is
then developed to achieve specific purposes related to
client-care needs. Although technology forms the

foundation of informatics, the nurse’s ability to use
that technology and make it function to meet clients’
needs is the real test of the system’s effectiveness.

In reality, nursing informatics includes all
three of these areas—technology, nursing theory, and
function. However, the field of informatics has be-
come so large that it is difficult for any one person to
be an expert in all three areas.

INFORMATICS AS A SPECIALTY

Informatics has been identified as one of the keys to
the movement toward quality improvement by all the
entities concerned with quality health care. One of
the best ways for nurses to incorporate all the new
health-care technologies, medications, treatments,
and procedures into their daily practices is through
the use of informatics. One truth in nursing care is
that nothing ever goes away. Nurses are expected to
be able to assimilate all the new knowledge while 

retaining all the things
they have learned in the
past. Applying that
knowledge to client care
becomes more manage-
able with the effective 
use of technology. (For
more information, go to

http://www.ahrq.gov/research/findings/factsheets/
informatic/informatics/index.html.)

A Broader Definition
A broader definition of nursing informatics is pro-
vided by the American Nurses Association (ANA). It
defines nursing informatics as:

A specialty that integrates nursing science,
computer science, and information science in
identifying, collecting, processing, and manag-
ing data and information to support nursing
practice, administration, education and re-
search; and to expand nursing knowledge. The
purpose of nursing informatics is to analyze in-
formation requirements; design, implement
and evaluate information systems and data
structures that support nursing; and identify
and apply computer technologies for nursing.7

Nursing informatics is now recognized as a
nursing specialty for which a registered nurse (RN)
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Informatics is no longer just an elective
subject. In today’s competitive and 
rapidly changing health-care delivery
system, mastery of informatics is a basic
requirement.
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can receive certification. The catalogue of the American
Nurses Credentialing Center (ANCC) states that the
nursing informatics practice:

. . . encompasses the full range of activities that
focus on the methods and technologies of infor-
mation handling in nursing. It includes the devel-
opment, support, and evaluation of applications,
tools, processes, and structures that assist the
practice of nurses with the management of data
in direct care of patients/clients. The work of an
informatics nurse can involve any and all aspects
of information systems, including theory formu-
lation, design, development, marketing, selection,
testing, implementation, training, maintenance,
evaluation, and enhancement.8

Nursing informatics supports all areas of
nursing, including practice, education, administration,
and research. It facilitates and guides the management
of data.

Articulation
Informatics is no longer just an elective subject. In
today’s competitive and rapidly changing health-care
delivery system, mastery of informatics is a basic re-
quirement. The importance of the role of informatics
is apparent in the need for the articulation of nursing
practice. Articulation is an important way for nursing
to demonstrate its accountability and credibility so
that it can remain an essential element of the health-
care system.

The Need for a Standard
Historically, the nursing profession has had difficulty in
locating relevant nursing information quickly because
there was no universally accepted nomenclature and 
taxonomy for either nursing clinical information or
management data. In the past, this lack of access to infor-
mation has presented several seemingly insurmountable
challenges for nurse executives, including identifying
what the nursing staff actually does, determining the 
impact nurses have on outcomes, and establishing 
appropriate reimbursement for nursing activities.

For example, how does a nurse interpret the
term weak grasp in a client’s chart? The meaning of
“weak grasp” differs widely depending on the client.
If the client is a premature infant, the term has an en-
tirely different meaning than if the client is a 25-year-
old professional football player with a head injury or
a 60-year-old with a stroke. Imagine the difficulty 

that a researcher will have when investigating the phe-
nomenon of weak grasp––there is no standardized 
definition among the nursing community. Because a
standardized nursing language is needed to name and
communicate what nurses do, nursing classification
schemes, taxonomies, and vocabularies have come to
the forefront with the evolution of nursing informatics.
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What Do You Think?

?Think of four terms, not defined actions, carried out by
nurses that have multiple meanings. How could these terms
be clarified?

Unified Nursing Language System
The ANA Database Steering Committee was formed
in 1991 to develop a common nursing language called
the Unified Nursing Language System (UNLS). UNLS
maps concepts by identifying common terms from
different vocabularies and acknowledging them as
synonyms of the same concept.

Twelve classification systems are recognized
by the ANA as uniquely developed to documenting
nursing care. They are designed to record and track
the clinical care process for an entire episode of client
care in the acute, home, or ambulatory setting or any
combination of these. Standards and scoring guide-
lines for nursing languages can be found in Box 18.1.

B o x  1 8 . 1
Standards and Scoring Guidelines 
for Nursing Languages

1. Terms in data dictionaries and tables are 
appropriate to the domain of nursing.

2. Terms from ANA-recognized languages for
nursing are used as a core for the nursing 
vocabulary.

3. The system allows for the development and 
addition of new terms as needed, without 
duplicating existing terms or disrupting the 
integrity of existing languages.

4. In “local” languages, terms are mapped to ap-
propriate ANA-recognized nursing languages,
which may include reference terminologies.

5. The system accommodates the use of refer-
ence terminologies to map nursing languages
to other existing standardized data sets, clas-
sification systems, or nomenclatures.
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Nursing Minimum Data Set
Standardization of the data in a client’s record is the
first step toward unifying information to make it 
usable to the bedside nurse. The second step is the 
development of criteria to determine the necessary 
elements that must be included in every client record
or encounter. The Nursing Minimum Data Set
(NMDS), developed in 1985 and accepted by the
ANA in 1998, is a list of the data elements necessary
in any computerized client record system or national
database. The NMDS is considered to be the umbrella
for other nursing process schemes. The purpose of
the NMDS is to:

1. Describe the nursing care of clients and their 
families in various settings, both institutional and
noninstitutional.

2. Establish comparability of nursing data across 
clinical populations, settings, geographical areas,
and time.

3. Demonstrate or project trends regarding nursing
care provided and allocation of nursing resources
to clients according to their health problems or
nursing diagnoses.

4. Stimulate nursing research through linkages of 
detailed data existing in nursing information sys-
tems and in other health-care information systems.

5. Provide data about nursing care to influence health
policy and decision-making.9

The NMDS focuses on 16 elements divided
into three main categories. The three categories are 
(1) nursing care, such as nursing diagnosis, interven-
tion, outcome, and degree of nursing care; (2) client
demographics, such as the client’s personal identifica-
tion, date of birth, gender; and (3) service elements,
such as the unique service agency number, the admis-
sion and discharge dates, client’s condition, and the
expected payer.

Accountability
Intuitively, the nursing profession has long known
that the presence of RNs improves the quality of care
and client outcomes while decreasing the cost of
health care. According to the Congressional Office of
Technology Assessment, better use of nurse practi-
tioners could result in savings for clients, employers,
and society, owing to the cost-effectiveness of both
their training and their services. Nurses affect client
outcomes positively and contribute measurably to the
goals of a competitive health-care delivery system.

This process forms the basis for evidence-based prac-
tice (EBP). Although nurses traditionally have not
been very good at documenting their worth and effec-
tiveness, a recent surge in research identifying how
nurses increase the quality of care is adding to the
database for EBP.10

To measure effectiveness with accurate in-
formation about client care and outcomes, nurses
must use standardized language in both practice and
documentation. The ability to measure the resources
used and the client outcome achieved will help distin-
guish one health-care provider from another. As
nursing practice becomes more efficient and can
demonstrate improved client outcomes, the quality of
care will increase, and health-care organizations will
become more financially stable.

Credibility
The credibility of the nursing profession rests on its
ability to document how nursing care improves clients’
health and saves money for health-care institutions.
Nurses must be able to measure their effectiveness with
accurate information about both the care given and the
client outcomes achieved. Having control over the
process of care, as well as the information and assess-
ments of the quality of care, is an important element in
achieving this goal.

Improvements in quality do not occur in
isolation. They result from a continual process of 
assessing care and measuring outcomes that better
treatments, change care procedures, and increase the
number of support services (see Chapter 15 for infor-
mation on quality of care).

A standardized language will facilitate the
nursing profession’s ability to distinguish the costs
and benefits of nursing care from the costs and bene-
fits of other health-care providers. If the nursing pro-
fession cannot articulate and measure the unique
contributions that nurses make to the client’s health
and well-being, the profession will continue to have
difficulty maintaining its higher costs over less edu-
cated and less qualified health-care providers.

Accessing Information
Anyone who has been involved in health care for
more than a few years realizes that health-care infor-
mation has increased at an astonishing rate. For ex-
ample, MEDLINE, a database that contains references
to articles in the biomedical literature and is main-
tained by the National Library of Medicine, added
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more than 460,000 references between 2011 and 2012.
This quantity of new information makes it virtually im-
possible for nurses to keep up with the latest research
upon which to build a strong evidence-based practice.
(For more information on the rapid growth in health-
care literature, go to http://www.ahrq.gov/research/
findings/factsheets/informatic/informatics/index.html.)

An Information Explosion
Health-care journals and textbooks combined form 
a key element in the information explosion. The
amount of health-care information contained in 
scientific journals has grown to a point where no in-
dividual is able to read all of the material. With just 
a nightly perusal of the latest journals, even the 
most conscientious practitioners will have difficulty
keeping up with all the current research and new 
developments in their specialty field.

Conflicting Paradigms
Although a large amount of new information is avail-
able, only a small portion is read by and incorporated
into the practice of many health-care professionals.
The traditional paradigm that still seems to guide the
decision-making process for many nurses is to:

• Refer back to the knowledge learned in school.
• Confer with a colleague.
• Look up the problem in any textbook or reference

book available in the work setting.
• Use previous experiences and “gut” instincts.

This process is useful and has some merit,
but it is questionable whether it is adequate for the
delivery of high-quality care in today’s complex
health-care system. For the information age, EBP is
more appropriate.12 This process includes:

• Accessing current literature concerning the latest
diagnostic techniques and treatment modalities.

• Conferring with a knowledgeable colleague.
• Evaluating the effectiveness of previous experiences.

Research on the Job
Ironically, even though EBP produces higher-quality
care, the nursing profession has only recently em-
braced its use. With the changes in information tech-
nology ushered in by wireless handheld devices and
free online nursing databases, nurses are increasingly
improving the quality of care by using EBP. Nurses
no longer have to leave the practice setting and go to
a library to access relevant information. Literature
can be searched from the nurses’ station or even the
client’s bedside using available information systems.
Nurses find that having access to literature about
clinical issues increases their confidence levels in
dealing with clients and other health professionals. 
It also allows them to contribute more fully to the
multidisciplinary health-care team.13

Nurses must continue to search databases
that promote improved client care (Box 18.2). Nurses
must have workplaces where they can easily access
client information, including research information, 
to maintain high-quality nursing practice.

THE HUMAN FACTOR

When information tools, machines, and systems are
developed, they must include recognition of human
factors, including knowledge about human capabilities,
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Coping with the volume of biomedical and
nursing literature is an enormous task. Since 2010,
35,000 references from 4,000 journals were added
each month to the National Library of Medicine
MEDLINE database from among the more than
100,000 scientific journals published. More than
612,000 references were added in 2011 alone.11 In the
past 20 years, the number of articles indexed annually
in the MEDLINE database has nearly doubled, the
number of clinical trials in cardiology has increased
five times, and the number of clinical trials in health
services has increased 10 times. One new article is
added to the medical literature every 26 seconds.11
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limitations, and characteristics that may affect the use
of the system. The terms human factors, human engi-
neering, usability engineering, and ergonomics are often
used interchangeably.

Is the System Friendly?
The study of human factors examines how to make
the interaction of people and equipment safe, com-
fortable, and effective. Cognitive science, one of the
components of informatics discussed earlier, forms
part of the foundation for the study of human factors.
Cognitive science includes the human acts of percep-
tion, thinking, understanding, and remembering.

In order to manage and process informa-
tion, especially with an automated system, the indi-
vidual must be able to understand and remember a
great deal of data. The more logically this information
is arranged, the easier it is to use the system. “User-
friendly” systems are intuitive, self-evident, and logi-
cal, even if they are complicated. The best systems will
provide the users with on-screen “prompts” or direc-
tions to move them on to the next step in the process.

Does the System Make Sense?
Every day in their client care, nurses use complex ma-
chinery, including many types of monitors, ventila-
tors, intravenous (IV) pumps, feeding pumps, suction
devices, electronic beds and scales, lift equipment,
and assistive devices. The directions for using many

of these machines are not self-evident and may be
highly complicated. Although hospital equipment
producers are becoming better at incorporating the
human factor into the design and use of this compli-
cated equipment, consulting with practicing nurses or
“field testing” equipment in the workplace before its
mass production would make it more user friendly.

Confusing Technology
New computer systems present many learning chal-
lenges for health-care providers. Many computer 
systems are not as user friendly as they might be. 
Computer system designers are notorious for supply-
ing computers with numerous advanced but obscure
functions. These systems often seem to make relatively
simple daily tasks much more complicated. Millions of
dollars have been wasted on computer systems that are
not used or are underused because the user’s needs
were not considered before the systems were designed.

Individuals encountering complicated com-
puter systems for the first time commonly feel that
they are stupid, incompetent, or too old to learn be-
cause they cannot quickly master the new technology.
However, the fault often lies not with the individual
but with the design of the technology.

Nurses, through their education and philo-
sophical orientation, are generally more in tune with
the human factor than computer designers, particu-
larly as it relates to client care. Nurses can use their
human factor orientation in the process of evaluating
new technology before it is purchased. Also, nurses
may be able to make suggestions to medical equip-
ment producers to help improve the equipment after
it has been used for some time.

Is the System Well Designed?
The lack of well-designed, user-friendly health-care
technology is one of the reasons why the health-care
industry continues to have high rates of medical errors
and poor client outcomes, even after a decade of 
increased emphasis on client safety. 

Poor Design
Poor user design is responsible for thousands of
health-care “accidents” each year. Complex medical
devices are often used under extremely stressful condi-
tions in which the user’s cognitive abilities are not as
focused as they might be in a less stressful situation.
Often the users are not considered during the design
phase because the designers believe they know what is
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B o x  1 8 . 2
Principles for Access to Library 
and Information Services

1. All nurses should have access to a free library
service funded by their employer that contains
appropriate literature and multimedia resources.

2. Library services should have flexible opening
hours and be staffed by qualified librarians.

3. Nurses should have equal rights, similar to
those of other health-care professionals, to
paid study time to update their practice.

4. Every nurse should have access to training on
the Internet and appropriate databases.

5. Every nurse should be educated in electronic
systems and services to support evidence-
based practice.

Source: Urquhart C, Davis R. The impact of information. Nursing 
Standard, 12(8):23–31, 1997.
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needed. It is no wonder why medical error ranks as the
eighth leading cause of death in the United States.14 

The proliferation of new medications and
the increasing complexity of medication therapy have
dramatically increased the risk for medication errors
and adverse drug events both inside and outside hos-
pitals. Although the information is difficult to obtain,
a study in 2013 managed to determine the top 10 cat-
egories of health-care errors in U.S. hospitals:

• Improper medication dose and/or method of use 
• Technical medical error 
• Failure to use indicated tests 
• Avoidable delay in treatment 
• Failure to take precautions 
• Failure to act on test results 
• Inadequate monitoring after a procedure 
• Inadequate patient preparation before a procedure 
• Inadequate follow-up after treatment 
• Avoidable delay in diagnosis 

(For more infor-
mation, go to http://www.
covermd.com/resources/
Medical-Errors-List.aspx.)
Also, the increased use of
“fast-tracking” medica-
tions through the testing
process has led to with-
drawal of several medica-
tions from the market
because of long-term com-
plications not seen in the initial shortened testing
phase. Well-designed computerized physician-order
entry systems can reduce serious prescribing errors
by more than 50 percent.14

Errors Increase
The inevitable result of poor design in all types of
equipment, ranging from laboratory forms to life-
support devices, is an increased error rate. Cognitive
science studies have shown that the average person’s
memory can retain only six to eight pieces of infor-
mation at a time. A well-designed system takes these
elements into account (Box 18.3) and should reduce
the number of errors. However, a poorly designed
system can have the opposite effect and just as easily
increase the number of errors. Although bar-code
technology in medication administration has reduced
errors by as much as 54 percent in some settings,
other settings, such as critical care units, found that

the number of medication errors remained the same
or actually increased after implementing new elec-
tronic medication monitoring and delivery systems.15

Training Doesn’t Compensate
Employees are commonly trained to use an informa-
tion system to reduce errors. Although training is im-
portant, by itself it may not be adequate. In one study,
there was no reduction in the number of errors even
with an increase in training time. However, well-
designed computer-based reminder systems did help
clinicians reduce errors significantly. Even after the
clinicians received additional training, errors re-
turned to the previous level when the computerized
reminder system was removed.16

Well-Designed Technology
Designing well-functioning health-care technologies
includes both form and function. These technologies
need to look good, and they need to do what they are
supposed to do. Health-care information technologies

attempt to unwind the tan-
gled threads connecting
government regulation,
confusing insurance poli-
cies, and day-to-day care
while at the same time at-
tempting to integrate the
multiple technologies used
to administer medication,
assess vital signs, provide

clients with oxygen, and other necessary aspects 
of care. 

When automated and computer systems are
made user friendly by incorporating engineering tech-
niques based on human needs, they can make a valu-
able contribution to monitoring and preventing error
in clinical practice. Nursing professionals need to un-
derstand that human performance is not perfect and
that education and training cannot make it so. Profes-
sionals must look for well-designed systems that can
reduce and even eliminate errors. (For more informa-
tion on well-designed health-care technology, go to
http://tech.fortune.cnn.com/2013/07/31/can-design-
rehabilitate-the-ailing-healthcare-industry/.)

THE ELECTRONIC HEALTH RECORD

Partially due to the provisions in the Affordable Care
Act (ACA), the number of hospitals using some form
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If the nursing profession cannot articulate
and measure the unique contributions
that nurses make to the client’s health and
well-being, the profession will continue to
have difficulty justifying its higher costs
over less educated and less qualified
health-care providers.
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of electronic health record system has tripled since
2009 and is estimated to be almost 86 percent. How-
ever, only 42 percent of hospitals now meet federal
standards for collecting electronic health data, and a
mere 5 percent also meet federal standards for ex-
changing that data with other facilities and providers
to allow easier access to a client’s health records. In
the manufacturing and communication industries,
experience has shown that it can take up to 10 years
after the introduction of a new technology for it to 
realize its full potential. Hopefully it will progress
more quickly in the health-care industry.14

A health record serves multiple purposes. 
It is used primarily to document client care. It also
provides communication among health-care team
members. It acts as a financial and legal record and is
used for lawsuit resolution, research, and continuous
quality improvement (CQI). Although the health
record can take many forms, the most common form
is either paper or electronic. Both forms have advan-
tages and disadvantages (Box 18.4). (For more infor-
mation, go to http://www.healthit.gov/sites/default/
files/oncdatabrief9final.pdf.)

Advantages
Electronic health records (EHRs) have many advan-
tages. Multiple care providers can access them 
simultaneously from remote sites. They can provide
reminders about completing information or carrying
out protocols as well as warning of incompatibilities
of medications or variances from normal standards.

Redundancy is supposed to be reduced 
with the EHR. Rather than every health-care worker

asking a client for his or her health history, allergies,
and current medications, ideally the information is
captured once and then transmitted to every record
requiring the information. EHRs require less storage
space, are more difficult to lose, and are much easier
to research. Improved communication, increased
completeness of documentation, and reduction in
error are the most important advantages of the EHR.

Disadvantages
Electronic health records have some obvious disad-
vantages. There is a high front-end cost in buying an
electronic system and converting from a paper system.
Employees may have problems adapting to the new
system because of the steep learning curve involved.
EHR systems are becoming more portable with the
advent of the wireless network; however, they are also
subject to all the glitches of electronic systems.

Decisions must be made about who can enter
data into the system and when the entries should be
made. The Health Insurance Portability and Account-
ability Act (HIPAA) regulations currently creating 
so many headaches for health-care providers were
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B o x  1 8 . 3
Elements of a Good Technology Design

• Intuitive operation with minimal reliance on
complicated manuals

• On-screen prompts to the next step
• Easy-to-read displays that are logically arranged
• Controls that are easy to use and reach
• Positive, safe electrical and mechanical 

connections
• Alarms that sound only when there is a real

problem so that they are not turned off because
of annoyance

• Long-life reliability with few malfunctions
• Easy, quick repair and maintenance

B o x  1 8 . 4
Advantages and Disadvantages of the
Paper Record

Advantages
• People know how to use it.
• It is fast for current practice.
• It is portable.
• It is unbreakable.
• It accepts multiple data types, such as graphs,

photographs, drawings, and text.
• Legal issues and costs are understood.

Disadvantages
• It can be lost.
• It is often illegible and incomplete.
• It has no remote access.
• It can be accessed by only one person at a time.
• It is often disorganized.
• Information is duplicated.
• It is hard to store.
• It is difficult to research, and continuous quality

improvement is laborious.
• Same client has separate records at each 

facility (physician’s office, hospital, home care).
• Records are shared only through hard copy.
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written specifically to address the many legal and ethi-
cal issues involving privacy and access to client infor-
mation (for more detail, see Chapters 8 and 9). Some 
issues still need to be resolved.

The Ideal Record
The ideal EHR would be a lifelong continuous record
of all the care the client has received, rather than the
episodic, piecemeal data that it now provides. This
one record would reflect an individual’s current
health status and lifetime medical history. It would be
unique to the person and not to the institution. This
record would reside in multiple data sites and would
accept multiple data types (e.g., graphs, pictures, 
x-rays, text) and be accessible worldwide.

Several Places at Once
The information on the EHR does not physically have
to reside in one place, like a paper record. When
viewed from a computer workstation, the EHR only
appears to be in one place. In reality, particularly with
the new cloud technology,
the individual records are
retrievable from many in-
formation systems, such as
laboratory, radiology, doc-
ument imaging, anatomic
pathology, anesthesiology,
bedside, and accounting.

With proper authorization, this record could
be accessed from anywhere in the world, at any time.
Many people around the world could look at the
same record simultaneously. If an individual became
critically ill on a cruise ship or in a foreign country,
the local health-care provider would be able to access
the medical record to facilitate the client’s diagnosis
and treatment.

New Forms of Access
Although EHR has been in use in one form or another
for a decade, ideal EHR is yet to be designed and im-
plemented. Many of the issues surrounding confiden-
tiality and security have been resolved to some degree.
The high cost of starting up the system is still a barrier.

Access to the system would probably require
a universal ID code or a unique client identifier.
Many organizations may resist a universal ID because
they now use either their own client numbering sys-
tem or Social Security numbers to identify individual
records. Neither of these systems is adequate for the

global access of the future. Fingerprinting, iris and
retinal imaging, face prints, and voiceprints all are
identification methods under investigation for use 
as the universal ID.17

Bedside or Point of Care?

Bedside system. Some currently used systems allow
nurses to enter information through bedside systems.
A bedside system, as the name implies, is a computer
terminal installed in each client’s room or next to
each bed. Portable devices are also now being used in
bedside medical records.

Point-of-care system. A point-of-care system has a
broader meaning and includes not only the bedside
but also many other points of care in the health-care
environment and community, including the labora-
tory, radiology department, outpatient clinics, 
and even the client’s home for home health-care
providers. Many facilities currently have a unit sys-
tem that can be accessed at only one terminal in the

client-care area (e.g., the
nurses’ station).

A Process Redesigned
Taking a paper record and
typing or scanning it into
a computer does not, in 

itself, constitute a modern electronic record. Au-
tomating the paper record in its present form only
automates inefficient practices based on outdated re-
quirements. Modern systems go beyond merely com-
puterizing paper records. These new systems gain
control over the generation of information and de-
velop new techniques for using it creatively.

One of the most important characteristics of
a bedside or point-of-care system is that client infor-
mation can be input directly from the terminal. Then
the nurse is freed from having to keep notes or chart
from memory at the end of the shift. Documenting at
the time of care is an important change in workflow
for most health-care workers, who are accustomed to
documenting at the end of a shift in a workroom with
other professionals.

The re-engineering and streamlining of de-
partmental workflow is accomplished by the auto-
matic and continual routing of electronic documents
and medical images from one person or department
to another throughout the shift. With this system, tra-
ditional manual tasks are now automated, increasing
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The creation of workplaces in which
nurses can easily access client information,
including research information, is essential
to high-quality nursing practice.
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the efficiency of management decisions and improv-
ing the distribution and evaluation of complex client
records and electronic documents by authorized staff.
This redesign of the old manual processes provides
the real return on investment for implementing the
electronic health record.

ETHICS, SECURITY, AND CONFIDENTIALITY

Most people assume that all doctor–client communi-
cations are strictly confidential. However, in the new
electronic world, confidential information has become
a commodity that is bought and sold in the electronic
marketplace. Although the HIPAA laws have tried to
deal with this issue (see Chapter 8), people who use
the Internet or e-mail quickly realize that their per-
sonal information is no longer so personal.

Information for Sale
Examples of violations of
client confidentiality
abound. One of the most
egregious occurred in
1996. A convicted child
rapist working as a techni-
cian in a Boston hospital
rifled through 1,000 com-
puterized records looking
for potential victims. He
was caught when the father of a 9-year-old girl whom
the rapist was harassing used caller ID to trace a call
back to the hospital.

More recently, in California in 2011, a class-
action lawsuit was filed by clients of the University of
California–Los Angeles (UCLA) health system. An
external hard drive was removed from the home of a
former UCLA physician with information pertaining
to more than 16,000 clients. Although the hard drive
was encrypted, a piece of paper with the password
was also taken. In the class-action suit against UCLA,
the lawyers were seeking $1,000 for each client as 
well as attorneys fees and other costs, exceeding 
the $16-million mark. 

In 2010, a family member of a client in the
Charleston Area Medical Center discovered how to
access the facility’s client information database while
trying to find information on the Internet about the
quality of the hospital. The database contained thou-
sands of clients’ names, Social Security numbers,

medical information, and demographic information.
The breach resulted in a lawsuit, Tabata v. Charleston
Area Medical Center, based on the lack of security 
for confidentiality of the system. In another case, a
banker on Maryland’s State Health Commission
pulled up a list of clients with cancer from the state’s
records, cross-checked it against the names of his
bank’s customers, and revoked the loans of the clients
diagnosed with cancer. Additionally, at least one-
third of all Fortune 500 companies regularly review
health information before making hiring decisions.18 

A Question of Ownership
One of the key ethical questions is, “Who owns the
client’s health-care data?” Does the individual’s
health-care information belong exclusively to the 
individual? Does it belong to the organization (e.g.,
insurance company, PPO) that paid for the care, or
should it belong to the physician who directed and
ordered the care? What about the facility in which the

care was given—can they
claim some ownership to
the information, particu-
larly if it is stored there?
Do all these groups and
individuals own a part of
the information?

Should Society Benefit?
Those who argue the 

“individual rights” end of the ethical spectrum believe
that each individual should have total and exclusive
control over the information concerning his or her
health and the care rendered. Those on the utilitarian,
or “social good,” end of the ethical spectrum believe
that society as a whole benefits from shared informa-
tion about disease occurrence and treatment. Therefore,
the information should be available to all interested
parties. As with most ethical dilemmas, a single defini-
tive answer has not been proposed regarding who owns
the data.

However, there have been increasing public
policy debates concerning the collection of health-care
information for use as aggregate databases to underpin
health-care planning. Many consumers are concerned
about the status of future physician–client relation-
ships. Driving the development of data collection 
policy is the public’s fear about the damage that may
result from excessive and uncontrolled disclosures
through automated health-care information systems.
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Estimates of how many people die annu-
ally in the United States as a result of
medical error range from 44,000 to almost
100,000. On the basis of these numbers,
medical error ranks as the eighth leading
cause of death in the United States.
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The Implications of Consent
When clients enter the health-care system, they are
generally asked to sign consent forms so that other
organizations can obtain information about their
health status and the care that they received (particu-
larly insurance companies so that bills can be paid).
They are usually unaware that this information can be
supplied to many other organizations or institutions.

For example, reports are made to the trauma
registry about injuries resulting from accidents. The
tumor registry collects information about benign and
malignant tumors, and infectious disease reports are
made to the public health department. Currently,
health-care information is shared to develop payment
systems, examine access to care, identify cost differ-
ences in treatment modalities, research disease trends
and epidemiological implications, and expand con-
sumer information.

The Evolution of HIPAA
The HIPAA policies covering the collection, develop-
ment, and use of client data are based on issues of
confidentiality and security. In 1996, the federal gov-
ernment started to develop the guidelines that have
become HIPAA. The primary objectives of HIPAA
include:

• Ensuring health insurance portability.
• Reducing health-care fraud and abuse.
• Guaranteeing security and privacy of health 

information.
• Enforcing standards for health information.

In 2000, rules governing the exchange of
electronic administrative health-care information
were developed and added to HIPAA. The object of
these rules was to simplify and standardize the elec-
tronic forms required for claims for services rendered.
Every organization must now use the same form.

Rules for Disclosure
In 2001, HIPAA was modified by the addition of
rules that address the use and disclosure of individu-
ally identifiable health information in any form, elec-
tronic or paper. Health-care providers and facilities
must obtain client consent before using or disclosing
client information for treatment, payment, or health-
care operations. The full HIPAA was enacted in 2004.
It is constantly being updated and revised to include
new technologies such as handheld devices and cloud
data storage.19

Even with HIPAA regulations, confidential
client information can be legally used for a wide
range of purposes, including quality assurance, insti-
tutional licensing and accreditation, biomedical re-
search, third-party reimbursement, credentialing,
litigation, regional and national databases, court-
ordered release of information, and managed-care
comparisons, to name a few. It is estimated that at
least 100 hospital staff have access to a client’s med-
ical information as soon as they are admitted to a fa-
cility. If that information is used by an outside entity
such as an insurance company or the public health
department, another 100 gain access to it. Although
automated information systems do not cause these
types of information uses, electronic records do make
acquiring this information much easier.

Threats to Security
Unauthorized Access
Unauthorized sharing of health-care information is
generally unethical and now is always illegal. The
code of ethics for most health-care professionals 
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What Do You Think?

?Who do you think owns health-care information? How 
does your decision affect health-care policy in the 
future?
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prohibits unauthorized or unnecessary access to
client information. In addition, most health-care in-
stitutions have policies prohibiting unauthorized ac-
cess to confidential information. Individuals can lose
their jobs because of unauthorized access or sharing
of client information and, under HIPAA laws, may be
convicted of a crime.

A new wrinkle has been added to unautho-
rized access to health-care information. Under the
policies of a previous administration’s Patriot Act,
some national governmental agencies, such as the
Federal Bureau of Investigation (FBI) and National
Security Administration (NSA), now have the author-
ity to wiretap or access, without court approval, any
electronic information they believe may be associated
with a terrorist threat. This information includes
physicians’ and nurses’ records, laboratory informa-
tion such as DNA profiles and blood type, and finan-
cial information. Although some believe this
unrestricted access is necessary to prevent future 
attacks against the United
States, others believe that
it is a major violation of
U.S. citizens’ right to pri-
vacy. It certainly seems to
violate the regulations set
forth in HIPAA.

Unauthorized ac-
cess or sharing of informa-
tion is not a new problem
associated only with the electronic age. It is just as
easy to gain unauthorized access to a paper record as
it is to the automated electronic record. The profes-
sional codes of ethics that stress confidentiality have
always been the primary protector of client informa-
tion. Still, access to the paper record is available to
anyone who picks up the chart.

even detect unauthorized access at the time of entry
into the system.

Accidents
Threats to information security can be either acciden-
tal or intentional and can affect both paper and elec-
tronic systems. Accidental threats involve naturally
occurring events such as floods, fires, earthquakes,
electrical surges, and power outages.

The paper record has little security against
natural events. Typically, paper records are secured 
in a locked file cabinet or medical records room. 
Although current safety regulations require fire de-
tection and suppression systems in these areas, even a
small fire can destroy a large number of paper records
very quickly. Little can be done to protect paper
records against major flooding. Once the charts are
destroyed, they cannot be reproduced.

Facilities with automated systems usually
have well-developed natural disaster plans built into

the system design. These
plans include the auto-
matic production and stor-
age of a backup tape at a
protected location some
distance from the health-
care facility. The frequency
of data backup varies with
the organization’s require-
ments. Most systems auto-

matically save all the data in the system every 24 hours,
although this time interval can be shortened or in-
creased to meet the facility’s needs.

Although these measures provide a high 
degree of protection from major natural events such
as floods and fires, power surges and outages create
problems for electronic systems but leave paper sys-
tems unaffected. Anyone who works with computer-
ized equipment recognizes the major disruptions in
service and work that occur when the system goes
down. Again, some safeguards can be built into the
system so that not all the most recent information is
lost when the power goes out. Power surges can be
controlled with surge protection devices.

Intentional Acts
Intentional threats to the security of information in-
volve the actions of an individual or individuals who
wish to damage, destroy, or alter the records. In most
cases, it is difficult to protect paper records from 
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. . . most health-care institutions have
policies prohibiting unauthorized access
to confidential information. Individuals
can lose their jobs because of unautho-
rized access or sharing of client informa-
tion and, under recently enacted HIPAA
laws, may be convicted of a crime.

“
”

What Do You Think?

?Have you witnessed any violations of HIPAA in your clinical
practice or in your interaction with the health-care system?
How could they be prevented?

In some ways, the automated electronic
record provides greater privacy. Access to the auto-
mated record is generally restricted to employees who
have been issued a password. Also, most organiza-
tions have periodic audits that can track each person
who has accessed a record, and some systems can
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intentional tampering. It is a rather simple task for a
determined individual to gain access to paper records
and erase, add to, or rewrite sections of the chart.
These changes are often very difficult to detect. In 
addition, a person could simply remove the chart and
destroy it so that there would be no record left at all.
Although automated electronic records are vulnera-
ble to several kinds of intentional threats, they are,
overall, more secure than the paper record. All 
current automated systems have computer virus–
checking programs that protect the automated record
from both intentional and accidental introduction of
destructive computer viruses into the system.

Once data have been entered into the auto-
mated system, they are difficult to alter. Modern auto-
mated systems are designed with “write once, read
many” (WORM) programs. If a legitimate change in
the electronic record needs to be made, it must be an
addendum. Any changes made in the electronic record
are logged by the time and the person who made them
and can always be tracked to the point of origin.

Although a deter-
mined and gifted hacker
can still obtain access to al-
most any electronic data-
base, electronic security
systems are becoming
more and more difficult to
breach. However, terrorist
acts, ranging from detonation of bombs in key loca-
tions to development of “superviruses” to destroy
electronic records, are difficult to defend against and
present an increasing threat.

USES OF THE INTERNET

For nursing professionals, the Internet has become a
valuable resource for communicating with colleagues
and professional organizations, researching clinical 
information, and educating consumers about health 
resources and information. Because of the lack of stan-
dardization and regulation, it is important that the nurse
evaluate each site for accuracy of information, authority,
objectivity, currency or timeliness, and coverage.

A Resource for Professionals
Most professional organizations maintain a website
containing information about the organization. Many

include policy statements and lists of publications.
Continuing education units (CEUs) can be obtained
through the Internet to help nurses remain current 
and retain licensure. The Nurses Network (http://www.
nursesnetwork.com), for example, is a site that lists 
education courses, position vacancies, conferences,
and other pertinent information. News groups, such as
those listed at http://www.nursingworld.org, provide
professional information and access to experts in spe-
cific areas of interest.

Disease-specific websites publish clinical in-
formation for both the consumer and the professional.
OncoLink (http://www.oncolink.org) is an example of
a resource for information about cancer. Often the
most recent information about a disease is found on
the Internet. Publishing is quicker and easier on the
Internet than in a peer-reviewed journal. Web-based
support groups disseminate information on both
technical and consumer levels. Protocols and policies
are shared through websites and news groups.

A Guide for Consumers
Today, consumers are
more knowledgeable
about health care due to
the information available
at their fingertips through
the Internet. Clients are
better informed than they

were in the past because they now have easy access to
a wide range of health-care information. Preventive
and wellness services are available electronically
through articles, chat groups, and health risk assess-
ment surveys posted on consumer websites. Clients
can now purchase medications over the Web, often at
a much lower cost than they can get from their local
pharmacies.

Healthfinder (http://www.healthfinder.gov)
is one of hundreds of consumer health and human
services information websites created and maintained
by the federal government. The site links the user
with online government publications, clearinghouses,
databases, websites, and support and self-help groups,
as well as the government agencies and not-for-profit
organizations that produce reliable information for
the public. The goal of this information source is to
help consumers make better choices about health and
human services needs for both themselves and their
families.

444 U n i t  3 Leading and Managing

Although automated electronic records
are vulnerable to several kinds of inten-
tional threats, they are, overall, more 
secure than the paper record.

“
”
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TELEHEALTH

Health Care at a Distance
From its fledgling beginnings more than 40 years ago,
clinicians, health services researchers, and others
have been investigating the use of telecommunica-
tions and information technology to improve health
care. Physicians examine and treat clients from dis-
tant sites with video cameras, thus saving money by
exchanging office visits for online appointments.

The terms telehealth and telemedicine are
often used interchangeably.20 As defined here, tele-
health is the use of electronic information and com-
munications technologies to provide and support
health care when distance separates the physician and
the client. Telehealth includes a wide range of services
and technologies, from “plain old telephone service”
(POTS) to highly sophisticated digitized cameras,
telemetry, voice systems, and even interactive robots
that can be controlled by the practitioner to assess
clients. Telemedicine is just one of the services pro-
vided by the overall telehealth system that primarily
involve consultation with a physician.

Telehealth is being used in emergency depart-
ments (EDs) across the United States. The University
of Pittsburgh offers neurological consultations to
physicians at seven linked hospitals. In Baltimore,
providers are using cellular telephone technology to
transmit live video and client data back to home base.

Some uses of telehealth, such as emergency
calls to 911, are so common that they are often over-
looked as part of telehealth systems. Other applications,
such as telesurgery, involve advanced technologies and
procedures that are being used on a limited basis and
are still considered experimental.

Serving Remote Populations
Historically, consumer concerns about access to
health care have been the driving force behind the 
development of many clinical telehealth systems.
Early applications focused on remote populations
scattered across mountainous areas, islands, open
plains, and Arctic regions where medical specialists,
and sometimes even primary care practitioners, were
not available.

Many telehealth projects from the 1960s
through the early 1980s failed because they were ex-
pensive, awkward to use, and often not guided by the
strategic plans of the facilities using them. However,

as the technology has become more common, the
costs of many systems have decreased dramatically.
With the development of cellular technology, many
of the newer systems are tapping into the systems 
already in place for telephone service.

Renewed interest in telehealth has been
spurred by managed-care initiatives seeking to reduce
health-care costs while maintaining or increasing
quality and access to care. Overall costs have de-
creased for many of the information and communi-
cations technologies used by telehealth systems. In
addition, the ever-developing National Information
Infrastructure is making these technologies more ac-
cessible and user friendly. Medicare reimburses some
types of telehealth care, although other third-party
payers have been slow to include reimbursement for
telehealth services.

Telehealth in an Emergency
Telehealth offers many advantages that will affect the
cost of and access to future health care. The telehealth
system allows access to centralized specialists who
can support primary care providers in outlying areas.
Outlying areas can be either rural or urban areas that
lack access to the full range of health-care services.
Outlying clinics staffed only with nurse practitioners
or physician assistants have immediate access to
physician referrals through the telehealth system.
Many are now using handheld devices for telehealth
applications.20

University medical centers can offer specialist
consulting services to primary care physicians at dis-
tant locations, thus reducing unnecessary travel and
increased cost to clients. Here is an example of how the
telehealth system functions in an emergency situation:

In 1996, a 72-year-old man with a collapsed lung
walked into the ED in a small town in North
Dakota. The general practitioner, who usually
saw routine emergency cases, immediately called
the trauma II medical center in Bismarck and
arranged a teleconsult with an ED physician and
a thoracic surgeon. The man would have died
without a thoracotomy. Following the surgeon’s
instructions, the physician was able to insert the
chest tubes needed to safely transport the client
by helicopter to Bismarck. 

Telehealth services often save lives and pre-
vent permanent disability, especially when time is a
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factor in treatment. For example, health-care
providers know that if thrombolytic medications 
are given within 3 hours after the onset of stroke
symptoms, the likelihood of death or permanent 
disability is reduced by 50 percent. Using telehealth
technology, neurology specialists can evaluate 
a client’s condition while he or she is still in the 

ambulance en route to the hospital, thus saving 
valuable time in deciding about using lifesaving 
medications. The ED is prepared to administer the
medications as soon as the client enters the depart-
ment, rather than having to wait several hours for 
all the routine evaluations and consultations to be
completed.
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Are the Five Rights Enough?

Nursing students have had the five rights of medication administration drilled into
their heads all through nursing school. Recent research indicates that five rights
may not be enough. Although the majority of medication errors are caused by fail-
ures in the systems of obtaining and administering medications, up to 38 percent
of errors can be attributed directly to nurse mistakes. When it comes to medica-
tions, the nurse serves as the last line of defense between the system and the
client. Traditionally the five rights are the following:

1. Right patient
2. Right drug
3. Right route
4. Right time
5. Right dose

However, in today’s complex health-care system, many potentially lethal
medications are used in all settings. Safe medication administration now seems to
demand more than following the basic five rights, a system developed almost a
century ago. Research shows that even nurses who meticulously observe the five
rights are prone to medication errors. While the nine rights system does not guar-
antee error-free medication administration, it does increase the safety and quality
of client care throughout the process. The four additional rights are the following:

6. Right documentation
7. Right action
8. Right form
9. Right response

Right documentation: It is a major legal requirement that after nurses ad-
minister a medication, they must sign the medication sheet or make the appropriate
entry in the electronic health record. The signature is legal evidence that the client
received the medication. Students are taught to never sign the medication chart be-
fore administering the medication. Doing so is illegal and endangers the client, who
may refuse the medication; in some cases, the nurse may forget to administer it.
More dangerous is failing to sign when a medication has been administered. An-
other nurse may conclude that it has not been administered, and the client will end
up with a double dose. For prn medication, it is essential to document the reason
for administering the medication and what effect it had on the client.

Right action: For many years now, the legal defense of, “I was just follow-
ing the physician’s orders” has not been available to nurses. Nurses need to know
why the client is receiving a medication and how the medication works. They need
to know if the prescribed medication and its dose are appropriate for the client. Ad-
ministering an antihypergylcemic agent to a client who does not have diabetes but
does have an infection is a medication error even if the medication was prescribed.
Nurses also need to be aware of laboratory values associated with certain medica-
tions. Administering a daily dose of potassium to a client whose morning laboratory
work shows a blood potassium of 7 mEq/mL could lead to cardiac arrest.

I s s u e s  N o w

(continued)
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Right form: This one is similar to right route, although it goes one step
further. It is possible to administer various medications by different routes. For ex-
ample, a licensed practical nurse (LPN) in a long-term acute care facility became
confused about how to administer a bag of tube feeding. The nurse on the shift
before had mistakenly put IV tubing on the bag of tube feeding and had hung it at
the bedside to save the next nurse time in hooking it up. When the LPN on the
next shift heard the pump alarm that the bag was empty, he came in and hooked
the tube feeding to the IV. The client died about an hour later. In another case, a
pharmacist drew up an oral medication in a syringe to obtain a more accurate
measurement. The nurse was not familiar with the medication and, because it was
in a syringe, gave it by IV.

Right response: This could also be called right assessment or right 
observation. After the medication is administered, the nurse must go back to 
evaluate whether the medication is doing what it is supposed to do. Most nurses
know this is mandatory for pain medications and recognize the need to chart
whether or not the pain level was reduced. However, it is also important for almost
all other medications. If the client was given an antacid for ulcer pain, the nurse
needs to note whether or not it helped. Right response is particularly important for
dangerous medications such as insulin, anticoagulants, and cardiac medications.

The nurse must respond quickly if a client on anticoagulants begins to
have blood in his urine or is oozing blood from the IV site. This may indicate that
he is receiving too high a dose of the medication. And of course it is essential to
check for allergic reactions to antibiotics and other medications.

The goal, as always, is to make the client’s stay as safe and beneficial as
possible. Observing the four additional rights can help to achieve this outcome.

I s s u e s  N o w continued

Sources: Elliott M, Liu Y. The nine rights of medication administration: An overview. British 
Journal of Nursing, 19(5):300–305, 2010; Health system sets “zero errors” as its goal for patient
safety, quality. Healthcare Benchmarks & Quality Improvement, 17(4):37–41, 2010.
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Issues for the Future
A Boost for Home Care
In the future, home care may benefit the most from
telehealth. By investing in telehealth technologies,
home care providers should be able to balance cost
reductions with increased quality of care.

Clients can be monitored at home using a
combination of telephone calls, home visits, video
visits, and in-home monitoring using the telehealth
system. In-home monitoring devices for conditions
ranging from congestive heart failure and diabetes to
cancer and cardiac conditions can send information
from the client’s home to a central base for assess-
ment by professionals.

Future Challenges

System design. Many of the older systems are poorly
designed and may be totally incompatible with the sys-
tems used in modern health-care facilities. The human
factor design and user as-
sessments must be carefully
considered in developing
any new technologies.

Expense. Although the
overall costs of electronic
systems continue to de-
crease gradually, initial ex-
penditures are still a barrier
to implementation, especially in smaller facilities. Lack
of third-party payment for telehealth systems also
limits their development and use.

Legal issues. Several legal issues still need to be re-
solved, including health-care provider licensure 
when consultations are given across state lines and

the liability incurred by providers who examine a
client by television rather than in a face-to-face,
hands-on encounter. Federal and state policies pro-
tecting privacy and confidentiality need to be devel-
oped with specific provisions for telehealth systems.

Effects on nursing practice. The telehealth system
also affects nursing practice. Nurses are the primary
users of telephone triage systems that rely on com-
puterized decision-making trees to suggest appro-
priate actions when given a set of client symptoms.
Nurses who practice in rural and underserved urban
areas will have more autonomy and provide higher-
quality care when linked electronically with the sup-
port services of a large medical center. The use of
remote monitoring devices provides nurses with im-
mediate information about changes in their clients’
conditions, improves outcomes, reduces complica-
tions, and lowers the number of readmissions to 
the hospital.

Education and conferenc-
ing. The same types 
of technology used for
telehealth can be used for
distance and nontradi-
tional education applica-
tions. Widespread use of
continuing education is
achieved through distance

technology. Courses are video-conferenced with two-
way interaction. Continuing education credits can be
earned through courses on the Internet. Even college
credits can be earned through Internet access. Grand
rounds are conducted at multiple sites with video-
conferencing equipment, and in-services are beamed
to multiple locations.
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Nurses who practice in rural and 
underserved urban areas will have more
autonomy and provide higher-quality
care when linked electronically with 
the support services of a large medical
center.

“
”

C o n c l u s i o n

The demand for nurses trained in informatics will
continue to grow at a prodigious rate and presents
nurses with exciting opportunities. The federal incen-
tive to develop the industry will make it a highly
sought after health-care specialty. The information
revolution affects every aspect of health care, not only
in the United States but also throughout the world.
Advanced communications technology and its in-
creased availability worldwide promote ties between
people and nations, bridging the gap between isolated
rural communities and major metropolitan areas.

The nursing profession needs to be actively
involved in developing clinical information systems
and the electronic health record, establishing care
standards, safeguarding client privacy, using the 
Internet, and researching better ways of improving
access and the quality of care through technology.
The nursing profession is transformed, enhanced, and
enriched as nurses become active participants in the
information revolution.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Debate the ethical issues of personal privacy and the greater social good in 

relation to availability of health-care information.
• Discuss how the design of equipment increases or decreases error rates.
• Discuss uses of telehealth for patient teaching and monitoring of home health

clients.
• Write a vision paper describing your view of technology in health care in the year

2030.
• List all the pieces of data you had to give at your last visit to the doctor or hospital.

Was all of the information necessary for your care? Who needed the information?
How was the information recorded or transmitted?
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Joseph T. Catalano

The Politically Active Nurse

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Explain why it is important for
nurses to understand and be-
come involved in the political
process

• Discuss how a bill becomes 
a law

• Identify the major committees at
the federal level that influence
health policy

• Identify four points at which
nurses can influence a bill

• Give examples of how nurses
may become politically involved

• List and describe four methods
of lobbying

19
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A NUTS-AND-BOLTS APPROACH

olitics, and the consequences of political action, touch people’s
lives at the national, state, and local government levels. As one of the
largest and most trusted professional groups in the country, nurses
need to understand how politics work. They have the potential to influ-
ence policy decisions that could ensure both optimal health care for
clients and ideal work environments for themselves. Subsequently, it is
important for nurse to be able to critically analyze proposed policies for
any unintended consequences. With their understanding of the health-
care system, their understanding of human experiences, and their lead-
ership and negotiation skills, nurses are well prepared to become active
in the political system.

This chapter provides a foundation for understanding the 
political basics with the intention of motivating nurses to become active
in the political world. Politics is examined both within the profession of
nursing and within society at large. In addition, this chapter discusses
the forces that drive politics and the three concepts it comprises: parti-
sanship, self-interest, and ideology.

Almost everyone, ranging from political candidates to acade-
micians, members of the press, and regular citizens, has something to
say about politics. People define politics in many ways, but essentially it
is the process of influencing public policy. Understanding how it works
and what can be influenced is the key to ensuring effective public policy.

Nurses are taking political leadership positions. In the 113th
U.S. House Of Representatives, six nurses represent five states. Marilyn
Tavenner, who is also a nurse, currently serves as the administrator for
the Centers for Medicare & Medicaid Services (CMS).
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THE INTERSECTION OF NURSING AND POLITICS

Policy that most influences nursing is instituted at
both the state and federal levels while sometimes
overlapping. States are responsible for licensure and
nurse practice acts, so any legislation that regulates
the criteria for licensure and certification or defines
what is the scope of practice is determined by indi-
vidual states. Nurses who aspire to influence their
work environment or practice would need to become
active at the state level, preferably through state pro-
fessional organizations. 

The American Nurses Association (ANA)
has been involved in politics at the federal level for
many years and has the ANA Political Action Com-
mittee (PAC), which is now the second-largest federal
PAC in Washington focused on political activities 
exclusively at the federal level. The ANA focuses on
influencing policy to ensure high standards of nurs-
ing practice, promoting
the rights of nurses in the
workplace, projecting a
positive and realistic view
of nursing, and lobbying
Congress and regulatory
agencies on health-care is-
sues affecting nurses and
the public.1 Provision 9 of the ANA Code of Ethics
for Nurses calls for nurses to be active in social policy
and political involvement (see Chapter 6 for more 
detail on ethics).

However, there is overlap that sometimes
leads to conflict between the federal and state govern-
ments about what constitutes a legitimate course 
of action for the federal government and what 
constitutes the same for the state government. The
10th Amendment to the Constitution says that any
powers not expressly identified as being under federal
control should be delegated to the states, unless they
are willing to give control to the federal government.
This amendment is part of the current debate about
whether the states should be responsible for adminis-
tering certain elements of the Affordable Care Act,
particularly where they pertain to Medicaid and
Medicare. This becomes an issue because, unlike the
federal government, state governments are required
by law to balance their budgets. When the federal
government passes unfunded mandates onto the
states, such as with Medicaid, the governors are left to
struggle with funding and possibly administering

programs they cannot afford. (For more information,
go to http://constitutionus.com/.) 

Federal Issues
Federal concerns that directly involve nursing include
the nursing shortage, burdensome tuition debts, and
client safety. Indirectly, passing legislation, such as
the Affordable Care Act, significantly affects nursing
services, in particular, by potentially expanding the
demand for nurse practitioners and the way nurses
work within health care under the new legislation.

The Nursing Shortage
According to the U.S. Bureau of Labor Statistics, the 
latest estimate is that there will be a 26 percent rise in 
demand for registered nurses (RNs) by 2020 and a 
57 percent increase in demand for nurse practitioners 
by 2025.2 Shortages vary in different areas of the United
States, and both the federal and state governments are

searching for solutions. The
current U.S. Senate has cre-
ated a 12-member Senate
nursing caucus to provide a
forum to address these is-
sues. Nurses can contact
members of this caucus to
offer suggestions and help

work toward effective solutions. In addition, the Ameri-
can Association of Colleges of Nursing (AACN) has a
position statement on the nursing shortage and is work-
ing with policymakers at both the state and national lev-
els to bring attention to this health-care concern and
develop plans to resolve the shortage. (For more infor-
mation on the AACN efforts, go to http://www.aacn.
nche.edu/media-relations/fact-sheets/nursing-shortage.)

Tuition Debt
Not unlike other college students, nursing students
often leave college with  large amounts of debt. The
federal government can assist education costs with
programs such as the Nursing Education Loan Re-
payment Program administered through the Depart-
ment of Health and Human Services. Title VII and
VIII of the Health Resources and Service Administra-
tion (HRSA) is a loan repayment plan that awards
several different types of loans to nursing students
and also has loan repayments in exchange for work-
ing with underserved populations and in rural areas.
These programs need to be funded biannually by
Congress; nurses can contact their representative to
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Almost everyone, ranging from political
candidates to academicians, members of
the press, and regular citizens, has some-
thing to say about politics.

“
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ensure they understand the importance of funding
these programs. (For more information and loan 
applications, go to http://www.aamc.org/advocacy/
diversity/74120/laborhhs_labor0028.html.)

Client Safety
While nurse-client ratios and whistleblower protections
are best left to the states, the federal government can in-
fluence these issues via language included in health-care
funding legislation and by administrative regulations.

attempting to influence legislation to allow them to
practice without a license until their license is ob-
tained; this potentially risks client safety. Nurses can
contact their state legislators to effectively influence
upholding nursing licensure so that the same standards
apply to foreign nurses as they do to U.S. citizens. 

States also vary on advanced nursing prac-
tice. For instance, what nurse practitioners (NP) can
do varies among the states. Currently, 18 states have
laws that allow NPs to evaluate clients, diagnose, order
and interpret diagnostic tests, and initiate and manage
treatments, including prescribing medications. This 
is the model recommended by the NCSBN. In 22 states,
NPs must have a collaborative agreement with 
another health discipline, such as a physician, to pro-
vide client care. In the remaining 12 states, providing
client care must be done under the supervision, 
delegation, or team-management of another health
discipline.3 Nurses can work with their professional

organizations and directly
contact their representa-
tives to help enact legisla-
tion to ensure all NPs can
practice to the full extent of
their education. 

Professional Organizations
Professional organizations
provide another way to in-
fluence policy change and

legislation at both the state and federal level. As pre-
viously mentioned, the ANA has a large PAC focus-
ing on influencing federal legislations. Additionally,
since they establish the standards for nursing, they
are able to influence how nurses deliver care.

Magnet Hospitals
In 1980, the American Academy of Nurses con-
ducted a study to identify the elements present 
in hospitals that attracted and retained nurses. Re-
taining nurses is cost-effective for hospitals since 
recruiting and training new staff is very expensive.
Several key factors were identified in hospitals that
seemed to fulfill the magnet status, including a par-
ticipative management style, allowing the nurses a
relatively high degree of autonomy in practice and
decision-making; high-quality leadership at the unit
level; a horizontal organizational structure, allowing
nurses to practice as full professionals; opportunities
for career development; and high-quality client care.

What Do You Think?

?
What experiences have you encountered, either as a client
or as a health-care worker, related to the nursing shortage?
How might the political system help solve the shortage?
How might the political system worsen the shortage?

States Issues
States regulate licensure
and certification, pass
nurse practice acts, and
regulate hospitals. The
states are ultimately re-
sponsible for client safety,
so they have the capacity
to pass any legislation and
to set the requirements
for who is qualified to
practice and how and
where they may practice. The mandate for nursing is
to help legislators understand how nursing standards
are established and then help develop legislation with
an achievable agenda for political action by nurses at
the state level through the State Boards of Nursing.

Like the federal government, states are
searching for solutions for the nursing shortage. Some
states are opting for a short-term solution of recruit-
ing foreign nurses. The National Council of State
Boards of Nursing (NCSBN) requires that all nurses
who work in the United States must hold a license to
practice in the state where they work. The federal gov-
ernment has the authority to provide the required
visas to allow them to work in the United States, but
states have the authority to ensure that they obtain a
license to practice. Many boards require a CGFNS
(Commission on Graduates of Foreign Nursing
Schools) certificate before they will issue a license (see
http://www.cgfns.org). To avoid the delay in allowing
foreign nurses to practice, some institutions are 

The mandate for nursing is to help 
legislators understand how nursing 
standards are established and then help
develop legislation with an achievable
agenda for political action by nurses at
the state level through the State Boards
of Nursing.
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Nurses employed at magnet hospitals have a high
degree of job satisfaction and a much lower than 
average turnover rate than nurses in other hospitals
of similar size.4

The magnet hospital program has grown
markedly since the original study. The ANA has es-
tablished rather rigorous standards for hospitals to
meet and obtain the magnet designation. Most hospi-
tals have found achieving magnet status to be very
challenging, and only a small percentage are able to
achieve it on the first try.5 However, hospitals that do
acquire magnet status have achieved a well-deserved
level of prestige among their peers. Nurses working at
these hospitals have more control over their practice,
and the end result is that higher-quality care is pro-
vided to the clients.6

Nursing Education Organizations
In the past, most nursing students entered the profes-
sion out of high school, and recruiting sufficient stu-
dents was not a huge
issue. Before the 1960s,
nursing was one of the
few occupational oppor-
tunities for women. Soci-
ety has changed markedly
since that time, and now
women have opportuni-
ties to pursue more fields
that were traditionally male dominated. Recently,
however, there has been a trend for students seeking
nursing school admission to be in their late 20s and
early 30s. Some are associate or baccalaureate gradu-
ates looking for a second career, possibly motivated
by the well-publicized nursing shortage and the
promise of a well-paying career with lots of job secu-
rity. So far, the effect of recruiting nontraditional stu-
dents has not reduced the nursing shortage or its
projections for the future. Increasing the supply of
nurses by any means remains a high priority for
heading off the impending nursing shortage.7

One cause for the nursing shortage that has
been identified is the acute shortage of nursing school
faculty, which causes nursing schools to turn away
qualified students. Although there has been some
movement to resolve this issue, the American Associ-
ation of Colleges of Nursing reports that 75,587 qual-
ified applicants were still being turned away from
nursing programs in 2011, primarily due to a faculty
shortage and resource constraints.8 For those who do

choose to enter the nursing profession and manage to
get into nursing school, the future looks bright. There
are many opportunities, and health-care facilities are
beginning to appreciate and reward nurses at the 
level they deserve. Funding to increase educational
resources is essential to help resolve the nursing
shortage.9 The best source would be to contact a fed-
eral representative to ensure that funding for nursing
education is placed in the federal budget.

POLITICS AND POLITICAL ACTION

Politics can be seen as the complex interaction 
between public policy and various public and con-
stituent interests. Politics is directly and indirectly 
influenced by the self-interest of political officials,
both elected and appointed. The mass media also
have both a direct and indirect impact on the political
process through numerous political commentators,

commercials, and investi-
gations into the back-
grounds of selected
political figures.

Political action is
a set of activities, meth-
ods, tactics, and behaviors
that affect or potentially
affect governmental and

legislative processes and outcomes. Examples of 
political action include grassroots efforts to change
policies or deal with issues such as voters’ rights.
Grassroots refers to political movements that start
at the local level by volunteers in the community
who give their time to support an issue that is im-
portant to them. These are typically spontaneous in
nature, unlike the movements that are organized
and supported by money from traditional political
organizations. 

Another example of political action is the 
activities of lobbyists to change elected officials’ opin-
ions or votes and support the give and take of politi-
cal compromise within legislative bodies. A lobbyist
is anyone who talks to a legislator to express his or
her opinion about an issue that interests them. Lob-
byists provide information about issues that legisla-
tors may know little or nothing about. For example,
nurses who speak with legislators about health care or
nursing issues they wish them to support are acting 
as lobbyists. Most legislators come from a legal or

Nurses employed at magnet hospitals
have a high degree of job satisfaction
and a much lower than average
turnover rate compared with nurses 
in other hospitals of similar size.

“
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business background and are often very appreciative
of health-care information from nurses. 

The image of lobbyists has been tainted in
recent years because of the excessive amounts of
money provided by large corporations and personal
interests groups to change legislators’ positions on 
issues. Although there are regulations to control 
this type of activity, some savvy lobbyists have found
loopholes and ways around them. (For more infor-
mation, go to http://dc.about.com/od/jobs/a/
Lobbying.htm.)

A Series of Processes
Government is often thought of as a series of processes
used to maintain society. As both an element of and 
a result of politics, government is also influenced by
the forces that drive politics. The three concepts that
constitute politics include partisanship, self-interest,
and ideology.

Partisanship
Partisanship refers to membership in a political party.
Because of its limited scope, this chapter focuses on
Democrats (who tend to be progressives or liberals
and are considered to be on the “left” side of the 
political spectrum), Republicans (who tend to be
conservatives or Tea Party and are considered to be
on the “right” side of the political spectrum), and to

a lesser extent, Independents (who tend to be pop-
ulists and incorporate positions that are both left
and right).

Self-Interest
Self-interest is almost always the most important 
factor in politics. It dictates the kind of issues that
legislators become involved in and present to their
constituencies as the key issues. For instance, a con-
gressman who resides in a blue-collar industrialized
district that has a majority of constituents who sup-
port unionization will most likely be pro-union. The
legislative structure in the United States was designed
so that elected officials represent the people in their
districts rather than having the whole population of
the country trying to make policy decisions. If a can-
didate does not represent the beliefs of the district, it
is unlikely that he or she will succeed in that district. 

In the larger world of electoral politics, the
principle of self-interest often means that an elected
official will not make legislative or political decisions
that could lead to professional damage, namely loss of
an election. There have been exceptions to this rule
where elected officials were so ideologically commit-
ted to an issue that they defied conventional wisdom
and made decisions that went against their self-interest.
When the politician’s ideology doesn’t represent 
his or her constituents, they are often not reelected.

3972_Ch19_452-482  29/12/14  1:55 PM  Page 456



C h a p t e r  1 9 The Politically Active Nurse 457

Generally, to be effective in politics, a person needs to
understand and accept the self-interest of his or her
constituents and use it as the driving force in political
decision-making.

Ideology
Ideology is a broad concept that embodies the beliefs
and principles of an individual or group. However,
within each group, not every member shares the same
opinion on every issue. For instance, persons can be
conservative on fiscal issues and liberal on social ones.
Conservatives, ultra-conservatives (e.g., Taxed Enough
Already [T.E.A.] Party), liberals, populists, libertarians,
and radicals represent six examples of ideologies. It is
important to understand the underlying principles that
influence one’s policy decisions. Ultimately, all groups
have a vision for an America in which all citizens can
prosper. They differ mostly on who should be responsi-
ble for ensuring that happens. However, it is important
to consider all ideological
visions  as a right to free
speech so that America re-
mains free. These opposing
ideologies act as counter
points for each other and
prevent  one ideology from
taking over the govern-
ment and moving the country in just one direction.

Conservatives
Traditionally, conservatives support personal responsi-
bility, individual liberty, smaller government, fewer reg-
ulations, less federal involvement in everyday life, lower
taxes, social programs that support personal growth
rather than encourage dependency, and strong national
defense. The general characterization of the conserva-
tive belief system is “less government equals better gov-
ernment.” Many base their ideology on the famous
saying of President Ronald Reagan: “Government is not
the answer to the problem; it is the problem!” (See
http://www.youtube.com/watch?v=6ixNPplo-SU.)

Applied to the current range of issues, conser-
vatives tend to be pro-life and believe in taking personal
responsibility for family planning. They are typically
pro-gun ownership, pro-personal ownership of prop-
erty without any limits and property rights, pro-en-
forcement of immigration laws, pro-death penalty,
anti-public education,  in support of  fewer regulations
for business, and against government-controlled health
care. They believe that lower taxes, free enterprise, and

capitalism are the ways to generate more jobs, increase
wages, and improve the overall standard of living for all
U.S. citizens, and they believe that the government is
not empowered to prevent free exercise of religion in
the public domain. Conservatives, as a demographic
group, tend to be older, possibly due to life experience.
(For more information, go to http://www.c-span.org/
video/?318148-11/2014-conservative-political-
action-conference-demographics-panel.)

Progressives
Progressives, also known as liberals, believe that gov-
ernment has a moral responsibility to do good for soci-
ety and that government intervention is necessary to
achieve equality for all citizens. They believe that only
government can alleviate certain social problems be-
cause of its size, organizational structure, and virtually
unlimited funding ability. Progressives maintain that a
big business approach is not workable for taking on

problems and taking over
systems that produce little
or no profit, such as social
programs, health care, and
education. This ideology 
traditionally translates into
larger government struc-
tures, taxes at a level to

maintain programs without deficit, and more spending
for a wide range of social programs to guarantee that no
one is in need. 

Progressives are traditionally pro-environ-
ment, pro-choice with government funding for
women’s reproductive issues, pro-gun control, pro-
universal health care, pro-voters’ rights, pro-public
education, and anti-limits on immigration, including
providing all their educational and health benefits and
supportive of minority groups rights. They believe that
government has the right to use eminent domain to
seize private property even if it is given to private en-
terprises to better the community for all. They also 
believe that religion belongs in places of worship and
in the home but never in the public domain.

Populists
Populists are probably the most dominant political
force in the United States at a grassroots level. Al-
though populists in general do not like paying high
taxes, ideologically they may represent a variety of
positions on any particular issue. For instance, one
group of populists may be against restrictions on gun

Most legislators come from a legal or
business background and are often very
appreciative of health-care information
from nurses.
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ownership, whereas another group of populists may
be pro-gun control.

The common bond among all populists is
that they have a sense of being burdened by a large,
oppressive government structure. Populists constitute
the middle ground between liberals and conservatives
and are often considered the group that has the most
influence in deciding national elections.

Libertarians
As a political partisan group, libertarians used to 
differ from populists because they often did not take
overt political action as much as the populists did.
However, in recent years a small but vocal group of
libertarians has been elected to national political of-
fice and has managed to push the majority of elected
conservatives towards their ideology. They believe
in strong fiscal conservatism, dislike paying taxes,
and have taken up ex-
treme conservative posi-
tions on the size and
function of government
and all social issues. They
have become embroiled
in ideological battles over
gun control, health care,
schools, and reproduc-
tive rights issues such as abortion.  They believe
strongly in state rights over the Federal Government
and believe that all choices, except over reproductive
rights, should remain with the individual rather
than with the government.

Radicals
Radicals exist at both ends of the ideological spec-
trum in both of the major parties. It is important 
to recognize that, although most voters tend toward
the middle of the political spectrum between conser-
vatism and liberalism, radicals attempt to force their
parties to the extreme ends of the spectrum. Some-
times a person may be labeled as a radical just 
because they do not agree with another person’s or
group’s position or belief. 

UNDERSTANDING THE PLAYING FIELD

Structure
The three branches of the U.S. government are the 
executive, judicial, and legislative branches. These

branches exist simultaneously at the federal, state,
and local government levels.

The Executive Branch
At the federal level, the executive branch consists of
the president, vice president, cabinet, and various 
executive administrative bodies. Only the president
and vice president are elected by the people. The oth-
ers are appointed by the president and accountable to
him, not to the constituents. The executive of a state
is the governor, who is elected by the people. Boards
and commissions can also be construed as part of the
executive branch because they are appointees of the
chief executive. In county government, one or more
elected county commissioners function as executives.
Larger cities usually have an elected mayor. Smaller
cities and townships sometimes also elect mayors 
(see Fig. 19.1 and Box 19.1).

The Judicial Branch
The judicial branch is the
court system. It is impor-
tant to note the distinction
between federal court, state
court, and local court; ap-
peals and supreme courts

are found at both levels. At the federal level, there 
is the Supreme Court, federal courts of appeal, and
district or circuit courts. At the state level, there are
supreme courts, appeals courts, and the lower courts.
Many cities and counties also have a local court 
system. Justices in the federal system, including the
Supreme Court justices, court of appeals judges, and
district court judges, are nominated by the president
and confirmed by the U.S. Senate, as stated in the
Constitution. State court judges are selected in a vari-
ety of ways; some are elected, some are appointed for
a given number of years or for life, and others by a
combination of these methods (e.g., appointment 
followed by election). Local court judges are usually
elected.

The judicial branch of government should
not be discounted nor perceived as unimportant to
nurses. Over the years, both federal and state courts
have decided several important issues that have an 
effect on the practice of nursing. These include the
U.S. Supreme Court’s decision regarding the right of
nurses to organize into collective bargaining units,
the requirement of health-care providers to report
potentially violent clients to the police, the obligation

Self-interest is almost always the most
important factor in politics. It dictates
the kind of issues that legislators become
involved in and present to their con-
stituencies as the key issues.

“
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F i g u r e  1 9 . 1 The organizational structure of the U.S. government.
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of nurses to refuse to carry out physician orders they
deem dangerous, and criteria permitting nurses to
withdraw life-support measures. New test cases 
that are continually being brought before the U.S.
Supreme Court have the potential to dramatically
change the way nurses are perceived and what they
are permitted to do in the workplace. Because of the
influence courts can have on nursing practice, it is
important to be aware of judicial decisions and keep
them in mind when electing judges to office. 

The Legislative Branch
At the federal level, the legislative branch of govern-
ment consists of the House of Representatives and the
Senate. Each state also has a legislative branch of gov-
ernment, and, except for Nebraska, all states have a
bicameral legislature with both a house of representa-
tives and a senate. The primary function of the legisla-
tive branch of government is the formation of policy
by making laws.

Key Players in the Legislative Process
Members of the legislative branch of government
have a wide range of ability and influence. It is im-
portant to remember that legislators are human and
respond to the same forces that all people respond to,
including interpersonal dynamics, peer pressure, and
both internal and external factors. They are elected 
by the people to represent their views and, as such, 
it is essential to ensure that they do that rather than
focusing on their own self-interest. 

The Majority Leader
The majority leader in the House of Representatives is
the person who generally supervises and directs the
activities on the House floor. Some consider this to be
the most powerful job in politics. The majority leader
has control over the legislative calendar, which ulti-
mately determines when many of the House session
activities take place and even when, or if, bills are in-
troduced for consideration. The majority leader is
also the central figure in crafting the budget, which is
the most important activity the legislature performs
on an annual basis.

The Majority Whip
The majority whip is responsible for collecting votes
when legislators may be leaning toward voting
against their party. At the same time the majority
leader is supporting a bill, the whip is negotiating on
the House floor for the votes necessary to pass the
bill. The whip is responsible for collecting support
and votes for various issues both during the legisla-
tive session and when it is in recess.

The Minority Leader
The minority leader represents the party that does not
have a numerical majority in the House and helps or-
ganize support against bills introduced by the majority
leader. The minority leader presents an alternative
point of view. There is an expression in the legislature:
“The majority will have their way, and the minority
will have their say.”

B o x  1 9 . 1
Know the Structure to Play the Game

One of the keys to creating power is understanding the organizational structure of the government. The Con-
stitution of the United States establishes three separate branches of the federal government: legislative, judi-
cial, and executive. Unless specifically granted to the federal government by the Constitution, the powers are
supposed to go to the individual states. However, since the Constitution was signed, the federal government
has taken on more power than was originally intended by the framers. It is the role of the state governments to
serve their citizens within these parameters and to delegate discrete areas of activity to local governments.

Beneath the federal and state level of government, there exist five layers of local government identified by
the U.S. Census Bureau: county, municipal, township, school district, and special district governments (which
include various utility, construction, and facility authorities). The qualifications for the classification of these
local government structures are generally determined by the parent state governments. State governments
are defined by their individual state constitutions and in turn delineate responsibility for the local governments.

Nurses must understand that there are three levels in each governmental sector: federal, state, and local.
These distinctions are important and are the most common source of confusion for nurses.
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In most cases, the majority party has the ca-
pacity to pass almost any bill they support over the
objections of the minority. The minority leader usu-
ally only has the capacity to speak against it. How-
ever, there are some issues that legislators will almost
never vote against: “mom,” “pop,” and “the little
guy.” When these issues are included in a bill, most
legislators will support it even if they must vote
against their party. To ensure representatives vote the
will of the people, they need to hear the opinions of
their constituents.

The Conference Committee
The conference committee attempts to reconcile dif-
ferences in bills where one is passed by the House and
another by the Senate on the same issue. The rules
governing the structure, composition, and function 
of the conference committee vary from state to state.
Generally, they consist of an equal number of ap-
pointed members
from both the House
and the Senate. Often
a specified combina-
tion of votes, such as
two votes from the
House and two votes
from the Senate, is
necessary to approve a
compromise bill and
move it out of committee.

Caucus. Each caucus develops its own internal gover-
nance structure and leadership, including a speaker
who leads the caucus and speaks for the group. After
a group member achieves a leadership role, he or she
must try to balance the wishes of the group against
his or her own political survival in the caucus and the
political pressures exerted by the larger world.

THE POWER OF THE MEDIA

The media and the voters are external forces that influ-
ence policymakers. The media have become a tangible
power in government, often driving and shaping pub-
lic opinion that eventually evolves into a legislative
agenda. The public often perceives media personalities
as the people who know, write, and speak about im-
portant public issues and matters of substance.

When Is It News?
Although they claim to be 
objective, the major news or-
ganizations decide what is and
what is not news. They can
focus on certain elements of
the news, making them more
exposed and public, thereby
seeming to be more impor-
tant. For many years, it has

been suspected that the major news media outlets
tend to focus their stories on those issues important
to the ideological principles of liberals. As a counter-
balance, other networks were developed to provide
the viewpoint reflecting the ideological principles 
of conservatives. 

In recent years, the Internet has become a
major source of information for people. Those inter-
ested can, and should, view the positions of both sides
of the issues and determine which one best fits their
views and beliefs without newscasters emphasizing
their opinions. And, just as it is when doing research
in nursing, it is advisable to locate and read the origi-
nal sources rather than count on the presentation of
an issue presented by news agencies that may only
present the positions that support their viewpoint.
(For more on website credibility, see Chapter 18.) 

Politicians well versed in electronic media
have learned to use this media form as a tool to get
their message out. Younger voters no longer rely on
the national networks’ nightly newscasts to get their

It is important to recognize that, al-
though most voters tend toward the
middle of the political spectrum between
conservatism and liberalism, radicals 
attempt to force their parties to the 
extreme ends of the spectrum.

“
”

What Do You Think?

?
Who do you know in the legislature of your state govern-
ment? Who is your representative or congressperson? Make
a list of the things you would want that person to do for
health care and the nursing profession.

Caucuses
Caucuses are formed when the legislature divides into
groups consisting of people with mutual interests.
These groups operate as a unit, trading on their ca-
pacity to bring a block of votes for or against an issue
or bill, rather than an individual vote. Examples are
the Senate Nursing Caucus, the Women’s Caucus,
Black Caucus, the Hispanic Caucus, and the Business
Community Caucus.

Although caucuses may be bipartisan, many
are partisan. For example, the largest caucus groups
are the Democratic Caucus and the Republican 
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information about politics and other issues, but use
the Internet and the short “sound bites” through
which it conveys ideas. Some politicians have learned
that the Internet is a practically free and unrestricted
way to publicize their positions and slant their infor-
mation. Keep in mind when viewing these sites the
ideological position of the creator. It is always best to
also consider the counterargument before making a
personal decision. Most legislators now have weekly
newsletters and updates by e-mail and wireless media
that they will send out to anyone who wishes to sign
up for them.

Often, fringe radical groups put rather 
sophisticated and professional-looking political 
advertisements on the Internet that attack the other
candidate in a personal way or falsely attribute a radi-
cal viewpoint to their own candidate. In other cases,
unsubstantiated or even blatantly false charges are
made against a candidate on the Internet by partisan
elements. These ads and
charges are then picked
up by the network media,
and candidates have to
spend time and money
letting the voting public
know that the ads or
charges are not true or
not from them and that they do not support the 
position. However, once these stories are out in the
media, they often become true whether they are or
not and the media may not highlight any corrections.

Election by Media
Before media campaigns became the norm, with mil-
lions of dollars being spent on television and radio
advertising, the printed news media used to publish
what the candidate said and often printed whole
speeches. This approach allowed the public to read
the speeches and make up their minds about which
issues the candidate supported. Today, the trend is 
to give a 30-second sound bite of a speech, then have
10 minutes of political analysis by a well-known com-
mentator who tells the public his or her opinion of
what the candidate is saying.

Some of the printed media have adopted a
similar approach to political issues. In newspapers, 
it is not unusual to see a lengthy editorial comment
positioned next to a statement made by a candidate.
Elected officials have a great respect for the power of
the media to influence public opinion. The media can

be used by a candidate to give them an advantage 
for election.

Unfortunately, in recent elections, huge
sums of money from foreign countries with business
interests in the United States have been funneled
through political organizations and PACs in an effort
to influence election outcomes. Because the laws that
required the tracking of these sources of money have
been repealed, no one really knows where the money
comes from. The result has been a blizzard of negative
political attack ads that can influence the outcome of
both state and national elections.

Legislator Beware
Legislators, while recognizing and using the power 
of the media to promote their messages, have also be-
come wary of it. Statements made by them are at risk
of being taken out of context and used to undermine
the real intent of their message by news organizations

and websites that oppose
their views. So, while it is
important to use the media
to promote their position,
it also puts them at risk for
potentially unfair criticism.
Political organizations that
support candidates for

election have become highly sensitized to the negative
advertisement attacks and generally try to post rebut-
tal ads within 24 hours of the airing of attack ads.
This helps prevent the attack ad from going viral. But
it remains important to beware of media presentation
of issues without checking with the original source to
make sure the presentation or sound bite has not
been taken out of context.

A Story With Legs
As an example, suppose a legislator has a large popu-
lation of senior citizens in his district who have sup-
ported him for many years. The legislator publicly
supports senior citizen issues and believes that the
senior citizen support will always be there. However,
during an election campaign, a political opponent’s
investigation uncovers information that the legislator
voted against several bills that would have increased
senior citizens’ benefits. Keep in mind that amend-
ments are routinely added to unrelated bills. So, the
legislator may have not voted for a bill he views as
detrimental to his constituents but an amendment
that was beneficial to them was added on. So, while

The media have become a tangible
power in government, often driving and
shaping public opinion that eventually
evolves into a legislative agenda.
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he may agree with the amendment, he elected not to
vote for the entire bill. Still, an opponent can take that
fact out of context and use it to harm the legislator’s
reputation.

Scandals involving moral issues, such as 
sexual misconduct, have overshadowed all other is-
sues recently, even those as serious as violations of
the U.S. Constitution, such as the erosion of separa-
tion of powers and misuse of executive power. If a
legislator’s opponent finds something that is ques-
tionable and posts this information on some obscure
website, it can be picked up by the network media,
immediately reported on television news programs,
and make the front page of the local newspaper. 

If the story develops “legs,” meaning it takes
on a life of its own and continues to grow without
further information from the opponent, it will be on
other Internet sites, all the television news programs,
and in the major national newspapers. Eventually, the
major networks will
do investigative re-
porting on the issues.
The talk show and tel-
evision tabloid pro-
grams will become
interested and begin
interviewing people
who know or have
heard more “dirty little
secrets” about the leg-
islator. A normal news cycle is about 24 hours, which
means that a story will be reported for one day, then
dropped for the next new thing. Stories with legs can
stay in the news for days or even weeks and the media
often do little to correct a misleading story.

The Internet has contributed to the “legs”
phenomenon. Today, almost everything a person in a
public position has ever said or done is recorded on
tape somewhere, and political websites show these
recorded clips. If they are entertaining enough, they
are often picked up by the network media and shown
over and over again, giving the information a much
wider audience than it might otherwise have had. 
Internet-savvy people are proficient at “data mining”
and can obtain private records and information on
individuals running for office. This information can
become a potent tool in the hands of a political rival.
Unfortunately, in some instances the actual story 
may be untrue but since it gets so much exposure by
respected news sources, it becomes true. 

At this point, the legislator who is the sub-
ject of that story is in political jeopardy. There is little
that a politician fears more than being the subject of
this type of negative story. Constituents need to be
wary of stories such as these. It would be good to con-
sider who may be the beneficiary of the story before
accepting it as fact. It is also a good reason to get to
know your representative by keeping abreast of the
work he or she is doing and how he or she votes. That
can help discern whether the information might be
true or not or if it seems to represent the positions
that representative generally takes.

THE POLITICAL PROCESS

Laws maintain order in a complicated society and
regulate the interactions of its citizens. As society be-
comes more complex, existing laws are analyzed or

new ones are passed to ensure
they are still relevant for the
survival and smooth function-
ing of the population. 

Who Introduces
Legislation?
Where Laws Begin
Laws are legislative, meaning
they are passed by Congress
and signed by the president.

For example, although computers and electronic
communications have increased the quantity of infor-
mation individuals can process and the speed at
which it is transmitted, they have also added to the
complexity of the world. Just a few years ago, there
were no laws that dealt with hacking, computer fraud,
computer theft of bank funds, or online pornography.
Today, there is an ever-growing body of law that 
focuses on computers, and whole sections of police
agencies, such as the Federal Bureau of Investiga-
tion’s Computer Crime Unit, are dedicated to enforc-
ing these laws. Where do ideas for laws and policies
come from, and how do these ideas become laws?

Elected Officials
Any elected official, including governors, mayors,
county commissioners, and city council members,
can propose a program or initiative that requires 
passage by the legislature. These are called legislative
laws. This initiative is called a bill. The elected official

Laws maintain order in a complicated
society and regulate the interactions of
its citizens. As society becomes more
complex, existing laws are analyzed or
new ones passed to ensure they are still
relevant for the survival and smooth
functioning of the population.
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goes to the legislative leadership in the parties and
asks them either to submit the bill or to help move
the bill through the legislative process.

Lobbyists, the constituency, and advocate
groups are a major source of proposed legislation.
They represent various interests ranging from pub-
lic interest groups to corporate lobbyists. Lobbyists
frequently craft legislation and then pass it on to a
friendly legislator. Consumer groups are often visi-
ble at the legislature through demonstrations and
lobbying.

Constituency groups are groups of individu-
als and networks of people who share common inter-
ests and concerns with a major organization. They
work collaboratively with the primary organization
on specific issues to support and develop policies and
provide additional voices to influence legislators’
opinions. For example, the ANA is composed of indi-
vidual nurse members who are interested in advanc-
ing an agenda that promotes a range of issues based
on quality health care and the nursing profession. 
The state nursing associations and other organiza-
tions such as the National Organization of Nurse
Practitioner Faculties or the American Association 
of Critical-Care Nurses (AACN) are constituency
groups to the ANA.

Advocacy groups are sometimes known as
pressure groups, campaign groups, or special interest
groups and are different from constituency groups in
that their main focus is to change the way the public
views an issue. Advocacy groups can range from 
very small to very large and freely use the media to
increase their power and influence. They can be moti-
vated by a current hot political issue or a long-term
issue that affects society. Examples of these groups 
include organizations such as the AARP, who are
concerned about the long-term effects of legislation
on the elderly or groups like Prolife America and the
House Obamacare Accountability Project (HOAP)
that focus on issues that are in the current headlines.

Government Agencies
Legislation is also generated from government agen-
cies. When agencies are seeking fee increases or 
another type of policy reform, they can introduce
legislation. For example, policy reforms in the Inter-
nal Revenue Service are a type of agency-initiated
legislation. Frequently the employees of the agency
draft the legislation and then direct it toward a sup-
portive legislator.

These agencies can also create regulations
referred to as administrative law. Bureaucratic
agencies, such as the Department of Health and
Human Services (DHHS), create the regulations 
of issues under their authority. These regulations
that have the force of law can be problematic, as
they are written by unelected administrators, so
elected representatives are not accountable for the
consequences of imposing these regulations on
their constituents. This process is one of the criti-
cisms of the Affordable Care Act (ACA). The bill 
as passed defines outcome goals and provides the
DHHS with wide authority to write the rules. That
places the responsibility on unelected administra-
tors and provides some cover for elected officials
who then do not need to take responsibility for 
any problems.10

What Drives Legislation?

Funding. Because almost all government agencies 
depend on legislative funding to sustain their opera-
tions, they become actively engaged, overtly or covertly,
in seeking the passage of a budget that will sustain their
survival.

Public Demand. Legislators are very careful to listen
to the demand of their voters and avoid voting
against an issue to which the majority of their con-
stituents disagree. A classic example of this process
was seen in New Jersey, where a child was sexually
molested and murdered by a known convicted sex
offender who moved into the child’s neighborhood.
The tragedy prompted a public outcry: How 
could this happen? Something needed to be done!
Ultimately, the outcry produced the now famous
Megan’s Law, which requires public disclosure of 
a known sex offender’s residence. The power of in-
dividual constituents to demand laws or changes 
to laws should not be underestimated. Legislators
listen and will conform to the will of the people if
they hear from enough of them.

Program Issues. These issues recur periodically and 
require legislative attention. Requests for increases 
in television cable rates constitute an example of a
programmatic issue. The cable industry will be very
interested in the outcome of legislation that may 
affect what they can charge for their services. Both
cable and consumer group lobbyists actively seek the
opportunity to influence key legislators on these and
similar issues.
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Constituent-Specific Issues. Groups of voters may have
specific interests that can lead to introduction of a 
bill. For example, in legislative districts where a large
population of senior citizens resides, the escalating
cost of prescriptions may be an important issue. 
Legislation specific to that constituency will be intro-
duced at a greater rate than in areas with fewer senior
citizens. Issues related to nursing practice regulations
fall into this category.

How Bills Become Law
The Tracking Number
Legislators in both the House and the Senate can in-
troduce a bill from any source into their respective
chambers. Additional legislators can sign on as the
bill’s cosponsors. A bill is considered to be strong if 
it has strong sponsorship, including a number of
powerful cosponsors, a
high degree of biparti-
sanship, and the inter-
est of powerful
individuals, both polit-
ical and nonpolitical.
After the bill is intro-
duced, it is taken to
the chief clerk, who 
assigns it a number
that permits it to be
tracked throughout
the process.

In committee, they consider written com-
ments on the measure, hold hearings in which wit-
nesses testify and answer questions, make any needed
changes based on the information gathered, and then
send the bill to the full chamber for debate. Confer-
ence committees, usually composed of standing com-
mittee members from the House and Senate who
originally considered the legislation, help reconcile
one chamber’s version of a bill with the other’s. 

It is no coincidence that most bills die in
committee. Invariably, the leadership discusses their
expectation for the bill with the committee chairs. 
If the leadership wants a bill to fail, it is referred to a
committee that will never vote on it or will pass it on
to the House.

In the U.S. Congress, the committees with
greatest jurisdiction over health matters and their sub-

committees are the following:

• House Ways and Means
Committee: Social Security
and Medicare (health-care
subcommittees)

• House Commerce Commit-
tee: Health legislation, 
including Medicaid (Sub-
committee on Health and
the Environment)

• Senate Finance Committee:
Medicare and Medicaid
(health subcommittees)

• Senate Labor and Human Resources Committee:
Health legislation in general; also works coopera-
tively with the Senate Finance Committee in consid-
ering issues involving Medicare and Medicaid

• House and Senate Appropriations Committee: Au-
thorizes all money necessary to implement action
proposed in a bill (subcommittees for labor, educa-
tion, and health and human services)

The Next Step
As a result of full committee hearings, several things
may happen to a bill. It may be:

• Reported out of committee favorably and be sched-
uled for debate by the full House or Senate.

• Reported out favorably, but with amendments.
• Reported out unfavorably.
• Killed outright.

For example, a bill reforming the way judges
are elected ideally would go to the judiciary committee.

A bill is considered to be strong if it has
strong sponsorship, including a number
of powerful cosponsors, a high degree of
bipartisanship, and the interest of power-
ful individuals, both political and non-
political. After the bill is introduced, it is
taken to the chief clerk, who assigns it a
number that permits it to be tracked
throughout the process.

“

”What Do You Think?

?
Visit your state legislature’s website and identify two bills
that deal with health care. How do you feel about these
bills? How should your representative vote on this issue?
How can nurses influence these bills to ensure effective
health-care policy?

The Committee
After the bill is assigned a number, it is referred to a
committee. Most congressional committees deal with
passing laws. Thousands of bills are proposed in both
chambers of Congress, but only a small percentage
ever gets considered for passage. A bill that is favored
usually goes to a committee that focuses on the issues
that the bill would address, but House and Senate
leaders decide which committee considers the bill.
This decision, greatly influenced by politics, is critical
to the survival and ultimate passage of a bill.
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However, there is no legal requirement that the
Speaker of the House or the Senate president pro
tempore send the bill to any particular committee.
For political reasons, the speaker may refer the bill to
the committee on intergovernmental affairs, where it
will languish and die.

Can the Bill Survive?
For a bill to survive, its sponsor must have the knowl-
edge and the political standing to move the bill out of
committee. If sponsors are truly committed, they will
trade on their political capital. Political capital gen-
erally refers to some type of favor or action that a
politician can exchange for something he or she
wants. It is an extremely important element in the
legislative process and consists of, but is not limited
to, votes, amendments to bills, appointments, and
support from constituency groups. Political capital
often consists of an “if you vote for my bill, I’ll vote
for your bill” type of ex-
change. Legislators can be
pushed into considering a
bill they would prefer not
to if they get feedback
from enough of their 
constituents. 

A Scheduled Debate
After a bill has been re-
ported out of a House
committee (with the exception of the Ways and
Means and appropriations committees), it goes to
the rules committee, which schedules bills and de-
termines how much time will be spent on debate
and whether or not amendments will be allowed. 
In the Senate, bills go on the Senate calendar, after
which the majority leadership determines when or
if a bill will be debated.

After a bill is debated, possibly amended, and
passed by one chamber, it is sent to the other cham-
ber, where it goes through the same procedure. If the
bill passes both the House and the Senate without any
changes, it is sent to the president for signature.

Opposing Versions
However, if the House and Senate pass different ver-
sions of a bill, the two bills are sent to a conference
committee, which consists of members appointed by
both the House and the Senate. This committee seeks
to resolve the differences between the two bills; if the

differences cannot be resolved, the bill dies in com-
mittee. When the conference committee reaches
agreement on a bill, it goes back to the House and
Senate for passage. At this juncture, the bill must be
voted up or down, because no further amendments
are accepted.

Passage or Veto?
If the bill is approved in both houses, it then goes to
the chief executive—at the federal level, the president,
or at the state level, the governor—who makes deter-
minations about the bill. Governors can do one of
two things: sign the bill into law or actively veto it. At
the federal level, the president has the same options,
with the addition of the pocket veto. Pocket vetoes,
found only at the federal level, occur when the presi-
dent, rather than actively vetoing a bill, simply does
not sign it so that it does not become law. If vetoed, it
is sent back to the House and Senate. To override the

veto, a two-thirds vote by
both chambers is required.

The Fiscal Note
Clearly, the passage of a
law can be a long and diffi-
cult process. This is often
quite frustrating for action-
oriented nurses who are
used to seeing immediate
outcomes—forming plans

and making things happen quickly.
All bills that are passed need a fiscal note at-

tached to them. Therefore, the appropriations com-
mittee is operationally very powerful. A piece of
legislation that is passed without a fiscal note attached
will never become a law. Over the years, many pieces
of legislation have been passed by the legislature but
have been starved to death financially. These are
called unfunded mandates.

Housekeeping Bills
Major regulatory change occurs in laws in the form
of housekeeping bills. Legislators can use this tactic
to move a piece of legislation through the process,
especially when the bill is more significant than the
leadership acknowledges it to be. Although regula-
tory reform and change may seem tedious, they are
important to the legislative process and have the ca-
pacity to benefit the public immensely or do irrevo-
cable harm.

. . . there is no legal requirement that the
Speaker of the House or the Senate presi-
dent pro tempore send the bill to any
particular committee. For political rea-
sons, the speaker may refer the bill to the
committee on intergovernmental affairs,
where it will languish and die.

“
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Executive Orders
Executive orders provide the chief executive, the gov-
ernor or the president, with a means for moving an
agenda item forward. Executive orders are in many
cases a convenient way to formulate policy with mini-
mal involvement of the legislature. They also allow
the executive to make a statement about an issue that
can be entered on the public record.

The legislature can leave executive orders
uncontested or challenge them by characterizing
them as beyond the scope of the executive branch.
This may involve turning to the third branch of 
government, the judiciary.

HOW TO BE POLITICALLY ACTIVE

The first step in becoming politically active is to iden-
tify the specific goals that nurses, as a group, want to
accomplish.

Why Be Active?
Nurses recognize
many important issues
in today’s health-care
system:

• Increasingly acute
conditions of hospi-
talized clients, who
require higher levels of care and more complex levels
of support than ever before

• Increasing responsibilities for nurses in supervision of
rising numbers of unlicensed health-care personnel

• Loss of control of the work environment caused by
managed care organizations

• Ever-shortening hospitalizations resulting in clients
being sent home “quicker and sicker”

• Attempts by non-nursing groups to alter nurse
practice acts and change the nature of state boards
of nursing

Any one of these issues can become a focal
point at which nurses aim their considerable political
power.

For example, most nurses are concerned that
RNs, who have traditionally been at clients’ bedsides,
are being replaced by individuals who are less pre-
pared and less able to deal with high-acuity clients.
Nurses believe that when they are replaced in large
numbers by unlicensed assistive personnel, including

nursing assistants, and by personnel who provide
specific services, such as technicians who sit in front
of cardiac monitors, the quality of client care de-
creases. Nurses know that these technicians often take
on responsibilities for which they have had little
training. Rarely are there established national stan-
dards that require these assistive personnel to
demonstrate their ability to provide a specific level of
care, or even standards that protect public safety.11

Feeling Powerless
Nurses are usually employees at will and can be fired
for any reason. Although some efforts have been
made in this direction, whistle-blower protection is
generally not available to protect nurses who wish to
speak out against unsafe staffing levels or employ-
ment practices. Nurses are, at times, torn between
their obligations to maintain high standards of safe,
ethical care, and their obligations to their families.

Although nurses often
feel powerless against a mono-
lithic health-care bureaucracy,
in reality they have the poten-
tial to be a potent political
force. Nationally, with almost 
3 million nurses licensed to
practice, the nursing profession
constitutes the largest single
body of health-care providers
in the country.9

Finding a Voice
Nurses in all health-care settings are saying, “Some-
body’s got to do something about this situation.” 
The reality of the situation is that nurses themselves
are the best group for the job. Once nurses identify
exactly what it is that needs to be accomplished and
understand what is possible within the political
framework, they can use their significant political
power to make changes that will benefit both the
clients and the profession.

Three Groups of Constituents
Although most nurses understand the problems they
face as a profession, not all will be motivated to take
the steps to make changes. Some are more comfort-
able taking leadership roles in political encounters
while others prefer to follow and provide needed sup-
port. Others may want to get involved but need to
weigh family responsibilities and their perception of

Once nurses identify exactly what it is
that needs to be accomplished and un-
derstand what is possible within the 
political framework, they can use their
significant political power to make
changes that will benefit both the clients
and the profession.
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their ability to make a difference. As situations
change, they may choose to become more active.
Generally, however, they can be grouped by their
state of involvement and beliefs.

Group 1: Have a Little
One problem nurses in this group encounter is the
ongoing conflict between the status quo and progress.
They want to obtain more power and control, gain
more benefits, earn more money, and have more re-
spect as professionals. However, the strong desire to
advance is counterbalanced by fear of jeopardizing
their current jobs and/or their professional standing.
Their motivation to be something more, to do some-
thing new, or to believe in something bigger is held
back and pulled in another direction by their fear of
change or the demands of their personal life. The re-
sult of this internal tug-of-war is an attitude of inertia
and ambivalence that has prevented nurses from 
organizing politically and effectively using their 
numerical power.

Group 2: Want More
Despite the inertia and ambivalence of individuals in
the “have a little” category, some of the most notable
revolutionaries in history have come from this group,
including Thomas Jefferson, Martin Luther King Jr.,
and Loretta Ford, who founded the nurse practitioner
movement. Each of these individuals came from the
working middle class with a belief that it could be
made better and that they could “want more.” Nurses
who overcome their fear of change and risk their com-
fortable status quo position can make great strides in
the industry. They can use their actions as examples of
what individuals can accomplish to raise their own
motivation levels to a point at which they overwhelm
their trepidation.

Group 3: Sit Back and Watch
A third group of people, who share the inertia found
among the “have a little” and “want more” groups, are
the “do-nothings.” These individuals can be heard say-
ing things like, “I agree with what you are saying; I just
don’t agree with your means,” or “I’m not going to get
involved in this,” or “I’m too busy to belong to the or-
ganization.” The do-nothings tend to watch the activi-
ties of others, and if their efforts are successful, then
they will join in as beneficiaries because they feel they
have supported the effort from an ideological stand-
point. However, they avoid any active involvement in

politics. The 18th-century British politician Edmund
Burke recognized the danger of the do-nothings. 
He said, “The only thing necessary for the triumph
of evil is for good men [and women] to do nothing”
(http://www.goodreads.com/author/quotes/17142.
Edmund_Burke).

What Can One Nurse Do?
It is important to remember that politics is a free-
market enterprise open to anyone who is willing to
become involved and play the game. Success in the
political arena is contingent on three elements:

1. Knowledge and understanding of the process
2. The ability to offer something of value to the politi-

cal figure
3. The capacity to identify what will be necessary to

accomplish the objective

Anyone who is interested in becoming polit-
ically active must recognize that all candidates and
elected officials need three things: resources to run
their political operation (money and volunteers),
votes, and a means to shape public opinion. Learning
about politics through the mentoring process is often
a successful strategy for nurses who have had little
past political involvement but are interested in ad-
vancing a health policy. 

Resources
Money
Sufficient resources are essential to running a politi-
cal campaign. The first and most necessary resource
is always money. Would-be candidates soon dis-
cover that a lack of money to fund a campaign will
inevitably lead to political failure. An unfunded can-
didate cannot travel, send mailings, produce radio
and television commercials, post signs, or organize a
telephone bank.

Voters often fail to realize that political 
candidates are only as available as finances permit. 
Frequently, promising candidates lose because they 
fail to garner the financial resources necessary to run 
an effective campaign. Nurses can gain a candidate’s
support for issues by donating to his or her campaign
chest. Many nurses feel that they are just struggling to
make ends meet and do not have a lot of extra money
to spend on candidates. The reality is that everybody
can afford something, even five or ten dollars. Although
the small sum may not seem like much when compared
to the millions and millions donated by big business
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and foreign donors, because of the large numbers of
nurses, the small amounts will quickly add up. The
nurse’s name will show up on the candidates’ donor list
and he or she will be more likely to consider the nurse’s
opinion when they call or write about an issue.

Nurses can also contribute to PACs such as
ANA or state-level organizations that collectively can
have a greater voice than one individual.

Volunteers
A second important resource in an election cam-
paign is volunteers. Volunteers work in campaigns
by manning telephone banks, making literature
drops, placing signs, conducting voter registration
drives, and distributing issues electronically to gar-
ner more interest in one’s position. Usually political
candidates are very glad to have free help for their
campaigns, and many movements gain significant
traction at the local level.

Although
nurses may not be able
to make large mone-
tary contributions to a
candidate’s campaign,
they can always volun-
teer some time. Work-
ing closely with a
candidate on a volun-
teer basis allows individuals to discuss important 
issues and helps candidates who support issues im-
portant to nurses. Most candidates need a consider-
able amount of education on health-related issues
because of their lack of knowledge about medical and
nursing concerns.

Votes
Obviously, votes are essential to any candidate. If a
candidate does not have votes, he or she will not be
elected. One of the most significant activities nurses
can become involved in is to join and support a politi-
cal party and then vote in elections for the candidates
who most closely reflect the nurse’s value system and
fundamental beliefs.

Although the 14th and 15th Amendments
emphasize that the right to vote is the most funda-
mental act in a democracy, some individual states 
in recent years have enacted restrictions to voting
based on the need to save money. Also, in 2014, the
Supreme Court repealed several requirements in the
Voting Rights Act that prevented certain states from

enacting regulations that would restrict minority voting.
(For more information, go to http://www.washingtonpost.
com/blogs/wonkblog/wp/2014/01/16/the-supreme-
court-gutted-the-voting-rights-act-now-a-bipartisan-
gang-wants-to-put-it-back-together/.)

The first step in being able to vote is to
meet the established requirements for voting. These
are established by the individual states but are very
similar in many states. They include being a U.S. citi-
zen, establishing residency in a particular location,
not being a convicted felon (some states), and being
18 years of age or older. If the person meets these 
requirements, they next go to a location where they
perform voter registration. In some states this can be
done by mail or even at the voting poles the same
day as people vote. In other states, it is much more
restrictive and the locations may be at state offices.
Also, some states are now requiring a government-
issued photo ID, birth certificate, written proof of

residency, or passport. 
There are several dif-

ferent types of elections in
which people can vote. Local
elections are for the election of
local officials such as council
persons, mayors, and various
other local officials. State elec-
tions are for the election of

state officials such as governors, state senators, and
state representatives. General elections are for the
election of national officials such as the president and
vice president and are held every 4 years on the first
Tuesday in November. Sometimes local, state, and
general elections all occur at the same time or they
may be at different times throughout the year. 

Primary elections are for the selection of
candidates for the various levels of elections. These
are held at times selected by the governors of the in-
dividual states. Most states require that the person
voting must vote within their own party (i.e., if they
are Democrats, they must vote for a Democratic pri-
mary candidate; if they are a Republican, they must
vote for a Republican primary candidate), but there
are several states that have open primary elections
where the person voting can vote for any primary
candidate regardless of party affiliation.

Keep in mind that there is never a perfect 
fit with any political party. Almost everyone who be-
longs to a political party will disagree at some point
with some element of the party, usually with the 

Nurses can gain a candidate’s support
for issues by donating to his or her 
campaign chest. The reality is that
everybody can afford something, even
five or ten dollars.
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extremist views. However, differing opinions and be-
liefs should not be a barrier to membership in a polit-
ical party. The only way to change a view or opinion
is by active participation from within the party.

The ultimate political power is the vote.
Nurses must be registered to vote and must go to the
polls on election day. They can make the difference
for a candidate who supports legislation that empow-
ers nurses and who recognizes what is needed for
beneficial health-care reform.

Shaping Public Opinion
Candidates need endorsements from their constituents
(voters) so they can build their support base. They gen-
erally consider endorsements from nurses as one of the
most valuable assets to their campaign.

Public Trust in Nurses
Supporting nursing organizations such as the ANA
or the American Acad-
emy of Nurse Practition-
ers that lobby for the
concerns of nurses is 
essential because this is
exactly the type of organi-
zational endorsement that
candidates try to get. By
careful selection of candi-
dates who support legisla-
tion favorable to nursing and health care,
endorsements can give nurses the capacity to shape
public opinion, and those organizations have people
whose job it is to study the candidate’s position of 
issues important to the profession. Periodic polls 
conducted by national news magazines, asking read-
ers to rank various professions by how much they are
trusted, have consistently shown that the public views
nurses very highly, in the same category as police offi-
cers, firefighters, and teachers. For the past 10 years,
nurses have ranked number one on the Gallup Poll
list of the most ethical, honest, and trusted profes-
sionals, outranking the second-place finisher, phar-
macists, by 12 points. (For more information, go 
to http://www.gallup.com/poll/1654/honesty-ethics-
professions.aspx.) 

Why the Governor Matters
Nurses should use endorsements by choosing candi-
dates in campaigns that have an impact on important
issues. Often the campaign for governor falls into this

category because governors, as chief executives, have
a great deal of political power and can appoint people
to a number of boards, committees, and other posi-
tions. Nurses need to recognize that the members of
the board of nursing in their state, as well as other
important appointed positions in health departments
and other regulatory agencies, may be appointed by
the governor and that this board has the final deci-
sion on the way that nurses practice.

When nurses establish a working political
relationship with the governor either individually or
via their state nursing organization, the governor is
more likely to look favorably on them as those who
have sustained him or her, provided financial sup-
port, and given endorsements during the political
campaign. They will be the people the governor ap-
points to a board position.

Targeting endorsements will prevent nurses
from making blind political decisions. Candidates

should be assessed first on
their willingness to support
issues that nurses are inter-
ested in and then on their
capacity to win the election.

Grassroots Effort
A model for individual 
political development 
encourages grassroots in-

volvement in local issues. This model is based on the
belief that grassroots efforts may be more fulfilling
than involvement in partisan politics.12 This model is
an activity-oriented ladder, including activities at
four distinct levels:

• Rung 1: Civic involvement. Children’s sports, par-
ent-teacher association (PTA), neighborhood im-
provement group

• Rung 2: Advocacy. Writing letters to public officials
and newspapers and making organized visits to offi-
cials to discuss local issues

• Rung 3: Organizing. Independent organizing on local
issues, incorporation of single-issue citizens’ groups,
and networking with similarly situated citizens’ groups.

• Rung 4: Long-term power wielding. Campaigning for
oneself or another, local government planning, and
agenda setting.

Sometimes grassroots movements are not 
so grassroots. How can you tell the difference? The 
primary key is the funding source, which they often 

Another way to become politically in-
volved is to develop a political relation-
ship with an elected official at the state or
local level or a political operative who can
mentor and guide the nurse in finding a
route through the political maze.

“
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attempt to hide. If the source of money for the move-
ment is from a large corporation, a political party, or
other organization that has strong leanings toward one
particular position, it is not a true grassroots organiza-
tion. If large groups of people are bused in for rallies
from a great distance away and their signs are profes-
sionally printed, this may be a tip-off that they are being
funded by a politically motivated enterprise. Large
donors tap into a radical wing of the party with high
levels of anger and resentment over a particular issue or
event. Unfortunately, these types of groups can produce
the “arrow shot in the air” effect whereby no one knows
exactly where the arrow will land or when it comes
down. Unleashing a group of radical ideologues tends
to produce considerable backlash and over time can 
actually cost the party major elections. They can even
push the party to take positions that are detrimental to
achieving its fundamental goals.

True grassroots movements tend to be more
spontaneous and less well organized. They have little
funding and come from a locally developed move-
ment. They tend to focus on one particular issue, and
the life cycle of their organization is relatively short,
lasting a few weeks or months at most, although some
may spin off a better-organized group that can have
considerable political power.12

Nurses in Office
Most nurses prefer not to get involved in running for
political office. However, some do and achieve high
status in public office. Those congresswomen who are
nurses were mentioned earlier.

One way that nurses can become more po-
litically involved is to become knowledgeable about
key issues that may have an effect on health care
and the profession. Often issues that may not seem
at first glance to be associated with health care or
nursing, such a reducing taxes, have a very pro-
found influence on how a state can care for those
most in need. Almost always, the first items cut
from a budget are social and health-care programs
such as school nurses.

Another way to become politically involved
is to develop a political relationship with an elected
official at the state or local level or a political opera-
tive who can mentor and guide the nurse in finding
a route through the political maze. As discussed ear-
lier, the principle of self-interest is one of the most
critical elements in politics, and to establish a rela-
tionship with a political figure, nurses must demonstrate

that the issues they support have value to both them-
selves and to the politician.

Making Alliances
There are several ways that a nurse can decide who 
to support when becoming involved in the political
process. A first step is to identify those legislators in-
terested in issues related to health care and nursing.
Editorial opinion pieces in newspapers can give legis-
lators a sense of the issues of concern or check the
websites of your representatives to determine their
positions on issues.

It is a good idea to begin with local legisla-
tors and candidates, such as the state representative,
state senator, or councilperson serving the neighbor-
hood. Call their offices and find out when and where
they are scheduled to speak, then go and listen to the
speech to get a sense of who they are and what issues
they support. Their speeches and the way they answer
questions will reveal their ideology and partisanship.
Also, during question-and-answer periods, ask
elected officials what they think about issues impor-
tant to you.

Attending some of the partisan events that
occur during an election season or volunteering at
election headquarters will help with getting exposure
to prominent political figures. An advantageous way
to visualize the local political landscape is by observ-
ing who is talking to whom at the event. Nurses can
make their own assessments of political candidates 
by observing the candidates in action, calling their 
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offices for information, reading published literature,
checking their positions on their website, and talking
to people who know the candidates.

Beginning the process may seem difficult,
but once you decide to become politically active,
you’ll become more confident.

Know the Issues
For nurses to be successful in the political process,
they must know and understand the issues. At 
times an issue may be readily apparent in a nurse’s
community—for example, an increased number of
homeless people. Other issues are easily identified by
reading newspapers and a variety of websites that
focus on current issues. Issues are generally presented
in the editorial section; most newspapers also have a
political watch section, which reports the results of
any significant votes at the state and federal levels.
Keep in mind, however, that most media outlets have
a political view that influ-
ences the way they present
their news and opinions. It
is best to research an op-
posing view to get a full un-
derstanding of the issues.

The American
Nurses Association
(ANA) newspaper, Ameri-
can Nurse, is an excellent
source of information on issues of concern to the
profession. In addition, the American Journal of
Nursing Newsline feature and Nursing and Health
Care’s Washington Focus are excellent, easily read-
able sources of information in journals. Capitol Up-
date, the ANA legislative newsletter for nurses,
reports on the activities of its nurse lobbyists and on
significant issues in Congress and regulatory agen-
cies. This publication requires a subscription but is
available in most nursing school and hospital li-
braries. Most state legislatures now have online access
to their proceedings so that bills of interest to nurses
can be tracked as they progress through the legislative
process.

State nurses’ associations and many spe-
cialty nursing groups also publish newsletters or 
legislative bulletins. Many of these are free to mem-
bers but may be sent only when requested. Most
state nurses associations have websites where mem-
bers can find information on important bills that
will affect their practice or the health of their states.

Tracking these bills is very important. The best time
to influence a bill that will adversely affect nursing
practice or health care is by presenting an opposing
view when it is in committee. Writing or calling
committee members is key to the success of this tac-
tic. The practice in the past was to have public hear-
ings when a bill is in committee. This allowed for
thoughtful discussion about the effects of the bill 
on the various constituencies. However, in recent
years in some state legislatures where one party has
an overwhelming majority, some house speakers
have adopted the practice of not permitting public
debate in committee. They site “streamlining the
process” as the reason but use the practice to quickly
move their partisan agendas to approval. Con-
stituents often have less than 24 hours to do any-
thing while the bill is in committee.

Action alerts may also be sent by e-mail or
phone to inform members of vital issues that come 

to the table. It is critical
that nurses take action and
make their position
known. Oftentimes, as few
as 20 phone calls to a legis-
lator can make a difference
in the way he or she votes.
Remember a legislator is
not a health-care practi-
tioner and probably knows

little about the issue. A nurse’s opinion provides a
valuable level of expertise. 

Tactics
Tactics, essential tools for those who desire to be po-
litically active, are the conscious and deliberate acts
that people use to live and deal with each other and
the world around them. In a political sense, tactics
usually means the use of whatever resources are avail-
able to achieve a desired goal.

Nurses, with their long history of accomplish-
ing much with few resources, are natural tacticians. As
nurses learn how to organize themselves for political
purposes, they can use their well-developed tactical
skills to achieve important political goals. Listed below
are some easy-to-use tactics for political action.

Engage in Bipartisan Tactics
All nurses need to be politically active to achieve unified
goals. Political action across the spectrum of issues and
across partisan lines is necessary to pass legislation that

Tracking these bills is very important.
The best time to influence a bill that 
will adversely affect nursing practice or
health care is by presenting an opposing
view when it is in committee.

“
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is in the best interest of all citizens regardless of party
affiliation. Nurses should understand that only by sup-
porting candidates who advocate for nursing, whether
Democrat or Republican, can the profession make
changes that will advance its agenda. The most impor-
tant thing, always, is the issue being addressed, not the
personality or party of the candidate.

Lobbying
Sometimes communica-
tion with legislators
takes the form of lobby-
ing. Lobbying may be de-
fined as attempting to
persuade someone (usu-
ally a legislator 
or legislative aide) of the
significance of one’s
cause or as an attempt to
influence legislation. Lobbying methods include letter
writing; face-to-face communication or telephone
calls; Mailgrams, telegrams, or e-mails; letters to the
editor; and written or verbal testimony. In addition,
legislators have a place on their websites that invite
comment on issues (see Issues in Practice: How to 
Effectively Lobby Your Legislators).

To lobby effectively, one should be both per-
suasive and able to negotiate. Lobbying is truly an art of

communication, an area in which nurses can become
skilled. Before beginning any lobbying effort, it is vital
to gather all pertinent facts. If the legislator asks you a
question you do not know the answer to, be honest and
reply that you will get that information. Then get back
to the legislator as soon as you can.

If the plan is to visit the legislator’s office, an
appointment should be set up in advance. Usually, the

meeting will actually be with
the legislative aide, particu-
larly at the federal level. This
should not be discouraging
because this individual is
often responsible for assisting
in the development of posi-
tion statements and offering
committee amendments for
the legislator.

To ensure that leg-
islators and support staff listen to your concerns, it is
important not only to be well prepared but also to show
that others support your position. When one person
speaks, legislators may listen, but when many people
voice the same concern, legislators are much more
likely to pay attention. Always leave a business card,
contact sheet, or both with your personal information
so that the legislator can contact you. Send a thank-you
note expressing your gratitude for the meeting.

Nurses need to recognize that the commu-
nication skills they use on a daily basis, 
as when explaining complicated medical
jargon to clients, are the same skills they
can use in translating health-care issues
into language that the public and elected
officials can understand.

“
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How to Effectively Lobby Your Legislators

The first time you communicate with a legislator can be intimidating. The key 
element to remember is that they are people, just like you. They work for you be-
cause you put them in office. The other thing to remember is that they really don’t
know much about nursing and health care, but you do. You are an excellent
source of information for them.

There is a hierarchy of communicating with legislators, listed below in
order from the most effective to the least effective:

1. Personal contact. This is the best way to make your opinion known, but it’s 
unlikely you will be able to do this very often. During legislative sessions, 
lawmakers are very busy and have little time for personal interaction with con-
stituents. The next best option is to meet with their staffers. Ask for the one
who deals with the specific issue. During times when Congress is not in ses-
sion, you might reach them when they are home in their districts.

2. Phone calls. During legislative sessions, this is a very powerful method of
communication. It is timely if you are attempting to influence a vote on a par-
ticular bill that is being considered. It is unlikely that you will talk to the legisla-
tor directly. Rather, you will get one of their office staff. Make sure you give the
number of the bill you are either supporting or opposing and make sure you
make it clear as to which position you are taking. What happens is that the
staff person has a sheet of paper with the bill number at the top that is divided
in half with pros in one column and cons on the other. Your phone call will get
a check mark in one or the other of these two columns. This may not sound
important, but decisions about how to vote have been decided by as little as
20 phone calls. 

3. Written letters. These are effective but tend to have a time-lag problem. If a bill
is being pushed through a committee in 24 hours, the letter may arrive a day or
two too late. If you know the bill is coming up in a week or so for a floor vote,
they are more effective. Make sure you identify the bill number and whether
you are for or against it in the first paragraph. Keep it short—one page is
best—and sign it with your name and address. The legislator will probably not
read your letter, but the staff will then place it in one of two piles—a pro pile or
a con pile. At the time of the vote, they count the number in each pile. 

4. E-mails. All of the legislators’ websites have a place for constituents to com-
ment on issues. 

No matter how you communicate with your legislators, consider following
these practical suggestions to maximize the success of your message:

Know your legislators. You will be most effective by getting to know your senator
and representative from your district on a personal basis. Find out which com-
mittees and subcommittees your legislators serve on and their voting record.
They have much more influence over legislation within their committees’ and
subcommittees’ jurisdiction. This information is available on your state’s legisla-
tive website.

I s s u e s  i n  P r a c t i c e
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Know the legislation. Just as your time is very limited, so is a legislator’s. Know
the bill number and the issues. Have your facts ready when you approach a
legislator. State your position clearly and then be available to either answer any
questions the legislator may have or offer to find out the answer to any ques-
tion you don’t know. All bills are listed on the legislative website by number and
have a reference to the full text.

Know the legislative process. Understand the steps that a bill goes through to
become law. Review the steps in this chapter.

Be firm but friendly. Do not try to force a commitment on how your legislator is
going to vote. However, when your legislator is aware of the issue and your po-
sition, it is then time to begin asking for a position. Remember to be courteous. 

Keep in touch throughout the year. Legislators don’t like it when the only time
you contact them is when you’re upset about something. Send them a Christ-
mas card—you’ll get one back!

Concentrate on the issue, not the person. Doing your homework and preparing
for your conversation with your legislator will allow you to concentrate on the
issue. Even though it isn’t always possible to remain in harmony with your leg-
islator, remember that with rare exceptions, they are honest, intelligent public
servants trying to represent all of their constituents.

Lobby like you run your unit/floor/hospital/business. Be cooperative. Be realis-
tic. Be practical. Never break your word. If you tell a legislator that you will do
something, keep your promise. Continue to educate yourself regarding the leg-
islative issues that are of concern to you. Bills change during the process.
Sometimes you may find yourself supporting a bill and the next week opposing
it because it was changed. Know where your bill is and what it looks like at all
times. Despite popular opinion, things sometimes happen fast with legislation.

Don’t threaten the legislator. Saying things like, “If you don’t support this bill, I’m
not going to vote for you next election,” or “I’m not going to give any more
money to your campaign” is counterproductive. Think about how you respond
to threats. 

Don’t try to do it by yourself. Work with your fellow nurses in your community and
your state. Work with and through your place of employment, your local chamber
of commerce, state chamber of commerce, and of course your state nurses 
association.

Source: Oklahoma Nurses Association, 2013.

I s s u e s  i n  P r a c t i c e continued
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Collaborate With Constituency Groups
Nurses can increase their political power by making
alliances with other powerful constituency groups that
support similar issues, such as the American Hospital
Association or the American Medical Association or
other organizations interested in health-care issues,
managed care, national health insurance, and the de-
creased quality of care from the increased use of unli-
censed personnel. Nurses who are organized into
collective bargaining units can use an alliance with
powerful unions. Unions are traditionally concerned
with issues such as working conditions, including
staffing patterns in hospitals; wages; job security; and
benefits. Nurses are concerned about the same issues.

Be a Political Organizer
“Know thy enemy” is one of the most fundamental
rules that tacticians must follow, whether in war 
or politics. Napoleon was successful as a tactician 
and general because, before he fought any battle, he
walked the battlefield. He knew what the terrain was
like and where the rocks and crevices were. He knew
what to anticipate when he arrived on the battlefield.
Nurses who want to be successful in a political battle
must first learn the hills, valleys, rocks, and crevices
of the primary political battlefield, their own state 
demographics.

Comparing numbers helps define the politi-
cal landscape of a state. Important demographics for
organizing nurses at the state level include:

• Total population of the state. This provides a demo-
graphic overview of the political arena.

• Total number of registered voters.
• Total number of registered voters by political party.
• Total number of likely voters in any given election

cycle. To determine this number, the difference be-
tween an on-year and an off-year election cycle
should be understood. An on-year election cycle oc-
curs when there is a major race in the state, usually
during a presidential or gubernatorial race. An off-
year cycle occurs when a major race is not being
run. Lower levels of political activity are seen in an
off-year election cycle.

• Total number of registered nurses. This information
can be obtained from the state board of nursing.
Comparing the number of actual voters with the
number of RNs in a state provides an indication 
of the potential power of an RN voting block. For
example, if there are 800,000 people who regularly
vote in a state and there are 100,000 nurses in the

state who are organized into a voting block about a
particular issue, that group of nurses represents a
significant percentage of voters, and candidates run-
ning for statewide office will be interested in having
nurses’ support. Nurses must be encouraged to reg-
ister and vote to increase the power of the block.13

Important Characteristics of an Organizer
Many of the characteristics of an organizer listed in
Box 19.2 are the same characteristics that are required
of nurses on a daily basis in the practice of their pro-
fession. Although these characteristics may have
varying degrees of value for the organizer, the one
critical element a political organizer has to have is 
the capacity to communicate in an honest and factual
manner. Although nurses usually have a well-developed
ability to communicate at the bedside, they may lack
the confidence to communicate in the larger public and
political arenas. Nurses need to recognize that the com-
munication skills they use on a daily basis, as when 
explaining complicated medical jargon to clients, are
the same skills they can use in translating health-care 
issues into language that the public and elected officials
can understand.

One way to gain the public’s interest and
elected officials’ support is to personalize health-care
issues by stressing the fact that nurses are the profes-
sionals who provide the bulk of direct care for their
mothers, fathers, siblings, and children. Communica-
tion of issues that touch people personally is usually
the most effective method.

B o x  1 9 . 2
Characteristics of an Organizer

• Curiosity
• Motivation
• Reverence
• Realism
• Flair for the dramatic
• Sense of humor
• Charisma
• Self-confidence
• Communication skills
• Clear vision of the future
• Capacity to change
• Persistence
• Ability to organize
• Imagination

3972_Ch19_452-482  29/12/14  1:55 PM  Page 476



C h a p t e r  1 9 The Politically Active Nurse 477

WHAT FOLLOWS ORGANIZATION?

Drafting Legislation and Creating Change
Certain critical questions must be asked. The first ques-
tion always must be, “Who is the decision-maker?” For
example, if an issue needs to be resolved in the state
board of nursing, the first step is to identify who makes
the decisions at the board. Although the board mem-
bers make decisions, it is important to remember that
the people who sit on the board are appointed. Who
appoints them and what is the basis of those appoint-
ments? If they are political appointees, they usually
have some sort of political benefactor or a political 
relationship with someone in power.

Understanding these types of relationships
makes it easier to determine the appointees’ ideologi-
cal and partisan positions on many issues. For example,
if a nursing board is newly appointed by a recently
elected Republican governor, there is a chance that
most of the board members are Republicans who
agree with the governor on many key issues.

The second question to address is, “How
accessible is the appointee’s benefactor?” Some-
times board members are appointed by the legisla-
tive leadership, not the governor. It is important 
to discover who appointed the board and whether
or not individual voters have access to them. Gen-
erally, access by individual voters to the power fig-
ures who make these types of appointments is very
limited. Organized groups, such as the ANA, pro-
vide the best avenue of access at the federal level
while state nursing organizations focus their efforts
on states issues.

Also consider which organizations have
opposing views. Understanding their positions pro-
vide the opportunity to research data to refute their
position.

Questions About Health Care
Other questions that need to be answered include:

• How successful have nurses been in the past in
achieving specific goals?

• What positions do nurses hold in government?
• What does the state board look like politically?
• Which legislators have supported nursing issues in

the past?
• Which legislators traditionally oppose nursing and

health-care issues?
• What is their voting record on similar bills? Do they

have a record of support?

Because of the failure to ask and answer these
questions, numerous pieces of pro-nursing legislation
have died in committee or lacked sponsors to move the
bill through the process. In states where nurses are in
tune with the political issues and powers, they have
more success moving bills through the legislative
process so that they become law than in states where
nurses are apathetic about the political process.

If a Bill Isn’t Filed or Doesn’t Pass
Even if a bill favorable for nurses or health care does
not pass the first time, the fact that it was brought to 
a vote is important for several reasons. First, it has
brought an issue to the attention of the whole legisla-
ture that they might otherwise have dismissed as
unimportant. Also, it can expose those entities that
support or oppose the issues and provide important
information about planning future efforts.

Second, the legislative process brings to light
the proponents and opponents of the issue and allows
nurses to specifically target legislators who voted
against the bill. One of two approaches can be used at
this point. Nurses can either communicate with the
legislators to explain why the bill is important in
hopes of changing their minds, or they can organize
as a voting block and attempt to vote the opposing
legislators out of office.

Third, after a bill has gone through the
process the first time, it becomes much easier to iden-
tify the obstacles and sticking points in the language
of the bill. Before the bill is reintroduced in a later
session of the legislature, it can be modified and
amended to eliminate those parts that may have
caused ideological problems for specific legislators.

The Nurse as Political Ally
Very few nurses have sought or been elected to govern-
mental positions. However, it is important to realize
that not all nurses who hold elected positions are allies
for nursing. Currently there are approximately 6 nurses
in Congress and 80 nurses in state legislative positions
or high administrative positions across the nation.
Nurses who are elected to political office should identify
with the nursing profession and have the courage to
support legislation that promotes health care and the
nursing profession; however, after they are elected, for
whatever reason, some decide to support legislation
that is contrary to the profession’s best interests. They
need to be reminded by their constituents of the values
that make nurses the most trustworthy profession.
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C o n c l u s i o n

There is nothing magical about nurses becoming in-
volved in politics. It is simply a matter of hard work and
use of the critical-thinking, decision-making, and per-
suasion skills that nurses already possess. It is clear,
however, that nurses can and do make a difference in
the political arena. Nurses must ask how and where they

can make a difference and how they can become in-
volved in the process. Not every nurse will choose to run
for political office, but each nurse can and should make
a contribution. The willingness of nurses to become 
involved in politics is the key to developing legislative
respect for the profession and improving health care.
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How Do Politics Affect You and Your Family?

Why should nurses be involved in politics? Does it really make a difference who is
elected and who makes the laws? Take a minute to go through the questions
below and check the items you think may be affected by politics.

Between the time you wake up and the time you leave the house, several
things usually happen to you. Do you think any of the following subjects are affected
by politics?

• The water with which you wash your face and brush your teeth
• The electricity that lights the room
• The price and quality of food you have for breakfast
• The safety of the products you buy

As the average person’s life span grows longer and the retirement age is
lowered, these later years become more meaningful. Are any of the following deci-
sions affected by our political systems?

• The age at which you can retire
• The income that you get during retirement
• The quality and cost of health care
• Our life expectancy

We value our leisure time and the chance to get away from it all. Are any
of the following areas affected by politics?

• The parks and lakes where vacationers fish and swim
• The air you breathe
• The radio and television programs that entertain you

Take some time to think about these questions. The answers will make
you think some more.

I s s u e s  i n  P r a c t i c e
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1. Go online and find out who the state and national senators and representatives

are for your district. Ask your classmates and professors who their state and
national representatives and senators are. Are you surprised by the results?

2. Are you a registered voter? If not, investigate the voter registration process in
your state. Was it easy or difficult? If it was difficult, what factors contributed to
the difficulty? How can you change the voter registration process?

3. What political issues do you feel strongly about? Look up the location of the
local party headquarters that supports your position on an issue and go there
to see what type of volunteer work you can do. 

4. Find a bill online at your state government bill-tracking site that deals with an
issue important to nursing or health care (e.g., tobacco-related, Medicare or
Medicaid issues, or changes in the nurse practice act). Track the bill as it goes
through the bill-making process. What legislators are key in its passage? Con-
tact them by phone or letter to let them know that you either support or dis-
agree with the bill. Did the bill pass? 
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T
100 YEARS OF CONTROVERSY

he conversation concerning health-care reform started over 
100 years ago and is likely to continue as long as the quality of health
care is less than ideal, the cost is more than expected, and the access 
remains less than 100 percent. Most recently, health-care reform and 
its legislative outcome, the Affordable Care Act (ACA), have been the
subject of much public debate. Unfortunately, much of the conversa-
tion has continued to revolve around the political talking points, misin-
formation, and the trepidation of the people it affects.1 The debate is
likely to continue as long as there are disparate and strongly held ide-
ologies on the role of government in the lives of U.S. citizens.

WHAT NURSES NEED TO KNOW 

With the rapidly increasing volume of information addressing im-
provements in client care, new medical technology, and ever-evolving
regulatory changes, a legitimate question that many nurses would ask
before starting to read a chapter on health-care reform is, “Why?” 
Although a case could be made that every concerned citizen should 
be spending more time learning about the scope and implications of
needed health-care reform, there are many important reasons this 
applies particularly to nurses. 

The Institute of Medicine’s (IOM) report, “The Future of
Nursing: Leading Change, Advancing Health” (Chapter 15) recom-
mended that “Nurses should be full partners, with physicians and other
health care professionals, in redesigning health care in the U.S.”2 It is
impossible to be a full partner in this process without knowledge of the
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The Health-Care Debate:
Best Allocation of Resources
for the Best Outcomes

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Briefly discuss the history of
past attempts at health-care 
reform

• Identify the pros and cons of the
Affordable Care Act

• Identify the position of the
American Nurses Association
(ANA) on health-care reform

• Explain the Affordable Care Act
and its origins

• List the impending challenges to
health-care reform 

• Explain why nurses and
prospective nurses need to
know about health-care reform
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history, scope, cause, and potential solutions to the 
issues.

More Than a Job
Some nurses say they just want to do their job and
take care of their clients and go home at the end of
the day without being involved in the political
process. They need to understand that health-care
policy affects clients, families, communities, and
nurses every day. Health-care policy is about people,
and nurses often care for the most vulnerable people
every day—the very young, the old, and the ill. The
decisions made in health-care policy decide which
providers people can see, which clients can afford
medications, which clients can receive preventive
care or early diagnosis treatment, and ultimately, who
lives and who dies. (See Chapter 19 for more details
about the political process.) The decisions in the
health-care policy arena will determine where nurses
practice, what they are allowed to do, and their ability
to be reimbursed for the
services nurses provide at
an individual and collec-
tive level.

Eliminating Waste
Many hospitals and
providers have already
begun the process of
value-based purchasing
(VBP), ensuring that health-care providers are held
accountable for both cost and quality of care. VBP is
a method of obtaining products and services at a
lower price and has been used by private industry and
the federal government for many years. By using
mass purchasing power, they can negotiate lower
prices and better quality of services, including health
care. According to a report, value-based purchasing
attempts to reduce inappropriate or ineffective care
by identifying and rewarding the providers who per-
form best, possibly by using the National Database of
Nursing Quality Indicators (NDNQI), along with
other well-developed indicators as measurement
tools.3 It has been suggested that nursing-sensitive
measures, those that promote optimal staffing and
practice environment, could demonstrate what all
floor nurses already know: adverse events and mor-
tality are highly dependent on the quality and num-
ber of nursing staff.4 (For more information, go to
http://www.qualitynet.org/dcs/ContentServer?c=Page&

pagename=QnetPublic%2FPage%2FQnetTier3&cid=
1228772237147.) 

Nursing-sensitive value-based purchasing is
tied directly to the fourth message identified in the
Future of Nursing report: “Effective workforce plan-
ning and policy making require better data collection
and an improved information infrastructure.”2 The
information infrastructure will be developed and im-
plemented whether or not nurses participate in the
process. It is important for staff nurses to be a part of
the conversation that decides on the data-collection
tools that will determine adequate and appropriate
nurse staffing levels.4

More Clients, Increased Demands
Full implementation of the ACA means an estimated
32 million new clients are going to have insurance
and need primary care. Repeated studies have shown
that nurse practitioners can safely provide 80 percent
of the care provided by family practice physicians

without any decrease in
quality or health outcomes
and with an increase in
client satisfaction.5 Even
with the current numbers
of nurse practitioners
(NP) and family practice
physicians, there will still
be a shortage of primary
care providers. As of mid-

2013, there are still regulatory barriers preventing 
advanced practice nurses from functioning to the full
extent of their education and being fairly compen-
sated for their work.6 Legislative decisions will be
made at both the state and federal level that will 
either reduce or increase these barriers and compen-
sation for NPs.

Registered nurses (RNs) are the largest single
group of health-care providers in the United States.
Nursing as a profession has not historically partici-
pated collectively in full partnership with other players
in the health-care industry in determining health-care
policy.7 Voices of nurses need to be heard as advocates
for health-care decisions that have the most positive
impact on the clients for whom they care. To partici-
pate fully in the conversation and process of finding
solutions to the current health-care problems,
nurses—current and future—need to educate them-
selves on the economic, political, ethical/moral, and
health outcome issues that drive health-care policy.
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A BRIEF HISTORY OF HEALTH REFORM 
IN THE UNITED STATES

It is easy to think of health-care reform as just the 
latest in a series of political topics that provide a
framework for political parties to air their differences.
Health-care reform as a political issue actually sur-
faced in 1912 and has resurfaced periodically since
that time. Although everyone wants good health care
that is easily available and affordable, there is little

consensus on how to accomplish it. The debates
about health-care policy revolve around some of the
most fundamental issues in a democratic govern-
ment: roles of government and individuals, regula-
tion versus the free market, right versus privilege, and
federal versus state responsibility and control. Added
to this mixture are powerful special interests, such as
large pharmaceutical companies, insurance providers,
and physician associations, which are all concerned
with financial outcomes. 
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Resolving the Health-Care Reform Debate Using Critical Thinking

Although critical thinking is used in all aspects of decision-making, it is particularly
important in resolving issues like the health-care reform debate. 

As a way of looking at the world, critical thinking allows the nurse to con-
sider new ideas and then evaluate those ideas in light of accepted information and
her or his own value systems. Nurses are constantly making important decisions
in both their professional and personal lives. By viewing critical thinking as a pur-
poseful mental activity in which ideas are evaluated and decisions reached, nurses
will be able to make ethical, creative, rational, and independent decisions related
to client care.

Critical thinking, when applied to the health-care reform debate, is a
powerful problem-solving tool. When used purposefully, it becomes a gestalt 
that allows the nurse to sort through the multiple variables that exist in the reform
debate. Effective use of critical thinking is evident when nurses successfully apply
their knowledge about the issue and come to a creative solution to a complex and
multifaceted debate.

Questions for Thought

1. How much do you know about the ACA of 2010? Putting aside your ideo-
logical perspective and thinking about it critically, is the law helping the 
uninsured or hurting them?

2. What additional information about the ACA would be helpful in understand-
ing its effects on health care? Where can you find additional information
about it?

3. Have there been other recent issues in health care that you can apply critical
thinking to?

I s s u e s  i n  P r a c t i c e
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Presidents Get Involved
As a presidential candidate of the Bull Moose Party in
1912, Theodore Roosevelt became the first national
political figure to call for some type of reform for na-
tional health coverage. This call started the century-
long quest for universal health care. It is reported that
Franklin Delano Roosevelt (FDR), after starting a
conversation about the establishment of national
health insurance, retreated from including it in what
became the Social Security Act of 1935, in large part
due to the opposition from the American Medical 
Association (AMA). FDR instructed aides to begin
working on national health insurance legislation, but
he died before any bill was introduced.8 One of the
primary reasons health insurance became a benefit
offered by employers at this time was because FDR
implemented wage controls that capped how much
employees could earn. Employers used health benefits
as a way to attract employees since benefits were ex-
empt from wage controls. Offering health care as a
benefit was the first time
the person who uses
health care was separated
from the one who pays for
health care, a practice that
is considered the norm
today. 

Harry Truman
pressed Congress on mul-
tiple occasions to enact
into law a plan known as the Truman-FDR plan. 
This plan proposed a single-payer public health insur-
ance plan similar to the Canadian health-care plan.
Again, powerful interests applied enough pressure so
that Truman scaled back his original plan until it 
was reduced to providing health coverage only to 
the elderly.

In 1961, John F. Kennedy began his vigorous
advocacy of a plan to provide health benefits to the
elderly. This became the framework for the Medicare
program. He was assassinated before he could see
these new laws enacted. Lyndon Baines Johnson
presided over passage of the Medicare and Medicaid
Act in 1965, which was considered the most ambi-
tious health insurance advance in U.S. history until
the enactment of the ACA.

Richard Nixon is credited by many as the
first president to attempt to hold down the rising cost
of health care and health insurance through health-
care reform. In 1973, he signed a law to encourage

development of health maintenance organizations
that were the first manifestations of managed care. A
Republican, Nixon demonstrated that universal
health insurance was not just a goal of the Demo-
cratic Party when he proposed private coverage for
citizens through a federal mandate on employers and
individuals.8 Nixon believed a nationwide mandate
that would require all citizens to have and pay for
health insurance was necessary to reduce the cost of
health insurance, but it was not popular with the ma-
jority of Americans. Nixon’s proposed underlying
structure for comprehensive health-care reform be-
came the basis for the plan Mitt Romney would im-
plement in Massachusetts and the framework that
President Obama would pursue three decades later in
developing the ACA.9 The Watergate scandal and
subsequent resignation of Nixon stopped any further
progress in health-care reform from his administra-
tion. The increasing costs of health care and health
insurance were to become a continuing concern in

politics from this point
forward, regardless of any
plans or attempts to pro-
vide universal coverage.8

President Jimmy
Carter introduced a health
reform plan similar to
Nixon’s, including cover-
age for catastrophic ill-
nesses or injuries. It had

an employer’s mandate and a replacement for
Medicare and Medicaid to cover the elderly, disabled,
and poor. This plan was united with a cost contain-
ment package directed at hospital and physician
costs. The cost containment legislation passed the
Senate in 1979 but was defeated in the House of 
Representatives.8

A call for universal health coverage did not
reemerge in presidential politics until the presidency
of Bill Clinton. In 1993 his wife, Hillary Rodham
Clinton, took charge of a task force to reform health
care and developed the Health Security Act of 1993.
Again, powerful business interests intervened to scare
the public and influence politicians, resulting in the
failure of any significant health reform. The backlash
and the divisiveness from this very public failure, in
addition to other factors, helped the Republicans 
to reclaim control of the House and Senate in the
midterm elections. This ended any presidential 
conversation on universal health coverage until the
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election of Barack Obama as president in November
2008.9 (For more information about long-term politi-
cal effects of the failed Health Security Act of 1993, go
to http://www.princeton.edu/~starr/20starr.html.)

Historical Factors Related to Health Insurance
The first form of national insurance coverage was
started in Germany under Chancellor Otto von Bis-
marck in 1883. Other countries in Europe soon fol-
lowed. Anti-German sentiment in the United States
was present at the time Theodore Roosevelt intro-
duced the idea of national insurance coverage in the
United States in 1912. This resentment has been cited
as one of the reasons the idea did not make progress
at that time. The original purpose of health insurance
was to share the risk across a large group so that
health care could be provided when needed. Providers
could get paid without depending on the current 
financial ability of the person needing health care.
With no government initiatives being considered,
hospitals and physicians began to offer nonprofit 
private insurance plans in the 1920s and 1930s. This
type of insurance required that the individual only be
treated by the physician in the hospital with whom he
or she was insured.8 

In response to declining hospital occupancy
during the Great Depression, the American Hospital
Association established statewide Blue Cross insur-
ance plans that provided hospital coverage at a choice
of any hospital in the state. Soon, state medical soci-
eties began to provide Blue Shield insurance to cover
physician services.5 Because of wage and price con-
trols during World War II, employers discovered
they could legally use employer paid health insurance
to compete for scarce employees. After WWII, unions
began to negotiate for health benefits in their con-
tracts. These factors encouraged the growth of private
for-profit commercial insurance plans.8

Community Rating Versus Experience Rating
The original Blue Cross/Blue Shield insurance set pre-
miums by what was called community rating, where
rates were set by medical costs across a geographic
area or region, or even across the whole nation. The
commercial profit-based insurance companies intro-
duced the concept of experience rating. An experi-
ence rating system is used to estimate how much a
specific individual or group will have to spend on
medical care within a very limited setting, such as 
an industry. This rating is based on how much the

person has already spent, what conditions are already
present, and what risk factors a person has as com-
pared to what would be considered a “normal” ex-
penditure. Experience rating tailors health insurance
policies to the specific group or individual rather than
a geographic area, and these policies tend to have
lower rates.

Experience rating was used as a competitive
tool by setting low premiums for special organiza-
tions that had primarily young healthy employees.
However, this scheme left other insurance companies
and the government paying increasingly higher insur-
ance rates for the elderly and those with chronic dis-
eases. The elderly, who tend to have more age-related
illnesses, were one of the groups hardest hit by use of
experience rating. Community rating was unable to
survive in an insurance market that was using experi-
ence rating. In 1945, the Blue Cross/Blue Shield
providers outnumbered commercial insurance
providers two to one. By 1955, commercial insurance
providers outnumbered the “Blues.” Legislation, in-
cluding the exemption from taxes of employer-paid
health insurance, was signed into law by Dwight
Eisenhower in 1954, making the private for-profit 
insurance business once and forever part of the
American health-care landscape.8

Because of the high cost of experience-rated
insurance, by the late 1950s, fewer than 15 percent of
people over the age of 65 had any type of insurance.5
The federal and state governments’ first attempts to
fill in large gaps in the availability of health-care 
insurance for select groups in the population started
with the Medicare and Medicaid legislation of 1965.
First was the coverage of those persons over 65, the
disabled, and children in poverty. In 1997, the Chil-
dren’s Health Insurance Program was created to 
extend the Medicaid coverage to many uninsured
children and their parents.8 

Government Gets Involved
Although the entry of the government into the
health-care insurance industry assisted those people
left behind by the private insurance companies, it also
created a guaranteed source of income to the health-
care industry. Health-care cost started rapidly rising
when the availability of large sums of government
dollars were being funneled into a system that re-
warded health-care providers for increasing the num-
ber of services rather than positive health outcomes.
Combined with the unrestrained use of new and 
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increasingly complicated technology, health-care
costs exploded, exceeding the inflation rate tenfold.8

The biggest expansion of Medicare since 
its initial enactment occurred under Republican 
president George W. Bush, who signed into law an
unfunded prescription drug benefit bill. The bill in-
creased seniors’ access to prescription medications
through the Medicare Part D program. The bill also
provided subsidies to private companies to compete
with Medicare such as the Medicare Advantage pro-
gram. Proponents hailed the bill as the answer to 
seniors’ financial problems with purchasing needed
medications; however, opponents called the bill a
giveaway to drug companies because it prevented, 
by law, Medicare from negotiating for discounts 
with drug companies or purchasing medications
from other nations. Although providing additional
services for seniors, the Medicare Part D bill was an
unfunded mandate that increased the cost of provid-
ing these Medicare services and included no cost 
savings measures.10 

Rising Costs Spur
Reform
After the failed attempt at
health-care reform in
1993, serious political dis-
cussion did not reemerge
until the presidential cam-
paigns for the 2008 elec-
tions. During this interval, many organizations
interested in health-care costs and outcomes, such as
the IOM, the Kaiser Family Foundation (KFF), and
the World Health Organization (WHO), began to re-
lease reports about the rising cost of health care and
the declining state of U.S. health care compared with
other countries.11–13

In 2008, a large group of bipartisan veterans
of the 1993–94 national health reform campaign met
to discuss the future of health-care reform. All three
leading Democratic presidential candidates had pre-
sented similar plans for comprehensive health re-
form. The Republican nominee, John McCain,
produced a markedly different plan for health reform.
Most of the attendees at the meeting believed that a
Democratic president in 2008 would make a con-
certed effort to achieve comprehensive health reform.
The group was less confident about actually achieving
comprehensive health reform unless there was a
Democratic congress. 

After a long discussion with expert advice
from many quarters, a “ten commandments” for
presidential leadership on health-care reform was
produced. Its goal was to assist the president-elect 
to avoid the pitfalls of previous attempts to bring
about health-care reform. The “ten commandments”
included:

1. Clearly communicating the vision and goals to the
public.

2. Keeping all the stakeholders at the table.
3. Tasking Congress to work out the details of the

plan.
4. Involving the states.
5. Reducing partisanship.
6. Moving the legislation to a speedy completion. 
7. Being politically forceful while moving the legisla-

tion forward.
8. Selecting advisors and spokespersons who the 

public trusts.
9. Limiting the scope of the reform legislation to a 

manageable size.
10. Getting the congres-

sional leadership 
onboard early in the
process.

President Obama
was successful at achieving
most of the command-
ments, except for manag-

ing the partisanship of a recalcitrant Congress.8 (For
more information, go to http://www.stthomas.edu/
business/pdf/System_2009_Report.pdf.)

THE NEED FOR HEALTH-CARE REFORM

Four broad categories—economic issues, societal 
issues, ethical/moral issues, and health outcome 
issues—delineate the need for health-care reform.
Another noteworthy issue concerns the inconsistent
state policies for consumer protection. Investigations
were conducted that revealed insurance companies
carrying out such practices as canceling or denying
claims after an insurance policy had been issued be-
cause of a client’s costly disease, denying all claims for
a period of time and then paying only those that were
formally challenged by clients, and failing to pay
claims for falsely discovered “preexisting conditions.”
The data collected across the nation demonstrated a
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lack of self-regulation by the insurance companies
and a lack of federal oversight and enforcement be-
cause the individual states are responsible for regulat-
ing insurance companies within their boundaries.
Although some insurance companies’ negative prac-
tices are blatantly unethical, other insurance compa-
nies claim that these negative practices  are more
appropriately due to regulations imposed by state and
federal governments. 

Economic Issues
The Organisation for Economic Co-operation and
Development (OECD) is an international organiza-
tion, representing 34 industrialized countries, that
compiles and analyzes international health-care
data.14

According to their recent reports, the United
States spends two-and-a-half times more than the
OECD average health expenditure per person. These
figures can be misleading, however, since costs in-
cluded in health-care expenditures include things
such as paying for treatments not always available in
other countries, cost of research that is funded in the
United States in greater amounts than other coun-
tries, and the cost of self-medication and treatment.15

U.S. health-care costs per person are twice as much as

France, for example—a country that is generally ac-
cepted as having a high-quality health-care system.15

Health-care costs have grown more rapidly
than most other sectors of the economy, and its share
of the national economy has increased disproportion-
ally. Some critics suggest that the costs began to esca-
late once the Medicare act was passed and more
government funds were available to provide health-
care without restrictions. To get a balanced picture of
health-care cost comparisons across nations, it is im-
portant to look at both expenditure as a percentage of
gross national product (GNP) and expenditure per
capita. The United States leads other countries in both
measures. In 1970, total health-care costs in the United
States were approximately $75 billion, or $356 per per-
son. With the increase in spending to $8,233 per person
for health care in 2010 and $2.6 trillion for total health-
care costs, the share of the overall U.S. economy has
risen from 7.2 percent in 1970 to 17 percent. Projec-
tions suggest that by 2020, this share will increase to
19.8 percent of GNP.16 Predictions have been to expect
health-care costs to rise as the baby boom generation
begins to age and deal with many chronic conditions.

The large percentage of U.S. GNP that is
spent on health-care costs limits the amount of
money that is available for spending on education,
improving the transportation infrastructure, and
many other programs. The excessive health-care costs
create a competitive disadvantage for American com-
panies in the international market.

Impact of Ever-Increasing Costs
Health-care costs not only impact the national econ-
omy but also personal finances. The average American’s
salary increased 38 percent from 1999 to 2009. During
this same period of time, the cost of health insurance
premiums rose 131 percent.17 A study found that in the
United States, there were almost 700,000 bankruptcies
per year due to excessive medical bills;18 many of these
people with high medical bills were well educated,
owned homes, and fell into the middle-class income
category. Over 75 percent of people filing for medical
bankruptcy had health insurance at the beginning of
their illness.19 The truth is that just about anyone could
be one bad diagnosis or one serious accident away from
financial ruin.20

Societal Issues
Issues other than economics and politics can interfere
with access to care and the quality of care. Health 
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status can also be affected in part by social and 
economic conditions and the resources and support
systems that exist in our neighborhoods, schools, and
homes.

Socioeconomic Disparity
In 1999 at the request of Congress, the IOM studied
the extent of the health-care disparities and their
sources and suggested strategies for intervention.21

They looked into racial and minority health out-
comes, the percentages of racial/ethnic minorities
who are uninsured, and the perceptions by minority
populations of their access to health care and its 
quality. Although rising health-care costs cause many
people to have difficulty paying their medical bill and
to put off needed health care because of cost, the per-
centages are noticeably higher for those who have
lower income and even higher for those without any
insurance (public or private). 

In 2010, a study by the KFF showed 
that only 10 to 11 percent of the non-elderly adult
population with insur-
ance or Medicaid had no
regular source of health
care. The rate among the
uninsured was 55 per-
cent. This same study
showed that compared to
non-elderly adults with
insurance or Medicaid, the non-elderly adult 
without insurance was almost three times as 
likely to forgo needed health care and over six 
times more likely to not have care than those with
insurance. 

The data concerning insured and uninsured
children is even more revealing. Children with no in-
surance are over 7 times more likely to have no regu-
lar care provider as compared to those with Medicaid
and almost 10 times more likely than those with pri-
vate insurance. In 2010, uninsured children in the
United States did not receive needed health care 8 to
13 percent more often than those children with Medi-
caid or private insurance.22

Pervasive Disparity
Compounding these problems is the widening gap on
health outcomes between the insured and the unin-
sured. The person with income below double the
poverty level is three times more likely to be without
health insurance within a year than those at four
times the poverty level.23 The socioeconomic condi-
tions that have created the traditional health dispari-
ties are further causing the same groups to experience
an ever-increasing loss of health insurance. Health-
care disparities among minority groups undermine
health-care outcomes  for all aspects  of care includ-
ing access to care, quality of care, and efficiency of de-
livery of care, which lead to missed opportunities to
help ensure long, healthy, and productive lives.23

Cost-Shifting 
Health-care costs increase for everybody when the
uninsured receive no preventive care. Without pre-
ventive care and early treatment interventions, indi-
viduals with chronic health problems and late-stage

serious diseases end up
being treated in a more 
expensive hospital setting
rather than in a less expen-
sive physician’s office or
clinic. Those costs accrue
regardless of the person’s

ability to pay, and uncompensated costs are shifted to
hospitals and health-care providers and eventually to
those with insurance. 

A study analyzed federal data and data from
private sources for the year 2008. It was determined
that the uninsured received $116 billion worth of care
from hospitals, doctors, and other providers. The
uninsured actually paid for only about one-third 
(37 percent) of the total costs of the care they re-
ceived. Another one-third came from third-party
sources, such as government programs and charities.
Approximately $42.7 billion went unpaid and consti-
tuted uncompensated care. It is estimated that cost
shifting this way costs those with insurance about
$1,100 more per year in increase insurance premiums.23

The costs for the uninsured end up falling 
on taxpayers for government-supported programs or
private insurers in the form of increased taxes and
premiums. It is often referred to as the hidden health-
care tax. In essence, those with health insurance end
up paying twice—once for themselves and once for
the uninsured.24
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Health Outcome Issues
Despite spending significantly more for private pay
and out-of-pocket costs for health care, the United
States does not always have the best health outcomes
in the world for some health concerns.23 The single
major differentiating factor between other developed
countries and the United States is access to health
care. These failures are not always due to the way in
which health care is delivered. Societal issues such as
drug use, obesity, poor lifestyle choices, and violence
play a domineering role and do affect the measures.
Some of the key measures in which the United States
lags behind are:

• Mortality rates: the United States ranks 19th out of
19 wealthy countries.

• Americans with diabetes die younger than any of
the other 19 countries.

• Americans have the worst survival rate after kidney
transplants.

• Healthy life expectancy at age 60: the United States
was tied for last among 23 countries.

• Infant mortality: America
was 23rd out of 23
wealthy countries.25

Higher Mortality Rates
Despite the high levels of
health-care spending in
the United States, there are fewer physicians per
capita than in most other developed countries. In
2010, the United States had only 2.4 physicians per
1,000 people, well below the average of 3.1 in devel-
oped countries. Most OECD countries have enjoyed
large gains in life expectancy over the past decades. In
the United States, life expectancy at birth increased
by almost 9 years between 1960 and 2010. However,
Japan had an increase of over 15 years, and the other
OECD countries had an average increase of 11 years.
In 1960, the life expectancy in the United States used
to be 1.5 years above the OECD average; in 2012, it
was more than 1 year below the average.23

An Obese Population
Obesity rates have increased in recent decades in 
all OECD countries, although there are notable 
differences. In the United States, the obesity rate
among adults—based on actual measures of height
and weight—was 35.9 percent in 2010, up from 
15 percent in 1978. This is the highest rate among

OECD countries, and it is a lifestyle choice that sig-
nificantly influences most of the key measures. The
average for the 15 OECD countries with measured
data was 22.2 percent in 2010. Obesity’s growing
prevalence foreshadows increases in the occurrence
of weight-related health problems such as diabetes
and cardiovascular diseases. There will be higher
health-care costs in the future because of this trend.23

Moral/Ethical Issues
The idea that access to health care is a basic human
right is supported by WHO,24 the AMA Code of
Ethics,26 the ANA Code of Ethics,27 and many reli-
gions.28 Over 20,000 people die every year from med-
ical problems that could be treated if they had had
insurance.

Although almost everyone agrees that health
care should be available to everyone without risking
bankruptcy, the ethical issues focus on the most equi-
table way to ensure that it happens. Should those that
have more economic advantages bear the bulk of the

costs? Should those who
choose a less risky healthy
lifestyle pay less than those
who don’t? Should people
pay for services they don’t
need because others need
them? Do those who pay
for the insurance or 

administer insurance programs get to create regula-
tions to force those who make poor lifestyle choices
to modify their behaviors? If a single-payer option is
instituted, does the government get to force healthy
lifestyles on individuals? Can they force people who
are covered to get health care? Who gets to determine
appropriate treatments, and how much will be paid to
have them?

These questions and many others each come
with consequences, regardless of the model selected.
Nurses need to understand these issues if they are to
be prepared to deal with them in the future.

The Morality of Shady Practices
Several of the OECD countries use private insurance
companies to provide part or all of their health care.
However, the United States, in addition to being the
only wealthy industrialized nation not to provide
basic health care to all citizens, is the only OECD
country to allow private companies to profit from
providing basic health care. The insurance companies
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A study found that in the United 
States, there were almost 700,000 bank-
ruptcies per year due to excessive 
medical bills.
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in the other OECD countries make profits only on
non-basic or sophisticated services that go beyond
the basic care required by the government.18

Since all companies are run by humans, 
regulations need to be in place to prevent unscrupu-
lous ones from trying to increase profits by selling
junk policies, selectively withholding services, and
delaying or denying services that are included in the
policies. These insurance companies receive tax subsi-
dies from the government, so regulating their prac-
tices should fall under government control. 

Separate from the issue of whether or not our
tax dollars subsidize the insurance companies are the
ethics of increasing profit by limiting financial losses
for covered services. These limits are usually spelled
out in the policy, but most persons purchasing the
policies have little understanding of the cost of a
chronic or traumatic event and don’t think it 
will apply to them. As most people understand it, the
purpose of insurance is to spread the risk across the
largest pool of people. It is accepted that some people
will receive more care than
others due largely to un-
foreseen medical needs.
(For more information on
“junk health-care policies,”
go to http://www.
mcclatchydc.com/2013/
12/19/212069/junk-
insurance-comes-back-to-haunt.html or http://www.
consumerreports.org/cro/magazine/2012/03/junk-
health-insurance/index.htm or http://www.forbes.com/
sites/danmunro/2013/11/12/estimate-of-junk-health-
insurance-market-over-1200-plans-covering-almost-
4-million-people/.)

In some cases, insurance companies have
suddenly added policy limit caps to policies held by
employees who have worked for the same company
for many years and have had the same insurance
plan. These employees have paid into the company-
sponsored insurance for themselves and their families
all during their employment. After years of paying
their health insurance premiums regularly, they or
their family could be left without sufficient insurance
coverage if they exceed the cap. Subsequently, they
may be unable to get new insurance that they can af-
ford due to a preexisting illness. For people with
high-cost chronic disorders such as hemophilia, life-
time caps pose a serious threat that affects health care,
career choices, and financial stability.23

A study conducted investigating the effects
of lifetime caps on employer-sponsored health insur-
ance plans focused on the prevalence of lifetime lim-
its, the number of people affected by them, and the
costs of increasing or removing these limits from
health insurance plans. The study pointed out that
unless they were very wealthy, people with high med-
ical expenses who lose their insurance usually had to
resort to seeking Medicaid coverage.29 Opponents of
the ACA believe that those are exactly the types of
scenarios in which government should step in rather
than controlling all aspects of health care.

Another unethical practice of insurance
companies is that of rescission—the cancellation of
health insurance policies that are already in place. It
is legal for insurance companies to cancel policies if
the policyholder lied on the initial application to de-
liberately hide some preexisting condition or other
important information. However, some companies
have mechanisms or even whole departments in place
whose sole job it is to try to find a technicality or

error that would justify 
the retroactive cancella-
tion of medical insurance
policies for holders who
developed illnesses that 
required expensive treat-
ment and care.30

Lawsuit Opens the Door
In 2007, a court case brought to light the industry-
wide but long-hidden practice of withdrawing cover-
age after expensive medical treatments were already
approved.31 The Los Angeles Times filed a suit to
make the documents from an arbitration case public.
Generally, arbitration cases are sealed and no infor-
mation about the case can be made public under
penalty of the law. 

A decision by a judge opened up the docu-
ments from the arbitration case so that the insurance
company had to make public its actions. The docu-
ments showed a direct link between cancellations of
employee policies and financial gain for the insurance
company. The information revealed that just one
company had avoided paying about $35.5 million in
medical expenses between 2000 and 2006 by revoking
approximately 1,600 policies. The insurance company
accomplished this by setting annual savings targets
for its employees. The incentive was for revoking
policies—employees were rewarded with bonuses for
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meeting and exceeding the targets.30 The holders of
these revoked policies were left with tens of thou-
sands of dollars of unanticipated medical expenses
after policy cancellations, and many of them were 
unable to receive lifesaving care. A Robert Wood
Johnson Foundation research study found that there
were documented deaths as a result of interrupting 
or ending treatment due to recision.29 It was not an
isolated case. 

A 2008 congressional investigation into the
problem of rescission found insurance was being can-
celed retroactively “over minor and/or unintentional
discrepancies and omissions in a person’s application
materials or medical records when high cost health
care claims were submitted.”32 Chief executives of
three of the largest health insurance companies in the
nation were called before this congressional commit-
tee. Even with only the incomplete documentation
provided to Congress from the three companies, be-
tween 2003 and 2007, the companies saved more than
$300 million from the
practice of canceling
policies.32 Lawmakers
were appalled and out-
raged as they listened
to case after case of ac-
tual rescissions by these
three companies. 

Horror Stories
After being diagnosed with an aggressive form of
breast cancer, a nurse from Texas recounted losing
her health insurance coverage. The reason she was
given for the policy cancellation was because she had
not disclosed a visit to a dermatologist for acne many
years before, which the insurance company consid-
ered a preexisting condition for cancer. A sister of an
Illinois man told Congress that he died of lymphoma
after the insurer canceled his coverage. At the time,
he had already been approved for a lifesaving bone
marrow transplant. The rationale for the policy can-
cellation was failing to report gallstones and the pos-
sibility of an aneurysm that were on his chart after an
x-ray many years before. This x-ray was never dis-
cussed with the client, and even the insurance com-
pany was never able to find any evidence that
indicated intentional deception on the part of the
client.33

When the executives of these three major
insurance providers were each asked separately by

the chairman of the committee if they were willing
to limit the cancellation of policies to only cases
where they could prove “intentional fraudulent 
misrepresentation,” all three said they would not
stop the practice. They noted that there were no
state laws that prevented the practice of canceling
the policies of clients with high-cost diagnoses and
illnesses.34

Insurance Regulatory Issues
In the individual health insurance market, regulation
is provided through a mix of state and federal en-
deavors. Although insurance regulation is primarily
delegated to the states, the federal government often
writes federal policies or protections that are sup-
posed to be incorporated into the state regulations
and enforced. One of the most recent of these federal
attempts at consumer protections was the Health In-
surance Portability and Accountability Act (HIPAA)

of 1996. One of its key pur-
poses was to allow employees
to bring with them their
health insurance policy 
when they changed jobs and
prevent cancellations of 
polices due to preexisting
conditions. 

A research project
also looked into the cancella-
tion of polices when clients

were diagnosed with severe expensive illnesses and
how state and federal regulations were being enforced
related to these practices. They looked specifically at
the success or failure to implement and enforce the
provisions of HIPAA.29 Gaps were found in consumer
protections in the state laws and regulations them-
selves. Enforcement was lacking in all the states they
studied.29

Other investigations were conducted that re-
vealed a common practice of insurance companies
was to cancel or deny claims after an insurance policy
had been issued because the client’s disease and treat-
ment became too costly. There were no rules or regu-
lations to prevent this practice until passage of the
ACA. Overall, the data collected across the nation
demonstrated a severe lack of federal oversight and
enforcement. Although some insurance companies’
negative practices are truly ethical violations, others
more appropriately are a result of lack of regulation
or regulatory disputes.
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THE DEBATE

The health-care reform 
debate rages at all levels,
from family members sit-
ting around the dinner
table to the halls of Con-
gress and the Oval Room

of the White House. It is unlikely that the debate will
end any time soon since the ideology of the progres-
sives, mainly Democrats, and conservatives, mainly
Republicans, is so different. Progressives believe that
for-profit industries that are concerned about their
bottom lines are not willing to sacrifice capital to take
care of social needs and that the federal government
should establish and run substantial social programs,
such as for social security, health care, education, and
welfare, in order to meet the needs of all citizens, 
especially those impoverished. They believe that the
private sector does not have the will or the money to
effectively meet these needs of the poor. An underly-
ing belief is that persons controlling the private sector
possibly are greedy and have more self-serving inter-
ests than those controlling government. 

Yet, conservatives fear that too much gov-
ernment control will lead those in power to poten-
tially abuse citizens’ rights for their own gain. The
idea is that those in government positions are
equally at risk as those in the private sector of being

A Lack of Information
Another important finding of the study was that
none of the states collected enough information to
really know what was happening in the insurance
market. There was virtually no information about
the already identified problem areas of cancella-
tions of policies and denial of claims. They con-
cluded that federal laws alone are not enough to
protect people buying insurance.29 A proactive ap-
proach to supervision and regulation enforcement
is necessary for regulation enforcement at both the
state and federal levels. 

Four recommendations were offered based
on the lessons learned from studying the case studies
from across the nation. The researchers felt that the
problems were sufficient enough that federal policy-
makers should address the regulation of health insur-
ance markets, regardless of whether other national
health reform is successful or not. The four recom-
mendations are:

• To the extent states con-
tinue to regulate insur-
ance under health
reform, state laws must
clearly and consistently
reflect the federal 
standards.

• Direct outreach and sup-
port on consumer rights
must be expanded.

• Regulators must collect more detailed data about
the health insurance markets they regulate and use
specific criteria on when to carry out a market con-
duct review.

• The federal government must take on a larger role
to protect consumers.30

The Congressional Committee on Energy
and Commerce reached similar conclusions after
they conducted a study in 2008. They issued a 
memorandum in 2009 that included the following
conclusions: 

• The market for individual health insurance in the
United States is fundamentally flawed.

• The current regulatory framework governing this
market is a haphazard collection of inconsistent
state and federal laws. 

• Protections for consumers and enforcement actions
by regulators vary widely, depending on where indi-
viduals live. 

• Insurance companies take advantage of these incon-
sistent laws to engage in a series of controversial
practices31 (Table 20.1).

Considering this preceding information,
there is overwhelming evidence showing there is a
need for health-care insurance reform and an in-
crease in regulation by outside entities. The question,
of course, then becomes how to go about fixing this
system. Some of these issues were addressed in the
ACA, but many still remain unresolved. It may take a
decade to determine the successes and failures of in-
dividual parts of the ACA law.35
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self-serving, greedy, and ultimately immoral. Con-
servatives believe in individual liberty and personal
responsibility and that the government is only re-
sponsible to ensure equal opportunity. They think
that it is easier to influence a wider base of private
enterprise by withholding support of problematic
companies than it is to try and retrieve power given
to a selected few in government. They believe it is a
principle that motivated the Founding Fathers to de-
sign the government structure as they did. They are
also currently very concerned about the large na-
tional debt and annual budget deficits that mean the
cost of these programs will need to be paid for by 
future generations, thus reducing their ability to
achieve the American dream. They say that the debt
accrued by these programs will eventually cause 
the greatest harm to those they intend to protect.
However, whatever side a person takes, it must be
dependent on thoughtful reflection and a full consid-
eration of all the facts rather than a reflexive reaction

to the other side’s opinion. There are several issues
both sides agree on:

• There needs to be a way to reform a health-care sys-
tem without taking ever bigger slices out of the GNP.

• Successful reform of health care begins with the re-
alization that there is no perfect health care system.

• Reform needs to be accomplished within a reason-
able amount of time at an affordable price.

• Different approaches meet different needs and set
different priorities.

All solutions proposed by either side will have
both positive and negative aspects. The goal needs to
be to find those actions, solutions, and measures that
can improve the system and that have the fewest draw-
backs. Each health-care system solution attempts to
address the highest priorities in health care such as
cost, quality, and the most inclusive coverage.

Proponents of the ACA 
Proponents of the ACA focus on increasing access to
health care for every citizen by removing all the barri-
ers that are now in place and improving the quality of
health care by establishing standards and outcomes
for treatments. They believe that the cost of treating
preventable chronic illness by early detection and
prevention will cost much less than treating diseases
and their complications in their late stages. It is their
position that the limitations currently placed on indi-
viduals wishing to purchase health insurance from a
poorly regulated industry that has engaged in unethi-
cal practices interferes with individual rights and the
free marketplace and is discriminatory against minor-
ity groups, the working poor, and the middle class.
They support the principle that the large health insur-
ance companies who are currently running the
health-care system produce increased costs and en-
courage waste. They believe that health should be
paid for based on the quality of care and health-care
outcomes rather than the fee-for-service method cur-
rently used. They see the ACA and its provisions as a
way to eliminate these inadequacies and a means to
accomplish their goals. (For more information, go to
http://www.rasmussenreports.com/public_content/
politics/current_events/healthcare/health_care_law.)

Commodity or Public Good?
The polls on American health care have consistently
shown that Americans believe that health care is too
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Table 20.1 Selected Findings of the 2008 
Congressional Investigation of Health 
Insurance Rescissions

• Rescinding coverage on the basis of typos in the
application form

• Rescinding coverage on the basis that individuals
failed to disclose conditions they were unaware
they had

• Rescinding coverage for family members incurring
high-cost claims, even if they were not involved in
the omission or discrepancy

• Investigating the medical histories of all enrollees
diagnosed with certain high-cost illnesses or
conditions

• Evaluating employees based on how much
money they save the company by retroactively
canceling policies

• Using a computer algorithm to identify women
recently diagnosed with breast cancer to trigger
an investigation into their records to find a
pretext to rescind coverage

Sources: Prohibiting Rescissions Fact Sheet. Retrieved
May 2013 from http://www.dmhc.ca.gov/Portals/0/
HealthCareInCalifornia/FactSheets/fscirc.pdf; Prohibiting
Rescissions in Women’s Health. Retrieved May 2013
from http://www.nationalpartnership.org/site/DocServer/
HCR_Prohibiting_Rescissions.pdf?docID=11241
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expensive and that too many Americans go without
needed care due to the lack of insurance. Those in
favor of the ACA believe the national debate over re-
form centers around a philosophical disagreement
about what roles the private and public sectors should
play in the health-care system. They believe that
health care should not be treated like just another
commodity or service that can be bought and sold in
a competitive free market. Rather, it should be con-
sidered a public good with the status of a right similar
to education and Social Security. Both are adminis-
tered as government programs and are funded and
regulated by the government with the primary goal of
providing a public good rather than earning profits
for stockholders.

Benefits of the ACA
The proponents of the ACA project that as much as
$850 billion will be saved on health care by reducing
fraud and abuse, improving communication, and in-
stituting stricter price controls. Reducing and/or
eliminating unnecessary
tests and treatments and
improving efficiency could
further reduce costs.10 It
will also eliminate the
practice of cost shifting in
which those with insur-
ance and the government
pay for the uninsured through higher premiums and
taxes. Other proposed benefits of the ACA include
the following

Expanded Coverage for American Citizens
• Extends coverage for young adults who can stay on

their parents’ insurance until age 26
• Expands family planning eligibility for which states

can apply 
• Sets up insurance exchanges to offer citizens insur-

ance at a competitive cost
• Increases the number of insured by as many as 

32 million by 2019

Consumer Protection From Unfair Insurance Practices
• Requires insurance companies to issue or renew a

policy regardless of any preexisting condition 
• Prevents insurance companies from canceling 

insurance when the client develops a serious 
expensive illness

• Prohibits setting annual or lifetime limits (caps)
• Requires coverage of newly issued plans without a

client co-pay 
• Eliminates co-pays for preventive services such as

mammograms and colonoscopies 
• Eliminates co-pays for women’s preventative 

services 
• Requires coverage for those participating in clinical

trials
• Closes the Medicare Part D gap on medications

(“doughnut hole”) for seniors
• Requires chain restaurants to display caloric content

of the meals they serve

Administrative Regulations for Insurance Companies
• Requires simpler, more standardized paperwork, 

reducing insurance company costs
• Increases competition among insurance companies

through insurance exchanges 
• Prohibits discriminating against or charging higher

rates based on gender or preexisting medical 
conditions. Age is a 
factor that can be 
considered. 

• Requires insurance com-
panies to reveal details
about administrative and
executive expenditures
(e.g., salaries, perks, ben-
efits, stock options, etc.)

• Requires insurance companies to spend 80 to 85
percent of policyholders’ premium dollars on health
costs and claims, leaving 20 to 15 percent, respec-
tively, for administrative costs and profit

• Prohibits enforcing client eligibility waiting periods
in excess of 90 days for group health plans

• Establishes a Consumer Assistance Program in 
each state to help citizens navigate the ACA 
regulations

• Mandates individual purchase of insurance to lower
the cost of premiums

• Requires a broad-enough risk pool to keep costs low

Improving Health-Care Quality 
• Establishes the Client-Centered Outcomes Research

Institute
• Establishes a New Prevention and Public Health

Fund to invest in proven prevention and public
health programs; goal is to keep Americans healthy
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• Establishes the Center for Medicare & Medicaid 
Innovation 

• Establishes a new trauma center program
• Increases funding for community health centers
• Establishes new programs to support school-based

health centers and nurse-managed clinics
• Creates incentives for Accountable Care Organiza-

tions (ACO) to meet quality thresholds with shared
cost savings

• Establishes Community Care Transitions Program
to decrease rehospitalization

Lowering Health-Care Costs
• Sets up a new federal agency, the Independent Pay-

ment Advisory Board (IPAB), to recommend how
much to pay doctors and hospitals for procedures
• The Board is intended to be independent but

board members are appointed by the president
and approved by the Senate.

• The Board is tasked with containing and reducing
increasing health-care costs.

• Links hospital payment
to quality outcomes

• Links physician payment
to quality outcomes

• Encourages integrated
health systems to manage
client care at all levels

• Establishes pilot pro-
grams to bundle payments

• Cuts government subsidies to insurance companies
that operate Medicare Advantage plans without 
reducing any Medicare benefit

• Stops overpayment to some insurers
• Eliminates waste and fraud in the insurance system

by aggressively pursuing cheaters
• Imposes health-care reform fees on pharmaceutical

companies that will benefit from the increased
number of covered people

Improving Workforce Health Care
• Establishes a National Health Care Workforce

Commission
• Expands Public Health Service Commissioned

Corps
• Expands primary care and nurse training programs 
• Increases funding to National Health Service 

Corps
• Increases Medicaid payment rates to primary care

physicians

• Assists with medical school debt of primary care
physicians

Taxes and Funding Changes
• Raises Medicare tax for individuals earning more

than $200,000/year and couples earning over
$250,000/year from 2.9 to 3.8 percent

• Imposes excise tax on taxable medical devices
• Requires a 3.8 percent tax be applied to all sources

of income, not just wages, with some exceptions
• Imposes a penalty on those who are able to and 

decide not to purchase health insurance
• Imposes a penalty on large employers that do not

assist workers with health insurance
• Offers 2 years of tax credits to qualified small 

businesses to provide health insurance
• New tax on extremely generous health plans. The

hope is individuals who have to pay at least a per-
centage of their health costs will not abuse the
medical system for unneeded care.8

The ACA has
been cited by some organ-
izations and health policy
experts as the most com-
prehensive health-care 
reform in the history of
the United States. They
believe it is one of the

most far-reaching pieces of social policy since the
Civil Rights legislation. Although it is acknowl-
edged that a better national health reform law 
could probably have been written, it is the bill that
passed.8

Opponents of the ACA
Opponents to the ACA agree that health-care reform
is needed and also agree that everyone should have
access to health care and health promotion interven-
tions. They don’t agree that this bill as it was passed
is the most fiscally efficient way to achieve those
goals. They point out that before passage of the bill,
85 percent of the population were covered by private
health insurance, Medicare, and Medicaid, and most
were satisfied with their insurance. They understood
where the deficiencies in access to care occurred and
believed it would be more cost-effective to address
the needs of the 15 percent who needed help rather
than change the system for the 85 percent who were
insured.
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Commodity or Public Good? 
Those who oppose the ACA also agree that health
care is too expensive, but they disagree that govern-
ment mandate for the same coverage for everyone re-
gardless of need is the best way to achieve that goal.
They believe strongly in a commonsense regulated
but still free market system. The health-care insur-
ance industry is one of the most regulated industries
in the country, and those regulations are increasing
the costs of insurance. Health care should be a service
that can be bought and sold in a competitive free
market based on the needs of the purchaser. Automo-
bile insurance is treated that way. Why not health-
care insurance?10

Drawbacks of the ACA 
Skeptics believe that the ACA forces America’s
health-care system in the wrong direction by transfer-
ring vast powers to governmental bureaucrats. They
believe that placing this control under government
auspices will reduce competition, one of the main
drivers of innovation and improvement. The free
marketplace’s law of supply and demand has been the
key driving force for the tremendous success of the
American capitalistic system in most areas of life, and
the insurance industry should be left alone to either
succeed or fail like any other business. They believe
that a profit-driven business produces the best prod-
ucts at the lowest prices because businesses that are
not efficient will fail in the marketplace.

The way the ACA bill was passed, govern-
ment bureaucrats and decision-makers will control
the money and decisions that should remain in the

hands of individual clients and their families. 
Subsequently, it presupposes that the government 
decision-makers have a more compelling interest in
the individual’s needs and outcomes than insurance
companies do. It takes away some of the states’ rights
to establish regulations and policies. They also believe
that the law is fundamentally flawed because of the
hasty way it was enacted with undefined provisions
that leaves writing the rules and regulations under
control of an unelected bureaucrat rather than those
who actually represent the constituents. Other weak-
nesses of the ACA include the following

Effects on the Economy
• Slows economic growth by taking money needed for

growth out of the economy
• Reduces employment because the cost of hiring 

employees will increase
• Suppresses wages because there is an option to 

reduce work hours to under 30 hours per week to
avoid the employer mandate to provide insurance

• Raises taxes, which leaves less money for growing
business

• Impedes an already staggering recovery
• Transfers money from productive private hands to

the less efficient public sector 
• Discourages work and savings by taking money

from consumers for more taxes
• Does not really reduce spending because of “double

counted savings” and historically government-run
programs just cost more to operate

• Increases the federal deficit

Effects on Workplace Health
• Changes the nature of the employer–employee 

relationship due to the employer mandate 
• Employers will need to have detailed household

information, such as family size and income 
for each family member, from each of their 
employees.

• Encourages employers to drop coverage due to in-
creased cost of premiums or reduce work hours and
avoid paying for insurance

• Increases the invasion of workers’ privacy

Effect on Medicare and Medicaid
• Reduces payments to many Medicare providers rel-

ative to what they were receiving under the previous
law while mandating increases in the coverage they
provide 
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• Delays progress to repair existing unsustainable 
entitlement programs such as Social Security and
Medicare

• Increases costs to low-income and minority senior
citizens

• Threatens seniors’ access to care by reducing the
supply of providers

Effects on State’s Rights
• Directly assaults the states’ traditional rights to

regulate health insurance. They believe that the
powers the federal government have taken to im-
plement this program are not supported by the
Constitution and these rights belong to the states.

• Imposes unknown insurance costs on consumers,
states, and the federal government. Unlike the fed-
eral government, states are required to balance their
budgets. The unknown costs put states in a position
of having to fund the programs imposed by the fed-
eral mandate without the funding to keep the pro-
grams running.

• Grants more discre-
tionary authority to 
unelected federal bu-
reaucrats to microman-
age health insurance
coverage than state 
legislatures have ever
granted to state insur-
ance regulators

• Fails to take into consideration the different health
needs of different states or individuals

Effects on Health-Care Providers
• Increases costs of managing their practice because

of the need to comply with an increased number of
regulations and need for documentation

• Cuts payments to physicians across the board by 
25 percent. Decreased reimbursements and in-
creased costs risk a reduction in supply of health-
care providers. 

• Limits and loosens conscience protection for clients
from unscrupulous providers

• Requires providers to make available services that
are opposed to their religious beliefs

Effects on Insurance Providers
• Dooms insurance companies to failure because 

the rules for setting up exchange plans are too 

complicated—most insurance companies cannot
meet the qualifications.

• Undermines competition among health insurance
companies

• Creates ambiguity in the new preventive care re-
quirements that impose significant penalties if in-
surers and employers do not comply with DHS
requirements

• Puts at a disadvantage private business by restrict-
ing their ability to be profitable. This will eventually
cause them to go bankrupt, ultimately leading to
government-controlled health insurance for their
workers.

• Increases the odds of eliminating private 
insurance companies, making the single-payer 
system controlled by government the only option

• Decreases incentive or innovation and improve-
ment because the bureaucratic system will be unable
to effectively manage such a large system

• Prevents insurance companies from meeting the
needs of individuals and
requires them to provide
coverage the individual
doesn’t need. As a result,
individual’s premiums will
be higher.

Effects on the Public
• Forces younger, healthier
individuals to pay higher

premiums to cover the care of older, sicker adults.
That is an additional financial burden on a genera-
tion that is already burdened with a poor job market
and high education costs, which will significantly af-
fect their ability to improve their lives.

• Requires care decisions to be made by unelected bu-
reaucrats rather than individuals and families. That
assumes that persons not involved in the care of the
individual will make more caring and moral deci-
sions than families will.

• Makes it more difficult to cover the uninsured 
because there will be fewer providers

• Massively increases the dependence on government
programs at the cost of reduced private coverage.14

They believe that setting up systems that make citi-
zens dependent rather than independent is morally
wrong.

• Requires individuals to pay for procedures and
treatments that violate their religious beliefs

502 U n i t  4 Issues in Delivering Care

Health care should be a service that 
can be bought and sold in a competitive
free market based on the needs of the
purchaser. Automobile insurance is
treated that way. Why not health-care
insurance?

“
”
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Although there have been several drafts of
health-reform plans drawn up by the opponents of
the ACA, they have never been introduced by the leg-
islative bodies. However, opponents believe that an
effective health-care reform plan would include:

• Providing individual tax deductions for all persons
purchasing private health insurance similar to those
provided for businesses

• Promoting new group purchasing arrangements
based on individual membership organizations and
various associations, including union, fraternal, 
ethnic, and religion-based groups

• Allowing insurance companies to sell policies 
across state lines without regulation to increase
competition

• Allowing employers to convert their health-care
compensation from a defined benefit package to a
defined contribution system

• Improving consumer-directed health options (such
as health savings accounts, health reimbursement
arrangements, and flexible spending accounts) 
that encourage greater transparency and consumer
control over health-care decisions

• Extending national preexisting condition protec-
tions in the non–group health insurance markets
for those with continuous creditable coverage, thus
rewarding responsible persons who buy and main-
tain coverage

• Setting up a fair competitive bidding process to 
determine government payment in traditional
Medicare fee-for-service and Medicare Advantage
programs

• Reviewing Medicare rules and regulations and elim-
inating those that unduly burden doctors and
clients, such as the restriction preventing doctors
and patients to contract privately for medical serv-
ices outside of the traditional Medicare program

• Encouraging the states to set up mechanisms such
as high-risk pools and risk transfer models that help
lessen the problems of individuals who are difficult
to insure

• Expanding states’ ability to develop consumer-based
reforms that enable states to customize solutions for
their citizens

• Strengthening premium assistance in Medicaid 
to enable young families to obtain private health 
insurance coverage

• Improving client-centered health-care models for
those on Medicaid

• Increasing federal and state efforts to combat fraud
and abuse in Medicaid, including tightening eligi-
bility loopholes in Medicaid for long-term care
services

• Encouraging personal savings and the development
of a robust private insurance market for long-term-
care needs

• Making the ban on taxpayer-funded abortion 
permanent 

• Making a permanent government-wide policy to
ensure protection of the right of conscience among
medical providers and personnel

• Halting all new tax increases and promoting tax
cuts that would expand private insurance coverage
and grow the economy

• Reforming medical malpractice laws to ensure
strong patient protection while limiting trial lawyer
fees and non-economic damages

(For more information, go to the Case
Against Obamacare at http://www.heritage.org/
research/projects/the-case-against-obamacare; 
Ferarra, P. Look out below, Obamacare chaos is 
coming. 2013. Retrieved September 2014 from
http://www.forbes.com/fdc/welcome_mjx.shtml; 
The 4 best legal arguments against Obamacare. 
Retrieved May 2014 from http://reason.com/archives/
2012/03/24/4-best-legal-arguments-against-obamacare.)

Many of those who oppose the ACA point
out that it imposes numerous tax hikes that transfer
more than $500 billion over 10 years out of the pock-
ets of hardworking American families and businesses
and into the pockets of a Congress that is not known
for being careful about how tax dollars are spent.
They believe that the spending on new entitlements
and subsidies will discourage economic growth both
now and in the future and removes peoples’ incentive
to work to reach their maximum potential while be-
coming participating members of society. 

They want to see the current ACA replaced
by a system that values limited intrusion of govern-
ment on individual’s daily lives and the free market.
They want health-care decisions to remain with indi-
viduals and their families rather than relinquishing
those decisions to unaccountable people they do not
know. Additionally, they want to ensure that compe-
tition in both health care and health insurance indus-
tries continues to spur innovation and treatment
effectiveness. Only in this way will there be true
health-care reform that would reduce the number of
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ANA POSITION ON HEALTH-CARE REFORM

The first Nursing’s Agenda for Health Care Reform 
in 1991 was endorsed by over 60 nursing and other
health organizations. This document underwent two
significant updates. They recognized that the ongoing
shortage of nurses and other health professions and a
rapidly growing body of
scientific research rein-
forced the critical need for
change.34 The ANA con-
tinues its strong commit-
ment to its belief that
health care is a human
right. All persons should
have access to affordable,
high-quality health-care
services when they need them. The health of individ-
uals, the strength of society, national well-being, 
and the overall productivity of the United States 
will be positively impacted when there is accessible,
affordable, and high-quality health care for all 
citizens. The updates made to the initial ANA 
document include:

• The ANA reaffirms its support for a restructured
health-care system that ensures universal access to a
standard package of essential health-care services
for all citizens and residents.

• The ANA believes that the development and imple-
mentation of health policies that reflect the six IOM
aims (i.e., safe, effective, client-centered, timely, 
efficient, and equitable) are based on outcomes 
research and will ultimately save money.

• The system must be reshaped and redirected away
from the overuse of expensive, technology-driven,
acute, hospital-based services in the model we now
have to one in which a balance is struck between

the uninsured, improve the quality of and accessibil-
ity to care, make health care more affordable, and 
reduce the budget deficit.

high-tech treatment and community-based and pre-
ventive services, with emphasis on the latter. The
solution is to invert the pyramid of priorities and
focus more on primary care, thus ultimately requir-
ing less costly secondary and tertiary care.

• Ultimately, the ANA supports a single-payer mech-
anism as the most desirable option for financing a
reformed health-care system.34

The recommendations from this 17-page
Health System Reform Agenda addresses many of
the issues that have been raised. The recommenda-
tions made in 1991 have been upheld as reasonable
and necessary steps to correct a flawed health-care
system, and the updates reflected the most current
research and statistics. All major bipartisan health-
care policy organizations, constituency groups, and
many consumer advocacy groups have made policy
recommendations that support the direction pro-
posed by the ANA.36

The ANA believes that the new reforms are
designed to move the
country from a system that
provides illness care to one
that provides client-cen-
tered and preventive
health care. This is the type
of care that is provided
best by nurses.37 The ACA
addressed the majority of
the ANA Reform Agenda.

However, the ACA does not explicitly declare health
care a human right and does not provide for a single-
payer system.38 The AARP also agrees with the ANA
concerning nurses, the amount and type of funding
provided, and the administrative division responsible
for the provisions.39,40

SUMMARY OF THE AFFORDABLE CARE ACT 
OF 2010

The original Patient Protection and Affordable Care
Act (PPACA) contained 10 titles and was signed
into law on March 23, 2010. The Health Care Edu-
cation and Reconciliation Act (HCERA) of 2010
made amendments to the original 10 titles. The
HCERA was signed into law on March 30 after
being approved by the House and Senate on March
25, 2010. The term Affordable Care Act (ACA)
refers to the PPACA as modified by the HCERA.
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The ANA continues its strong commit-
ment to its belief that health care is a
human right. All persons should have
easy access to affordable, high-quality
health-care services when they need
them.

“
”

What Do You Think?

?
Where do you stand on the health-care debate? Is there a
middle ground where you see the positive aspects of some
of the reforms in the ACA while understanding that there is
room for improvement?
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There are a total of 487 sections and 906 pages in-
cluded in the ACA. 

The verifiable final page count in the bill it-
self is 906, with an additional 109 pages of regulations
written by DHS.41 The length and complexity of 
the ACA is a testament to how comprehensive the
changes are, addressing almost all aspects of the 
current health-care system.  There are 10 titles or 
sections to the ACA:

Title I: Quality, Affordable Health Care for All 
Americans

Title II: The Role of Public Programs
Title III: Improving the Quality and Efficiency of

Health Care
Title IV: Prevention of Chronic Disease and Improv-

ing Public Health
Title V: Health Care Workforce

Title VI: Transparency and Program Integrity
Title VII: Improving Access to Innovative Medical

Therapies
Title VIII: Community Living Assistance Services and

Supports Act (CLASS Act) (Repealed in January
2013)

Title IX: Revenue Provisions
Title X: Reauthorization of the Indian Health Care

Improvement Act42–46

(See Table 20.2.)

Evaluating Health-Care Reform
With all the state-of-the-art diagnostic tests and 
treatments available in the United States, the highly
respected and innovative doctors, and many of the
world’s best hospitals, the United States produces
many of the significant advances in technology and

C h a p t e r  2 0 The Health-Care Debate: Best Allocation of Resources for the Best Outcomes 505

Table 20.2 What the ACA Does

Major Revisions Date

Expanded Coverage
• Extending coverage for young adults by allowing them to stay on parents’ insurance 

until age 26
• States can apply to expand family planning eligibility to same eligibility as pregnancy.
• Insurance exchanges will be set up.
• Congressional Budget Office (CBO) estimates as many as 32 million more people 

could have some form of health insurance by 2019.
• Half through increased Medicaid coverage—eligibility increased up to 133 percent 

of poverty level
• Half through private insurance exchanges

Insurance Regulation/Consumer Protection
• Guaranteed Issue

• Insurers will be required to issue or renew a policy regardless of any preexisting 
condition.

• Should provide coverage for an additional 20 million 
• Outlaws rescissions

• Insurer can no longer accept insurance payments as long as you are healthy and 
then find a reason to cancel your coverage when you become ill.

• Prohibits setting annual or lifetime limits
• Insurer can’t terminate coverage because your illness became too expensive.

• Insurers are required to reveal details about administrative and executive 
expenditures.

• Insurers must spend 80 to 85 percent of premium dollars on health costs and claims, 
leaving only 15 to 20 percent for administrative costs and profit.

• New plans must cover without deductible: 
• Preventive services (i.e., mammograms and colonoscopies).
• Women’s preventative services.

• Limits administrative costs
• Top is 15–20 percent

2010

2010
2013

2014

2014

2010 new
2014 existing

2010

2010 new
2014 existing
2010

2011

2012

2012

(continued)
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Table 20.2 What the ACA Does—cont’d

Major Revisions Date

• Requirement to use simpler, more standardized paperwork
• Set up insurance exchanges for self-insured in each state
• Prohibited from discriminating against or charging higher rates based on gender 

or preexisting medical conditions but not based on age
• Prohibited client eligibility waiting periods in excess of 90 days for group health 

plans
• Ensures coverage to those participating in clinical trials
• Establish Consumer Assistance Programs in states
• Individual Mandate

• Required to have a broad enough risk pool to keep costs low

Improving Quality and Lowering Costs
• Establish Client-Centered Outcomes Research Institute
• Providing Preventive Care in coverage
• New Prevention & Public Health Fund

• Invest in proven prevention & public health programs 
• Closing the Medicare Part D gap on medications (“doughnut hole”)
• Establish Center for Medicare & Medicaid Innovation

Improving Quality and Lowering Costs
• Sets up a new federal agency, the Independent Payment Advisory Board

• To recommend how much to pay doctors and hospitals for procedures
• Independent board but appointed by the president
• Tasked with containing and reducing increasing health-care costs

• Establish new trauma center program
• Increased funding for community health centers
• Establish new programs to support school-based health centers and 

nurse-managed clinics
• Create incentives for accountable care organizations to meet quality thresholds 

with shared cost savings
• Community Care Transitions Program to decrease rehospitalization
• Linking hospital payment to quality outcomes
• Linking physician payment to quality outcomes
• Encouraging integrated health systems
• Pilot program to bundle payments

Workforce Issues
• Establish a National Health Care Workforce Commission
• Expanded Public Health Service Commissioned Corp
• Primary care and nurse training programs expanded
• Increased funding to National Health Service Corp
• Increase Medicaid payment rates to primary care physicians
• Help pay medical school debt of primary care physicians

Taxes and Other funding
• Cuts taxpayer subsidies to insurers who operated Medicare Advantage plans

• This does not reduce any Medicare benefit.
• It stops overpayment to some insurers.

• Has provisions for the elimination of waste and fraud
• Fees imposed on drug manufacturers
• Raises Medicare tax for individuals earning >$200,000 & couples earning 

>$250,000 from 2.9 percent to 3.8 percent
• Imposes excise tax on taxable medical devices

2013
2013
2014
2014

2014
2014
2014

2010
2010
2010
2011-2020
2011
2011

2011

2011
2011
2011

2012

2012

2014

2010
2010
2011
2011
2013
2013

2011

2011
2011
2011

2013
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Table 20.2 What the ACA Does—cont’d

Major Revisions Date

• Requires for the first time that 3.8 percent be applied to non-wage income 
with exceptions

• Penalty on those who don’t buy insurance, waived in 2014 because of problems with 
program rollout

• Penalty on large employers that don’t assist workers with health insurance
• New tax on “Cadillac” insurance plans (extremely generous health plans)

• The hope is individuals who have to pay at least a percentage of their health costs 
will not abuse the medical system for unneeded care.

Other
• Chain restaurants required to display caloric content
• Two years of tax credits will be offered to qualified small businesses to provide health 

insurance

Sources: ANA health reform timeline. Retrieved May 2013 from http://www.rnaction.org/site/PageServer?pagename=
nstat_take_action_healthcare_reform&ct=1; Key features of ACA by year. Retrieved May 2013 from http://www.
healthcare.gov

2013

2014

2014
2014

2010
2013

biomedical research. However, with a health-care de-
livery system that is fragmented, wasteful, inefficient,
irrational, and unsustainably expensive, the United
States continues to lag behind in many categories that
define a healthy country.47

Health performance indicators that showed
significant deterioration or no improvement since
2006 and 2008 include insurance costs and access to
care, affordable care, primary and preventive care,
hospitalizations from nursing homes, and rehospital-
izations. Additional indicators that raise concerns are
infant mortality; childhood obesity; safe care; client-
centered, timely, coordinated care; and disparities.
There is as much as a fourfold difference between the
top and bottom performing hospitals, health plans,
and geographic regions in the United States.23 If the
top performers in providing health care, quality of 
facilities, insurance coverage, and geographical areas
are four times better than the bottom performers, the
high performers should be able to provide the lessons
and experience needed to lead the way to improve-
ments. Unfortunately, the current fee-for-service 
system rewards the numbers of services and not 
high-quality outcomes.48

Along with identifying the health-care deliv-
ery issues that need to be improved, how it can be
paid for in the most cost-effective way also needs to
be addressed. There is no question that health-care
costs are rising. One of the main reasons for this

problem has been anticipated since the late 1940s
when the birth rate escalated after World War II.
These baby boomers have significantly influenced
costs as they aged, beginning with the increased costs
of building schools and eventually, as the early baby
boomers enter their older years, creating a huge 
demand for health-care services. 

What was not anticipated was the recent re-
cession, job losses, and the fact that many of them
were unwilling or unable to save sufficient amounts
to retire in good fiscal shape. Many lost their insur-
ance when they lost their jobs and didn’t have suffi-
cient income to purchase insurance, which now costs
more because of age and preexisting conditions.
Therefore, some need to choose between health 
care, needed prescription drugs, and food. Addition-
ally, the recession and job losses affect many more
Americans who don’t have the money to purchase in-
dividual insurance plans, especially without a job. For
taxpayers and government budgets, programs such as
Medicare and Medicaid must bear a greater share of
financial coverage of health care than ever before.
This means a larger share of government budgets is
being absorbed by increased health-care costs. 

Passage of the ACA did immediately provide
some relief to those underinsured or uninsured, in-
cluding closure of the “doughnut hole” or the drug
coverage gap in Part D, where 6.3 million Medicare
recipients have saved over $6.1 billion on prescription
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drugs since the enactment of the ACA.49 Other popu-
lar benefits include the following:

• Medicare beneficiaries and Americans with private
insurance took advantage of newly covered preven-
tive services and screenings at no cost to them.

• Young adults up to age 26 can now be covered by
their parents’ private insurance due to extension of
coverage provided under the ACA.

• Americans with preexisting conditions now 
cannot be refused health insurance because of 
their condition.

• Americans will no longer have limits on coverage or
increased premiums due to age ratings.50

A private insurance carrier launched a 
patient-centered medical home (PCMH) program 
in 2011 with 3,600 primary care practices. In the first
year of operation, the PCMH program saved $40 to
$50 million in expenses when compared to the pro-
jected cost of care. Primary care physicians are no
longer being paid by the number of services provided.
Rather, they are being paid to deliver a healing rela-
tionship while collecting the data needed to manage
their clients.51

The ACA has provisions that target many of
the identified gaps in care, including reduced access,
affordability, and support for innovations to make
care more client-centered and coordinated. 

There are also federal incentives to facilitate
the adoption of meaningful use of health information
technology.23 Health information technology ad-
vances can decrease health-care costs through admin-
istrative cost savings related to record keeping and
provision of data to compare effectiveness data, help
identify root causes of problems, and identify ideal
staffing problems. This same information technology
(IT) could increase safety by having a portable elec-
tronic health record that prevents duplicative or inap-
propriate treatment because of a lack of complete
information, potentially reducing medical errors. 
IT can increase the use of latest research and evidence
by clinicians and allow clients the ability to compare
treatments, facilities, and providers.52 Clients and
caregivers have input individually and collectively
through organizations into setting the research
agenda.53

FULL IMPLEMENTATION OF THE ACA

The passage of the ACA was a significant achieve-
ment but is not the end of the political battle.54 Many
states have attempted to overturn or not comply with
the law because of the impact of it on their budgets.
The landmark Supreme Court decision upholding the
vast majority of the ACA on June 28, 2012, and the
reelection of Barack Obama in November 2012 sig-
naled that the ACA has a good chance of not being
repealed.55 However, the real and perceived success 
of its many provisions and demands for changes to it
will depend upon many future factors.

What Still Needs to Be Implemented
States that choose to set up state exchanges were re-
quired to have them in place by October 1, 2013. The
national eligibility for Medicaid increases to 133 per-
cent of the poverty level at the beginning of 2014.56

States that were planning to operate state-based ex-
changes had to submit an exchange blueprint to the
federal Department of Health and Human Services
(HHS) by December 2012, and states planning for a
state-federal partnership had to submit by February 15,
2013. Seventeen states and the District of Columbia
have declared their intent to establish state-only-
based exchanges. Only 7 states have submitted plans
to pursue a state-federal partnership exchange. As of
March 2014, 26 states have indicated they will not
create a state exchange, which will cause an initial 
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default to a federally facilitated exchange.57 (For 
more information, go to http://obamacarefacts.com/
state-health-insurance-exchange.php.)

The rollout of the exchanges didn’t happen
as smoothly as hoped. The software programs created
both access to information and sign-up issues, more
people lost their insurance than actually signed up,
there was a problem with the exchanges supplying in-
correct information to insurance companies, and
many people found that they still could not afford the
cost. Problems occur in the rollout of many large gov-
ernment programs, so perceptions of the benefits of
the program may change over time. Numbers re-
cently released showed that some of those who did
sign up for insurance were eligible for Medicaid. By
March 31, 2014, the second deadline date, over 8 mil-
lion individuals and families had enrolled in the
ACA, which was the goal for this enrollment period.58

To attract more people to sign up, new commercials
were being aired targeting young adults.

Electronic Enrollment
All exchanges must allow consumers to apply for and
enroll in coverage online, in person, by phone, by fax,
or by mail. They must provide assistance that is lan-
guage and culturally appropriate. There must be ac-
cess to call centers and a website with information
about insurance options and application assistance.59

There should be a Navigator program to improve
public awareness and facilitate enrollment (see 
Chapter 27). The computerized system must deter-
mine eligibility for public programs, premium tax
credits, and cost-sharing subsidies for those purchas-
ing insurance through the exchange.60

Some governors have refused to participate
in the exchanges because, while early costs were to
be paid from the federal budget, once the programs
are established, the costs will need to be covered by
state budgets, which could significantly influence
their ability to balance their budgets without large
tax increases. However, in many of the states that
have established exchanges, large numbers of people
have signed up for insurance. As this process moves
forward, HHS will have to assume primary responsi-
bility for operating exchanges in the states that
opted out of the process. HHS will seek to coordi-
nate with state agencies on multiple fronts, and 
although cooperation is not mandatory, it will be
important to ensure effective and smooth
operation.61

One of the least popular parts of the ACA—
the individual mandate—was to go into effect in
2014, but its implementation has been delayed until
at least 2016. The mandate has also been called indi-
vidual responsibility, in that it acknowledges that
everyone is in some state of health at any given time
in their lives and everyone plans on growing older,
which usually increases the need for health care. Pay-
ing for health-care insurance throughout a person’s
life span makes the costs more affordable for all in the
long run. The insurance industry maintains that the
only way to cover everyone who needs insurance,
without being able to deny those with preexisting
conditions, is to require persons who will pay to 
purchase insurance but not use it.8 Without the indi-
vidual mandate, the concern is that young people
without chronic health problems would opt out of
paying for insurance premiums until they became
sick or were injured in an accident. Without the 
mandate, the cost of universal health care becomes
prohibitively high for insurance companies and the
government.62

Before the passage of the ACA, Republicans
strongly supported the idea of the individual mandate
for purchasing health insurance as a measure of the
individual citizens being responsible for self-care.63

The idea of the mandate is that all citizens would be
required to purchase some type of health insurance to
spread the cost out and lower premiums, which fits
well with the Republican free market ideology. It is
not a new idea. If a person owns an automobile, states
have required an individual mandate for auto insur-
ance for over 40 years. Like automobile insurance, the
ACA allows individuals to select from a menu of poli-
cies that range from very expensive to relatively
cheap; however, a driver has the option to give up his
automobile, drivers license, and abstain from driving
and thereby does not need to purchase insurance,
whereas the ACA requires all individuals to have
health insurance since all individuals have some state
of health all the time. 

The origins for the idea for an individual
mandate for health insurance is most often credited
from the severely conservative Heritage Foundation;
however, they did not endorse the part of the man-
date that allowed the government to set standards for
insurance policies and regulations for the insurance
industry.64 They believe that the free market and indi-
vidual insurance companies will regulate themselves.
The mandate was also initially adopted and supported
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by most of the Republican Party; however, after it 
became part of the ACA, almost all these supporters
changed their minds and now oppose it.65

$50 million and money as necessary for the program.
Congress allocated $15 million from another fund in
2011, but no appropriations were made after that
date.69 Research into many of the issues raised in the
IOM report “For the Public’s Health: Investing in a
Healthier Future” was authorized by the ACA. How-
ever, funding and infrastructure development for the
program were still not available at the time the report
was published in 2012.70

What Happens if the ACA is Repealed? 
An analysis of the projected data through 2019 deter-
mined the impact of repealing all or part of the ACA.
For the ACA to work, it needed all three legs of the
three-legged stool concept that the ACA was based
on: guaranteed issue of insurance regardless of preex-
isting issues, the individual mandate, and the subsi-
dies to make the insurance affordable.69

Based on the analysis, the following conclu-
sions were reached:

• Repealing the requirement to buy insurance would
mean more people would wait until they got sick to
buy insurance in the new non-group exchanges,
which would increase the average premium by 
27 percent in 2019.

• Retaining the law’s insurance reforms but repealing
the subsidies and the requirement to purchase in-
surance would further discourage people from buy-
ing insurance when they’re healthy. Premiums in
2019 would cost twice as much as projected under
the law as a result.71

• Retaining the law but repealing the mandate would
cover fewer than 7 million new people in 2019,
rather than the 32 million projected to be newly
covered by the law. Federal spending, however,
would decline by only about a quarter under this
scenario since the sickest and most costly uninsured
are the ones most likely to gain coverage.

• Retaining only the insurance reforms in the law—
repealing both the mandate and the subsidies—
would not increase the number of people with insur-
ance, leaving 55 million people uninsured in 2019.72

The Effect of Waivers on the Costs of the ACA
Some who are concerned about the costs of the ACA
focus on how the waivers that are included in the law
will affect how much the government will have to 
pay to cover new customers. There are six waivers
granted under the ACA for various reasons to certain
segments of the population (Box 20.1).
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Lack of Funding of the Provisions
There has been a continuing difficulty in getting funding
for many of the provisions of the ACA. Even provisions
that were originally funded in the law have had funding
cuts in subsequent budgets. For instance, the National
Healthcare Workforce Commission was established
with a four-part mission to (1) serve as a resource for
governments, (2) evaluate education and training activi-
ties to determine if demand for health-care workers is
being met, (3) identify and make recommendations to
address barriers to better coordination between federal
and state agencies, and (4) encourage innovations to ad-
dress population needs.66 Although members have been
appointed, no funds have been appropriated for this
Commission and the members have been barred from
meeting even at their own expense.

Changes in Financing
Although the ACA is referred to as health-care re-
form, it changes the way health care is financed and
how outcomes can be improved.67 As it is imple-
mented, there will be a significant impact on federal
revenues, direct or mandatory spending, and discre-
tionary spending. Some of these changes in spending
will be directly related to quality of care and health-
care outcomes. Although the ACA is projected to
bring in or save money to pay for itself and lower the
deficit, many of the built-in costs of the ACA must be
approved annually by Congress.68 Congress can al-
ways refuse to fund a program that has already been
voted into law. 

Projected funding of many other ACA pro-
grams have been removed as a result of mandatory
budget cuts. Two programs that are very important to
nursing have suffered the same fate. First, a program
was established in Section 5208 to support nurse-
managed health centers that provided comprehensive
primary care and wellness services to vulnerable or
underserved populations. This section authorized 

What Do You Think?

?Where do you stand on the individual mandate? Is a positive
part of health-care reform or a burden on ordinary citizens?
What is your rationale?
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Although it is difficult to estimate how many
people may fall under the mandate waiver, it is esti-
mated that between 9 and 12 percent of the popula-
tion will qualify for them. However, many of these
groups, such as prisoners, Indian tribe members, and
Congress already have health insurance from other
state or federal government programs.73 Illegal immi-
grants are specifically barred from obtaining any
health coverage, treatments, or care under the ACA
plan, and it only makes sense that they should not have
to pay for something they are unable to use. Also, reg-
istering for care under ACA would expose them to de-
portation. Interestingly, private insurance companies
are willing to sell plans to illegal immigrants outside of
the ACA restrictions. (For more information about
waivers, go to http://heartland.org/policy-documents/
six-types-obamacare-waivers or http://www.healthcare.
gov/exemptions/ or http://www.forbes.com/sites/
theapothecary/2012/07/09/obamacares-dark-secret-
the-individual-mandate-is-too-weak/.)

Lack of Knowledge About the Provisions of the ACA
When evaluating the results of their Health Tracking
Poll 3 years after passage of the ACA, the Kaiser 

Family Foundation (KFF) reports there has not been
an increase in the public knowledge of the provisions
of the ACA since 2010. More disturbing are the re-
sults that show that, while over half of Americans say
they do not have enough information about the ACA
to understand how it will affect them, that percentage
rises to two-thirds in some of the key groups the law
was designed to help.1 The reason for this lack of
knowledge seems to stem from the fact that most of
what the public has heard for several years has been
partisan debate.39 Although the government and
many organizations such as American Association of
Retired Persons (AARP), the KFF, and others have
created Web pages and materials to help educate 
people, these efforts have obviously not been effective
enough in reaching or educating those in need of 
education. 

In January 2013, a national survey of adults
aged 18 to 64 who are under 400 percent poverty level
was conducted and found that 78 percent of unin-
sured adults and 83 percent of the Medicaid expan-
sion population were unaware of new options for
insurance starting in 2014. This study also looked at
communication needs, how best to help, outreach
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Waivers to the ACA

• Medical loss ratio waiver for mini-med (junk) health insurance plans used by the fast-food industry that 
experiences a high turnover rate in employees. This will likely be revoked by the time of full implementation
of the ACA.

• Annual limit waiver also associated with “junk” policies used by the fast-food industry and was eliminated in
2014.

• Medical loss ratio waiver (adjustment) for entire United States is designed to counteract the possible effect
of the ACA on limiting the number of insurance companies in any particular state. Maine is the only state
that has officially applied for this waiver.

• State innovation waiver for states that develop health-care insurance plans that cover as much or more
than the ACA at a lower cost.

• Accountable care organizations (ACO) antitrust waiver has not yet been developed. ACOs are similar to
health maintenance organizations (HMO) who serve at least 5,000 Medicare clients with higher quality care
at a lower cost than required by the ACA.

• Individual mandate waivers include the following groups or individuals:
1. Contentious objectors based on religious grounds
2. Members of a religious organization that provides health care as its main mission
3. Some illegal immigrants, although they are not covered by the ACA and are unable to get care
4. Incarcerated persons
5. Individuals below the poverty line
6. Members of a recognized Indian tribe
7. Individuals suffering a “hardship” that affects their income
8. All members of Congress and the congressional staff 
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tools, and a cluster analysis of the diverse population.
Three recommendations were made from this study:
(1) use key facts to raise awareness, (2) emphasize
core motivations, and (3) address skepticism.74

CHALLENGES FOR THE FUTURE

Many of the most popular provisions of the ACA are
among the least widely recognized, including giving
tax credits to small businesses to buy insurance, clos-
ing the Medicare “doughnut hole,” and extending de-
pendent coverage. One of the harsh realities of a
two-party political system is that, sometimes, what is
in the best interest of the public as a whole is not in
the best interest of one or the other political party. 
As of May 2014, the Republican House of Represen-
tatives passed over 50 bills to repeal the ACA, none of
which were successful. 

Controlling the Costs of Medical Care
There are many concerns, some that started even
before the provisions
began to take place, that
the ACA will not do
enough to control costs.
If insurance premiums
continue to rise as much as they have in the past, it
could endanger the very heart of the bill—to pro-
vide affordable health care to almost all. The politi-
cal realities of trying to seek concessions from
powerful financial interests in the health-care in-
dustry, without alienating them in the process, re-
quired politicians to accept less than was wanted.
Many economists believe that the market control
exerted by medical providers and drug companies is
the primary dynamic driving up costs. Many re-
ports point to the reality that procedures and med-
ical products cost far more in this country than they
do elsewhere. 

The biggest loss for cost containment, with-
out consideration of a single payer, may have been
the loss of the “public option.” Although the sup-
porters of the public option promoted it primarily 
as competition with the private insurance compa-
nies to keep premiums down, some economists 
believed that its purchasing power in seeking lower
rates from medical providers would have been its
biggest potential financial impact,75 while others 
believed that lack of competition would reduce 

innovation needed to find most cost-effective tests
and treatments.

Empowering Public Health
Clinical hospital-based medicine has for many years
now separated itself from the public health commu-
nity, which is primarily concerned with prevention
measures and the health of the population at large.5
The IOM addresses resource needs and ways to ap-
proach them in a predictable and sustainable manner
that ensures a robust and sustainable health-care sys-
tem for the entire population.67 The summary of this
report states that it is not sufficient to expect that
changes in payment, access, and quality alone will
improve the public’s health. As a large proportion of
the diseases overburdening our health-care system
are preventable, the failure to develop and deliver
preventive strategies through the public health system
will continue to create a burden on the U.S. economy.
The ACA recognizes this problem and addresses it in
Titles II and VIII.

Health Literacy
The National Patient
Safety Foundation (NPSF) 
produced a fact sheet in
2011 called “Health Liter-

acy: Statistics at a Glance.” They reported that 90 mil-
lion adults in the United States are at risk due to
limited health literacy.72

The full implementation of the ACA will
mean that approximately 16 million more people will
be added to the Medicaid roles. Lack of health literacy
is present in all demographic groups but is more com-
mon in the same demographic groups that determine
eligibility for Medicaid (i.e., lower socioeconomic sta-
tus, limited education, and people with mental or
physical disabilities). People with health literacy
deficits will have difficulty in several ways. It will be
difficult for them to understand the multiple types of
coverage offered by the ACA and which one is best for
them. They will find it difficult to make an informed
choice and difficult to complete the complicated forms
for eligibility. This group will have problems in initiat-
ing their own care and interacting with health-care
providers to make their health-care needs known.73

Public Opinion
There is always an inverse relationship between pub-
lic opinion and politics: Public opinion helps drive
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Nurses need to remain vigilant and in-
volved, particularly at the state level.“ ”
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political decisions, and politics helps form public
opinion.74 Change is always a little frightening for
people. In the midst of formulating comprehensive
legislation affecting everyone’s lives, it was easy to get
people to start thinking about what they might lose,
rather than understanding what benefits their families
or the nation would gain,10 mainly because they have
experience with what they are currently doing but no
guarantees that the promised gains will happen. 

Social Determinants of Health
When looking at the determinants of health, it 
is important to consider the social determinants.
Researchers have found that better health outcomes
in life expectancy, infant mortality, and potential
years of life lost were associated with the ratio of
social spending to health services spending. The
United States is one of only two OECD countries
that spend less on social services than health 
services.74

Lessons From Other Countries
When anyone suggests
that the United States
should look to other coun-
tries to find solutions to its
health-care problems, the
first thing most often
heard is “we don’t want socialized medicine.” This
term has come to be associated with everything
Americans don’t want in terms of health care—long
lines, government control, rationing of health care,
death panels, and communism. The reality is that
wealthy, technologically advanced countries that are
just as committed as the United States is to equal op-
portunity, individual liberty, and the free market have
found ways to cover all their citizens with basic 
health care, spend less money, have better health 
outcomes, and be more satisfied with their care than
Americans.18 By analyzing both positive and negative
outcomes of health-care payment systems in other
nations, the United States can design a system that
ensures personal freedom while supporting those
most in need.

Reforming American health care does not
mean that the United States could or should copy
any country’s institutions exactly. Americans cannot
adopt another country’s structure, but they can
adapt those approaches to America’s inherited 
conditions. 

OPPORTUNITIES FOR NURSING IN HEALTH
REFORM

In December 2011, 21 nurses were among 73 health-
care professionals selected through the CMS Innova-
tion Center as “innovation advisors.”75 They are
responsible for testing projects to see if they can
achieve CMS’s triple aim of better health, better 
care, and lowered costs through continuous improve-
ment.44 President Obama has demonstrated his re-
spect for members of the nursing profession and the
role they can play in the health care of the future.

With the full implementation of the ACA
and its corresponding increase in clients who will be
seeking health care, advanced practice nurses will be
in even greater demand as primary care providers.
Studies have shown that advanced practice nurses can
meet the primary care needs of large segments of the
population, ranging from well-child evaluations for
pediatric clients to screening for chronic diseases
found in the elderly population. There will also be ad-
ditional demands for qualified nurses in any number

of health-care fields such
as nursing informatics,
case managers, and nurse
navigators. There are po-
tential roles for nurses
that will be created by the

ACA that do not even yet have names. 
Nurses need to remain vigilant and involved,

particularly at the state level. It is important that ad-
vanced practice registered nurses (APRNs) are in-
cluded in any discussions of state revisions of nursing
practice acts as key providers in the health-care sys-
tem. They must be allowed to practice to the full 
extent of their education and capabilities and receive
appropriate reimbursement. As decisions are being
made on how to contain costs, nurses working 
every day with clients must participate in the process
to ensure that nursing activities are identified and
measured.

Registered nurses are the largest group of
providers of care who directly impact client out-
comes. It is part of the professional responsibility of
nurses to educate themselves about the facts and the
input of both sides of the health-care debate. A signif-
icant increase in percentage of registered nurses 
joining their primary professional organization, the
ANA, would give nursing one of the largest and most
powerful voices in the country. Nurses should work
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It is part of the professional responsibility
of nurses to educate themselves about the
facts in the health-care debate.“ ”
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with both political parties on issues important to
health care and be able to identify misinformation or
distortion of facts and make sound judgments and
decisions based on the truth. The American public

trusts nurses to advocate for their best interests. 
They have been rated number one for the past 
ten years on the Gallup polls for most trusted 
and honored professions. 
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C o n c l u s i o n

The debate about the best way to pay for health care
and improve client outcomes will go on well into the
future as the various components of the ACA are
fully implemented or changed. With a law as exten-
sive as this, it would be expected that provisions will
be modified or eliminated as they are rolled out and
unforeseen problems and unintended consequences
become evident.

It is important that nurses have input into all
phases of the implementation and outcome analysis
of health-care changes. They were at the table when 
it was initially designed, and they need to be there
when problems arise. Nurses have a wide range of

knowledge and firsthand experiences in the health-
care system at all levels, knowledge and experiences
that are very useful and highly sought after by policy-
makers. The most effective way for individual nurses
to make their voices heard is by joining a professional
organization. Politicians respect groups with large
numbers of votes. Nurses will feel the impact of health-
care reform in multiple ways, such as increased num-
bers of clients, changes in facility organizational
structures, and increased demand for more nurses. 
The old adage “If you’re not part of the solution, you’re
part of the problem” was never so true as it relates to
the nursing profession and health-care reform.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
1. Find one of your classmates whose opinion of the ACA differs from yours. Have

a thoughtful discussion with him or her about health-care reform. Try to formu-
late a “middle ground” approach to reforming the health-care system.

2. Research “Myths about health-care reform.” Make a list of at least 10 myths.
Without stating that they are myths, read the list to several friends or relatives
and ask them which ones they agree with. Are you surprised by their answers?

3. A May 2013 story in U.S. News & World Report—Health reported that men
without insurance have a four times higher rate of advanced prostate cancer
than men with insurance. The uninsured also have a much lower chance of 
surviving the disease (http://health.usnews.com/health-news/news/articles/
2013/05/07/prostate-cancer-may-be-deadlier-for-the-uninsured). Do a Web
search for other uninsured groups (e.g., women, children, elderly, etc.). Does
the lack of insurance affect their health and well-being?
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T
ROUGH SPOTS ALONG THE TRAIL

he road of life often is filled with twists and turns, ups and
downs, and precipitous waysides. People who are facing potentially
long-term or debilitating illnesses, confronting acute health crises, or
suffering from loss and grief may find themselves reexamining the
foundational beliefs they have held since childhood. Usually, at no
other time in a person’s life is he or she so focused on evaluating the
spiritual self than during such crises. Yet the times when clients are
most vulnerable also can be opportunities for personal and spiritual
growth.

Nurses have the unique task of working with clients at various
points throughout their life journeys. Often nurses encounter clients
during the “rough parts of the trail.” The holistic nursing perspective
requires nurses to view each person as a bio-psychosocial being with a
spiritual core. Each component of the self (i.e., physical, mental, social,
and spiritual) is integral to and influences the others (Fig. 21.1). Nurses
spend more time with their clients than do other health-care workers.
Therefore, the spiritual needs of clients must be recognized as a domain
of nursing care. Holism cannot exist without consideration of the spiri-
tual aspects that create individuality and give meaning to people’s
lives.1 Thus, nurses must be sure to address the spirit along with the
other dimensions to provide holistic care.

NURSING AT LIFE’S JUNCTURES

It is universally true that the human life cycle is marked by a rhythm 
of transitions: birth, the entry of a child into society, puberty, sexual

Roberta Mowdy

Spirituality and Health 
Care

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Develop a working definition of
spirituality

• Distinguish spirituality from 
religion

• Describe what is meant by the
nursing diagnosis "spiritual 
distress"

• Describe research that supports
the health benefit of spiritual
practices

• Describe the relationship be-
tween spirituality and one 
alternative healing modality
used within nursing
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awakening, entry into adulthood, marriage, parent-
hood, illness, loss, old age, and death. In all cultures
there are other rhythms that people honor, such as
the solar and lunar cycles, the agricultural cycle, and
the reproductive cycles. These cycles constitute the
rhythm of human life.

Developmental Crisis
All people recognize the importance of transitions
and in some way have ritualized them through their
religions or through custom. People learn from their
own cultural groups how to behave during each tran-
sition, and each cultural group has conceptualized 
an understanding of these human experiences. Their
importance is universally recognized.

Nurses primarily have contact with clients 
in the health-care setting within the context of these
transitions. Developmental crisis theory holds that
transitions are times of anxiety and vulnerability for
families. Therefore, nurses are required to treat peo-
ple who are going through transitions with great ten-
derness and care. It is a sacred trust for nurses to be
allowed into a family system in transition. Clients 
and families may seek spiritual support or may feel
spiritual abandonment. Ideally, nurses can help 
people identify and find the spiritual support they 
require.

Science as Magic
Over a long period of time, from the Enlightenment
of the 17th century to the dawn of the 21st century,
political leaders and educated people in Western 
cultures came to believe that all the answers to
human suffering could be found in science and 
technology. For example, early in the 20th century,
antibiotics were thought of as “magic bullets” that
cured diseases and reduced suffering. People were
eager to take part in research studies to solve their
health-care problems.

It was in this context that the nursing pro-
fession embraced the Western scientific method as
the measure for defining itself. Nurses believed, and
some still do believe, that rigorous research involving
testing of hypotheses would provide the theoretical
base for the practice of professional nursing.

SOCIAL AND SCIENTIFIC EFFECTS 
ON SPIRITUALITY

More recently, the horrors of terrorism, global warm-
ing, major natural disasters, space exploration, and
the mapping of the human genome are among
changes that have given urgency to reconsideration of
the question, “What does it mean to be fully human
in the universe as it is now understood?” It is evident
that science and technology cannot offer the solutions
to all human problems; in fact, they have contributed
to many of them.
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What Do You Think?

?
Make two lists: a list of the problems that science and 
technology have caused during the last 20 years and a list
of the problems that have been solved by technology and
science. Which list is longer? Why?

To Be Fully Human
Science, electronic communications, and the great so-
cial experiments of the past two centuries are among
the influences directing humans to a consciousness
that individuals are connected to all peoples and to
the whole of creation. There is a growing belief that
all people share a common basic sense of existence
that encompasses everyone and everything. This
sense of oneness with the universe that is often asso-
ciated with severe illness or injury and near-death 
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experiences has the potential to produce profound
changes in the way that people view themselves and
the world around them. Some people who have had
these experiences take life events less personally and
tend to see the similarities in all people as if they were
members of their family regardless of how different
their external appearances may be. They may also ex-
perience a heightened compassion for the suffering of
others, become involved in altruistic acts, or forgive
others more easily. These actions often correspond to
finding more meaning, richness, and joy in their lives.
Many spiritual leaders believe this type of change is
the essence of becoming more human.

In the realm of health care, the increasing
awareness that true healing only occurs when there is
a reintegration of the physical with the spiritual and
the mental gives testimony to the need for increased
emphasis on the spiritual aspect of care. Both health-
care providers and clients need to recognize that spir-
itual traditions other than their own contain valuable
insights into the nature of human beings and the 
oneness of creation. 

Phenomenology
A feature of postmod-
ernism is the realization
that the concept of truth is
relative, allowing for an
appreciation of diverse perspectives on what is true.
Since the mid-1980s, science, including nursing sci-
ence, has expanded its ways of discerning truth, leav-
ing behind traditional hypothetico-deductive,
quantitative research. The emergence of phenome-
nology within the discipline of philosophy is one
major influence that has led nursing to appreciate
qualitative methods of discovery. As a philosophical
approach to understanding truth, phenomenology
parallels and is closely related to existentialism, advo-
cating the view that consciousness determines reality
and truth in space and time.

In the health-care setting, a phenomenological
approach recognizes the belief that the client’s observa-
tions may be more objective than those of the nurse:
They are attached to the client’s past experiences and
knowledge, which include rich descriptions of the per-
son’s life transitions. In nursing, intuition has emerged
as a phenomenon worthy of further investigation. This
change in viewpoint coincides with increased interest in
complementary and alternative therapies and with the
importance of spirituality in healing and wellness.

THE NATURE OF SPIRITUALITY

Spirituality is a broad and somewhat nebulous con-
cept that has to do with the search for answers to cer-
tain questions and issues (Box 21.1). Similar concerns
have been identified among children of various cul-
tural backgrounds in research on the development of
spirituality.

A Diverse Heritage
A rich heritage of spiritual practices, including sys-
tematic reflection for growth toward wholeness, is
found in all the major religions of the world. The
roots of the great traditions, including each religion’s
prayer practices, can be traced to the shift in human
consciousness that occurred around 500 BC. During
this period, many great teachers and spiritual leaders
emerged, including Confucius; Lao-tzu; Siddhartha
Gautama, who became the Buddha; Zoroaster; the
Greek philosophers Socrates, Plato, and Aristotle; 
and the Hebrew prophets Amos, Hosea, and Isaiah.

St. Augustine, a Roman Catholic bishop who
lived in North Africa during the 5th century, is cred-

ited with first identifying
the relationships among
contemplation, action, 
and wisdom within the
Christian tradition. For

Augustine, the contemplative life was properly focused
on the discernment of truth and was open to all people.
Augustine equated truth with God.

Hope Through Compassion
Spirituality is often defined as integrative energy, 
capable of producing internal human harmony, or
holism. Other definitions refer to spirituality as a
sense of coherence. Spirituality also entails a sense 
of transcendent reality, which draws strength from
inner resources, living fully for the present, and hav-
ing a sense of inner knowing. Solitude, compassion,
and empathy are important components of spiritual-
ity for many individuals.

The concept of hope is central to spiritual-
ity. Spirituality may be regarded as the driving force
that pervades all aspects of and gives meaning to an
individual’s life. It creates a set of beliefs and values
that influence the way people conduct their lives.
Spiritual activity involves introspection, reflection,
and a sense of connectedness to others or to the uni-
verse. For many people, this connectedness focuses
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ultimately on a supreme being who is sometimes
called God.

When providing spiritual care to their
clients, nurses must base their actions on compassion,
or sensitivity to the suffering of others. Compassion is
a way of living born out of an awareness of one’s rela-
tionship to all living creatures, a sensitivity to the
pain and brokenness of others. The Greek word for
compassion literally means “to feel in one’s innards.”
Given this definition, one can easily see how compas-
sion is part of spirituality and the life journey.

A Sense of Meaning
Traditionally, the term spirituality has been defined
as a sense of meaning in life associated with a sense of
an inner spirit. However, it is difficult to identify what
such a spirit is like and how it can be observed. Spiri-
tuality can be defined from both religious and secular
perspectives. A person with spiritual needs does not
necessarily have to participate in religious rituals and
practices.

Despite the lack of consensus regarding the
definition of spirituality, several themes emerge from
an interdisciplinary review of the literature:

• All human beings have the potential for spirituality
and spiritual growth.

• Spirituality is relational.
• There is a necessary link among religion, moral

norms, and spirituality.
• Spirituality involves lived experience; it is a way of life.

In some ways spirituality is a mystery. 
Although human beings can experience spirituality,

appreciate it, and grow in it, there is much about 
spirituality that cannot be explained or reduced to
human language.

On the basis of these themes, spirituality is
defined as a way of life, usually informed by the moral
norms of one or more religious traditions through
which a person relates to other persons, the universe,
and the transcendent in ways that promote human
fulfillment (of self and others) and universal harmony.

The Religious Perspective
From the religious perspective, spirituality can be de-
fined as encompassing the ideology of the imago dei
(image of God), or soul, that exists in everyone. The
soul makes the person a thinking, feeling, moral, 
creative being, able to relate meaningfully to a
supreme being and to others. This being or force may
be called God, Allah, the divine creator and sustainer
of the universe, the divine mystery, or other names
that convey a profound sense of transcendence and
awe. A religious perspective often entails a set of be-
liefs, or a creed, that helps explain the meaning of life,
suffering, health, and illness. Most religions also in-
corporate and promote a set of positive values, such
as charity to others, faith in a supreme being, and a re-
quirement for a lifestyle that involves honesty, truth,
and virtuous living. Persons who accept and follow the
beliefs and tenants of their religion should be able to
develop a deep spirituality that will ultimately lead to
their self-actualization. Additionally, these beliefs can
be crucial to a believer’s physical well-being. (For more
information on the relationship of spirituality and
physical health, go to http://www.ncbi.nlm.nih.gov/
pubmed/15979795 or http://globalhealth.washington
.edu/docs/Bezruchka%201.pdf.)

Religious Practice Gone Astray
Spirituality is often mistakenly understood to mean
just religious practice; however, it should be consid-
ered in the broader sense of the term. Religion can be
an approach to or expression of spirituality, and 
spirituality is a component of religion, but the two
concepts are different.

It is quite possible for the members of a spe-
cific religion to be limited in their spirituality. Most
people have known individuals who dutifully follow
the rules of their religious tradition. They strongly be-
lieve that if they have adhered to the rules correctly,
God will reward them with blessings such as health,
success, affluence, social status, and power. For these
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individuals, adverse events like disease, death of a
loved one, or loss of investments can be devastating
because they are perceived as a failure in religious
practice or punishments from God. On the other
hand, there are many deeply spiritual persons who do
not belong to any organized religion but who may be
profoundly reflective about the meaning of their life
and experiences.

Specific Values and Beliefs
Current religious leaders attempt to help a diverse
population appreciate religious traditions other than
their own. They point out that all the world’s major
religions seek to answer the same questions: “Why
are we here?” “What does it all mean?” and “What, 
if anything, are we supposed to be doing with our
lives?” All religions taken together can be perceived
like a stained-glass window that refracts the light in
different colors and offers reflections of different
shapes. Each of the
world’s religions is differ-
ent because it has evolved
to respond to unique his-
tories and different cul-
tural developments.

Definitions of 
religion usually identify a 
specific system of values
and beliefs and a frame-
work for ethical behavior that the members must
follow. Religion can be thought of as a social con-
struct that reflects its cultural context and specific
philosophical influences. A religion evolves within
a specific cultural group, situated in history, and 
attempts to discern what the group beliefs are 
and how the group has come to understand God’s
commandments.

Religion, as an institutionally based, organ-
ized system of beliefs, represents only one specific
means of spiritual expression. Participation in a reli-
gion generally entails formal education for member-
ship, an initiation ceremony, participation in worship
gatherings, adherence to set rules of behavior, partici-
pation in prescribed rituals, a particular mode of
prayer, and the study of that group’s sacred texts. 
Religious groups vary widely in their tolerance of 
intragroup diversity of beliefs and behaviors as well as
their respect for the belief systems of others. In addi-
tion, a specific religious group may encompass a wide
range of understanding of what its practices represent.

Occasionally, health-care professionals may
encounter individuals whose spiritual practices are
highly questionable or discomforting to witness (e.g.,
worshippers of Satan or those who seek to invoke
harm to others through their prayers and rituals).

The Secular Perspective
Although some people believe that secularism is syn-
onymous with nonspirituality or even antispirituality,
it is actually a philosophical approach that separates
organized formal religion from government. The
principle of secularism endorses the right of people to
be free from governance by organized religious creeds
and teachings and asserts the right to freedom from
governmental imposition of one particular religion
upon the citizens of a country. Secularism in the
United States also acts to protect all organized reli-
gions and the people who belong to them from inter-
ference by the government.

Although the
secular perspective sepa-
rates religion from 
government, it is not 
necessarily nonspiritual-
ity. Secular spirituality is
seen as a set of positive
values, such as love, hon-
esty, or truth, chosen by
the individual to ulti-

mately become that person’s supreme focus of life
and organizing framework. It is a type of spiritual
ideology without an external religious structure or
organization that emphasizes the search for an inner
peace rather than a relationship with a divine being.
People who seek a secular spirituality are often mo-
tivated by the wish to live a happy existence, which
may or may not involve the need to help others.
They believe in a human life that goes beyond the
materialistic yet often they do not believe in a
supreme being. For the individual who subscribes 
to secular spirituality, living a good life involves
nurturing positive thoughts, emotions, words, and
actions and believing that everything in the universe
is mutually dependent.

Manifestation of Spirituality
The religious and secular perspectives can exist to-
gether in the totality of a person’s life. A person’s spir-
ituality may be nourished by the ability to give and
receive touch, caring, love, and trust. Spirituality may
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also entail an appreciation of physical experiences
such as listening to music, enjoying art or literature,
eating delicious food, laughing, venting emotional
tension, or participating in sexual expression. In the
context of a person’s spiritual growth and develop-
ment, a series of four developmental stages have been
proposed for human spirituality:

• Stage 1: The chaotic (antisocial) stage, with its super-
ficial belief system

• Stage 2: The formal (institutional) stage, with its 
adherence to the law

• Stage 3: The skeptic (individual) stage, with its em-
phasis on rationality, materialism, and humaneness

• Stage 4: The mystical (communal) stage, with its
“unseen order of things”2

A SPIRITUAL TRADITION IN NURSING

Modern nursing has a rich legacy of the appreciation
of spirituality in health and illness. Florence Nightin-
gale’s views of nursing
practice were based on a
spiritual philosophy that
she set forth in Suggestions
for Thought. She was the
daughter of Unitarian and
Anglican parents, and
among her ancestors were famous dissenters against
the Church of England. The skepticism fostered by
her Unitarian upbringing may have influenced her to
question and critique established religious doctrine.
Her search for religious truth caused her to become
familiar with the writings of Christian mystics (e.g.,
St. Francis of Assisi, St. John of the Cross) and also
with various Eastern mystical writings, including the
Bhagavad Gita.

about sweeping changes in British medicine, care 
delivered on battlefields, and public health. Nightin-
gale realized a call to care early in her life. She was a
sickly child, and as the recipient of care from family
members, she began to reciprocate in kind by nursing
other sick relatives.

A Modern Prophet?
Nightingale sought places where she could learn to
care for the sick and dying in a way that distinguished
what she did from the work of common chamber-
maids. She attended the Institution of Deaconesses 
at Kaiserwerth in Dusseldorf, Germany. This was a
Protestant training hospital that taught something
akin to nursing as a call from God and a diaconal
function. Through her time at Kaiserwerth and her
contacts there, she came to believe that all persons on
a mission or quest to become Christlike are given 
certain gifts and talents. Some say Nightingale was a
modern prophet of God and saw herself as a liberated
human being.

For Nightingale,
spirituality involved a sense 
of a divine intelligence
that creates and sustains
the cosmos, and she had
an awareness of her own
inner connection with this

higher reality. The universe, for Nightingale, was the
embodiment of a transcendent God. She came to be-
lieve that all aspects of creation are interconnected 
and share the same inner divinity. She believed that all
humans have the capacity to realize and perceive this
divinity. Nightingale’s God can be described as perfec-
tion or as the “essence of benevolence.”3

The Thoughts of God
Nightingale saw no conflict between science and 
mysticism. To her, the laws of nature and science
were merely “the thoughts of God.” Spirituality for
Nightingale entailed the development of courage,
compassion, inner peace, creative insight, and other
“Godlike” qualities. Based on this belief, Nightingale’s
convictions commanded her to lifelong service in the
care of the sick and helpless.

Nightingale endorsed the tradition of contem-
plative prayer, or attunement to the inner presence of
God. All phenomena, Nightingale believed, are manifes-
tations of God. A spiritual life entails wise stewardship
of all the earth’s resources, including human beings. She
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saw physical healing as a natural process regulated by
natural laws, and as she stated in her Notes on Nursing,
“What nursing has to do . . . is to put the client in the
best condition for nature to act upon him.”3

Spirituality and Religion in Nursing Theory
As nursing sought to establish itself as a profession with
a legitimate knowledge base, the concern with human
spirituality was downplayed and even consciously 
ignored until the early 1980s. Typically, the spiritual
domain is assigned to the art rather than to the science
of nursing because its seemingly subjective nature is
mistakenly equated with esthetics and intuition. Paying
attention to the spiritual domain in providing holistic
care depends on the beliefs and values of both the nurse
and the client.

There are over 26 major nursing theories
and conceptual frameworks that have been developed
since the 1960s. Although 14 of them recognized the
spiritual domain of health somewhere in their as-
sumptions, only 2 theories mention it by name.

Energy Fields
Martha Rogers’s Science of Unitary Human Beings is
an example of a profoundly spiritual view of human-
ity that does not directly name the concept of spiritu-
ality. Rogers’s framework suggests that there are
unbounded human energy fields in interaction with
the environmental energy field. Her spiritual defini-
tions can also apply to the concept of the soul (dis-
cussed later). Rogers, who grew up in Tennessee amid
fundamentalist Christians, was loath to be interpreted
in that light; moreover, she had to establish her credi-
bility at New York University during the 1950s, be-
fore nursing was accepted as a scientific discipline.

An Aspect of Holistic Health
Betty Neuman, in the later development of her 
theory, and Jean Watson are the only theorists who
clearly acknowledged the impact of spirituality in 
the development of their theories (see Chapter 4).
Watson alone defined and explained the spiritual 
terminology she used to discuss the spiritual aspect 
of holistic health.

Watson specifically identifies the awareness
of the clients’ and families’ spiritual and religious be-
liefs as a responsibility of a nurse.4 She advocates that
nurses should appreciate and respect the spiritual
meaning in a person’s life, no matter how unusual
that person’s belief system may be. Watson states that

nurses have an obligation to identify religious and spir-
itual influences in their clients’ lives at home and to
help clients meet their religious requirements in in -
patient settings. For example, nurses can facilitate clients’
use of religious measures, such as the lighting of candles
(real or electric), putting flowers and personal objects in
the room, ensuring privacy, and playing music to pro-
mote increased comfort and relieve anguish.

Spiritual Distress
Since 1978, the North American Nursing Diagnosis
Association (NANDA) has recognized the nursing 
diagnosis of spiritual distress.5 It has most recently
been defined as “disruption in the life principle that
pervades a person’s entire being and integrates and
transcends one’s biological and psychosocial nature.”

Defining characteristics of spiritual distress
include concerns with and questions about the mean-
ing of life and death, anger toward God, concerns
about the meaning of suffering, concerns about the
person’s relationship to God, the inability to partici-
pate in preferred religious practices, seeking spiritual
help, concerns about the ethics of prescribed medical
regimens, preoccupation with illness and death, 
expressing displaced anger toward clergy, sleep dis-
turbances, and altered mood or behavior. Spiritual
distress may occur in relation to separation from reli-
gious or cultural supports, challenges to beliefs and
values, or intense suffering.

Illness as Punishment
Nurses should be aware that some individuals have
been seriously harmed by their religious communities.
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Examples of harm might include being shunned or
excommunicated, being told that they are evil,
being forced into a rigidly controlled lifestyle by 
a cult, or being physically or sexually assaulted by
members of the religious community. For these
people, illness may be seen as punishment for some
sinful action, and they may perceive any offer of
spiritual support from the religious community as
profoundly threatening. They may believe that God
has abandoned them or that the idea of God is foolish
or even destructive.

Given the rapid turnover of clients in most
health systems, there may be little that the nurse can
do other than to acknowledge their spiritual pain and
accept them, with the assurance that “I am here for
you now.” If there is more time for contact, the nurse
may be able to refer a client or family to appropriate
support groups or clergy.

Going Against Tradition
At times clients make
health-care decisions that
conflict with the beliefs of
their religious communi-
ties. These often produce
high levels of spiritual dis-
tress that may affect both
the mental and physical
well-being of the client.
Consider the following case study:

When I was a nursing student in the early
1970s, I cared for a woman who was undergo-
ing a therapeutic abortion because of several
medical complications of her pregnancy. She
had her first child before RhoGAM was avail-
able, and she, an Rh-negative mother, had
borne an Rh-positive baby. She had only one
kidney, and her physicians were concerned that
the immunological complication of carrying a
second Rh-positive baby would jeopardize that
kidney’s function. The decision was difficult for
the woman and her husband to make, but they
believed the first priority was to care for and
raise their 7-year-old son. She needed to protect
her kidney so that she could live and participate
fully in the child’s upbringing.

The night before I cared for this woman,
her clergyman came to the hospital and told
her that she would go to hell for her decision.
Being a devout church member, the woman

was extremely distressed the next day. The pri-
mary nurse assigned to this woman recognized
the spiritual distress caused by the clergyman
and requested that a hospital chaplain spend
time with her. The chaplain talked and prayed
with the woman for several hours. These ac-
tions brought great comfort to the woman, who 
proceeded with the abortion. 

Clients often make choices that are difficult
for nurses to accept. For instance, because of religious
beliefs, clients may refuse commonplace treatments,
such as blood transfusions, medications, and even
minor surgeries. End-of-life decisions are often based
on family members’ spiritual beliefs and can be con-
troversial among the health-care personnel who are
involved in the decision. In some acute care settings,
chaplains and psychiatrists conduct regular group
sessions with staff nurses to assist them in under-
standing and accepting controversial client decisions.
The Terri Schiavo case in Florida demonstrates how

well-meaning people with
strong religious beliefs can
be diametrically opposed
when it comes to end-of-
life decisions.

The Human Energy
System and the Soul
Most religious traditions

include a concept called “the soul.” Religious tradi-
tions usually offer explanations of what the soul is,
how and when human beings acquire a soul, and
what happens to the soul after death, but “soul” 
need not be a religious concept.

Images of the Soul
Thomas Moore, a psychotherapist who has written
extensively about spiritual development, describes 
the soul “not as a thing, but a quality or a dimension
of experiencing life and ourselves. It has to do with
depth, value, relatedness, heart, and personal sub-
stance . . . [not necessarily] an object of religious be-
lief or  . . . something to do with immortality.”6 Yet
Moore observes that the soul must be nurtured, and
religious practices can provide that nurturance. For
Moore, spirituality is the effort a person makes to
identify the soul’s worldview, values, and sense of re-
latedness to the whole of the person and of creation.
The work of the soul is the quest for understanding or
insight about major life questions.
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“ At times clients make health-care deci-
sions that conflict with the beliefs of
their religious communities. These often
produce high levels of spiritual distress
that may affect the client’s mental and
physical well-being.”
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Some people may depict the soul as an
image of the person that extends several feet beyond
the physical self, or characterize it by color and ener-
getic movement. Many people believe that the soul
enters the body at some point during gestation and
leaves the body at approximately the moment of
death. Reincarnation, or the return of a soul for many
earthly lifetimes, is a concept encountered in many
religious frameworks, including certain mystical tra-
ditions within Judaism and Christianity, although not
all denominations subscribe to it. The reason for the
soul’s return to earthly life is to learn, to develop, and 
to be purified. Some traditions express this process in
terms of earning an improved position in the spiritual
world to become closer to God after the final judgment.

The soul would seem to be an exquisitely
precise and vast center for communication. Souls
have the capacity to communicate with one another,
with all living things, and with the divine source of 
all energy. Their capacity is not limited by the laws of
physical matter. Some alternative modalities of heal-
ing rely on energy movement through the soul.

Examples of therapies that capitalize on
knowledge of the soul and the movement of a di-
vinely generated energy, life force, or grace (chi in
Chinese, ki in Japanese, prana in Indian traditions)
include therapeutic touch, Reiki, and shiatsu. Energy
can move in many directions. When a person needs
it, energy can be drawn from its divine source into
the person. Excess energy can be moved from one
person to another, and the flow of energy throughout
the person’s energy field can be balanced to achieve a
state of health.

Human Energy Centers
Some alternative healing practices that use colors,
herbs, aromas, and crystals can be regarded as consis-
tent with a paradigm of repatterning the human en-
ergy field or altering the flow of energy throughout
the person’s body. The circulation of divine energy
may be thought of as coming from God and circulat-
ing through all living things, the earth, and all the ce-
lestial bodies, thus interconnecting all creation.

Religious traditions of India and other 
Eastern cultures teach that the human energy system
contains seven energy centers, or chakras. These can
be considered the primary openings in the human en-
ergy system through which energy flows. Each center
has or controls a unique type of energy and spiritual-
ity that it allows to enter or leave the body. The root

chakra is located at the base of the torso or the per-
ineum, and its energy has to do with the material
world. The crown chakra, the highest level of energy
at the top of the head, relates to spirituality.

Examining the religious art of many cul-
tures, over many centuries, artists depict these areas
of their subjects’ bodies in similar ways. For instance,
holy people are depicted with vivid, large, or colorful
hearts, and their heads are surrounded by halos. At
the very least, the chakras represent a paradigm for
ordering the archetypal issues of human life.
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What Do You Think? ?What sources of religious energy do you have? When and
how do you use them?

Communication Between Worlds
Some individuals seem to be more aware of the non-
physical or spiritual realms than others. Many people
have had a precognition or déjà vu experience during
their lives. However, nurses may have more opportu-
nities to glimpse a different reality than laypeople.
Nurses have been involved in research on the near-
death experience for more than 20 years.
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The Near-Death Experience
Across religious and cultural traditions and through-
out history, a common near-death experience has been
documented, but only since the early 1980s has it
gained credence among Western health professionals.

Many clients describe the experience of near
death as a sensation of floating in the air while visual-
izing their body lying below on a hospital bed, at 
the scene of an accident, or where the near death 
occurred. They often watch health-care personnel who
are working to resuscitate the body. The person then
experiences being drawn into a tunnel, perhaps ac-
companied by other forms or spiritual beings, and
moving toward a bright light that exudes great energy
or love. They also describe a communication with 
the light being, generally identified as God, about
whether they are to remain there or return to the
earthly body.

Obviously, in cases of near death, the 
decision is made to return. Individuals who have
experienced near death often report that they have
developed a great inner
peace, that they no longer
fear death, and that their
lives have been trans-
formed by what they 
experienced.

Nurses who
spend much of their time
working with clients who
are near death, such as hospice nurses, are most
likely to have witnessed the experience of deathbed
visions and gained a glimpse of a different realm 
of reality. Dying clients who are having a deathbed
vision are often aware of multiple realities: the tan-
gible here and now that family members and care-
takers can observe and “the other side,” where they
see loved ones who have died and are waiting for
their arrival.

Some medical researchers attribute near-
death and deathbed experiences to progressive hy-
poxia in specific brain centers. However, others give
the experiences a spiritual interpretation. Could a
husband, for example, really come to meet his wife of
many years past? A vast amount of literature on an-
gels and spiritual guides emphasizes that people need
not feel alone or frightened by future situations or
crises. Angels and other spiritual guides are available
to comfort them just for the asking.

Spirituality in Children
Some authorities believe that children are more
open to communication from the spiritual world
than adults because they have not yet been contami-
nated by the laws of natural science that are gener-
ally accepted by Western society. Nurses can watch
for and nurture spirituality in children. When a
nurse is open to such an occasion and acts on it, an
opportunity for transcendent and reciprocal spiri-
tual growth is available to both the child and the
nurse.7 Children may be conscious or unconscious
participants in a spiritual life. By their mere pres-
ence, their demonstrations of love, their ability to
draw love from their family and friends, and their
expression of awe of the natural world, children
provide strong aspects of spirituality to the world.
Children express their spirituality primarily through
behaviors. They imitate ritual and use symbols in
imaginative play. They question with innocence 
and intent. Children express values and make value
judgments. They use art, dance, song, and move-

ment to express joy, de-
spair, awe, and wonder; to
deal with suffering; and to
question meaning in their
experiences. Children
who have developed and
are supported in spiritual
and religious expression
or practices develop a

framework for the understanding of social relations
and the natural world.7 

Mysticism
Mystics are people believed to have a different relation-
ship to time, space, matter, and energy than most of
the population. It seems that they are able to under-
stand the real nature and full capability of their souls
and can apply that knowledge and ability to the physi-
cal world, producing changes that science has difficulty
explaining and that some call miracles. For example, a
current-day Hindu holy man in India named Sai Baba
generates ash that has brought miraculous healing to
some people who have touched it. Also, many healing
miracles were documented by physicians and scientists
during the lifetime of the Italian Franciscan priest
Padre Pio before his death in 1968.

The common message of mystics from
around the world is that people are to live lives of
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“ Some authorities believe that children
are more open to communication from
the spiritual world than adults because
they have not yet been contaminated by
the laws of natural science that are gen-
erally accepted by Western society.”
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love and compassion for all. The extraordinary love
and compassion that most mark the early life of the
Dalai Lama, a Buddhist holy man, is depicted in the
historical films Seven Years in Tibet and Kundun.

SPIRITUAL PRACTICES IN HEALTH AND ILLNESS

The way that nurses care for and nurture themselves
influences their ability to function effectively in a
healing role with another person or client. Spirituality
is an important component of a life’s journey. Tend-
ing to matters of the soul aides a person in living a
healthy lifestyle and is fundamental to integrating
spirituality into clinical practice. 

Nurturing the Spirit
Caring for their spirits or souls requires nurses to
pause, reflect, and take in what is happening within
and around them, to take time for themselves, for 
relationships, and for other things that animate them.
Maintaining and nourishing one’s spiritual disposi-
tion can be achieved in a
variety of ways, and
nurses give the same
suggestions that they
themselves use to heal
internally. 

Spiritual Assessment Questions
Nurses may have some difficulty assessing the spiri-
tual status of a client. Some questions that facilitate
gathering this information include:

• What is strength for you?
• Where can you get your strength?
• Who gives you strength?
• How can you increase your inner strength?
• What does peace mean to you?
• Where do you feel at peace?
• Who makes you feel more peaceful?
• What situations will increase your sense of peace?
• When do you feel most secure?
• Where do you get your security from?
• Who makes you feel secure?
• How can you increase your security?1

• To support the “whole” person, health-care providers
should be willing and able to address their client’s
spiritual needs. How do you feel about discussing
such matters with your clients?

• If you feel uncomfortable about addressing the issue
of spirituality, is there someone with whom you can
discuss these matters and perhaps alleviate your dis-
comfort so you can better serve your clients? 

A Professional Responsibility
Care of the spirit is a professional nursing responsi-
bility and an intrinsic part of holistic nursing. Nurses
must become confident and competent with spiritual
caregiving, expanding their skills in assessing the
spiritual domain and in developing and implement-
ing appropriate interventions. A caring relationship
with a client is necessary to show the person that he
or she is significant. Effective spiritual care requires
self-awareness, communication, trust building, and
the ability to give hope.8

The nursing profession must understand
and support holistic care. Therefore, spirituality and
the delivery of spiritual care become fundamental
content areas for nursing students.9 What the nurse
needs is a set of social, psychological, and personal
skills combined with sensitivity, open-mindedness,

and tolerance. The skills 
will include such things as
listening, responding appro-
priately, correctly identify-
ing emotional states,
showing accurate empathy,

and so forth. The sensitivity will enable her to detect
the sometimes subtle cues given by the patient, the
open-mindedness will prevent the nurse from auto-
matically interpreting what she sees and hears in
terms 
of her own worldview and beliefs, and the tolerance
will enable the nurse to accept beliefs expressed 
and requests made, which may not accord with her
own sentiments. Guidelines and policies must be 
developed to fully support nurse educators in their
endeavors.

A persistent barrier to the incorporation 
of spirituality into clinical practice is the fear of im-
posing particular religious beliefs and values on oth-
ers. Nurses who integrate spirituality into their care
of others need to recognize that, although each per-
son acts out of and is informed by her or his own
spiritual perspective, acting from this foundation is
not the same as imposing these beliefs and values 
on others. In fact, many practitioners believe that 
the more grounded they are in their own spiritual
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understandings, the less likely they are to impose
their values and beliefs on others.

A number of organizations and agencies 
encourage the incorporation of spiritual practices
into health care (Boxes 21.2 to 21.4).

Prayer and Meditation
Prayer and meditation are spiritual disciplines prac-
ticed in many traditions, both cultural and religious.
Appreciating the personal nature of these disciplines,
the nurse, with respect and sensitivity, can help clients
remember or explore ways in which they reach out to
and listen for God or the absolute. Recalling the place
and meaning of prayer and the ways in which they ex-
perience the presence of and communion with God or
the absolute, provides clients with a rich resource.

In the clinical setting, both the nurse’s and
the client’s understanding of prayer will determine its
role. Clarifying the client’s understanding of and
need for prayer is part of holistic nursing. Some
clients want others to pray with or for them, whereas
others do not believe in prayer. Nurses should sup-
port each client’s request and needs for prayer, which
may mean inviting others to take part in various
forms of prayer with and for the client, or simply
praying with the client themselves. Facilitating the
appreciation and practice of prayer in a client’s life is
an important aspect of caring for the spirit.

Relief Through Imagery
When a person is physically confined to a hospital
room, the practice of imagery may enable him or her
to experience another space. Imagery can take a per-
son to a temple, an ocean, a place of religious worship,

a breakfast nook, or any “sacred space”—that is, a life-
giving and healing place for the client. In this other
space, the client may feel more comfortable in spirit
and more able to engage in prayer or meditation.
Family and friends, as well as other clients and other
staff, may be resources in this practice of imagery.

Exploring as many aspects of the prayer ex-
perience as possible enriches both the nurse’s and the
client’s understanding of the nature and place of 
invocation. Sacred or inspirational readings, music,
drumming, movement, light or darkness, aromas,
and time of day are among the many factors that may
be important considerations in meditation.

The client’s method of reflection, in all of
its fullness and meaning, nurtures the spirit, and
the nurse may be able to support the client’s prayer
or meditation needs by facilitating changes in the
environment or schedule. It is wise to remember
that merely the process of listening to and appreci-
ating self-reflection of another nurtures the spirit
and acknowledges the spiritual dimension of that
person.

Relaxation Response
The relaxation response and prayer have been demon-
strated to affect illnesses. The ability of people to partici-
pate in their own healing through prayer or meditation
may use a source of healing power called remembered
wellness, sometimes also called the placebo effect. It is
based on the belief that all people have the capacity to
“remember” the calm and confidence associated with
emotional and physical health and happiness. As a
source of energy that can be tapped into, remembered
wellness should not be regarded suspiciously but in-
stead should be used for healing. However, its effective-
ness depends on the individual’s belief system.

Remembered Wellness
Remembered wellness depends on three compo-
nents: belief and expectation of the client, belief and
expectation of the caregiver, and belief and expecta-
tion generated by a caring relationship between the
client and the caregiver. A warm and trusting rela-
tionship seems to enhance the effectiveness of the
care provided.

Everyone involved in providing health care
is in a position to use remembered wellness as an en-
ergy source to enhance the healing process. One thing
health-care providers can do to promote healing is to
speak positively of treatments and medications being
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B o x  2 1 . 2
American Holistic Nurses’ Association

The American Holistic Nurses Association (AHNA)
was founded in 1980 by a group of nurses dedi-
cated to bringing the concept of holism to every
arena of nursing practice. They define holism as
wellness—that state of harmony between body,
mind, emotions, and spirit—in an ever-changing
environment.

The AHNA offers certification in holistic nurs-
ing and has endorsed programs in aromatherapy,
interactive imagery, and healing touch.

Source: Visit the AHNA website at http://www.ahna.org.
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used. For example, positive reinforcement occurs
when the nurse refers to the client’s medication as the
“drug your doctor prescribed to help your heart” or
the food tray as “nutrition to help your body fight
your infection.”

The Nocebo Effect
In contrast to the placebo effect, the “nocebo” (nega-
tive placebo) effect is the fulfillment of an expectation
of harm. If a client is told something bad is going to
happen to them and believes it, the likelihood of it
happening increases. It is also an effect that health
professionals can cause. Examples of the nocebo 
effect include advising clients that a medicine 
will probably make them sick, telling them that
chemotherapy will drain their energy and cause more
of their hair to fall out, or informing them that a cer-
tain percentage of people die from a given procedure.
Such warnings can actually bring about the complica-
tions. Any teaching about the side effects of medica-
tions has the potential to produce a nocebo effect, and
there really is no way to prevent it. It creates a diffi-
cult ethical dilemma for the nurse, who is caught be-
tween the obligation of beneficence (do no harm) and
the obligation of informed consent (see Chapter 6 for
more detail).

Some have proposed a middle ground called
contextual informed consent, where the information

given to clients is adapted to their specific levels of
knowledge and anxiety. Basically, the client is not told
about all the potential side effects in great detail, par-
ticularly those that commonly have a psychological
component like headaches, back pain, and shortness 
of breath. Other experts believe that the contextual 
informed consent approach may invalidate consent
forms and destroy the nurse–client relationship, which
is built on trust. (For more information on the nocebo
effect, go to http://www.the-scientist.com/?articles
.view/articleNo/36126/title/Worried-Sick/.)
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Parish (Congregational) Nursing

Parish (congregational) nursing is a movement of
the past two decades in which churches, syna-
gogues, mosques, and other faith communities
designate nurses to serve their membership.
Parish nursing is viewed as a healing ministry,
and parish nurses are attuned to spiritual issues
raised by health transitions and the healing nature
of spiritual practice. They may assist people to
remain in their own homes, connect them with
other health services for which they are eligible,
or provide needed health teaching and support.
At times their role is simply to be present with
them.

The International Parish Nurse Resource
Center is located in St. Louis, Missouri. They can
be contacted at 314-918-2559, 314-918-2527,
or on the Internet at http://www.parishnurses.org.

What Do You Think?

?
Is the practice of contextual informed consent ethical?
Under which system of ethical thinking is it more likely to be
considered ethical? Utilitarianism or deontology? How would
you approach a client who was anxious about the side 
effects of a medication or a surgical procedure?

A Quiet Focus
Sometimes called transcendental meditation (TM) or
mantra meditation, the relaxation response entails 
20 minutes, twice each day, of quiet meditation with
the eyes closed, focusing on a word or image that is
spiritually meaningful to the person. When an intru-
sive thought enters the person’s consciousness, the
person should lightly dismiss it, as if gently blowing a
feather away, and return to the meditation word or
image. Over time, individuals who use this method
have lowered blood pressure, decreased incidents of
dysmenorrhea, and reduced chronic pain; this prac-
tice has brought about improvement in a number 
of illnesses.

Peace Through Awareness
Relaxation, meditation, visualization, and hypnosis
can help seriously ill clients, including many with can-
cer. Meditation is a technique of listening. However,
listening is not a passive process. Rather, it is a way of
focusing the mind in a state of relaxed awareness to
pay attention to deeper thoughts and feelings, to the
products of the unconscious mind, to the peace of
pure consciousness, and to deeper spiritual awareness.

Some teachers of meditation suggest that the
person select a spiritually symbolic word (e.g., God,
love, beauty, peace, Mary, Jesus) on which to focus,
whereas others suggest watching a candle flame. Still
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others teach practitioners to focus on their breathing.
All these methods are intended to bring the person to
a deeply restful state that frees the mind from its usual
chatter. This is the experience of being centered. Peo-
ple may experience spiritual insights, but more often
they experience a gradual enhancement of well-being.

Visualizing an Outcome
Visualization is the practice of meditating with an
image of a desired outcome or the process of attaining
it. It is preferable that the image be selected by the per-
son using it rather than someone else. For example, a
person with a tumor might visualize miniature miners
mining the unhealthy tissue and carting it away. Hyp-
nosis is the process of suggesting an image of a desired
reality to someone. Both these techniques have been
demonstrated to stimulate the immune system.

Researchers have also observed that some
seriously ill people believe that they deserve their ill-
ness as a punishment for something they did in the
past. Helping them forgive themselves often brings
about dramatic improvements in their conditions.
Releasing fear and hate has a similar effect. This
process reflects back to Nightingale’s belief that
nurses need to help clients get out of the way of 
their own healing.

It might seem logical to conclude that clients
who do not recover from illness, or who die, have failed
to help themselves or did not adequately use their spiri-
tual powers. That is not the case. Spiritual modes of
healing do not always lead to cure. Spiritual healing
takes a much broader view and includes enhanced
comfort and an inner peace with disability or death.

Therapeutic Touch
The human touch can make the difference between 
life and death.”9 Therapeutic touch (TT) is an active 

alternative healing modality that involves redirecting
the human energy system. In recent years, TT has been
retrieved from ancient traditions, studied, and refined.

Altered Wave Patterns
As a healing practice, TT is consistent with the Science
of Unitary Human Beings developed by Martha
Rogers. The Science of Unitary Human Beings defines
people as energy fields interacting with the larger en-
vironmental energy field. The energy fields are charac-
terized by patterns of waves. One way of altering the
wave patterns of the human energy field is to use TT
to move energy into and through it in deliberate ways.

The practitioner of TT acts with the intent of
relaxing the recipient, reducing pain and discomfort,
and accelerating healing when appropriate. Early
controlled studies showed that the hemoglobin levels
of a group of clients who received TT increased sig-
nificantly more than the levels in a control group who
did not receive TT.

The TT practitioner should approach the
client with compassion and the intent to heal, and the
recipient of care ideally approaches the healing en-
counter with receptivity and openness to change. The
practitioner of TT first centers and then assesses the
state of the recipient’s energy field, noting energy lev-
els and movement around the chakras. Cues may be
determined through physical sensations in the practi-
tioner’s hands, direct visualization, inner awareness,
or other intuitive modes of insight.

After assessing the recipient, the TT practi-
tioner, working from the center of the client’s energy
field to the periphery, directs energy from the envi-
ronment into the client’s field as needed, then stimu-
lates energy flow through the client’s field, clears
congested areas in the energy field, dampens excess
energetic activity, and synchronizes the rhythmic
waves of the energy flow, depending on the client’s
needs. The practitioner is not diverting his or her own
energy into the client because it would be detrimental
to the practitioner. Rather, the TT practitioner redi-
rects the client’s energy field or directs energy from
the environment outside the client.

An Expression of Care
Families and friends may need encouragement to
share physical expressions of care and concern in the
sometimes intimidating hospital environment.
Nurses may encourage them with statements such as,
“It’s okay to hold her hand; you won’t interfere with
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B o x  2 1 . 4  
International Center for the Integration
of Health and Spirituality

The International Center for the Integration of
Health and Spirituality (ICIHS) in Rockville, Mary-
land, disseminates research on the benefits of
spiritual practices to health professionals through
their publication, conferences, and speakers. For
further information about this resource, contact
ICIHS at http://www.encognitive.com.
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the tubes.” “He mentioned that you give a wonderful
back rub; would you like to give him one today?”
“She seems to know when you are in here holding her
hand.” “I can show you
how to massage her
feet.” “Would you like to
brush her hair?”

Persons vary in
their degree of comfort with touch and the condi-
tions in which they may want to share touch. The

nurse’s own feelings about and comfort with touch
help in assessing the place and potential use of
touch in the client’s situation. At times when words

cannot be found, or in cir-
cumstances in which peo-
ple are more comfortable
with physical expression
than with words, touch is a

powerful expression of spirit and an instrument of
healing.

C h a p t e r  2 1 Spirituality and Health Care 533

Therapeutic touch (TT) is an active alter-
native healing modality that involves
redirecting the human energy system.“ ”
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Religious Issues Versus Care Issues

Angie and Edward are a young couple with two teenage children. They are a close
and loving family who have a large network of family and friends. The entire family
is active in their church, school, and other community groups.

Alan, 15 years old, has just been severely injured in a high school soccer
game. Angie and Edward are summoned to the hospital where they are told that
Alan has multiple fractured bones and possible internal injuries. While they are
waiting for the surgical team to arrive, the couple keeps vigil at their son’s bedside
in the pediatric intensive care unit (PICU). The surgeon informs the distressed par-
ents that there is evidence that Alan’s injuries are more serious than previously 
diagnosed. Alan has active internal bleeding and will need a blood transfusion to
survive. Although genuinely devastated, the parents adamantly refuse to sign for
the lifesaving blood transfusion, stating that they are Jehovah’s Witnesses and
that receipt of blood is against their religion. The surgeon asks you, Alan’s nurse,
to get the parents to change their minds. You talk with the couple, but they con-
tinue to refuse to sign the surgical consent form.

Questions for Thought

1. What are the primary underlying spiritual principles involved in this dilemma?
2. Do Alan’s parents have the right to refuse their consent for a blood transfu-

sion on the basis of religious beliefs?
3. Do you think that Alan being a minor (under 18 years old) makes a difference

in this situation?
4. What actions do you think the charge nurse should take?
5. How would you resolve this dilemma?

I s s u e s  i n  P r a c t i c e
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NURSING AS A PROFESSION OR VOCATION

Although the nursing profession is deeply rooted in
religious traditions, modern nursing has spent con-
siderable energy attempting to distance itself from
this aspect of its history. Nursing as vocation has
given way to nursing as profession (see Chapter 1).
The current health-care system has required nurses 
to shift their identity from vocation to profession in
order to achieve appropriate value in a system that 
is increasingly economically oriented.

Nursing as Spiritual Calling
Nursing is much more than the mere secular enter-
prise the modern world perceives it to be. Perhaps it
is time that nurses reevaluate the work they do and
consider it a vocation—that is, a life calling in the
spiritual sense of that word. The world’s religions
consistently allude to the symbolic and deep meaning
of the work that nurses do. Nursing practice has the
capacity to be richly imaginative and to speak to the
soul on many levels. It can be carried out mindfully
and artistically, or it can be done routinely and un-
consciously, like any other job. When nursing is 
practiced with deep consciousness and purpose, it
nurtures the nurse as well as the client.9

Some experts perceive that nursing is di-
rectly connected to the nurse’s fantasy life, family
myths, ideals, and traditions. The profession of
nursing may be one way nurses sort out their major
life issues. Although the choice of nursing as a ca-
reer may often seem to have been serendipitous, in
the spiritual context it is reasonable to question
whether anything really happens by accident. As
nurses practice nursing, they craft themselves, un-
dertaking the soul’s lifetime work of self-definition
and self-identification.

When the Well Runs Dry
As with most professions, at times it may become dif-
ficult, even impossible perhaps, to feel good about the
work that one is doing. Negative attitudes about work
are detrimental to a person’s self-development and
often cause people to become overly invested in the
surface trappings of work, such as money, power, and
success. The phenomenon of burnout among nurses
has been identified and studied for many years (see
Chapter 10). Burnout can be viewed from a spiritual
perspective, in which the well runs dry, energy fields
become unbalanced, or the person experiences a 

prolonged “dark night of the soul,” or even feels that
the nurse’s life work is devoid of meaning.8,10

People working in the helping professions,
whose work is rooted in compassion and concern for
others, are prone to depression and burnout. A con-
certed effort at spiritual development, or the nourish-
ment of the soul, is essential to nurses’ overall mental
and physical well-being.

Maintaining Balance
As discussed above, the integration of the mind,
body, and soul is required for a balanced, productive,
and fulfilled life. Because of the close interconnection
of the three elements any time one becomes imbal-
anced, the other two are affected. For example, high
levels of anxiety or emotional stress of the mind in-
creases the pulse and blood pressure and have been
linked to peptic ulcers and chest pain in a person with
an otherwise healthy body. Similarly, a physical ill-
ness or injury can cause anxiety and depression in a
person with a usually healthy mind.

Self-Restoration
To maintain an internal state of balance, the first
thing nurses need to do is take time to feed their
spirit. Daily prayer or meditation is an important
source of insight and energy. Belonging to a group or
community that actively pursues spiritual growth is
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also a powerful source of spiritual nourishment.
Many individuals find that their spirits are nourished
within the setting of a formal religion, although not
necessarily the one in which they were reared. It is
not uncommon for people to seek a faith community
in midlife or later life, perhaps after being away from
one for many years. The experience of trying various
religions and modes of worship is by itself a broaden-
ing, nurturing experience.

A Sense of Sacredness
Periodic retreat from the hustle and bustle of modern
living can be highly restorative to the spirit. A retreat
may be for a few hours, a half-day, a weekend, a week,
or longer. For some people, keeping a journal is a re-
treatlike experience. For others, it may be a stroll
through a beautiful park, a few hours watching 
waves on a beach, or a trip
to the woods. Retreat is
most effective when time
is consistently set aside for
introspection and reflec-
tion rather than for tasks.

A sense of 
sacredness can infuse everyday life with meaning and
zest if nurses open themselves to it. It is a part of nor-
mal human activity to celebrate seasonal and family
holidays with specific rituals, music, decorations,
group gatherings, and foods. These types of activities
honor life cycles that are greater than the individual
and nurture important relationships that serve as a
support system.

Enjoy Special Moments
Many people have routines for their weekends or
days off that allow time for self-restoration. These
special activities may include making a large country
breakfast while listening to favorite music; baking
cookies, bread, or a pie; sitting for an extended period

of time in a favorite easy chair; or even playing a
physically demanding sport like basketball. Many
people have favorite coffee mugs or dishes or special
objects in their homes that are not only beautiful but
may also remind them of loved ones, wonderful trips,
religious experiences, or other events that nourish
them each time they view the object.

One of the most spiritual aspects of a per-
son’s life is the enjoyment of beauty. It costs little or
nothing to plant or cut flowers or to listen to music. 
It is in these moments that a person’s creativity and
insight are most evident.

Regaining the Center
The hectic modern world continually urges people to
enhance their capacity for dealing with multiple con-
cerns at the same time.11 Some people even define

success by looking at how
many tasks they can juggle
simultaneously. Multitask-
ing is the buzzword for the
health-care environment
of the 21st century. Nurses
must be able to talk on the

telephone, send faxes and e-mails, surf the net, and
use a word processor for entering client data at the
same time that they are developing care plans, evalu-
ating clients, answering call lights, supervising unli-
censed assistive personnel, and providing physicians
with information.

Although this is highly productive, the more
nurses multitask, the more disconnected they become
from themselves. Multitasking can be thought of as the
antithesis of spiritual nurturance. Spirituality is about
personal wholeness, whereas multitasking is about
fragmentation.10 When nurses slow down and center
their energy fields, they have the capacity to be fully
present and the ability to attend with complete con-
sciousness to their loved ones, colleagues, and clients.12
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“ People working in the helping professions,
whose work is rooted in compassion and
concern for others, are prone to depres-
sion and burnout.”
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C o n c l u s i o n

Spirituality within the nursing context needs to be
seen as a broad concept encompassing religion but
not equated with it. Fundamental to this concept is 
a search for meaning within life and its particular
events, such as ill health. Nursing students need to be
made aware of the many forms that spiritual distress
may take.13

Nurses are in an ideal position to provide
spiritual care that positively affects the mental and
physical health of their clients. To be able to focus
clearly on clients’ spiritual needs, nurses must first
consider their own spirituality as a starting point for
self-knowledge. The means of supporting clients with
spiritual problems must be explored. Teaching meth-
ods should be participatory and student centered. The
means of assessing and meeting spiritual needs hinges
on effective communication skills and determines
whether the nurse is “being with” the client as opposed
to merely “being there.” The meaning of the holistic
moment emerges through the synergistic interaction
among its elements (Fig. 21.2). Just as a person is
greater than the sum of her or his parts, so is the holis-
tic moment greater than the sum of its parts, namely
spirituality, presence, and relationship to others.11

Communion

SpiritualityPresence

Growth

Relationship

Reflection Understanding

Person

Spirit

Mind Body

Exposure Experience

F i g u r e  2 1 . 2 Elements involved in experiencing 
spirituality and presence in the nurse–client relationship.
(Adapted from Rankin EA. Finding spirituality and nursing
presence. Journal of Holistic Nursing, 24[4]:286, 2006.)
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M
C r i t i c a l - T h i n k i n g  E x e r c i s e s

rs. Jan Steiner, 73 years old, has outlived two husbands. Ted, her second
husband, died 20 years ago. Reared in the Roman Catholic faith, Mrs. Steiner
converted to Judaism when she married Ted. Her two daughters by her first hus-
band were also reared in the Roman Catholic tradition. One of them, Kathy, con-
tinues to practice her religion. The other daughter, Judith, is Unitarian.

Mrs. Steiner experienced a stroke 2 years ago that left her moderately
disabled. At that time she moved into a long-term care facility. She was still able
to read and to enjoy visits with friends and family, but a second stroke 3 months
ago left her incontinent and aphasic.

Mrs. Steiner has just had a major heart attack. Although bypass surgery
could extend her life, she has never articulated any end-of-life desires. Her daugh-
ters are in conflict over how Mrs. Steiner’s medical management should proceed.
Kathy strongly believes that as long as Mrs. Steiner is alive, life should be actively
supported. It would be morally wrong to do less than that. Judith, on the other
hand, believes that what has been the “life” of Mrs. Steiner is essentially over and
it is a waste of resources to merely delay the inevitable. The nursing staff, as they
attempt to facilitate communication between the family and the medical staff, feel
caught in the middle.

• What are your own spiritual beliefs about the proper approach to Mrs. Steiner’s
medical management?

• Analyze the positions of Kathy and Judith from both their ethical and spiritual
contexts.

• What resources are likely to be available in the hospital or the community to help
the daughters come to a decision?

Bypass surgery is not performed, and Mrs. Steiner returns to her long-
term care facility. Her overall condition continues to deteriorate, and within 3
months she is very near death. She seems to have little awareness of her sur-
roundings and does not consistently recognize or respond to her daughters.

• Knowing the religious divergence within Mrs. Steiner’s family, how might the
nursing staff facilitate their preparation for the death of their mother and her 
funeral?

• What would happen within Mrs. Steiner’s circle of family and friends if any
“side”—Catholic, Jewish, or Unitarian—”won” in planning her end-of-life care?

• Have you seen blending of religious traditions in rituals of marriage or burial?
What are the advantages and disadvantages of such an approach?

• What might be the outcomes of handling their mother’s death in a strictly secular
or nonsectarian way and allowing all relatives and friends to mourn privately in 
accordance with their own spiritual traditions?
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Joseph T. Catalano

Cultural Diversity

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Define culture and identify its
expression

• Compare and contrast the
“melting pot” and “salad bowl”
theories of acculturation

• Identify the components of an
accurate cultural assessment

• Distinguish between primary and
secondary cultural characteristics

• List and define the key aspects
of effective intercultural 
communication

• Name two sources of information
about transcultural nursing

22
TRANSCULTURAL NURSING

ulture is a powerful influence on how nurses and clients inter-
pret and respond to health care and to each other. Both nurses and
clients expect to be treated with respect and understanding for their 
individuality no matter what their cultural origins. Nurses who under-
stand essential characteristics of transcultural nursing will be able to
provide competent and culturally sensitive care for clients from all 
cultural backgrounds.

WHAT IS CULTURE?

Culture is defined and understood in several ways. Culture may be seen
as a group’s acceptance of a set of attitudes, ideologies, values, beliefs,
and behaviors that influence the way the members of the group express
themselves.1 It is a collective way of thinking that distinguishes one rel-
atively large group from another over generations. For example, mem-
bers of a political party, although diverse in other ways, may be viewed
as belonging to a particular culture because of their beliefs and ideologies.
These are often handed down from parents to children over generations.
Cultural expression assumes many forms, including language; spiritual-
ity; works of art; group customs and traditions; food preferences; 
response to illness, stress, pain, bereavement, anger, and sorrow; 
decision-making; and even world philosophy.

540
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A Powerful Influence
An individual’s cultural orientation is the result of a
learning process that literally starts at birth and con-
tinues throughout the life span. Behaviors, beliefs, and
attitudes are transmitted from one generation to the
next. Although expressions of culture are primarily
unconscious, they have a profound effect on an indi-
vidual’s interactions and response to the health-care
system.

When Cultural Traditions are a Barrier to Care
Mrs. Su Sung, who is 74 years old, is brought into the
emergency department (ED) by her family because 
of “very bad indigestion that won’t go away.” Three
family members (a middle-aged man and woman and
a younger woman) accompany the elderly lady. They
are discussing her condition in a mixture of English
and another language the nurse does not recognize.
Because the client does not seem to understand any
English, the nurse attempts to address the family. The
younger woman speaks
only broken English but
manages to explain that
the client is her grand-
mother and that she is ac-
companied by her mother
and father, who speak
even less English than she
does. By default, the granddaughter serves as the
translator. After much prompting, she explains that
her grandmother arrived in the United States for a
visit only 2 days ago from a small mountain village in
Korea where she has lived all her life. She had been
having periodic episodes of “indigestion” for several
weeks before the visit and used traditional herbal teas
prescribed by the local healer to treat her condition.
On the basis of further assessment and a diagnostic
test, it is determined that Mrs. Sung had an extensive
myocardial infarction at least 1 week before her trip
and is currently in a mild state of congestive heart
failure (CHF). 

She is given medications for the chest pain
and CHF and is started on anticoagulant medications
in the ED. She is then transferred to the coronary care
unit (CCU), where she is scheduled to have a coro-
nary angiography the next day. The angiogram shows
multiple blockages in her coronary arteries and ex-
tensive myocardial damage. Because of her age and
the extensive damage to her heart, the physician
thinks it would be too risky to attempt bypass surgery

and decides to monitor her closely and treat her med-
ically until she is stable enough to have a balloon 
angioplasty.

When the CCU nurse assigned to Mrs. Sung
enters the room at the beginning of her shift the 
day after the angiogram, she finds the client covered
with four heavy blankets and a bedspread and 
sweating profusely. When the nurse attempts to 
remove the excessive bedcovers, the client’s daughter
protests vehemently in Korean and puts the blankets
back on as soon as the nurse leaves the room. The
daughter seems to think that her mother is sick be-
cause she is too cold and gives the elderly woman 
hot herbal drinks from a thermos bottle she has
brought from home.

When the granddaughter arrives, the nurse
explains to her why excessive heat is harmful to the
client’s cardiac status and why she needs to follow the
diet restrictions prescribed by the physician. The in-
gredients of the herbal drinks are unknown, and there

may be some serious inter-
actions with the numerous
medications the client is re-
ceiving. The granddaughter
translates this information
to her mother, who seems
to become even angrier
with the nurse. Although

she outwardly seems to comply with the restrictions,
she continues the traditional folk treatments in secret,
believing the Western hospital food is bad for her
mother’s health.

Mrs. Sung is very quiet and hardly ever asks
for help. When she does talk to her family, the con-
versation is usually about the airplane flight to the
United States and the belief that high altitude probably
caused all Mrs. Sung’s problems.

Her condition gradually deteriorates during
her hospitalization, despite all the medical treatment.
The nurse and physician tell the family about the
client’s worsening condition and the likelihood that
she will not survive the hospitalization, but they 
refuse to relay the information to the client. 

Although this situation is fictitious, it
demonstrates some of the potential problems that
nurses may encounter when interacting with clients
who come from a strong traditional cultural back-
ground. Culture is, among other things, a belief sys-
tem that has been developed over a person’s lifetime
and, like all strongly held belief systems, is difficult to

Culture is not a monolithic concept. Any
individual probably belongs to several
subcultures within his or her major 
culture.

“
”
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change. In the case of Mrs. Sung, it is easy to see the
futility of attempting to change her belief system in a
short period of time with a limited number of inter-
actions. It is also important to consider the effect of
the family. Rather than encouraging the client to
make an exception to her way of thinking in order to
follow care recommendations, the family reinforced
the client’s beliefs.

Concepts of Culture
Culture is not a monolithic concept. Any individual
probably belongs to several subcultures within his or
her major culture. Subcultures develop when mem-
bers of the group accept outside values in addition to
those of their dominant culture. Even within a given
culture, many variations may exist.1 For example, it is
logical to conclude that people who live in the United
States all belong to the American culture; this com-
monality is a part of every citizen’s identity. However,
teenagers living in the
rural areas of Oklahoma
may find it difficult to re-
late to teenagers raised in
the inner city of Philadel-
phia. Even though they
speak the same language
and share a cultural per-
spective, their past experi-
ences, in terms of where
in the country they grew up, are so diverse that it may
be difficult for them to relate to each other.

Culture can be envisioned as a flawed 
photocopy machine that makes duplicates of the
original document with minor modifications. As a
society attempts to preserve itself by passing down
its values, beliefs, and customs to the next genera-
tion, slight variations in the practices inevitably
occur. For the most part, the key elements of the
culture remain intact. However, other elements
change greatly due to influences from both within
and outside the group.

Diversity
Diversity is a term used to explain the differences 
between cultures. The characteristics that define 
diversity can be divided into two groups: primary 
and secondary.

1. Primary characteristics tend to be more obvious,
such as nationality, race, color, gender, age, and 
religious beliefs.

2. Secondary characteristics include socioeconomic
status, education, occupation, length of time away
from the country of origin, gender issues, residen-
tial status, and sexual orientation. These may be
more difficult to identify, yet they may have an
even more profound effect on the person’s cultural
identity than the primary characteristics.2

When individuals make generalizations about
others based on the obvious primary characteristics or
the less evident secondary characteristics, they are stereo-
typing the other person. Stereotyping is an oversimplified
belief, conception, or opinion about another person 
(or group) based on a limited amount of information.

MELTING POT VERSUS SALAD BOWL

The United States has traditionally been considered 
a melting pot of world cultures. Early in the history 

of the United States, most
people who came from
distant lands were eager 
to be assimilated into
American culture. Many
people Americanized their
names, shed their tradi-
tional dress, learned 
American manners and

customs as quickly as possible, and made valiant efforts
to learn English without the benefit of formal school-
ing—all so they could “fit in” with their new homeland.
Until recently, most people who immigrated to this
country were very willing to acculturate (i.e., to alter
their own cultural practices in an attempt to become
more like members of the new culture). The end result
was a blending, or melting pot, of cultures.3

Multiculturalism
Since the early 1970s, the practice of intentional ac-
culturation by immigrating cultures seems to have
fallen by the wayside. Many individuals who migrate
to the United States from other countries now cling
tenaciously to their traditional cultural practices and
languages, resulting in a phenomenon called multi-
culturalism.3 Rather than blending smoothly into 
the bigger pot as former immigrants have done, the
modern immigrants maintain their own unique 
flavors and textures, much like the ingredients in a
large tossed salad. As an ever-growing phenomenon, 

Many individuals who migrate to the
United States from other countries now
cling tenaciously to their traditional 
cultural practices and languages, 
resulting in a phenomenon called 
multiculturalism.

“
”
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multiculturalism is something that health-care providers
need to be aware of; they must learn ways of adapting
their health practices to allow for these diversities.

only from their own viewpoint rather than from that 
of the larger culture.4 It is based on the belief that one’s
own culture, native customs, religion, and even lan-
guage are the best in the world and all others are in
some way inferior. People who hold to cultural rela-
tivism do not try to understand the larger culture’s
unique characteristics, values, and beliefs. For example,
in many Western societies, dogs and cats are consid-
ered to be pets, but in some non-Western cultures, they
are viewed as a food source. If a small cultural group
persists in the practice of eating cats and dogs even
though the majority culture where they now live does
not view this practice as acceptable, then they would be
practicing cultural relativism. (For more information
on cultural relativism, go to http://faculty.uca.edu/
rnovy/Rachels—Cultural%20Relativism.htm.)

Heritage Consistency
Some cultural groups manage to blend the melting pot
and the salad bowl together through a rather complex
process called heritage consistency. Ostensibly, they
“Americanize” by wearing business suits, speaking 
English, eating American food, and engaging in tradi-
tional American hobbies. However, when they are at
home, or with groups from their nation’s culture, they
speak their native language, wear traditional clothes, eat
native meals, and generally follow their native customs.

Drawbacks and Benefits
There are drawbacks and benefits to both approaches.
In the era of the melting pot, individuals who attempted
to retain their native beliefs, customs, and languages
were often ridiculed, scorned, and generally made 
to feel they were outsiders to the mainstream culture.
When they did become homogenized into the American
culture, learned the language of the dominant society,
and made an effort to be seen as belonging, they were
more likely to be accepted as equals and quickly 
advanced up the socioeconomic ladder.

Cultural Relativism
The current salad bowl trend has the advantage of 
allowing individuals in the dominant culture to gain an
appreciation of other cultures for their unique contri-
butions to society. The drawback of the salad bowl is
that it tends to create pockets of culturally different in-
dividuals who live in but have only minimal interaction
with mainstream American society. If they do not speak
the language or decide not to participate in the customs
of the dominant culture, unfortunately, it can be chal-
lenging for them to advance their socioeconomic status.

The salad bowl process has also given rise 
to cultural relativism among some groups. Cultural
relativism occurs when members of a strong cultural
group understand their culture and group members

What Do You Think?

?
Identify and rank by priority at least five of your own health-
care values (e.g., exercise, immunizations). Identify five
health-care values of a culture with which you are familiar.
How do these values compare with your own?

This approach to acculturation has the 
advantages of allowing them to fit in and advance
within the larger culture, while retaining many of the
cultural elements that feel like home, which provides
a sense of stability in their lives. It does, however, cre-
ate in some individuals a type of cultural confusion
that may lead to increased tension and anxiety.

U.S. ETHNIC POPULATION TRENDS

In contrast to most other major nations, the popula-
tion of working and young people in the United States
is increasing even as the baby boomer generation ages.
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This trend is due to the United States’ relatively high
birth rate, with nearly 4.3 million births in 2007. This
was the highest birth rate in over 45 years, due in part
to the influx of new immigrants, who tend to have
more children than those who have been living in the
United States for more than one generation. A report
by the Pew Research Center shows a decline in birth
rate from 2008 to 2010, attributed primarily to the re-
cession; however, this trend is beginning to reverse as
the economy continues to recover. (For more infor-
mation, go to http://www.smithsonianmag.com/
specialsections/40th-anniversary/The-Changing-
Demographics-of-America.html#ixzz2htPeYqjE or http://
www.pewsocialtrends.org/2012/11/29/u-s-birth-rate-falls-
to-a-record-low-decline-is-greatest-among-immigrants/.)

A Population Shift
According to U.S. Census Bureau statistics, in the
year 2010 (the last year data were available), approxi-
mately 120 million, or 38 percent, of the entire U.S.
population was composed
of minority groups, up
from 33 percent in the
year 2006.5 If current
trends continue, it is pro-
jected that by the year
2043, the Caucasian popu-
lation will be a minority
group, constituting 48.9
percent of the total U.S. population. In states such as
California, the white population may be a minority as
early as 2030. These shifts will require a redefinition
or rethinking of the term minority, as it is currently
defined as racial or ethnic groups that compose less
than 50 percent of the population.6 

Contributing to the rapid growth in minor-
ity populations is the number of immigrants coming
to the United States; however, from 2002 to 2012, the
numbers have actually decreased from 1,059,364 to
1,031,631. Currently, the largest numbers of immi-
grants are from Asia, Mexico, and Central and South
America. Fewer immigrants have come from Africa
and Europe than in previous years.7

The Need for Transcultural Nursing
The percentage of minority nurses does not reflect the
national population trends. Despite efforts on the
part of the National League for Nursing (NLN),
American Association of Colleges of Nursing
(AACN), and other organizations concerned with

nursing education, the number of minority nurses
has risen only slightly in 10 years to approximately 
13 percent from 10.7 percent of the registered nurses
(RNs) practicing in the United States. The percentage
of men who are RNs has fallen slightly from 5.8 per-
cent to 5.4 percent over the past decade. The latest re-
ported statistics from the NLN in 2012 demonstrate a
marked increase in the number of minority students
enrolled in basic nursing programs, from 29 percent
in 2009 to 33 percent in 2012. In a perfect world, 
the percentage of RNs from various minority groups
should be approximately 33 percent and would mir-
ror the percentage from each minority group.8

Culturally Competent Care
Despite the relatively low number of minority nurses,
it is expected that nurses from one culture should be
able to give culturally competent care to individuals
from any other culture. Health care is considered 
culturally competent when health-care providers and

institutions are able to
provide care for clients
that meet the clients’ cul-
tural needs. Ultimately,
cultural competency leads
to high-quality care to
every client regardless of
language, race, or ethnic
background. 

Being on the front lines of health care, nurs-
ing is the one profession that is continually con-
fronted with cultural changes that result from ethnic
shifts in the population. Nurses now recognize they
can no longer use traditional ethnocentric models to
guide their practice and protocols. Nurses are leading
the way in promoting an understanding of individuals
from other cultures and improve the overall quality of
health care for everyone.

Coverage for Minorities
The Medicare and Medicaid laws that evolved out of
the social programs of the 1960s have increased the
number of culturally diverse clients with whom
nurses come in contact. Historically, many minority
groups tend to be among the poorest segments of the
population and have the lowest percentage of insur-
ance coverage. Before the Medicare and Medicaid
legislation that expanded government-funded health
care to cover all welfare recipients, some ethnic mi-
norities were unable to afford health care and were

Despite the relatively low number of 
minority nurses, it is expected that nurses
from one culture should be able to give
culturally competent care to individuals
from any other culture.

“
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seen in the health-care setting only when severely ill.
Ethnic minorities are now covered by these laws and,
by their increasing numbers in all levels and areas of
health care, have prompted nurses to become more
sensitive to the transcultural aspects of their work.
The ACA of 2010 has also increased insurance cover-
age for the number of minorities who fall into the
working-poor class so that they are now being seen
more regularly in the health-care system. 

Since the 1970s, transcultural nursing has
become an important subject in most nursing pro-
grams. However, nursing education lagged behind
in taking steps on the path to seeking a true integra-
tion of cultural competence into daily practice.
Nursing education with incentives from accrediting
entities are now moving to incorporate cultural
competency into their curricula. As technological
and transportation advances bring more and more
people from different cultures closer together, there
will be an increased demand for nurses who can
practice effectively in a culturally diverse society.9
Many challenges still lie ahead.

DEVELOPING CULTURAL AWARENESS

Developing cultural awareness is the first step in
becoming a culturally competent nurse. One of the
main challenges for nurses who practice in a cul-
turally diverse environment is to understand the
client’s perspective of what is happening in the
health-care setting. From a cultural viewpoint, it
may be very different from what the nurse believes
is occurring.

Awareness Begins at Home
A nurse develops cultural awareness only when he or
she is able to recognize and value all aspects of a
client’s culture, including beliefs, customs, responses,
methods of expression, language, and social structure.
However, merely learning about another person’s
culture does not guarantee that the nurse will have
cultural awareness. Nurses must first understand
their own cultural backgrounds and explore the ori-
gins of their own potentially prejudiced and biased
views of others. Several tools have been developed to
measure a person’s cultural awareness.

Cultural awareness begins with an under-
standing of one’s own cultural values and health-care
beliefs. To those unfamiliar with a particular culture’s

health-care beliefs, many of the health-care practices
may appear meaningless, strange, or even dangerous.

Beliefs about health care are based in part on
knowledge and are often related to religious beliefs.
For example, if a particular society has no knowledge
of bacteria as a cause of infection, antibiotics may
seem useless in achieving a cure for the disease. With
that in mind, if a society believes the illness is caused
by evil spirits entering the body as the result of curses
by witches or medicine men, practices such as incan-
tations; use of ritualistic objects like bones, feathers,
or incense; and even bloodletting and purgatives 
to release the spirit from the body are acceptable 
approaches to achieving a cure.

Cultural Belief Systems
Cultural belief systems are highly complex. For exam-
ple, some Native American groups attributed twin
births to witchcraft and believed that one of the twin
infants had to die so that the other might live. These
beliefs and practices are usually kept as closely
guarded secrets among the group’s members, and
there may even be some type of sanction or punish-
ment for members who reveal the belief.

The Purpose of Tradition
Many cultural beliefs develop over time from a trial-
and-error process that has both benefits and draw-
backs. For instance, several Native American tribes
that live in the Western desert have developed the
practice of keeping infants in cradle boards until they
begin walking. This practice, from a safety viewpoint,
protects the crawling infant from injury and bites
from creatures that are commonly found in the
desert, such as scorpions, rattlesnakes, and poisonous
insects or lizards. However, the practice tends to
delay the leg muscle development of the child and 
increases the incidence of hip dysplasia because of 
the child’s position in the cradle board.

Some cultural beliefs have a primary pur-
pose of explaining unusual or unpredictable events.
For example, many traditional Vietnamese Americans
believe that mental illness results from some action
that offended one or more of the gods. They also be-
lieve that a family member who is mentally ill brings
disgrace on the family, and thus knowledge of the ill-
ness must be kept secret, especially from strangers. 
As a result, traditional shamans, or priest-doctors,
are sought to attempt to appease the offended deity
through rituals and prayers. Only with great reluctance
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will a traditional Vietnamese American family seek
therapy or medication for a mental illness.

Cultural Values
Several sources of the development of cultural 
values include religious beliefs, worldviews and
philosophies, and group customs. The values that
underlie any particular culture are powerful forces

that affect all aspects of a person’s life, ranging 
from individual actions and decision-making to
health-care behaviors and life-goal setting. Values,
which are discussed in Chapter 6, are the ideals or
concepts that give meaning to an individual’s life.
They are deeply ingrained, and most individuals
will strongly resist any attempt to change their
value structure.
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Minority Nurses Needed for the Future of Nursing

Recruiting, retaining, and reshaping the role of minority nurses has been a primary
concern of the health-care industry for almost a decade. Initiatives have been imple-
mented by both the private sector and governmental agencies to increase the num-
bers of minority nurses and meet the needs of the ever-shifting client demographics.

The last comprehensive study of minority nurses conducted in 2008
shows that there has been only a slight increase in the number of minority nurses
since 2000. Based on the estimated number of 3.1 million licensed RNs in the
United States, the following percentages are found in each minority group:

• African American: 5.4 percent (167,400)
• Asian, Native Hawaiian: 5.8 percent (179,800)
• Hispanic: 3.6 percent (111,600)
• American Indian or Alaska Native: 0.3 percent (9,300)
• Multiracial: 1.7 percent (52,700)
• Men: 9.6 percent (322,200)

Hospitals have been the primary employer of minority nurses and recog-
nize that their employment is a matter of survival. In the competition to attract
clients, hospitals cannot afford to have clients feel uncomfortable because of 
cultural diversity issues. A recent survey showed that 88 percent of minority
nurses are employed in nursing, whereas only 82 percent of nonminority nurses
are. Also, 85 percent of minority nurses are working full-time, but that number
drops to 65 percent for nonminority nurses.

Although hospitals and health care in general acknowledge the need 
for more minority nurses, some nurses are experiencing barriers to their career
mobility. Although the core issues are not unlike those that all nurses experience—
understaffing, frustration with paperwork and regulations, and unappreciative 
administration and physicians—they also feel that their ethnic background may be
hindering their chance for promotion. Sometimes their capabilities are questioned
because of their differences, and that is a big deterrent.

The role of minority nurses continues to develop as an issue for the future
of health care. Not only are they desired employees because of the changing 
demographics of the population, but also many in the health-care system believe
that diversity in their nursing staff will increase the quality of care for the increasing
numbers of minority clients. To help recruit nurses and retain those who are 
already practicing, several organizations have been established that nurses can
contact. The National Coalition of Ethnic Minority Nurse Associations and the 
Tennessee Hospital Association’s Council on Diversity are available for assistance.
(For more data on minority nurses, go to http://www.aacn.nche.edu/media-relations/
fact-sheets/enhancing-diversity.)

I s s u e s  N o w

Sources: Nursing Statistics 2009. Retrieved December 2010 from http://www.minoritynurse.com;
Percentage of Students Enrolled in Basic Nursing Programs 2008–2009. Retrieved December
2010 from http://www.nln.org/research/slides.
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Cultural values are neither right nor wrong;
they exist in a culture as the result of a long-term
process of development that can often be traced back
to a need for group survival. However, when judged
from the perspective of other cultures, they may seem
strange or perhaps harmful. Nurses sometimes feel
uncomfortable when dealing with clients who have
unfamiliar cultural beliefs and different expectations
of the outcomes of the health care being provided. 
As a result, nurses may unconsciously transfer their
own expectations of care from their own cultural
background and disregard those of the client. This
approach often leads nurses to fail when trying to
change health-care behaviors in minority groups.

Recognizing Health-Care Practices
Although all nurses strive to provide the highest qual-
ity health care possible, a report by the Institute of
Medicine (IOM) indicates that multicultural health
care often falls short of the mark. Most nurses are
conditioned to address the problems that are obvious
and within their line of sight, but sometimes it is nec-
essary to take a step back and look at the bigger picture.
Interprofessional collaboration provides a wider view
and higher quality culturally competent care. 

Changing the Client’s Values
It is important to recognize that one of the primary
functions of nurses is to change clients’ values about
health care. It is not an easy task. The first step, 
always, is to recognize that the nurse comes from a 
particular culture that has its own set of health-care
values. Like all values, these have developed over time
and are dependent on the nurse’s education, upbring-
ing, religious beliefs, and cultural background.

The next step is to identify the culture of the
client and recognize specific health-care practices 
that are both similar to and different from those of
the nurse. The nurse must then make a decision about
whether it would be constructive or even possible to
change the client’s belief on a specific matter and if
the end result would be beneficial enough to put 
forth the necessary effort.10

When Is Persuasion Appropriate?
For example, many cultures have strong values con-
cerning pregnancy and the birth of children. In tradi-
tional Middle Eastern families, the birth process is
valued as an event strictly involving women, and the
father is usually not present to either witness or assist

in the delivery. However, midwives and obstetric
nurses from the current American culture place a
high value on the father’s participation in the birth
event as a way of promoting stronger family ties and
starting the bonding process as soon as possible. The
nurse who takes care of a Middle Eastern family must
determine whether to try to convince the father to
stay in the delivery room during the delivery. In any
event, the ultimate outcome remains relatively un-
changed. Even without the father in the delivery room,
the child is delivered safely, and only the bonding
process with the father is delayed.

In the southwest and southern plains of the
United States, some American Indian tribes believe
strongly in the effectiveness of “medicine bags” and
special leather or beaded necklaces in protecting in-
fants from harm and promoting their growth. It is
not unusual to observe infants wearing these types 
of necklaces when they come to the traditional 
Western medical clinics for care. The main concern
of providers in these clinics is the possibility of the 
infant choking if the necklace should become entan-
gled, but this practice is so ingrained in certain mem-
bers of the culture that they will refuse to remove the
necklaces or they may remove them for the clinic visit
and then put them back on after the visit. Because of
the ethical principal of autonomy or self-determination,
the most health-care providers can do is teach the
parents about the potential dangers of the necklaces
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and hope they will reconsider the risk. Forcibly re-
moving the necklace will break down the trusting re-
lationship with the provider and probably anger the
parent of the child.

Assessing Culture
Obtaining accurate cultural assessments can be time-
consuming and difficult. However, the only way
nurses can avoid imposing their cultural values and
practices on others and develop plans of care based
on their knowledge about others’ beliefs and customs
is to make a concerted effort to obtain this informa-
tion. Several cultural assessment tools for clients have
been developed—some short and directed, others
lengthy and complicated. One of the most thorough
cultural assessments developed to date is based on
Purnell’s Model for Cultural Competence (Box 22.1).
Although this tool is lengthy, it can provide a reliable

overview of the client’s culture. Nurses should not
neglect completing an assessment of their own 
culture as well.

Beginning the Assessment
Most busy nurses do not have the time to complete
this assessment on every client from a different cul-
ture. However, the following key questions can serve
as a starting point for a cultural assessment:

• Why do you think you are ill? What was the cause
of the illness?

• What was going on at the time the illness started?
• How does the illness affect your body and health?
• Do you consider this to be a serious illness?
• If you were at home, what type of treatments or

medications would you use? How would these 
treatments help?

B o x  2 2 . 1
The 12 Domains of Cultural Assessment: Purnell’s Model for Cultural Competence

I. Overview, inhabited localities, and 
topography overview
A. Heritage and residence
B. Reasons for migration and associated 

economic factors
C. Educational status and occupation

II. Communications
A. Dominant language and dialects
B. Cultural communication patterns
C. Temporal relationships
D. Format for names

III. Family roles and organization
A. Head of household and gender roles
B. Prescriptive, restrictive, and taboo 

behaviors
C. Family roles and priorities
D. Alternative lifestyles

IV. Workforce issues
A. Culture in the workplace
B. Issues related to autonomy

V. Biocultural ecology
A. Skin color and biological variations
B. Diseases and health conditions
C. Variations in drug metabolism

VI. High-risk behaviors
A. High-risk behaviors
B. Health-care practices

VII. Nutrition
A. Meaning of food
B. Dietary practices for health promotion

VIII. Pregnancy and childbearing practices
A. Fertility practices and views toward 

pregnancy
IX. Death rituals

A. Death rituals and expectations
B. Responses to death and grief

X. Spirituality
A. Religious practices and use of prayer
B. Meaning of life and individual sources of

strength
C. Spiritual beliefs and health-care 

practices
XI. Health-care practices

A. Health-seeking beliefs and behaviors
B. Responsibility for health care
C. Folklore practices
D. Barriers to health care
E. Cultural responses to health and illness
F. Blood transfusions and organ donation

XII. Health-care practitioners
A. Traditional versus biomedical care
B. Status of health-care providers

Source: Purnell LD, Paulanka BJ. Transcultural Health Care. Philadelphia: F. A. Davis, 1998, with permission.
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• What type of treatment do you expect from the
health-care system?

• How has your illness affected your ability to live
normally?

• If you do not get better, what do you think will 
happen?

Because clients from different cultures may
feel uncomfortable revealing information about
cultural beliefs, values, and practices to strangers, it
is a good idea to begin your assessment by asking
some general questions. A client is more likely to
trust a nurse who demonstrates interest in that per-
son as an individual. Only after a warm and trust-
ing environment has been established will a client

be willing to reveal the more personal aspects of his
or her culture to the nurse.

Understanding Physical Variations
Physical assessments made on individuals from other
cultures require a certain level of cultural awareness and
competence. Although the assessment techniques used
for different individuals may be identical, the nurse
needs to know the basic biological and physical varia-
tions among ethnic groups.11 The interpretation of as-
sessment findings may be affected by ethnic variations
in anatomical structure or characteristics (e.g., children
from some Asian cultures may fall below the normal
growth level on a standardized American growth chart
because of their genetically smaller stature).
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Cultural Aspects of Organ Donation

“Sarah, are you going to ask them?” The tall, haggard third-year trauma resident
stood across the desk from me and eyed me with apprehension.

“Well,” I sighed, “He’s medically suitable and has been declared brain
dead. So, yes, I’m going to ask them.” I had been coordinator of the New Mexico
Organ Procurement Organization for more than 2 years and had asked families for
permission to obtain organs for transplantation literally hundreds of times.

“But they’re Navajo,” he said.
“Organ donation is an option for them,” I replied. “They deserve to be 

offered the option at the very least.”
“Can I come in with you?” he asked. “There are a lot of them in there.”
“Sure,” I said. When a traditional Navajo came to the hospital for treat-

ment with “white man’s” medicine, often the whole family came too.
So, after reviewing the client’s case file to identify the legal next of kin and

doing a few laps around the intensive care unit (ICU) to work out my adrenaline,
the resident and I went into the ICU conference room to approach a traditional
Navajo family for consent for organ donation.

As I entered the room, 13 pairs of dark eyes looked up at me. I ran
through in my head all the things I had learned regarding the American Indian cul-
ture in my training. Keep it low-key. Don’t make prolonged eye contact. American
Indians are stoic in their grief. I took a deep breath, let the resident introduce me,
and we began our conversation.

The family was young, and the patient had never married, so the oldest
daughter was making the decisions. She had a lot of good questions for me, as
did the rest of the family, and I sat on the floor in front of them with my knees
drawn up to my chest and talked with them for a long time.

“You know we’re Navajo?” one of her brothers asked me. “Organ donation
is against our beliefs.”

“I realize that,” I said. “But you have the option to save a life, possibly as
many as three lives, and I wanted to let you know.”

“Our uncle got a kidney transplant last year,” the oldest daughter said
while looking at her brother. “I think we owe something back. Can we have some
time to talk about this?”

I thanked them for their time, expressed my condolences again, and left
the room with the resident.

Once we were back on the unit, the resident got excited.
“Oh, man. I think they’re going to say yes,” he said, shifting from one foot

to another. “That would be so awesome to have the first Navajo donor here.”
I could see the story starting to form in his head and smiled at him when 

I saw the anticipation and hopefulness in his eyes. I helped with that American 
Indian donor. It was so cool.

Just then, the doors to the ICU swung open and a pair of elderly, withered-
looking American Indian women walked into the unit and right up to the desk where 
I was sitting. They inquired as to which room my client was in and went into the room
after I told them. They hovered at the client’s bedside for several minutes, regarding
the beeping medication pumps, the monitors, and the ventilator with disdain.

I s s u e s  i n  P r a c t i c e

(continued)
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“Don’t get your hopes up,” I said to him under my breath.
Silently, the pair left the unit through the doors they had just entered,

making eye contact with no one and showing no emotion.
“Who are they?” the resident asked.
“I believe those were the tribal elders,” I said.
He looked at me with disbelief. “What do we do now?”
“Now we wait,” I said.
I kept myself busy shuffling papers and returned a couple of phone calls.

I was playing Free Cell on the computer when the oldest daughter appeared
around the corner. I could tell she had been crying.

“Can we see the doctor in our room?” she asked.
“Sure, wait here and I’ll go get him,” I said.
I went around the corner where he was lounging with his feet propped up

on the desk. He was chatting with the unit clerk. “I really think they’re going to do
it,” he said.

“The family wants to see you,” I interrupted.
When he looked at me, I saw a question mark on his face. I returned the

look with one of my own. Having been in this situation a couple of times before, 
I had a feeling I knew what the outcome would be.

We walked around the corner, and he went into the conference room
with the family, and I returned to my desk to wait.

Two minutes later he was back. He slumped into the chair beside me.
“They declined,” he sighed disappointedly. “What do I do now?”

“You,” I said, “are done. Thank you very much for all your time and hard
work. I’ve got to do some paperwork and call in the decline, and then I’m going
home.”

He sighed again and then patted my leg. “Well, good effort.”

Questions for Thought

1. Was it ethical to ask the family about organ donation when American 
Indian beliefs generally prohibit it? Do you know of any American Indian
organ donors?

2. Was there another possible approach to seeking permission from the family?

3. Why are American Indians opposed to organ donation when they routinely
accept organs for transplantation?

I s s u e s  i n  P r a c t i c e continued

Source: Sarah T. Catalano, coordinator, New Mexico Organ Procurement Organization.
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Changes in skin color may also affect the 
interpretation of assessment findings (e.g., cyanosis in
people with a light versus a dark complexion). To de-
termine whether the client’s skin color is normal or
abnormal, the nurse must know what constitutes the
normal color for a particular ethnic group. In assess-
ing for cyanosis, the nurse may need to examine the
client’s oral mucosa and may also need to measure
capillary refill times to determine whether the client
has cyanosis.

As with all assessments, the ultimate goal of
cultural assessment is to provide the best care possible
for the client.11 A fundamental belief that nurses hold
to strongly is that all clients have a right to self-deter-
mination, including the customs, practices, and values
that emanate from their culture. By considering both
the cultural and ethnic variables of each client, nurses
will avoid practice that is ethnocentric and conducted
strictly from the nurse’s cultural viewpoint.

PROVIDING CULTURALLY COMPETENT CARE

Transcultural Understanding
Cultural competence has become a buzzword in the
health-care system. The term has several divergent
definitions, with little consensus among cultural 
experts. However, cultural competence as it relates to

nursing can be regarded as the provision of effective
care for clients who belong to diverse cultures, based
on the nurse’s knowledge and understanding of the
values, customs, beliefs, and practices of the culture.

What Do You Think?

?Using Purnell’s cultural assessment tool, assess your own
cultural background. In what areas of your own culture are
you lacking knowledge?

Providing culturally competent care requires
the development of certain interpersonal skills that
allow nurses to work with individuals and groups in the
community. The primary skills required for cultural
competence include communication, understanding,
and sensitivity. Although the basic types of cultural
skills are similar, their application within and between
cultural groups may differ greatly. The development of
cultural competence is not a one-time skill to check off
on a skills checklist; rather, it is an ongoing process that
continues throughout the nurse’s career.12

Transcultural Communication
The ability to communicate is the foundation on
which culturally competent care is built. The most
obvious barrier to culturally competent care for the
non-English-speaking client is the lack of a common
language (Box 22.2). Communication is a highly
complex process that requires both verbal and non-
verbal exchanges. Nonverbal communication in-
cludes (but is not limited to) body language, facial
expressions, eye contact, personal space, touch and
body contact, formality of names, and time aware-
ness. Other factors that affect communication are 
volume of voice, tone, and acceptable greetings. 
Often clients communicate differently with family
and friends than they do with health-care personnel.
Nurses should be aware that in some cultures (e.g.,
those with a strong caste system, which involves a
class structure), communication between those in the
upper and lower classes may be affected by tradition.
For example, some cultures hold the role of women
in health care in high esteem, whereas other cultures
may consider women in health care as the bottom
rung on the ladder. The U.S. Department of Health
and Human Services has developed standards for
Culturally and Linguistically Appropriate Services
(CLAS) (Box 22.3).
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B o x  2 2 . 2
Guidelines for Communicating With Non-English-Speaking Clients

1. Use interpreters rather than translators. Translators just restate the words from one language to another.
An interpreter decodes the words and provides the meaning behind the message.

2. Use dialect-specific interpreters whenever possible.
3. Use interpreters trained in the health-care field.
4. Give the interpreter time alone with the client.
5. Provide time for translation and interpretation.
6. Be aware that interpreters may affect the reporting of symptoms, insert their own ideas, or omit information.
7. Avoid the use of relatives who may distort information or not be objective.
8. Avoid using children as interpreters, especially with sensitive topics.
9. Use same-age and same-gender interpreters whenever possible. However, clients from cultures who have

a high regard for elders may prefer an older interpreter.
10. Maintain eye contact with both the client and the interpreter to elicit feedback and read nonverbal clues.
11. Remember that clients can usually understand more than they express; thus, they need time to think in

their own language. They are alert to the health-care provider’s body language and may forget some or all
of their English in times of stress.

12. Speak slowly without exaggerated mouthing, allow time for translation, use active rather than passive tense,
wait for feedback, and restate the message. Do not rush; do not speak loudly. Use a reference book with
common phrases, such as Roget’s International Thesaurus or Taber’s Cyclopedic Medical Dictionary.

13. Use as many words as possible in the client’s language and use nonverbal communication when unable
to understand the language.

14. If an interpreter is unavailable, the use of a translator may be acceptable. The difficulty with translation is
omission of parts of the message; distortion of the message, including transmission of information not
given by the speaker; and messages not being fully understood.

15. Note that social class differences between the interpreter and the client may result in the interpreter’s not
reporting information that he or she perceives as superstitious or unimportant.

Source: Purnell LD, Paulanka BJ. Transcultural Health Care: A Culturally Competent Approach (3rd ed.). Philadelphia: F. A. Davis, 2008, with permission.

B o x  2 2 . 3
U.S. Department of Health and Human Services’ Culturally and Linguistically 
Appropriate Services (CLAS) Standards

Standard 1: Health-care organizations should ensure that patients/consumers receive from all staff members
effective, understandable, and respectful care that is provided in a manner compatible with their cultural
health beliefs and practices and preferred language.

Standard 2: Health-care organizations should implement strategies to recruit, retain, and promote at all levels
of the organization a diverse staff and leadership that are representative of the demographic characteristics
of the service area.

Standard 3: Health-care organizations should ensure that staff at all levels and across all disciplines receive
ongoing education and training in culturally and linguistically appropriate service delivery.

Standard 4: Health-care organizations must offer and provide language assistance services, including bilingual
staff and interpreter services, at no cost to each patient/consumer with limited English proficiency at all
points of contact and in a timely manner during all hours of operations.

Standard 5: Health-care organizations must provide to consumers/patients in their preferred language
both verbal offers and written notices informing them of their right to receive language assistance 
services.

Standard 6: Health-care organizations must assure the competence of language assistance provided to lim-
ited English proficient patients/consumers by interpreters and bilingual staff. Family and friends should not
be used to provide interpretation services (except on request of the patient/consumer).
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B o x  2 2 . 3
U.S. Department of Health and Human Services’ Culturally and Linguistically 
Appropriate Services (CLAS) Standards—cont’d

Standard 7: Health-care organizations must make available easily understood patient-related materials and
post signage in the languages of the commonly encountered groups and/or groups represented in the
service area.

Standard 8: Health-care organizations should develop, implement, and promote a written strategic plan that
outlines clear goals, policies, operational plans, and management accountability/oversight mechanisms to
provide culturally and linguistically appropriate services.

Standard 9: Health-care organizations should conduct initial and ongoing organizational self-assessments of
CLAS-related activities and are encouraged to integrate cultural and linguistic competency-related meas-
ures into their internal audits, performance-improvement programs, patient satisfaction assessments, and
outcome-based evaluations.

Standard 10: Health-care organizations should ensure that data on the individual patient/consumer’s race,
ethnicity, and spoken and written language are collected in health records, integrated into the organiza-
tion’s management information systems, and periodically updated.

Standard 11: Health-care organizations should maintain a current demographic, cultural, and epidemiological
profile of the community as well as a needs assessment to accurately plan for and implement services that
respond to the cultural and linguistic characteristics of the service area.

Standard 12: Health-care organizations should develop participatory, collaborative partnerships with commu-
nities and utilize a variety of formal and informal mechanisms to facilitate community and patient/consumer
involvement in designing and implementing CLAS-related activities.

Standard 13: Health-care organizations should ensure that conflict and grievance resolution processes are
culturally and linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural 
conflicts or complaints by patients/consumers.

Standard 14: Health-care organizations are encouraged to regularly make available to the public information
about their progress and successful innovations in implementing the CLAS standards and to provide public
notice in their communities about the availability of this information.

Source: National standards on culturally and linguistically appropriate services (CLAS). Office of Minority Health website. Retrieved April 2013 from
http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=15

Nonverbal Responses
Nurses who work with non-English-speaking
clients need to develop alternative ways to measure
a client’s understanding rather than depending
only on a verbal response. Nurses must be cautious
when interpreting the nonverbal responses from
some cultural groups, which may respond to all
questions with a yes, a nod, or a smile. In the
American culture, this response usually indicates
understanding and compliance. However, particu-
larly in Asian cultures, nodding and smiling can be
signs of respect for the nurse’s position or an at-
tempt to avoid confrontation. For example, see the
quoted scenario on page 557.

Speech Patterns
The use of silence by some cultural groups has led 
to misunderstandings in the health-care setting. For

example, Asian Americans consider silence to be a
sign of respect, particularly for elders, whereas 
Arab Americans and the English use silence to gain
privacy. Among many people in Europe (e.g., the
French, Russians, and Spanish), silence often indicates
agreement.

Variations in communication style also ac-
count for misunderstandings and miscommunications.
Factors such as loudness, intonation, rhythm, and speed
of speech all are important in communication. Among
certain cultural groups, American nurses have a reputa-
tion for speaking at a rapid rate and for using medical
jargon. Some nurses also have a reputation for their ten-
dency to increase the volume of their voices when com-
municating with clients who do not speak English, as if
talking more loudly will increase understanding.12

On the other hand, groups such as American
Indians and Asian Americans speak more softly and
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Informed Consent Requires Understanding

Sinwan Ho is an elderly woman from an Asian culture who speaks very little 
English. She was admitted to the Gastromed Health Care Center for a routine
colonoscopy and polypectomy, which was performed on May 20, 2003, by
Lawrence Kluger, MD. During the procedure, the bowel was perforated. The next
day Ms. Ho underwent a laparotomy with removal of the damaged part of the
colon and the formation of a colostomy.

Ms. Ho was readmitted on September 2, 2003, to have the colostomy
closed and the colon reconnected. She recovered well, but several years later she
began experiencing abdominal pain and gastrointestinal symptoms. It was deter-
mined that lesions had formed in the reconnected bowel and were closing the
bowel. On April 20, 2006, Ms. Ho was readmitted and another colostomy was
performed. Later that year on September 6, 2006, the colostomy was again
closed with reconnection of the bowel. The client had a total of five surgeries 
related to the first routine procedure.

Dr. Kluger was initially sued for malpractice, but the court could not find
conclusive evidence that he had committed any medical errors, and the case was
dismissed as a “bad outcome.”

Later a suit was filed on behalf of Ms. Ho. According to her testimony and
that of a friend, Kenneth Lee, she had not been properly informed of the possible
complications of the procedure in language that she could understand. She did
sign the informed consent form when it was handed to her. The court determined
that lack of clear communication of the possible complications was a deviation in
the standard of care.

In further testimony, Dr. Kluger admitted that he knew the client did not
speak much English and that he had made no attempt to find an interpreter to
help explain the procedure and the possible complications such as bowel perfora-
tion and colostomy. However, his lawyer argued that because the possibility of an
intestinal perforation with a resulting colostomy is so low, revealing that informa-
tion did not meet the state’s requirement as a “reasonable degree of medical
probability.”

The court ruled that Dr. Kluger’s failure to adequately communicate the
complications of the procedure did not meet the requirement for malpractice.
However, it did rule that there was a case for medical negligence based on the
premise that failure to disclose what a reasonable and prudent client would want
to know is a deviation from a standard of care.

In 2010, the hospital’s insurance company settled the case for an undis-
closed sum, imposing a gag order on all parties and without acknowledging
wrongdoing by the hospital or the physician.

I s s u e s  N o w

Source: Ho v. Kluger, A.2d, 2009 WL2431591 (N.J. App., August 11, 2009). Retrieved November
2013 from http://www.leagle.com/decision/In%20NJCO%2020090811191
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may be difficult to hear even when the nurse is stand-
ing at the bedside. These groups may misinterpret the
louder, more forceful tone of the American nurse as
an indication of anger. Arab American groups are
often noted for their dramatic communication styles.
Nurses may misinterpret this behavior as hostility,
when in reality the client is merely trying to demon-
strate a point using an emotional communication
style. To prevent misunderstandings, nurses need 
to analyze their own speech patterns and consciously
modify their tone and pace when working with 
different cultural groups.

Personal Matters
Nurses also need to rec-
ognize that certain groups
are much less willing to
disclose private matters
or personal feelings than
others. In general, clients
from American or Euro-
pean origins tend to be
less secretive about al-
most all issues because
the practice of sharing has
been encouraged from an
early age. However, many
Asian cultures, particu-
larly the Japanese, are
highly reluctant to discuss
personal topics with ei-
ther family or health-care
providers. Other groups,
such as Mexican Ameri-
cans, discuss personal is-
sues openly with friends
and family members but are reluctant to do so with
health-care providers, whom they do not know well.

Even within these groups there are wide
variations. American women probably constitute
one of the most open groups when it comes to 
expressing personal feelings, whereas American 
men tend to have much more difficulty with this
type of communication.

Open-Ended Language
It is common for nurses to presume that clients trust
them instantaneously simply because they are nurses
and should answer even the most personal questions
without hesitation. As discussed earlier, it may be

much more productive to start the communication
process with small talk and general, nonthreatening
questions to establish a trustworthy rapport. Often
the use of open-ended questions and statements al-
lows the client to express beliefs and opinions that
would be difficult to discover through closed-ended
questions that the client can answer with a simple 
yes or no.

As the level of trust increases, the client will
be more likely to reveal important information in the
more sensitive areas of the assessment. In addition,
sensitivity to the nonverbal aspects of the communi-

cation process allows
nurses to use behaviors
that increase trust and to
avoid gestures, facial ex-
pressions, or eye contact
that may relay a message 
of superiority, hostility,
anger, or disapproval.

Touch Misinterpreted
A leading cause of miscom-
munication is touching
clients from different cul-
tures in ways that they 
consider inappropriate.12

American nurses are taught
early in their first nursing
classes, usually on physical
assessment or basic skill
courses, that it is necessary
to “lay on hands” in order
to provide quality care.
Students who are reluctant

to palpate the femoral pulses of their laboratory part-
ner or remove a client’s shirt to auscultate anterior
heart and breath sounds may receive a failing grade
for the course.

However, touching in other cultures conveys
a number of alternative meanings, ranging from
power, anger, and sexual arousal to affirmation, em-
pathy, and cordiality. For example, it is generally not
acceptable for men and women to touch in many
Arab cultures, except in the privacy of the home and
in the context of marriage. American women nurses
who palpate pulses, listen to breath sounds, or palpate
for tactile fremitus when assessing men from an Arab
culture may be communicating a message that they
never intended.

An English-speaking nurse gave a non-
English-speaking Asian client preopera-
tive instructions about how to prepare
an abdominal surgical site. She thought
that she had shown the client how the
bottle of povidone-iodine, a powerful
skin disinfectant, was to be used in
scrubbing the area. The client smiled
and nodded throughout the instruction.
When asked whether he had any ques-
tions, he did not respond. The nurse
took the silence to mean that he had no
questions. When the nurse left the room,
the client promptly drank the whole 
bottle of povidone-iodine. Fortunately,
the error was discovered immediately,
and no long-term complications occurred
from the accident.

“

”
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Some groups, such as Mexican Americans
and Italian Americans, who frequently touch and hug
family members and friends, are much less receptive
to touching by strangers during health-care examina-
tions, particularly if the health-care provider is of the
opposite gender. In these situations it is extremely
important for the nurse to explain, before the particu-
lar physical contact occurs, what he or she is going to
do and why it should be done. The nurse should also
avoid any unnecessary contact, such as palpation of
femoral pulses when the client has pneumonia.

Personal Space
Closely related to the issue of touch is the concept of
personal space. Personal space is a zone that individ-
uals maintain around themselves in most casual so-
cial situations. When a person’s personal space is
violated, it often creates a generalized feeling of dis-
comfort or threat, which causes the person to move
away from the offending individual. Nurses routinely
violate clients’ personal
space when performing
physical assessments or
providing basic care.

The distance re-
quired to maintain a com-
fortable personal space
varies widely from one
culture to another. People
who belong to the European, Canadian, or American
cultures usually require between 18 and 22 inches of
distance for a comfortable personal space when com-
municating with strangers or casual acquaintances.
In contrast, individuals from the Jewish, Arab, Turk-
ish, and Middle Eastern cultures may require as little
as 3 to 5 inches of personal space when talking with
another person and often interpret physical closeness
as a sign of acceptance. In addition, they prefer to
stand face-to-face and maintain eye contact when
they are talking.

It is easy to understand why misinterpreta-
tions in communication might arise. A client from a
Middle Eastern culture might judge an American
nurse to be cold and aloof, although she is merely
maintaining a comfortable personal space from the
client. Likewise, an American nurse may feel physi-
cally threatened by the close communication style of
a Turkish American client and continually back away
from the client in an attempt to reestablish his or her
personal space.

Eye Contact
Similarly, eye contact communicates different mes-
sages to different cultures. Among American and
many European cultures, making periodic eye contact
during conversations indicates attentiveness to the
communication and is a means of measuring the per-
son’s sincerity. Common sayings such as, “Look me
in the eye and say that,” and admonitions for public
speakers to make eye contact with the audience em-
phasize the underlying positive value these cultures
place on eye contact. Lack of eye contact may be in-
terpreted as inattention, insincerity, or disregard.

In contrast, some American Indian cultures
believe that the eyes are the windows of the soul and
that direct eye contact by another may be interpreted
as an attempt to “steal the soul” from the body. Be-
tween American Indian men, direct eye contact is a
sign of challenge and aggression and may precipitate
a violent physical confrontation. Among some South
American cultures, sustained eye contact is a sign of

disrespect, whereas in other
cultural groups, particu-
larly Mexican Americans,
eye contact with a child is
believed to convey the mal
de ojo, or “evil eye.” Many
childhood and adult ill-
nesses among these cul-
tures are attributed to the

effects of the evil eye, and practices such as tying red
cloths or strings around children’s wrists are used to
ward off illnesses. Eye contact, a routine part of
American culture, has diverse and powerful meanings
to clients from other cultures.

The complexity and importance of commu-
nication should never be underestimated when work-
ing with clients from diverse cultures. Merely
speaking a language does not encompass the entirety
of communication. Awareness of the meanings of
gestures, body positions, facial expressions, and eye
movements is essential in culturally competent 
communication.

LOOKING DEEPER

Several other elements must be considered for effec-
tive transcultural nursing, including passive obedi-
ence, cultural synergy, building on similarities, and
conflict resolution. The term passive obedience refers

Nurses who work with non-English-
speaking clients need to develop 
alternative ways to measure a client’s
understanding rather than depending
only on a verbal response.

“
”
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to a type of behavior that develops when clients from
a different culture believe that the nurse is an author-
ity figure or expert in health-care matters. Although
many cultures may display this type of behavior to
some extent, it is most commonly seen among Asian
American groups. These cultures try to cope with the
uncertainty of their health status and the threat of an
authority figure by becoming passively obedient.
Rather than asking questions they think will reveal
their lack of knowledge or confusion about some
health-care issue or that they believe may challenge
the authority of the nurse, they become passively 
obedient and compliant.

Cultural Conflicts
It is inevitable that conflicts will arise from time to
time when a nurse cares for clients of different cul-
tures. It is important to recognize that the origins 
of many conflicts reside within the individual. 
Nurses may label clients
from other cultures as
noncompliant, when in
reality the nurse has an
incomplete understand-
ing of the client’s culture
or unrealistic expecta-
tions for behavior.

In other cases, the treatments may be very
different. However, if culturally based alternative treat-
ments do not interfere with the prescribed treatment
plan or threaten the client’s health, they can be used 
simultaneously with the standard medical treatments.
For example, nurses who work in the American Indian
health-care system and hospitals have become accus-
tomed to finding bone fragments, feathers, and leather
medicine pouches in the beds of their clients.

Cultural Synergy
Cultural synergy is a term that implies that health-care
providers make a commitment to learn about other
cultures and to immerse themselves in those cultures.
Nurses who work actively to develop cultural synergy
tend to be more successful in the delivery of compe-
tent transcultural care. Nurses achieve cultural syn-
ergy when they begin to selectively include values,
customs, and beliefs of other cultures in their own

worldviews. The first step 
in cultural synergy is the
desire to know everything
about another culture and
to purposely establish rela-
tionships with individuals
from other cultures.13

More Alike Than Different
Closely related to cultural synergy is the recognition
that cultures are much alike in many aspects. It
seems that most books and publications written
about cultural diversity present only the diversity of
cultures and not the similarities. Although recogni-
tion of cultural differences is important, it should be
just one step toward the ultimate realization that
there are more similarities than differences among
diverse cultures.

Many colleges offer courses in comparative
religions identifying the many similarities of the
fundamental beliefs that underlie the major reli-
gions. However, many college courses on cultural
diversity have not evolved past the point of identify-
ing cultural differences. Perhaps this is due in part
to the salad bowl approach to cultural communica-
tion that exists in current society. Perhaps a new 
approach to acculturation, based on the similarities
between cultures rather than on the differences,
should be developed.

. . . touching in other cultures conveys 
a number of alternative meanings, 
ranging from power, anger, and sexual
arousal to affirmation, empathy, and
cordiality.

“
”What Do You Think?

?
Think of the last client for whom you provided care. What
were the cultural differences that affected the care you
gave? What measures did you use to overcome these?
What might you have done differently to improve care?

Other common reasons for noncompliance
among culturally diverse clients include the lack of
external symptoms of disease, inconvenient or
painful treatments, and lack of external support from
family members or close friends.

Respect for Healing Traditions
The nurse first needs to ask the client what traditional
treatments are used in dealing with this disease. In
some cases, in which the traditional treatments are
similar to the ones used by the health-care facility, 
the nurse may be able to demonstrate this similarity
to the client.
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Case Study: Cultural Conflict Within a Family

In 1990, Jose Bisigan, aged 87 years, and his wife Carmen, aged 85, sold their
small restaurant and immigrated to Los Angeles from a small town in the Visayan
region of the Philippines. They came to join their firstborn daughter, a nurse
named Felicia, aged 54; her husband; and their three children, ages 10, 13, and
18. Mr. Bisigan speaks limited English and is in a poststroke rehabilitation unit.
Since the stroke, he has had mild aphasia, mild confusion, and bladder and bowel
continence problems. His hypertension and long-standing diabetes are controlled
with medication and diet. His wife, daughter, and grandchildren have been sup-
portive of him during this first hospitalization experience. Mr. Bisigan’s family has
cooperated with the health team, often agreeing with minimal resistance to the
prescribed treatment management. The rehabilitation team recommended suba-
cute rehabilitation treatment as part of the discharge plan.

As a businessman and the elder in the family household, Mr. Bisigan is
looked to for counsel by the immediate and extended family. Mr. Bisigan’s status,
however, has caused friction between Felicia and her husband, Nestor, an American-
born Filipino who works as a machinist. Nestor has accused Felicia of giving 
excessive attention to her mother and father. Felicia’s worries about her parents’
health have made Nestor very resentful. He has increased his already daily “out-
ings with the boys.” Felicia maintains a full-time position in acute care and a part-
time night shift position in a nursing home.

Mr. Bisigan’s discharge is pending, and a decision must be made before
Medicare coverage runs out. Felicia has to consider the possible choices available
to her father and the family’s circumstances and expectations. Mrs. Bisigan, who
is being treated for hypertension, has always deferred decisions to her husband
and is looking to Felicia to make the decisions. Because of her work schedule, the
absence of a responsible person at home, her mother’s health problems, and in-
tergenerational friction, Felicia considers nursing home placement. She is, how-
ever, reluctant to broach the subject with her father, who expects to be cared for
at home. Mrs. Bisigan disagrees with putting her husband in a nursing home and
is adamant that she will care for her husband at home.

Felicia delayed talking to her father until the rehabilitation team requested
a meeting. At the meeting, Felicia indicated that she could not bring herself to
present her plan to put her father in a nursing home because of her mother’s ob-
jection and her own fear that her father will feel rejected. Feeling very much alone
in resolving the issue about nursing home placement, she requested the team to
act as intermediary for her and her family.

Questions for Thought

1. Identify cultural family values that contribute to the conflicts experienced by
each family member.

2. Identify a culturally competent approach the team can use when discussing
nursing home placement with the Bisigans.

I s s u e s  i n  P r a c t i c e
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3. How might the rehabilitation program be presented to Mrs. Bisigan and still
allow her to maintain her spousal role?

4. Discuss at least three communication issues in the family that are culture-
bound and suggest possible interventions.

5. Identify psychocultural assessments that should be done by the rehabilita-
tion team to have a greater understanding of the dynamics specific to this
family.

6. Identify health promotion counseling that might be discussed with the 
Bisigans’ grandchildren.

7. Identify and explain major sources of stress for each member of this household.

I s s u e s  i n  P r a c t i c e continued

Source: Purnell LD, Paulanka BJ. Transcultural Health Care: A Culturally Competent Approach
(3rd ed.). Philadelphia: F. A. Davis, 2008, with permission.
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INFORMATION SOURCES FOR TRANSCULTURAL
NURSING

Like all practice areas in the profession, transcultural
nursing is also striving to increase the quality of care by
using best practices based on evidence-based practice
(EBP). Through the rapid growth of research and infor-
mation sources on transcultural nursing, new models
and theories have been developed. However, these new
theories and models may lead some individuals to as-
sume that clients can be categorized by race, culture,
and ethnicity. The reality is that individual clients can-
not be put into culturally specific boxes or labeled by
virtue of their culture or skin color. People are individ-
uals and the criteria identified for a particular cultural
group do not accurately describe every client who 
belongs to that racial, ethnic, or cultural group.

From a Conference . . .
With the rapid growth of a minority population in
the United States, there is an increasing interest in
cultural diversity and transcultural nursing. The ori-
gins of the current transcultural movement can be
traced back to 1974, when a transcultural conference
on communication and culture was held at the Uni-
versity of Hawaii School of Nursing. Following the
success of this conference, a series of transcultural
conferences was planned over the next year to bring
together nurses, sociologists, anthropologists, and
other social scientists to discuss issues that would
eventually form the basis for transcultural nursing.

Not long after the Hawaii conference, the
Transcultural Nursing Society was organized. It was
incorporated in 1981 and began publishing its semi-
annual official journal, Journal of Transcultural 
Nursing, in 1989. It is now a peer-reviewed quarterly
journal that provides information on all aspects of
culture and nursing. It is now providing articles 
online. In 1976, the American Nurses Association
(ANA) recommended that multicultural content be
included in nursing curricula. Since then, the ANA,
in conjunction with the Expert Panel on Global Nurs-
ing and Health, has developed Standards of Practice
for Culturally Competent Nursing Care (2010) (see
http://www.tcns.org/files/Standards_of_Practice_for_
Culturally_Compt_Nsg_Care-Revised_.pdf).

. . . to a Specialty
Since the 1980s, more and more universities and col-
leges have started offering graduate degrees in tran-
scultural, cross-cultural, and international nursing.
Graduates are now able to become certified transcul-
tural nurses (CTNs) by completing oral and written
examinations offered by the Transcultural Nursing
Society. Nurses do not need to be from minority
groups to obtain the CTN qualification.

Society has not remained stagnant during this
period of development and organization. Growing
numbers of immigrants, changing governmental regu-
lations, and grassroots movements all have contributed
to the pressure placed on nursing to recognize and 
effectively care for clients from different cultures.

C o n c l u s i o n

The major changes in U.S. demographics that began
in the 1980s—and have been accelerating ever since—
require nurses to provide culturally sensitive care. 
A fundamental belief of professional nursing holds
that all individuals are to be cared for with respect
and dignity regardless of culture, beliefs, or disease
process. Therefore, nurses must actively seek multi-
cultural education.

However, nurses need to keep in mind that
cultural assessments and decisions about care are rel-
ative to the nurse’s own personal experiences, beliefs,
and culture. There is a natural tendency to uncon-
sciously stereotype individuals from other cultures on
the basis of one’s internal value system. There is also a
tendency to batch all individuals from one culture

into a single group, when in reality there may be wide
variations within the group.

It is a well-accepted belief that nurses who
value cultural diversity will deliver higher-quality
care. Nurses who have a high level of cultural knowl-
edge and sensitivity maximize their nursing interven-
tions when they become coparticipants and client
advocates for individuals who might otherwise be lost
in an impersonal health-care system. Only when
nurses can understand the client’s perspective, develop
an open style of communication, become receptive to
learning from clients of other cultures, and accept and
work with the ambiguities inherent in the care of mul-
ticultural clients will they become truly culturally com-
petent health-care providers.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Try this experiment. Without letting them know what you are doing, walk up 

to your classmates and note at what distance they start backing away from you
(personal space). If you have classmates that are from a different culture or eth-
nic group than you, is the personal space distance different from those of your
own culture?

• Look up the census data for your city or town for the years 2000 and 2010. Has
the percentage of culturally different individuals changed? Is that change obvious
in what you hear and see in your city or town? How?

• What cultural group do you belong to? Identify and list five traditions or cultural
practices that you and your family follow.

• Is it possible for people from a different culture to use both the salad bowl and
melting pot approach to cultural integration at the same time? Provide an 
example of how this might occur.

• List the elements of culturally competent care that you have developed so far in
your career. What other skills do you need to work on to become fully culturally
competent?

C h a p t e r  2 2 Cultural Diversity 563
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T
THE SILVER TSUNAMI

he health-care system currently used in the United States was 
designed primarily to treat acute illness and injury. Today, the health-
care system is evolving to provide high-quality care for chronic illnesses
and adapt to behaviors and personal issues of an aging population. 
This rapid growth in the older population has been coined the “silver
tsunami,” as it increases the demand for health services focused on
chronic disease, comorbid status, and the unique health promotion
needs of older adults. However, the truth of the matter is that the vast
majority of the elderly are relatively healthy and manage their chronic
conditions at home.1 Although their concept of what it means to be
healthy is different from the expectations of younger people, as long 
as they can continue to live their lives independently, they consider
themselves to be in good health. 

Nurses in today’s health-care system are dealing with a rapidly
aging population as the first “baby boomers” (adults born between 1946
and 1964) become 65 and older. Over 37 million people in this group
(60 percent) will have one or more chronic conditions by 2030.1 Older
adults are at a much higher risk for chronic illness, which includes dis-
eases and conditions such as obesity, diabetes, coronary artery disease
(CAD), chronic obstructive pulmonary disease (COPD), arthritis, 
dementia, coronary vascular disease (CVD), cancer, osteoarthritis, 
and depression.2 Even though the majority are able to remain in their
homes, generally speaking, the older population has more hospitaliza-
tions, more admissions to nursing homes, and is the most likely to lose
the freedom of living in their own homes; therefore, the possibility of

Joseph Molinatti

Impact of the Aging
Population on 
Health-Care Delivery

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Analyze and discuss the effect
of health care over a person’s
life span

• Relate current economic condi-
tions to the increasing cost of
health care

• Evaluate the effects of educat-
ing the older population about
the need to maintain a healthy
lifestyle

• Demonstrate an understanding
of the long-term results of the
passage of the Affordable Care
Act on the health status of 
future aging populations

• Interrelate the elderly popula-
tion’s view of spirituality and
how it impacts their health-care
status
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experiencing low-quality care increases simply be-
cause they are participating in the health-care system
more frequently.3

As people age, the ability to perform activities of daily
living often decrease if any type of illness occurs that
impinges on their physical and/or mental function. It
is evident that the majority of adults would prefer to
reside in their own community and home as long as
possible. Being in a familiar environment makes the
older adult more apt to remain independent and have
a sense of comfort and belonging. Often, when inde-
pendence is removed from older adults, they do not
have a family support system to help them. States that
invest in home support services for the elderly have re-
duced the number of clients receiving long-term insti-
tutional care and overall spending in their Medicare
programs.8

Health-Care Coverage
Health expenditures in the United States has neared
$2.6 trillion in 2010, over 10 times the $256 billion
spent in 1989.9 In past few years, the growth rate in

expenditures has been 
declining slightly as com-
pared to the late 1990s and
early 2000s. However, the
expenses are expected to
multiply faster than the 
national inflation rate for
the foreseeable future.10

The total health-care
spending has accounted for 17 percent of the nation’s
gross domestic product. 

Medicare and Medicaid account for a large
portion of this expenditure. Medicare is a federal gov-
ernment–sponsored health-care program developed
primarily for senior citizens over the age of 65, those
with end-stage renal disease, and disabled persons who
are eligible to receive Social Security benefits because
of their contribution to the Social Security system dur-
ing their working years. To maintain consistent and
uniform coverage across the county, the program is
run and maintained by the federal government and is
divided into Part A, which covers hospital care; Part B,
which covers medical insurance; and Part D, which
covers prescription drugs. Participants in the program
may be required to pay a deductible and a small co-pay
for medical services.

Medicaid differs in that it is primarily for
low-income families and low-income individuals.
There is much variability in who qualifies for Medi-
caid and the benefits that are available because it is
administered and managed by the individual states,
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What Do You Think?

?Have you ever taken care of an elderly client in a hospital
setting? How was the experience different from providing
care for younger clients?

A Major Killer
Since the older population is living longer, chronic
disease has become a major problem and a leading
cause of death. The health-care system is continually
increasing its focus on the chronic disease process.
Nearly half of Americans aged 20 to 74 have some
type of chronic condition.4 Each year, 7 out of 10
Americans die from chronic diseases, with strokes 
accounting for more than
50 percent of all the
deaths. Chronic disease
accounts for more than
36 million deaths globally
per year.5

All the major
health organizations have
identified obesity and dia-
betes as a major health concern. Over 25 percent of
people with chronic conditions are limited in one or
more activities. Arthritis is the most common cause
of restricting activity, while diabetes continues to 
be the leading cause of kidney failure and blindness
among adults. The reality is that chronic diseases
have no measureable cures. The best that can be
hoped for is to treat the symptoms and slow down 
the diseases’ progress.

Chronic disease management has changed
over the years, which allows for a better approach for
those with chronic illness. In line with the approach
advocated by the Affordable Care Act (ACA), the
newer management programs emphasize prevention
and wellness throughout the health-care system, 
particularly in community care.5

Self-Care
In Dorothea Orem’s model of nursing, individuals are
responsible for their own care.6 Callista Roy’s model
talks about how the choices people make help them
adapt to illness and maintain wellness7 (see Chapter 3).

The reality is that chronic diseases have
no measureable cures and the best that
can be hoped for is to treat and control
the symptoms and to reduce the speed of
the disease’s progressions.

“
”
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which receive matching funds from the federal govern-
ment. Some states are very restrictive in who can re-
ceive benefits and may require that clients have virtually
no income and meet other criteria such as passing drug
screening tests and demonstrating the inability to find 
a job. In states with more progressive Medicaid pro-
grams, clients can receive services such as hospitaliza-
tion, x-rays, laboratory services, midwife services, clinic
treatment, pediatrics care, family planning, nursing
services, in-home nursing facilities for clients over 
age 21, and medical and surgical dental care. A large
percentage of Medicaid expenditures go for nursing
home care and children. (For more information, go 
to http://www.diffen.com/difference/Medicaid_vs_
Medicare or http://answers.hhs.gov/questions/3094 or
http://www.medicare.gov/Pubs/pdf/11306.pdf.)

Employers are faced with a growing need to
increase their expenditures in premiums for family
coverage for their employees, and as a result, they are
hiring more part-time employees who are not re-
quired to be covered. Although the trend in rising
unemployment has started to reverse slightly in re-
cent years, many individuals are overqualified for the
work and or these jobs are still at the lower end of the
pay scale, which leads to an overall lower income for
middle-class Americans. As a result, there is greater
government health-care spending through the Medi-
caid program, which covers low-income families.9 

Medicare not only covers the elderly but 
also those with disabilities. Both state and federal
budgets are being affected by these increased costs.10

Medicare also covers some costs for those who need a
skilled nursing facility or require rehabilitation and
those individuals who receive the service from Centers
for Medicare and Medicaid Services (CMS) nursing
home after a qualifying hospital stay.11 To qualify for
such coverage, there needs to be a certain amount of
time spent in a hospital prior to the admission to a
skilled facility. Conversely, only Medicaid clients who
are in a facility that is certified by the government are
eligible for Medicaid coverage.

Individuals who have multi-morbid prob-
lems require longer hospital stays. The trend in recent
years is to reduce reimbursement to hospitals and
health-care providers such as physicians and nurse
practitioners for the Medicare clients they are seeing.
Since the midterm 2010 elections, some state legisla-
tures have attempted to further decrease reimburse-
ment to health-care providers.12,13 Reducing Medicare
reimbursement to providers who are caring for the
elderly has caused some providers to stop accepting
new Medicare clients and increases the numbers of
elderly clients that providers—who are still willing 
to accept Medicare clients—must see.2

Health-Care Ruling
When the Supreme Court issued its ruling uphold-
ing the ACA in 2013, it had a favorable effect for
seniors on Medicare. A large segment of the older
population expressed a sense of relief regarding
their health-care options.14 When the ACA was
passed by Congress in 2010, the changes in cover-
age were spread out over a number of years. If the
bill had not been reaffirmed by the Supreme Court
as being constitutional, none of the provisions
would have been implemented, leading to a marked
decrease in coverage for seniors and a pullback on
coverage for the currently uninsured. 

Now that health-care reform is in effect, 
new goals have been set by the government that may
change the attitude of American citizens about the
role of the government in their lives. After a disas-
trous rollout of the ACA website in October of 2013,
large numbers of the public sector developed doubts
regarding the health-care reform law. Over the next
few months, the ACA website was fixed and increas-
ing numbers of citizens began enrolling in large num-
bers, meeting the goal of 8 million enrolled by the
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March 31, 2014, deadline. Although President Obama
had promised that people could keep their old health-
care plans if they wanted, the ACA actually set minimal
standards for what needed to be covered in health-care
plans, which meant that health-care plans that did not
meet the standards of the law were canceled.

The reality is that the ACA is a work in
progress that will take several years to reach its full
potential. Although there is a blueprint for it, no
one really knows what it will look like when it is 
totally implemented. There will be problems that
come up along the way to its full implementation
and changes that need to be made in the law. All
citizens, including the elderly, need to keep abreast
of the changes and developments that occur as the
ACA progresses. One of the best ways to keep cur-
rent is to monitor websites such as http://www.dailykos.
com/story/2013/11/08/1254122/-Official-ACA-Numbers

-Expect-between-40K-400K-Actual-Enrollments# or
http://www.abta.org/care-treatment/support-resources/
the-affordable-care-act.html, which update information
on a weekly basis.

Max Richtman leads the National Commit-
tee to Preserve Social Security and Medicare, and 
he believes that the average Medicare beneficiary
will continue to save an average of $650 a year, a
significant sum, especially for seniors on fixed in-
comes without supplemental insurance. The ACA
also expands Medicaid to anyone who earns up to
133 percent of the federal poverty level, or $14,856
for a single person. According to projections by the
Congressional Budget Office, approximately 17 
million people are expected to sign on to Medicaid
by 2022. (For the most current Congressional
Budget Office information, go to http://www.cbo
.gov/latest/Health-Care/Affordable-Care-Act.)
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Interdisciplinary Approach Improves Care Outcomes for Elderly Clients

Researchers at the Mount Sinai School of Medicine in New York City investigated
the use of a Mobile Acute Care for the Elderly (MACE) service provided by the
hospital. They compared it with the general medical services offered through their
in-patient services to see if there were any significant differences in outcomes for
elderly clients. The research design was a prospective, matched cohort study,
and the tool used was a three-item care transition measure.

The MACE team was made up of a geriatrics attending physician, a geri-
atrics fellow, a geriatric nurse coordinator, and a social worker. The goal of the
program was to help clients avoid the complications of long-term hospitalization
that often result from being bed-bound and physically inactive. The MACE team
attempted to discharge elderly clients to their previous living arrangements as
quickly as possible and to provide safe, seamless continuity of care from hospital
to home.

The research population consisted of clients who were 75 years or older.
Selection was based on the criteria of being admitted because of an acute illness.
They were divided into two groups: one went to the MACE service and the other
to the regular in-patient care setting. Clients were matched for age, diagnosis, 
and ability to ambulate independently. A total of 173 matched pairs of clients 
participated in the study from November 2008 through August 2011.

The results of the study indicated that the elderly clients who were
treated in the MACE program were less likely to experience adverse events such
as falls, pressure ulcers, restraint use, and catheter-associated urinary tract infec-
tions, and they had shorter hospital stays than clients receiving the traditional 
hospital care. They also had a higher level of satisfaction with the experience.
However, treatment with the MACE interdisciplinary, team-based, client-centered
model of acute care did not reduce the rate of rehospitalization within 30 days.
The functional status for both groups was the same. The researchers concluded
that the use of a coordinated, interdisciplinary model of care, such as the MACE
service, can improve the care outcomes among hospitalized older adults. 

I s s u e s  N o w

Source: Hung WW, Ross JS, Farber J, Siu AL. Evaluation of the Mobile Acute Care of the Elderly
(MACE) Service. JAMA Internal Medicine, 173(11) 1–7, 2013. Retrieved April 2013 from
doi:10.1001/jamainternmed.2013.478

3972_Ch23_565-580  29/12/14  2:07 PM  Page 569



ACA Phased In
Although some of the provisions of the Affordable
Care Act had already been implemented by 2015,
2014 was the year when the most noticeable changes
became effective. One key provision will assist cou-
ples to save more of their assets in qualifying for
Medicaid. In the past, a spouse often had to decrease
his or her assets in order to qualify for Medicaid. 

The ACA has also sparked the interest of the
Gerontological Society of America (GSA) regarding
the multiple provisions that will affect the aging pop-
ulation across the country.15 The GSA believes that
the elderly should have a high quality of life that is 
focused on client-centered care. It also believes that
in order for the vision to be successful, federal and
state policies must expand the health-care options of
the older adult to include in-home and other care that
enables them to live independently as long as possi-
ble. Members of the GSA will continue to inform pol-
icymakers about the growing health-care needs of 
the older population of adults.15 Older adults and
their caregivers need support and resources to better
understand their needs and to make the most of
Medicare and other benefit programs.16 health-care professionals, newly built health-care facili-

ties, and higher-quality long-term care. The national
expenditure for prescription medications is now at 
10 percent of the total health-care cost.17 The national
expenditure for all the advanced care modalities is 
now 75 percent of the nation’s health costs.4 Adminis-
trative cost accounts for an additional 7 percent of
health-care expenses.

With the increase ease of use of and access
to technology, there are many older adults who are
using the Internet and mobile health technologies.
These technologies offer opportunities to provide
screening and treatment that the elderly might not
otherwise seek or be able to access because of lack of
transportation or limited mobility. For example, there
is now a smartphone application that can support 
detection, monitoring, and self-management of ill-
nesses.18 The emerging Medicare accountable organi-
zations are beginning to integrate geriatric mental
health as components of health coaching and chronic
disease management for clients with complex, high-
cost health conditions.18

Research shows that the amount of health-
care spending associated with acute care is very differ-
ent from the costs of long-term care. Most older adults
are relatively successful at remaining independent and
functional within the community setting.19
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What Do You Think?

?
Has the Affordable Care Act improved or hurt health care in
the United States? Since the implementation of the ACA,
have you experienced any advantages or disadvantages in
the health-care system?

Recent data indicates that older adults now
account for 26 percent of all physician office visits, 
35 percent of all hospital stays, 34 percent of all pre-
scriptions, 38 percent of emergency medical services
responses, and 90 percent of all nursing home use.16

As the implementation of the ACA unfolds, experts
on aging have an important opportunity to make 
certain that the law impacts the well-being of not 
only seniors but also those of all ages. Its emphasis 
on prevention and lifelong wellness fits well with the
goals and philosophy of nursing.

Longevity Increases Health-Care Cost
The older population is living longer. Their newfound
longevity is the result of a combination of factors, in-
cluding new technology, availability of life-sustaining
medications, better educated and higher-quality
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Healthy People 2020
The Healthy People 2020 program, under the aus-
pices of the U.S. Department of Health and Human
Services (HHS), focuses on the improvement of
health for the totality of the American population.
The goals of Healthy People 2020 are to promote
quality of life, healthy development, and healthy be-
haviors across the life span. It provides comprehen-
sive material on disease prevention and health
promotion with appropriate goals and objectives
within a measureable time frame.5

There are many tools that the Healthy Peo-
ple program uses for strategic management by the
federal and state governments, local communities,
and many other public- and private-sector organiza-
tions to aid in maintaining healthy people. A set of
objectives and target dates are used to measure
progress for health issues in specific populations 
and serve as a foundation
for prevention and well-
ness activities across vari-
ous sectors and within the
federal government. It
serves as a model for
measurement at the state
and local levels.5

Chronic disease
affects the older popula-
tion by decreasing their
quality of life, which ulti-
mately leads to higher cost of health care. Chronic
conditions cause debilitation and pain. Effective 
public health strategies currently exist to help older
adults remain independent longer, improve their
quality of life, and potentially delay the need for
long-term care.20

Population Growth
America’s population has increased markedly due
in part to the increase in life span. The country’s
concerted effort to control infectious diseases
through immunizations and antibiotics, improved
sanitation, contamination-free drinking water, and
safe food supply have contributed to population
growth. Public recognition of health hazards such
as tobacco use, secondhand smoke, the non-use of
seat belts, and unsafe motor vehicles has also con-
tributed to longevity.14

There were only 3 million people ages 
65 years or older (3 percent of the population) in 1900.

In the year 2000, the 65-year-and-older group num-
bered 35 million (12.4 percent of the total popula-
tion), or 1 in 8 people. The fastest growing segment 
of the population is the age bracket above the 65 and
older group—the age 85 and older, which is projected
to increase from 50,000 in 2000 to 1 million in 2050.21

As the older population increases, health-
care providers must understand the needs and out-
comes of care for this population. Current research
focuses on the most effective ways of using interven-
tions or programs affecting chronic diseases such as
diabetes and arthritis. Many older adults have multi-
ple concurrent chronic or acute diseases. These are
further complicated by a poor client psychological 
response because of their declining mental condi-
tions, limited financial resources, lack of transporta-
tion, and the grieving process. Living arrangements
become challenging, particularly if they live far away

from relatives or lack a
strong support system.2

Today’s elderly
population has relatively
easy access to high-quality
health care. As the ACA is
phased in over the next few
years, health care will be-
come more accessible to
those in need. The health-
care costs for the elderly
population accounts for 

36 percent of U.S. health care expenditures: $72 bil-
lion from Medicare, $20 billion from Medicaid, and
$10 billion from other sources. Health care consumes
as much as 20 percent of the income of elders, who
average $1,500 in out-of-pocket expenses per year.
Most health-care expenditures are made in the last 
6 months of life.21

THE IMPACT OF AN AGING POPULATION

As discussed above, the growing elderly population in
the United States is having major economic conse-
quences for the country, especially for the federal and
state programs that help support the health care of
the elderly. The median annual income of elderly
men is $15,000 and for women, $8,500. The elderly
living below the poverty level is 11 percent, with 27
percent categorized as near poor. Women statistically
account for 74 percent of poor elders whose only
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The older population is living longer.
Their newfound longevity is a result of a
combination of factors, including new
technology, availability of life-sustaining
medications, better educated and
higher-quality health-care professionals,
newly built health-care facilities, and
higher-quality long-term care.
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source of income is Social Security. About half have
pensions and 12 percent subsist on Medicaid.22 The
demographic shift of people over age 65 who make up
an increasingly large percentage of the population is
not a temporary phenomenon associated only with
aging of the baby boomer generation. It is a perma-
nent fixture of the American population and will have
a long-term impact on the economy.23

Long-Term Effects on Nursing
As more of the elderly seek health care, the nursing
shortage will only become more pronounced. Cur-
rently, the median age of nurses is 46, which indicates
that over 50 percent of the nursing workforce is reach-
ing retirement age. It is projected that there will be a
shortage of between 200,000 and 800,000 registered
nurses (RNs) by 2025. In addition, reforms in health
care will flood the health-care system with millions of
newly insured clients, further increasing the need for
highly educated nurses.

Burden on the Health-Care
System
An aging population will
place an increased burden
on an already stressed
health-care system. As the
shortage becomes worse, nurses will need to work back-
to-back shifts under highly stressful conditions. These
types of working environments have been shown to
cause long-term fatigue, accidents and injury, and in-
creased job dissatisfaction. Research has demonstrated
that nurses who work multiple shifts make more mis-
takes and have a higher incident of medication errors.
The overall quality of client care decreases, and nurses
who are overstressed begin to leave the profession,
which only makes the shortage worse. 

The nursing education system has made
valiant efforts to increase the number of graduates
from their programs. Although they have increased
the number of graduates significantly over the past 
10 years, they still are not meeting the demand cre-
ated by older nurses who are retiring and the increas-
ing number of elderly clients.

Lack of Geriatric Specialists
As more and more of the aging population enters the
health-care system, there is an increasing need for practi-
tioners who specialize in elderly care. The medical com-
munity has been slow to respond to this trend, providing
nursing with a golden opportunity. Almost all nursing
programs today have a course on the care of the elderly.
Advanced degree programs are offering degrees and cer-
tification in gerontology for nurse practitioners. The re-
ality of the future health-care system is that almost all
nurses, except for those working in pediatrics and ob-
stetrics, will be providing care for older clients. With the
projected shortage of primary care physicians, nurse
practitioners are in a perfect position to fill this need.

The ACA places an increased emphasis on
the integration of client care. It requires that chronic
diseases are linked with preventive measures such 
as screening, counseling, education, and the social 
determinants of healthy behaviors. True integrated

preventive care also in-
volves community services
such as immunization and
outreach programs. This
type of holistic approach 
to care of the elderly is the
foundation of nurse practi-
tioner education. 

Additionally, there are increasing numbers
of the elderly who come from other cultures and who
do not speak English. To meet the needs of this popu-
lation, nurses will be required to provide high-quality
care in multicultural and multilingual settings (see
Chapter 21). In addition, effective treatment of the
variety of mental disorders associated with chronic
illness must be part of any care provided. This will
also require additional screening and monitoring be-
cause these mental disorders are progressive. Mental
disorders are the leading cause of compromised self-
care and self-management of the elderly at home.

Special Education Needs
To provide better holistic care, nurses today must ed-
ucate the older population. This education is impor-
tant in improving the health of the community and
the everyday lives of the elderly. Because many of the
elderly have limitations such as reduced hearing and
visual acuity, poor memory, and disorientation,
nurses need to use specialized education techniques
to be effective. The goal of all education is to change
behavior. Many elderly find changing very difficult
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Research has demonstrated that nurses
who work multiple shifts make more
mistakes and have a higher incident of
medication errors.
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What Do You Think?

?Have you had any direct experiences of the nursing short-
age, such as low staffing on a unit? How was the situation
handled?
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because their current behavioral patterns have devel-
oped over their lifetimes. 

One technique that has proven effective is the
positive continuous reinforcement procedure that can
be easily employed in professional practice. Repetition
combined with positive reinforcements such as praise, a
pleased look, or another type of reward are all positive
reinforcements. When the positive reinforcement is
linked to a change in behavior, it becomes a motivator.
Use of this technique can help build a positive learning
environment, add interest and even excitement to the
learning sessions, and increase a supportive pattern of
trust and communication (see Chapter 12).

In developing an effective teaching plan, it is
important to remember that all individuals, but particu-
larly the elderly, bring their life experiences to a learning
situation. These experiences are based on their religion,
gender, ethnicity, economic class, age, sexuality, and
mental and physical abili-
ties. Any health teaching
must acknowledge and
build upon these experi-
ences. Learners also have a
set of values that must be
identified and incorpo-
rated into teaching. In any
educational process, a
power disparity exists between teachers and students
that must be carefully formed by the instructor. In
order for teachers to adhere to this delicate balance,
they must have authority over their students. This
disparity may be amplified by a student’s cultural
background (see Chapter 22). Recognizing this dis-
parity and creating an atmosphere where the learner
does not feel threatened and feels free to ask ques-
tions is key to his or her understanding and remem-
bering the content being taught.

Disaster Preparation
Recent disasters, such as Hurricane Sandy, pointed out
the special needs of the elderly population in a disaster
situation. The damage produced by Sandy was horrific,
destroying many homes and key infrastructure. It re-
quired a massive evacuation of people from certain
areas. (For details on disaster planning, see Chapter
26.) Disaster planning often does not include any spe-
cial preparation for the elder population, who may be
more profoundly affected because of mobility limita-
tions and chronic diseases that decrease their abilities
to cope with major disasters. During evacuations,

many elderly leave behind life-sustaining medications
and assistive devices that they need for their normal
daily activities. Although the ability to move them
quickly to a rescue center may save their lives, it has a
profound effect on their levels of orientation and qual-
ity of life. Often these shelters consist of large rooms
with rows of cots with little ability to meet the health
needs of the elderly.21 In addition to the disaster plan-
ning measures found in Chapter 25, planning for the
elderly and disabled should include: 

• Assembling a team of relatives or neighbors who
can aid in moving larger immobile individuals
safely. It should include at least one individual who
can move or carry heavy objects such as mobility
devices or life-support equipment.

• Providing one or more of the team members with a
key to the elderly person’s house.

• Naming one or more of
the team members as a 
legal health-care decision-
maker in case the primary
decision-maker is injured
in the disaster.

• Assembling a “to go” 
emergency kit in a sturdy
tool box or small suit-

case that, in addition to the supplies listed in
Chapter 25, also contains at least 7 days’ worth of
items the disabled person routinely uses, such as
medications, adult diapers, ostomy supplies, sani-
tizing supplies, syringes for diabetics, dressings for
those with wounds, and sterile water. Keep the kit
near the door that is commonly used for exiting
the residence.

• Keeping commonly used mobility assist devices
such as wheelchairs, crutches, and canes near the
door of exit.

• Knowing how to get to the nearest special needs
shelters.

• Having a list of the elderly or disabled person’s
everyday routine, including times of medicines,
treatments, and dressing changes, along with the
supplies in case caregivers become separated.

For more information about preparation for
care of the elderly in emergencies, go to http://www
.fema.gov/news-release/2013/03/26/elderly-need-special-
plans-be-ready-disaster or http://www.fema.gov/
news-release/2013/03/26/elderly-need-special-plans-
be-ready-disaster.
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The goal of all education is change in 
behavior. Many elderly find changing
very difficult because their current be-
havioral patterns have developed over
many years.
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A Research Investigation in the Spirituality of the Elderly

This study investigated the concept of spirituality in the well elderly who live within
a community setting and live independently in either Southern California or the
New York metropolitan area. 

The purpose of this study was to investigate the concept of spirituality in
the well elderly and their perceived ideas, needs, and concerns. Twenty-six volun-
teers participated in an unstructured interview. The participants responded to a list
of questions pertaining to the role of spirituality in their everyday lives. The data
was grouped into respective themes and categories.

Qualitative research methodology explored the meaning of spirituality for
the well elderly living within a community setting. The sample size was 26 individu-
als, ages 65 to 85, who were asked nine open-ended questions used during a
face-to-face interview (Box 23.1).

I s s u e s  i n  P r a c t i c e

B o x  2 3 . 1
Spirituality Questions and Answers 

1. “When I say the word spirituality, what does the word mean to you?”
Answered themes: God, faith, religion, one with nature, church

2. “How is spirituality important in your life?”
Answered themes: Prayer, keeping in touch with self, fascination with other
religions, oneness with nature

3. “Are there people, activities, resources that help you meet your spiritual needs?”
Answered themes: Church, synagogue, family, cultural experiences, friendship

4. “In what way might your definition of spirituality be applied to your life?”
Answered themes: Respect for life, creation of life

5. “How has spirituality influenced your life?”
Answered themes: Closer to God, attending mass, a child of a Holocaust
survivor

6. “Are you aware of the concept of spirituality?”
Answered themes: Visiting Israel, church, saints, Ten Commandments

7. “Have you ever had any experience(s) that was particularly spiritually significant
to you?” 
Answered themes: Only one responded and spoke of his comrades in a
foxhole and God being present. Someone spoke of an out-of-body experi-
ence and seeing Jesus Christ and told to return to her body.

8. “Over time, has the concept of spirituality taken on a different meaning in your
life?”
Answered themes: Sense of spirituality grew over time and relationships,
more prayer; simply growing older meant an increased spiritual need and the
need to be part of a spiritual community.

9. “What factors influenced your decision to pursue your spiritual needs?”
Answered themes: Friendship, prayer, religious affiliation, hospice volunteer25
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The results indicated that regardless of a person’s history, age, gender,
work background, or religious upbringing, spirituality played an important role in
their daily lives. Also, they feel a powerful influential spiritual force guides them 
during periods when they may be lonely or suffering from a feeling of being iso-
lated. Each participant was aware of the significance of spirituality, the important
role it played in his or her life. The elderly felt that they had knowledge of the 
various modalities and how spirituality plays a significant role in real-life practices.
These real-life experiences included prayer and helping others.

Research Design

Qualitative research methodology was the method used to explore the meaning 
of spirituality for the well elderly who are living within a community setting, the sig-
nificance spirituality has in their lives, and how nurses understand the well elderly’s
spiritual needs.

Transcription analysis and descriptive interview questions were used 
to analyze the beliefs, meaning, and purpose in life based on grounded theory.
Grounded theory was used so that there would be accurate data collection 
and proper coding through the entire process of this research.

Findings

There are two groups of thirteen—26 participants in total. One group was in 
New York and one was in California. Of the participants in the New York group,
there was one African American and of the participants in the group in California,
one was Hispanic. The rest in both groups were Native Americans. Most partici-
pants identified themselves as Catholic (5), Jewish (5), Lutheran (1), Unitarian (1), or
Baptist (1). California participants included 5 females, 8 males. Most participants
identified themselves as Catholic (8), Episcopalian (1), Protestant (1), Christian (1),
and no religious affiliation (2). 

Summary

The results of the spirituality research study indicated that regardless of family 
history, gender, age, and religious affiliation, spirituality played a role in their daily
lives. The well elderly had knowledge of various modalities of spirituality. This
knowledge of spirituality has been integral within their life.

Study conducted in 2012 by Joseph Molinatti, PhD, RN.21a

Questions for Thought
• In your care of the elderly, have you found that they have a better developed

sense of spirituality than younger clients? What do you attribute the difference
or lack of difference to?

• Do you believe that a strong sense of spirituality helps elderly clients recover
more quickly? Give examples of when you have experienced spirituality in
elderly clients. 

• Was the sample size of this study adequate to produce reliable results? Does
the demographic division of subjects have an effect on the study results?

I s s u e s  i n  P r a c t i c e continued
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Appreciating the Older Population’s Spirituality 
Older people prefer to remain independent and within
their own homes. To an older adult who is either well
or ill, this freedom may have a spiritual connection.
With aging and changes in health status, many of the
elderly find new meanings for their existence. They
make preparations for their vertical transcendence
from life to death.22

Some nurses have difficulty in their role
when managing the needs of the elderly or dying
client due to a conflict they may have in coping with
their own fears of death. By understanding their own
belief systems, nurses may feel more comfortable in
addressing the client’s spiritual needs. The needs the
nurse can respond to and assist with include psycho-
logical, physical, spiritual, or emotional support.24

Nurses must be committed to understanding and be
able to assess the importance spirituality plays in eld-
erly clients’ daily lives, whether living at home, in a
community setting, hospital, or long-term care facil-
ity (see Box 23.1).

When nurses provide spiritual support to
any client during a time of illness, the client develops
a sense of balance with the life he or she has lived. The
same holds true for the elderly adult. Nurses know
how important it is for the elderly to be comfortable
physically, but they also need to take into considera-
tion their spiritual needs. Using spiritual strategies
improves the individual’s self-esteem and relation-
ships with others and with God. These strategies in-
clude using empathy and open-ended questions such
as, “What you’ve been saying indicates that you are
distressed about your condition. Have you given any
thought to why it has happened to you?” or allowing
the client to vent religious or spiritually oriented con-
cerns, and supporting the client’s spirituality by pro-
moting the use of prayer and scripture, encouraging
family to participate in rituals and prayers, or helping
the client understand the etiologies of spiritual dis-
tress as they work through the grieving process.
Using these strategies will help elderly clients find
meaning and hope in their lives.25 (For more infor-
mation on spiritual strategies, see Chapter 20.)

Our society today seeks more information
on spirituality for themselves and for other members
of their families. Only a limited number of books and
nursing programs provide information on spirituality
in health care (see Chapter 21).

In the past, there has been controversy as
to whether or not spirituality should be included in
a nursing curriculum. There were some educators
who were not convinced that a nurse should at-
tempt to deal with a client’s spiritual needs. Rather
they feel that area of care belongs to the clergy or
those who are trained in pastoral services. Nursing
has a relatively short history of incorporating spiri-
tuality into health care. However, historically, the
concept of spirituality has always been essential to
nursing care, often referred to as psychosocial
care.26 If nurses are not trained formally in spiritu-
ality, clients will not believe that the nurse possesses
expertise in this area. 

Spirituality in Nursing Education
By being formally educated in spirituality, the nurse
will have the necessary skills to establish trusting rela-
tionships with clients. Today, more and more nurse
educators are integrating spiritual concepts into edu-
cation to help students understand the importance of
spirituality in nursing practice.27

Students should be prepared in nursing
school to provide spiritual care, understand how it 
affects the growing older population, and the risks for
chronic illness. When viewing spirituality from the
nursing perspective, it is important to determine how
spiritual care should be taught and implemented in a
nursing education program. Just as food and rest are
universal needs, so are spiritual needs.28 Spirituality
courses could be taught in the first or second year 
for a baccalaureate program. This would expose stu-
dents to these important spiritual issues early in their
education and practice.29

The spirituality content does not always
need to be taught as a separate course; instead, it
can be included as part of another course such as 
an introduction to nursing or integrated moral 
theology course.30 The more nurses understand
about the lived experience of the healthy elderly,
the better equipped they will be to provide for 
the total needs of the individual. Adding to this
body of knowledge would enable faculty to better
prepare nurses for the assessment and intervention
of the spiritual needs of both the healthy and ill 

What Do You Think?

?Have you ever had a client ask you to pray with him? How
did you handle the request? If you haven’t fielded that 
request, how would you handle it?
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elderly. Research on spirituality has been on an 
increase as it relates to the terminally ill, those with
chronic illness, and those with incurable diseases.
However, there remains limited information on
how spirituality relates to the older population 
living independently.

The history of nursing has shown that
nurses care for clients by providing physical and
comfort care. Nurses identify themselves as the ones
who nurture clients through caregiving, providing
high-quality care, and determining how the outcome
will affect the client.

Nurses are beginning to include spirituality
in their care and are gaining more knowledge in this
arena. The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) has established a
standard of client care that includes spiritual and
emotional care for clients. JCAHO states that the
client’s spiritual assess-
ment is to include identifi-
cation of spiritual practices
important to them.31

Spirituality has
many connotations to
each individual. One can
view spirituality through
the sunrise and the sun-
set, and it can include
compassion and selflessness, altruism, and the ex-
perience of peace within ourselves.31 All these fac-
tors can contribute some meaning to one’s
existence and create new challenges for individuals
on a daily basis.

A person does not have to be religious to be
spiritual. Spirituality exists across the life span and
does increase as a person gets older. Within nursing
and nursing research, spiritual integrity is as impor-
tant as any human need.32 Spirituality can be viewed
as a basic human need and is important because it has
the potential to promote quality of life, especially to
the elderly. As one ages, there is a need to hold on to
something that has a meaningful purpose in life,
whether this basic need is family, friends, or items
that have spiritual meaning.33

Aging is a true journey that includes exis-
tential and spiritual companions that may or may
not be sought but are always available to everyone
(young or old).34

A study was conducted that found that 
as people age, they become more spiritual. This
study showed that there was a correlation between
age and high spirituality scores. Individuals with
high spirituality scores had identified spiritual prac-
tices and experiences that they connected to physi-
cal trauma that affected emotions and bodily
awareness.35

What nurses need to understand is that spir-
ituality may entail an appreciation of physical experi-
ences such as listening to music, walking along the
beach, enjoying art or literature, eating good food, 
enjoying life, laughing, venting emotional tension, 
or participating in sexual expression.36 Often as a 
person ages, material things become less significant;
however, there is an increased interest in satisfaction
of life. Some older adults may even have mystical 
experiences that may be a response to events in their

past lives and the many re-
cent changes they have 
experienced.37

Effects of Spirituality on
Health
Spiritual practices may
improve coping skills, 
increase social support
systems, provide hope,

promote healthier behaviors, and produce a sense
of relaxation. Alleviating stress, promoting healing,
and practicing spirituality all have a positive influ-
ence on our immune, cardiovascular, and nervous
systems.38 There are researchers who believe that
certain beliefs, attitudes, and practices associated
with being a spiritual person help maintain a
healthy lifestyle by including faith, hope, forgive-
ness, and a strong social support system in their
daily activities. Some studies show that prayer may
have a noticeable impact on health and healing.39

For the most part, both the ill and the 
well elderly populations see the importance of spiri-
tuality and prayer as a way of keeping in touch with
their inner selves. Other life elements that meet
spiritual needs include family, church, synagogue,
holiday gatherings, hobbies, and friendship. As
people grow older, they are more apt to hold on 
to family memories (e.g., pictures, ornaments,
treasures). 
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Spirituality has many connotations to
each individual. One can view spiritual-
ity through the sunrise and the sunset,
and it can include compassion and self-
lessness, altruism, and the experience of
peace within ourselves.

“
”

3972_Ch23_565-580  29/12/14  2:07 PM  Page 577



578 U n i t  4 Issues in Delivering Care

C o n c l u s i o n

The older population is growing and living longer but
has chronic diseases such as dementia, heart disease,
and diabetes. The economic impact of this growing
population has increased the cost of health-care cov-
erage to $2.6 trillion in the United States within the
past 2.5 years. Employers are faced with the need to
increase medical insurance coverage for employees
and their families. The increase in cost of health care
for the older population is on the rise because of new
technology, more drug availability, and increase in
health providers’ salaries.

The aging population has an impact on 
almost all segments of the health-care system. It 
is straining resources and requiring a shift in paradigm
from an illness-oriented system to a prevention-and-
maintenance-oriented system. For nurses, it is a real-
ization that they will be taking care of increasing
numbers of elderly clients and they must learn new
modalities of communication and treatment. In the
short term, it will worsen the nursing shortage, but it is
also providing new opportunities for nurse practition-
ers interested in the care of the elderly.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Develop a care plan for a client who has a nursing diagnosis of “spiritual distress.”

What type of assessments would indicate this diagnosis?
• Write a teaching plan for a group of elderly clients outlining the benefits of the

Affordable Care Act for them as it is phased in over the next several years.
• How do you think the rapidly increasing aging population will affect your nursing

practice? 
• Does your nursing program have a class that deals specifically with issues of the

elderly? Go to the Internet and look up programs that offer a degree in gerontology.
• Use the spirituality questions in Box 23.1 to evaluate one of your elderly relatives

or friends. How did the answers compare to the answered themes?
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O
A UNIQUE BODY OF KNOWLEDGE

ne characteristic that defines a profession is the creation of a
unique body of knowledge and related skills to guide its practitioners.
There are many ways of obtaining knowledge. In the nursing profes-
sion, the development of a distinct body of nursing knowledge is an 
ongoing process. Nursing has a long and dignified history as a service
and caring profession. It is well established that over 150 years ago, 
Florence Nightingale initiated practice-based health care when working
with soldiers in the Crimean War. Nursing as a scientific discipline
continues to evolve, and nurse scientists have been producing research
since nursing’s earliest days. Nursing research is essential to the devel-
opment of the discipline of nursing and is essential for an evidence-
based foundation for clinical practice. As with every profession, nursing
continues to evolve to meet the needs of a changing society and the
rapid development of new health-care technology.

Nursing education, in order to keep pace, had to enhance its
teaching of research techniques through ongoing formal development.
Nurses at all educational levels are responsible for understanding research
and using it to improve client care.

From Research to Evidence-Based Practice
Using research is essential to improving quality of care for clients. In
the 1970s, research became a formal part of educational institutions. In
the 1990s, evidence-based medicine (EBM) or evidenced-based health
care (EBHC) became the gold standard for physician care. It was the 
active application of the current best evidence to make the optimal 
decisions about the treatment of individual clients using statistical data
to estimate the risk-benefit ratio that was supported by high-quality 

Sharon Bator

Sheryl Taylor

Joseph T. Catalano

Nursing Research and
Evidence-Based Practice

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the necessity of nursing
research as an essential compo-
nent of comprehensive client care

• Describe ways in which nursing
research can be used to enhance
communication and understand-
ing between cultures

• Describe the steps of the quan-
titative research process to 
generate further research

• Identify websites that facilitate ac-
complishing each of the steps of
the quantitative research process
to generate further research

• Demonstrate the ability to identify
the basic similarities and differ-
ences related to qualitative and
quantitative research designs

• Identify at least four strategies
that may help promote imple-
mentation of valid research 
findings in clinical settings

• Describe the barriers to 
evidence-based practice

• Define and describe the concept
and utility of evidence-based
practice

• Discuss the research-practice
gap as this relates to nursing 
research and identify some
ideas for promoting change
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research on population samples. To broaden its 
application from medicine to nursing and to the
other health-care professions, the name was changed
to evidenced-based practice (EBP) and included an
increased emphasis on improving the quality of care
for both individuals and groups and improving
health-care outcomes. 

Nursing, which had always been involved in
conducting research to some degree, shifted its focus
from the mere production of research to its use in 
developing and using EBP in the practice setting. EBP
expanded the range of research from strictly quanti-
tative studies to also include qualitative studies that
were better able to measure and understand certain
elements of health care that revolved around a client’s
personal views of care, such as quality of life, spiritu-
ality, and religious and philosophical values. Through
the integration of individual clinical expertise and
client preferences, with the best available information
developed from systematic research, EBP became the
gold standard for nursing practice. 

Whether originating from medicine, 
nursing, or other health-related disciplines, the 
U.S. Department of Health and Human Services’
lead agency, the Agency for Healthcare Research
and Quality (AHRQ), was given the task of improv-
ing the quality of health care and client safety and
improving the efficiency of the system. Currently
only 10 to 15 percent of U.S. health-care providers
consistently use standardized evidence-based care.
Because of the poorer outcomes experienced by
those facilities not using EBP, they had a resulting
30 percent increase in cost of operation over facili-
ties that do use EBP. 

Studies show that it takes approximately 
20 years to fully embed research findings into facil-
ity-wide client care. One solution to speed up the
process of incorporating EBP into client care was
developed by the AHRQ. It created a framework
that uses the following three steps: (1) knowledge
creation, (2) diffusion of the evidence, and (3) dis-
semination and adoption (institutionalizing) of the
change. This framework creates a multidisciplinary
map for education and practice to establish parallel
paths whose ultimate goal is improved client out-
comes. However, there are barriers that have to 
be overcome before EBP can be fully used to im-
prove outcomes. One barrier has been the use of 

the traditional trial-and-error method of developing
new nursing knowledge. 

TRIAL AND ERROR

In the past, much of what constituted the practice of
nurses was based on the edicts of those in authority.
Nursing practice focused on doing exactly what was pre-
scribed by the person in charge, usually the physician.
Before the profession started building its own body of
knowledge, it made sense to rely on the judgment of
those who had more education and were considered 
by society to be authorities on the issues of health and
illness and with whom nurses worked closely.

Experiential learning, also called the trial-
and-error process, was used for many years in devel-
oping the knowledge, skills, and techniques nurses
used in the promotion of health and healing. These
practices were then passed on from one practitioner
to the next. The trial-and-error method was used by
scientists before the development of the scientific
method and the research process. Those using the 
experiential method searched for knowledge within
the universe of what was known about illness and
healing. It served as the primary source of health-
care knowledge for many years.

Today, the trial-and-error process has 
been replaced by the scientific inquiry and the formal
research process that not only increases new knowl-
edge but also demonstrates what is best in nursing
practice. Research is the approach by which nursing
knowledge may be judged much more reliable and
transferable than that afforded by authority, tradition,
or past experience. Nursing as a science depends on
valid research evidence to support best practice. 
Research provides the crucial link between theory
and practice.

This chapter presents an overview of perti-
nent issues regarding the critical nature of research as
scientific support for the profession of nursing. It is
directed primarily toward those who are consumers
of research to increase their understanding of the re-
search studies they read and to be able to identify
good research from poor research. It also includes
frameworks and models to perform nursing research,
as well as common websites helpful for conducting,
implementing, and disseminating research. 
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NURSING RESEARCH DEFINED

Nursing research can be defined as a systematic process
for answering questions through the discovery of new
information with the ultimate goal of improving client
care.1 Another commonly used definition for research
is that it is a complex process in which knowledge, in
this case in the form of discovery, is transformed from
the findings of one or more studies into possible nurs-
ing interventions, with the ultimate goal of being used
in clinical practice. 

Research shows which approaches to nurs-
ing care are most effective and which do not work.
Regardless of any barriers that might hinder discern-
ing what works and does not work in nursing, all
health-care disciplines are expected to use evidence-
based practice. It is an expected fundamental compe-
tency in nursing. Also, nursing research is a key
element in defining nursing as a profession and
therefore must be embraced by nursing professionals.
As one of a number of professions involved in pro-
viding health care, nursing accepts responsibility for
discovering and defining its uniqueness among the
health-care professions.

The Goals and Purposes of Inquiry
A major goal of nursing research is to expand and
clarify the body of knowledge unique to the discipline
of nursing. Scientific inquiry is the tool of choice for
achieving the goals of professional clarification, justi-
fication, extension, and collaboration (Fig. 24.1). The
purpose of nursing research is “to test, refine and ad-
vance the knowledge on which improved education,
clinical judgment, and cost-effective, safe, ethical
nursing care rests.”2 Nurses are held accountable for
their actions and must be able to defend the interven-
tions they use by relying upon strong empirical evi-
dence. At the very minimum, nursing care must be
safe and effective. With contemporary health-care
cost-containment issues, nursing interventions are
also expected to demonstrate practicality and cost-
effectiveness. Nursing will not reach its full status as 
a profession until scientific inquiry becomes as much
a part of daily practice as caring interventions.

C h a p t e r  2 4 Nursing Research and Evidence-Based Practice 583

Research problem and purpose

Literature review

Study framework

Research objectives, questions,
or hypothesis

Assumptions

Limitations

Research design

Population and sample

Methods of measurement

Data collection

Data analyses

Research outcomes

Generate new research

(Study variables)

F i g u r e  2 4 . 1 Steps in quantitative research. (Source:
Burns N. Building an Evidence Based Nursing Practice.
Philadelphia: FA Davis, 2013, p. 470.)
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Big Bucks for Nursing Research in Health-Care Reform Act

If you had $1.1 billion, what type of research would you conduct? That’s the
amount that was made available for health-care research with the passage of the
American Recovery and Reinvestment Act of 2009 and further clarified in the 
Affordable Care Act of 2010. If health-care reform is not repealed as promised 
by the opposition party in the legislature over the next few years, the sum may be
increased to as much as $10 billion by the year 2019 and will be administered
through the Patient-Centered Outcomes Research Trust Fund. Of course, not all
of it is just for nursing research, but nursing will certainly get its share of the pie.
Originally the money was to be spent in 18 months, but cooler heads recognized
that was not realistic, so now it will be given out at the rate of several hundred 
million per year until it is gone.

How do you get the money? You must submit a research proposal 
similar to the ones that have been used for many years for all federal grants. 
Nursing will be up against stiff competition from the pharmaceutical and biomed-
ical industries, which have well-developed research writing abilities. However, 
the distribution of the money will not rely totally on the federal government. The
health-care reform bill contains provisions that change the oversight of funding
from the Federal Coordinating Council of Comparative Effectiveness Research to
a new organization called the Patient-Centered Outcomes Research Institute. This
is a public-private partnership organization that will base funds distribution on the
Institute of Medicine’s (IOM’s) list of 100 initial priorities.

Projects to be funded must come under the designation of comparative
effectiveness research (CER). Best practices development is a key in receiving
funding. In addition to the usual ethical compliance and regulatory documentation,
researchers will also have to demonstrate that they are pursuing good clinical
practice (GCP). GCP guidelines are much more specific about the elements of 
research protocol. In addition to documenting research methodologies, all re-
searchers will be required to spell out in detail each aspect of the trial. The Re-
search Institute will provide the tools required for the project. To start with,
required information includes personal qualifications, curriculum vitae, institutional
review board (IRB) submission, and approval documentation, tracking logs, and
participant enrollment. These documents must all be in a regulatory binder that
can be used by others at the research site when the principal investigator is un-
able to conduct the research.

The IOM’s 100 priorities are not individually ranked in any particular order.
They are divided into groups of 25, or “quartile” groups, according to the primary
focus of the research. Many of the categories are community based because
most health issues occur away from the hospital and outside the physician’s office
or clinic. Box 24.1 lists the top 10 areas that may interest nurses who wish to
apply for some of the research money.

I s s u e s  N o w
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I s s u e s  N o w continued

B o x  2 4 . 1
Nursing’s Top 10 IOM Priorities for Research 

1. Preventing and treating overweight and obesity in children and adolescents
through school-related interventions such as healthy meal programs, vend-
ing machines that sell healthy snacks, and physical activity.

2. Developing more effective treatment strategies for atrial fibrillation by com-
paring treatments such as surgery, catheter ablation, lifestyle changes, and
medications.

3. Identifying risk factors and preventing falls in older adults through primary
prevention methods such as exercise, balance training, and various clinical
treatments.

4. Evaluating the effectiveness of comprehensive home-care programs for
children and adults with severe chronic disease, particularly in minority 
and ethnic populations that have been identified as having ongoing health
disparities.

5. Comparing the effectiveness of hearing loss treatments for children and
adults in minority groups and ethnic populations; evaluating various meth-
ods, including, but not limited to, assistive listening devices, cochlear 
implants, electric-acoustic devices, rehabilitation methods, sign language,
and total communication techniques.

6. Preventing obesity, hypertension, diabetes, and heart disease in at-risk
groups such as the urban poor, Hispanic, and American Indian popula-
tions; comparing the effectiveness of strategies, including, but not limited
to, pharmacological interventions, improved community environment, 
making healthy foods available, or a combination of interventions.

7. Reducing or eliminating health-care associated infection (HAI) in adults and
children by testing various techniques, particularly where invasive devices
such as central lines, ventilators, and surgical procedures are used.

8. Determining the best methods for early detection, prevention, treatment, 
and elimination of antibiotic-resistant organisms (e.g., methicillin-resistant
Staphylococcus aureus [MRSA]) in both community and institutional settings.

9. Determining the best treatments for early detection and management of
dementia to be used by caregivers in the community setting.

10. Publishing and distributing the findings of CER so that clients, physicians,
nurses, and others can use the data to establish best practices. For examples of
research studies that have been funded, go to http://www.shadac.org/news/
share-funds-research-aca-implementation-through-8-new-grant-awards

Sources: Doherty RB. The certitudes and uncertainties of health care reform. Annals of Internal Medicine,
152(10):679-682, 2010; Eastman P. IOM workshop: US clinical research needs major transformation. Insti-
tute of Medicine. Oncology Times, 31(22):39-41, 2009; Elwood TW. Health reform and its aftermath. Jour-
nal of Allied Health, 39(2):65-71, 2010; Health care reform and clinical research: Gold rush or drug bust?
Millions available, but long-term impact questioned. Clinical Trials Administrator, 8(5):49-53, 2010; Initial
National Priorities for Comparative Effectiveness Research. Committee on Comparative Effectiveness 
Research Prioritization, Institute of Medicine. Washington, DC: National Academies Press, 2009. Retrieved
May 2013 from http://www.nap.edu.
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Beyond Clinical Practice
Some authors would limit the scope of nursing re-
search to the clinical practice of nursing. In its fullest
meaning, however, nursing research involves a sys-
tematic quest for knowledge designed to address any
questions and solve any problems relevant to the pro-
fession, including issues related to nursing practice,
nursing education, and nursing administration.3

Redefining the Client 
Nurses know that clients are more than just individ-
uals receiving nursing care within selected clinical
settings. Nursing clients are family units, communi-
ties, organizations, institutions, corporations, local
and state agencies, and citizens of a country and of
the global community. To accurately measure how
effectively it meets the needs of an expanding and 
diverse consumer base, the nursing profession must
integrate an expanding and diverse body of scientific
knowledge into its daily practice. Nurses must focus
on promoting better understanding of the research
process and encouraging their colleagues to seek the
evidence needed to explain, modify, and improve
nursing practice.

Setting Priorities and Directions 
Clinical decisions and the resulting nursing inter-
ventions are justified by scientifically documented
findings. Using nursing research, nurse investiga-
tors address issues related to cost, safety, quality,
and accessibility of health care and look ahead to
establish priorities and to define the future direc-
tion of the nursing profession. Recently, the IOM
established a list of 100 research topics that are
based on CER. Many of these are community 
oriented and fit well with both the directives of 
the Affordable Care Act and nursing’s holistic 
approach to health care. 

For many years, the American Nurses Asso-
ciation (ANA) has been a major contributor to set-
ting goals and priorities for the profession. On its
website (http://www.ana.org) is posted the organiza-
tion’s major expectations for the use of research in
nursing. Nursing research can also be used to shape
health policy in direct client care, within an organiza-
tion, and at the local, state, and federal levels. 

The ANA supports nursing research with 
a variety of resources such as the Research Toolkit.
The ANA has developed a research agenda to guide
the association in identifying priority areas. For 

more information, go to http://www.nursingworld.org/
Research-Toolkit.

The Research Problem
Nurses in all areas, including clinical practice, edu-
cation, law-making, and research, must be able to
identify and state research problems. A clear state-
ment of the research problem, whether it is a com-
pletely new area or one that has been the subject of
previous research, is the first step in the scientific
process and the foundation of the rest of the re-
search study. The research problem can be identi-
fied through the problem-solving process, the
nursing process, the research process, or the 
evidence-based practice process. 

The four major concepts of all nursing 
theories—client (person), health, environment, and
nursing (see Chapter 3)—should also be considered
in identifying areas of interest that the nursing pro-
fession views as the core of its value system. The
Population, Intervention, Comparison and Out-
come (PICO) question flows naturally from nurs-
ing’s values. An example of a PICO question that
incorporates using client, environment, nursing,
and health values can be seen in this scenario. A
higher-than-average incident of infections has been
found in infants (the population) in the neonatal
intensive care unit. The infants are provided care by
RNs who have artificial fingernails (intervention of
interest). The incident of infections was lower be-
fore the RNs started wearing the artificial finger-
nails (intervention of comparison). After a new
policy was implemented that artificial fingernails
could no longer be worn by the staff, the number 
of infections decreased back to the average (positive
vs. negative outcome). 

Crossing Cultural Boundaries 
One critical requirement for a dynamic profession
is to understand and address cultural issues in-
volved in nursing care and to understand the 
various cultures within the communities where
nurses practice. There is also a need to look beyond
perceptual and geographic boundaries in the 
promotion of dialogue, investigation, and collabo-
ration with the many international nursing col-
leagues in the interest of culturally sensitive and
global concerns. Culturally related issues provide
numerous opportunities for nursing research 
(see Chapter 22).
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DEVELOPMENT AND PROGRESSION 
OF RESEARCH IN NURSING

The Origin of Nursing Research
Florence Nightingale is viewed as the person who first
elevated nursing to the status of a profession. In her
first book, Notes on Nursing (1859),4 she introduced
the concept of research to the profession and ex-
panded it in her subsequent publications. Nightingale
believed in the importance of “naming nursing”
through the collection and use of objective data. She
also used this data to prove that there was a need for
wide-ranging health-care reforms, including clinical
practices, treatment of injured soldiers, and nursing
education. Nightingale recognized the positive im-
pact of combining strong logical thinking and empir-
ical research in developing a sound scientific base on
which to build the practices of the nursing profession.

contributed to high levels of disease and death seen in
the frontline “hospital” during the war.

As a result of her research, she petitioned
forcefully for more supplies, better food, and cleaner
conditions. She also successfully used the written
media of the time, providing information and statis-
tics to reporters for publication, which gave her 
observations and demands public support. Her
strong advocacy for better care and improved envi-
ronmental conditions lowered the mortality rate
among wounded soldiers from 42 to 2 percent. Her
work during the 1800s was not fully appreciated until
more than a century later.4

The Development of Research
Even today, the full importance of this one woman’s
work to the profession of nursing is still being evalu-
ated. Nightingale had few professional role models,
relatively little education, a military organization that
doubted her value, and meager financial support. In
view of these challenges, her accomplishments were
phenomenal. It is interesting to speculate about how
much more progress would have been made in build-
ing the unique body of nursing knowledge if other
nurses of her time had heeded Nightingale’s earliest
call for research.

A Look at Nursing Education
During the 1940s, many studies concerning nursing
education came to the forefront because of the
tremendous demand for educated nurses during
World War II. Nursing education practices were 
evaluated in a study commissioned by the National
Nursing Council for War Service. Findings from this
study and others at the time uncovered weaknesses in
nursing education. This relatively new wave of re-
search spawned several other studies that looked at
nurses’ functions, roles, attitudes, acceptance, and 
interactions with clients.

A Center for Nursing Research
Several events that occurred during the 1950s
prompted those conducting nursing research to carve
out an ever-expanding path for the profession of
nursing that continues to widen today. Nurses with
advanced degrees were increasing in numbers, and a
center for nursing research was formed at the Walter
Reed Army Institute of Research.

Creation of the American Nurses Foundation
and the journal Nursing Research allowed publication
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Methodical Observation
As the first recognized nurse epidemiologist, Florence
Nightingale systematically collected objective data
and in 1855 described environmental factors that af-
fected health and illness. During the Crimean War,
appalled by what she observed in the care of injured
soldiers, Nightingale was forward-thinking enough to
implement and then demand scientific inquiry in the
practice setting. She methodically gathered facts,
eventually supporting her claims that lack of cleanli-
ness, fresh air, proper rest, and adequate nutrition
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of nursing research findings that gave both a face and a
voice to the studies. Many of these studies became the
mirror and the microscope through which nurses stud-
ied themselves. This self-appraisal was an unprece-
dented research approach for any profession.

New Terminology for Nursing
In the 1960s, phrases such as conceptual framework,
conceptual model, and nursing process made their first
appearances in textbooks and other nursing literature
(see Chapter 3). Nursing leaders, now becoming
more focused on theoretical support for nursing, con-
tinued to lament the relative lack of research.

Many professional nursing organizations set
priorities for research during this time. It was also
during this time that another visionary nurse heeded
the call to logical reasoning and empirical research.
Virginia Henderson, one of the early nursing theo-
rists, defined the role of nursing as being “to assist in-
dividuals (sick or well) with those activities
contributing to health, or
its recovery or to a peace-
ful death, that they per-
form unaided, when they
have the necessary
strength, will, or knowl-
edge; to help individuals
carry out prescribed ther-
apy and to be independent
of assistance as soon as possible.”4

This definition was so conceptually clear that
it was accepted by the International Council of
Nurses (ICN) in 1960, and Henderson’s work went
on to identify many relevant research questions for
the practice of professional nursing.

A Growth in Research Programs
In the 1970s, the number of graduate nursing pro-
grams experienced tremendous growth, and so did
the number of nurses conducting research. Increases
in the number of ongoing research studies pointed
out the need for an improved way to publicize those
studies. Three more research journals were devel-
oped: Advances in Nursing Science, Research in Nurs-
ing and Health, and the Western Journal of Nursing
Research. During this time, the research focus began
to shift from the study of nurses to the study of client-
care needs. Clinical challenges were identified as hav-
ing the highest priority for nursing research, a trend
that continues today.

A Source of National Data
The 1980s witnessed another information explosion
with the continued growth rate of research-trained,
graduate school-educated nurses and the introduc-
tion of computers. Research and writing were both
enhanced by electronic databases and the expanding
World Wide Web. In 1983, the American Nurses 
Association created the Center for Research for 
Nursing.

The mission of this center is to serve as a
source of national data for the profession. In 1986,
the National Center for Nursing Research (NCNR) at
the National Institutes of Health was established by
congressional mandate. The mission of this organiza-
tion is to support clinical (applied) and basic research
to create a scientific foundation for the care of indi-
viduals across the life span. During the 1980s, a jour-
nal with the specific intention of providing research
directed toward the practicing clinical nurse took
form in Applied Nursing Research.

A New Focus on Practice
In 1993, the NCNR was
awarded full institute status,
and the National Institute
of Nursing Research
(NINR; http://www.ninr.nih
.gov) came into being. In
1996, NINR had a reported

$55 million budget, and it was poised to promote and
support research priorities established during that
decade. Since the late 1990s, studies have become more
focused on the practice of nursing, the outcomes of
nursing and other health-care services, and the build-
ing of a stronger knowledge base by replicating previ-
ous research using a variety of settings and situations.

THE NEXT STEP IN NURSING PRACTICE:
CRITICAL DISCERNMENT

Because of the volume of literature being published
by all health-care professions, including nursing, it is
important to develop critical discernment skills. Crit-
ical discernment requires the nurse to understand the
research process and to sift through and carefully as-
sess all available and credible research findings. Once
the research has been analyzed and judged, recom-
mendations for using the best practice techniques can
be made on the basis of best evidence.5
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Nightingale recognized the positive im-
pact of combining strong logical thinking
and empirical research in developing a
sound scientific base on which to build the
practices of the nursing profession.
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Evidence-Based Practice
Today, the movement to achieve cost-effective, high-
quality care based on scientific inquiry generates the
drive for evidence-based practice (EBP). Evidence-
based practice is one of today’s high-priority nursing
issues.

Although nurses have been using evidence-
based nursing practice in some form since the 
early days of nursing, it is only recently that the
process has become formalized and widespread as a
methodology. The current use of EBP in nursing re-
quires a transition from nursing care that is based
on opinions, past practices, and tradition to a prac-
tice that is based on scientific research and proven
evidence. The goal of nurses using EBP is to obtain
the best information available and to integrate it
into their day-to-day nursing practice. Such prac-
tice includes the client’s values and self-determina-
tion in providing care, as well as those of the
client’s family. The ultimate goal of EBP is to 
improve the quality of care.

standards, historical data, local quality assurance 
studies, and institutional reports, including cost-
effectiveness and client and family preferences and
input. The key to using these various sources of infor-
mation is the ability to grade or rank them so that
nursing practice is based on the best information
available. A list of sites that provide information about
research findings in nursing is found in Box 24.2.

Evidence reports located at these sites pro-
vide a scientific basis for a disease or a nursing prac-
tice and then integrate that data into actions used in
practice. Most sites will help synthesize previous and
current knowledge related to the topic, review the in-
formation for quality and documentation, explain
how EBP is currently being used, and discuss how
useful the EBP is to the clinical practice. The reviews
in evidence reports are more detailed than a typical
literature review and include broad-based informa-
tion translated into specific approaches to client care.
Currently there is a substantial database, and new
data are constantly being added to the site.6

What to Look For
Nurses should look for several key elements in evi-
dence reports when attempting to integrate EBP into
their care. The first part of the report should include a
structured summary statement of the problem, prac-
tice, or disease that describes what is in the evidence
report. The second part should comprise a lengthy and
detailed analysis of the published and unpublished
data, including reviews of articles and reports, the pop-
ulations included in the studies, and the nature of the
nursing actions investigated. One of the most impor-
tant elements in the second part of the evidence report
is the ranking or grading of the quality of the evidence.

The level of quality of the evidence is some-
times referred to as the “level of recommendation for
use” and answers the nurse’s question, “Is this infor-
mation of high enough quality so that I can use it in
my practice?” Integrative reviews in evidence reports
should provide both the type of evidence included and
the strengths and consistencies of the information.

Types of Evidence Used
Five types of evidence can be present in an evidence
report, ranked from I (strongest) to V (weakest):

I. Meta-analysis of multiple well-designed, con-
trolled studies that examines and synthesizes
many studies to find similar results

C h a p t e r  2 4 Nursing Research and Evidence-Based Practice 589

Evidence Reports
Nurses can use numerous sources when incorporating
EBP into their care provision. Research reported in
the literature is a primary source of high-quality infor-
mation, but not the only one. Other sources include
expert opinion, collaborative consensus, published
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B o x  2 4 . 2
Useful EBP Websites

U.S. Resources 
Related to the 
Steps of the 
Nursing Research 
Process
American Nurses Association 
(U.S.)

Joanna Briggs Institute 
(Australia)

Sigma Theta Tau International

Website: Go to 
Information Under
Research
http://www.nursingworld.org

http://www.joannabriggs
.edu.au

http://www.nursingsociety.org

Quoted Items of Interest
Extracted From the 
Websites
Research Toolkit: 
Helps provide evidence-based care that
promotes quality health outcomes
1. Asking the question
2. Acquiring information
3. Appraising the evidence
4. Essential nursing resources
5. Research glossaries
6. Critique a research article
7. Education about evidence-based

practice and research
8. Comparative effectiveness research/

patient-centered outcomes research
9. Subjects protection

10. Research funding
11. Research organizations
12. ANA’s research agenda
13. National Database of Nursing Quality

Indicators (NDNQI)
14. International Council of Nurses (ICN)

evidence-based practice resource
15. Research repository [members 

only-login required]

The Joanna Briggs Institute (JBI) is the 
international not-for-profit research and
development arm of the School of Trans-
lational Science based within the Faculty
of Health Sciences at the University of
Adelaide, South Australia. The institute
collaborates internationally with over 
70 entities across the world. The Institute
and its collaborating entities promote 
and support the synthesis, transfer, and
utilization of evidence through identifying
feasible, appropriate, meaningful, and 
effective health-care practices to assist 
in the improvement of health-care out-
comes globally.

Research library
Nursing library
Research grants
Call for abstracts
Research initiatives
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B o x  2 4 . 2
Useful EBP Websites—cont’d

U.S. Resources 
Related to the 
Steps of the Website: Go to Quoted Items of Interest 
Nursing Research Information Under Extracted From the 
Process Research Websites

http://www.ahrq.gov and http://
www.innovations.ahrq.gov 

http://www.ihi.org 

http://www.guidelines.gov

https://www.lib.umn.edu/
indexes/moreinfo?id=4219

http://www.ebscohost.com/
cinahl/ 

http://www.ebscohost.com/

http://www.nlm.nih.gov/ 

Research 
Resources
Honor society archives
Chapter archivist information
PUBLICATIONS
Books
RNL Magazine
Worldviews
STTIconnect
STTI Newsletter
Journal of Nursing Scholarship
GLOBAL ACTION
Global initiatives
STTI and the UN
Nursing organizations
Faculty summit
Global Ambassador Program

The Institute for Healthcare Improvement
is a small organization with a very big
mission: improvement of patient care. 
It has many free resources. Learn from
experts at IHI conferences and seminars.
Virtual programs
Get trained in improvement skills

NGC is a public resource for evidence-
based clinical practice guidelines. It
shows a relationship to AHRQ.
Has annotated bibliographies
Learn AHRQ evidence reports: hospital-
acquired conditions; mobile device re-
sources
Also has http://www.hhs.gov

Welcome to Evidence-Based Practice:
An Interprofessional Tutorial
Excellent tutorial

AHRQ, Agency for Healthcare 
Research and Quality (U.S.)

Institute for Healthcare 
Improvement (care bundle 
information)

National Guideline 
Clearinghouse (U.S.)

University of Minnesota, 
Evidence-Based Health 
Care Project 

CINAHL 

EBSCOhost

National Library of Medicine

Continued
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B o x  2 4 . 2
Useful EBP Websites—cont’d

U.S. Resources 
Related to the 
Steps of the Website: Go to Quoted Items of Interest 
Nursing Research Information Under Extracted From the 
Process Research Websites

http://grants.nih.gov/grants/
policy/coc/

http://privacyruleandresearch.
nih.gov/ and
http://www.hhs.gov/ocr/hipaa/
guidelines/research.pdf

http://www.pre.ethics.gc.ca/
english/policystatement/
policystatement.cfm

http://www.hhs.gov/ohrp/

http://ori.dhhs.gov/

http://grants2.nih.gov/
grants/funding/women_min/
guidelines_update.htm

http://www.who.int/rpc/research
_ethics/informed_consent/en/

http://www.socialresearch
methods.net/kb/intval.php 

http://www.randomizer.org

http://www.random.org

http://www.socialresearch
methods.net/kb/sampling.htm

http://www.samplingplans.com/
software.htm?src=overture

This is Trochim’s website.
Includes table of contents, navigating,
foundations, sampling, measurement, 
design (internal validity); establish cause
and effect; single group threats; multiple
group threats; social interaction threats
Introduction to design
Types of design
Experimental design
Quasi-experimental design
Relationships among pre-post designs

Certificate of Confidentiality, 
NIH

HIPAA-related issues, NIH

IRB material, NIH

U.S. Office of Human Re-
search Protections (OHPR)

U.S. Office of Research 
Integrity

Women and minorities 
in clinical research, NIH 
policy 

World Health Organization, 
informed consent templates

Internal validity information

Research randomizer

Research randomizer

Social research methods: 
Sampling

Software for sampling plans

Sources: A guide to evidence-based practice on the Web. United States Department of Health and Human Services, 2013. Retrieved June 2013
from http://www.samhsa.gov/ebpwebguide/; Hopp L, Rittenmeyer L. Introduction to Evidence-Based Practice: A Practical Guide for Nursing.
Philadelphia: FA Davis, 2012.
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II. At least one well-designed experimental study
with a random sample, control group, and 
intervention

III. Well-designed, quasi-experimental studies, such
as nonrandomized controlled, single-group
pretest or post-test, cohort studies, or time series
studies

IV. Well-designed nonexperimental studies, such as
comparative and correlational descriptive studies
and controlled case studies

V. Case reports and clinical examples

The strength and consistency of evidence 
are also ranked on a five-point scale ranging from 
A (best) to E (poorest). In general, a “B” or higher
should be present before a nurse integrates the data
into EBP. The rankings are as follows:

A. There is type I evidence or consistent findings
from multiple studies of types II, III, or IV.

B. There is type II, III, or IV evidence, and the 
findings are generally consistent.

C. There is type II, III, or
IV evidence, but the
findings are inconsistent.

D. There is little or no evi-
dence, or there is type V
evidence only.

E. Panel consensus: Prac-
tice recommendations
are based on the opinions of experts in the field.

One potential problem in using these rank-
ing systems is that they may not be the best method
of analyzing the strength of the evidence. In nursing,
much of the research is qualitative or descriptive, or
even narrative, because of the difficulty in performing
controlled studies with large groups of clients. The
nurse needs to check the consistency of the results,
even though there may not be any type I, II, or III
studies in the evidence report.5

The next section of the evidence report focuses
on clinical practice and should include practice-focused
guidelines or recommendations for specific clinical in-
terventions. Often this section begins with a statement
such as, “There is very good evidence that . . .” or “There
is no evidence that . . .” The practices outlined should be
specific and relevant to the care being given.

The last section of the evidence report is the
report source. Reports should be specific and current
and should come from high-quality, refereed profes-
sional journals.

Evaluating an Evidence Report
The nurse can evaluate the evidence report by asking
three questions. Only after answering these questions
will the nurse be able to decide if the information
should be incorporated into his or her practice.

1. Is this the best available evidence? Best sources in-
clude peer-reviewed journals and reports no more
than 3 to 5 years old.

2. Will the recommendations work for my practice
given the client population and problems? If the
study population is of young adult white men and
the nurse’s primary work population is elderly
women, the data generated may not apply.

3. Do the recommendations fit well with the prefer-
ences and values of the clients I commonly work
with? If the values of the nurse’s primary group
vary greatly from those of the study group, it is
likely the recommendations may not work well.

Nurses can locate evidence reports from 
numerous sources

Clinical Journals
Evidence-Based Nursing
(http://ebn.bmj.com/)
Online Journal of Clinical
Innovations (http://www
.nursingworld.com)
Reformatted STTI Online

Journal for Knowledge Synthesis in Nursing
(http://www.nursingsociety.org/Publications/
Newsletter/) (Must be a member to access)

Other Sources
National Guideline Clearinghouse (U.S. Agency 

for Healthcare Research and Quality): A 
repository for clinical practice guidelines
(http://www.guideline.gov) 

The Cochrane Collaboration (international): 
Develops and maintains systematic reviews

State University of New York (SUNY) website: Lists the
best sites for information (http://www.cochrane.org/)

Best Practices
Although some use the terms evidence-based practice
and best practice in nursing interchangeably, there is
some difference between the two. Most of the time,
best practice is defined as clinical nursing actions 
that are based on the “best evidence” available from
nursing research. It has the goals of infusing nursing
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The key to using these various sources of
information is the ability to grade or rank
them so that nursing practice is based on
the best information available.

“
”

3972_Ch24_581-610  29/12/14  2:06 PM  Page 593



To choose a re-
search design, the nurse
must first develop a 
vision of the overall plan
for a study, including a

general idea of the type of data needed to answer the
research question. The design is a critical link that
connects the researcher’s framework with appropriate
types of data. The level of preexisting knowledge in
the area of inquiry also helps determine the research
design. If little is known about a specific subject, an
exploratory study may be the best method for uncov-
ering new information. In exploratory research, there
is usually more interest in the qualitative characteris-
tics of data. Hypotheses are usually not required for
these studies.

If the researcher is looking at variables that
are independent or objective or that demonstrate
cause and effect, a quantitative design is most suit-
able. If the research question invites discovery of
meanings, perceptions, and the collection of subjec-
tive data, a qualitative design should be used.

Quantitative Versus Qualitative Research
Historically and in the tradition of scientific inquiry,
quantitative experimental research designs were the
most highly respected. These designs are guided by a

practice with research-based knowledge and applying
the most recent, relevant, and helpful nursing inter-
ventions into the nurse’s day-to-day practice. The pur-
pose is to achieve client care outcomes that exceed the
basic standards of care. To be considered a best prac-
tice, there must be empirical data from multiple insti-
tutions that are using the practice and it must be
published in a professional journal. On the other hand,
evidence-based practice is more geared to the goal of
generating high-quality research that can be used to
build best practices; however, conceptually there is a
high degree of overlap between the two terms. 

Moving Forward
When nurses begin to take the next step and integrate
EBP and best practices into the care they provide,
they will make a major leap toward raising the level of
professionalism in nursing practice. Through the use
of EBP and best practices in nursing, the quality of
client care will improve when that care is based on
validated evidence that focuses on what works best.

Currently, nurses have been given the respon-
sibility not only to conduct
research but also to evaluate,
critique, and apply the re-
search findings of other
nurses and health-care pro-
fessionals in their own prac-
tice. Understanding research is more than merely
learning simple methods of inquiry. Research skills are
expected from nurses at all levels, whether beginning
or advanced. For the novice, this means being able to
do literature searches and select articles to critique. The
ability to read, understand, and critique research arti-
cles is the first step in upgrading clinical practice. 

THE RESEARCH PROCESS

Long before graduation, nursing students often no-
tice something in the clinical setting that grabs their
attention. They may simply wonder if a different ap-
proach would work better in a particular situation or
if the best technique is currently being used and what
evidence exists to support a particular technique or
intervention as “best.”

As newcomers to the profession, students
may question interventions or solutions that sea-
soned nurses often take for granted. Students may see
the experienced nurse’s familiar world differently,

and their minds may be open to possibilities that
those in the field for many years cannot see. Ques-
tioning the status quo is a key first step in the re-
search process. Applying critical thinking to a
problem often leads to visualization of a research
project, the development of a plan, the implementa-
tion of that plan, and finally, sharing of the findings
with others. This process follows a logical progression
from abstract ideas to concrete actions.

Research Designs
The word design implies both creativity and structure.
The design for a research study can be seen as a road
map or a recipe. It serves as a fairly flexible set of
guidelines that will provide the researcher with 
answers to the questions of inquiry.
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Understanding research is more than
merely learning simple methods of 
inquiry.“ ”

What Do You Think?

?Have you seen any clinical procedures in your clinical 
rotations that could be improved? How would you design a
research project to prove your belief?
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somewhat rigid set of rules that give the most impor-
tance to the process of inquiry. However, the past 
15 years have seen a growing interest in, and respect
for, qualitative approaches in research, especially in
the social sciences. Social researchers see human in-
teractions as complex, highly contextual, and too in-
tricate to be studied using a rigid framework or
standard instrument. Also, attempting to conduct
quantitative research on human subjects often pro-
duces serious ethical dilemmas. It is often very diffi-
cult to obtain approval for this type of research from
the institutional review board or the institution’s
human rights committee, which determines the 
ethical status of human research.

Qualitative Designs
The purpose of qualitative inquiry is to gain an un-
derstanding of how individuals construct meaning in
their world, visualize a situation, and make sense of
that situation. For example, to nurses, the concept of
“caring” is very important, yet the nurse will probably
perceive caring differently than the client. The nurse
researcher wishing to
measure “caring interven-
tions” might find this con-
cept very difficult to
quantify, but a qualitative
method could yield much usable information.

Because of the nature of nursing and the
usual subject matter (human beings), qualitative de-
signs are best suited to answer questions that interest
nurses. The most commonly used of these designs are
shown in Box 24.3.

Semistructured interviews using open-ended
questions and observations are the most commonly
used data collection methods in qualitative studies.
Knowledge generated by qualitative research answers
questions related to the meaning and understanding
of human experiences.

Quantitative Designs
Quantitative designs use approaches that seek to ver-
ify data through prescriptive testing, correlation, and
sometimes description. These designs imply varying
degrees of control over the research material or sub-
jects. Control of the research design can range from
very tight to somewhat loose.

The design in quantitative research becomes
the means used for hypothesis testing. The design also
optimizes control over the variables to be tested and
provides the structure and strategy for answering the
research question. More highly controlled quantita-
tive designs try to demonstrate causal relationships,
and more flexible designs address relationships be-
tween and among variables. Whether qualitative or
quantitative research is being conducted, it is impor-
tant to remember the basic steps of the research
process. For more detail on this process, go onto the
ANA website toolkit (http://www.nursingworld.org).
It has Web information for each of the research
process steps listed in the figure.

In quantitative experimental design, a com-
parison of two or more
groups is required. The
groups under study must
be as similar as possible so
that results can be credited
to the treatment of the

variables and not to differences between the groups.
The independent variable is the one managed or ma-
nipulated by the researcher. The dependent variable
depends on, or is altered as a direct result of, the re-
searcher’s manipulation. Box 24.4 summarizes and
classifies quantitative research designs.

In research, it is good to remember that 
neither the quantitative nor the qualitative research
design is better than the other. Each research ap-
proach is useful in different ways, and both expand
understanding of health care and the nursing profes-
sion. What is important is to choose the methodology
that best addresses the questions the researcher is
asking and collects whatever data are most useful.

NARROWING THE RESEARCH-PRACTICE GAP

More and more, nurses are becoming academically
astute in the area of research. Unfortunately, educa-
tion alone does not ensure transfer of what is learned
in the classroom into the daily practice of nursing.
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Questioning the status quo is a key first
step in the research process.“ ”

B o x  2 4 . 3
Qualitative Research Designs

Phenomenology
Ethnography
Grounded theory
Historical studies
Case studies
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Like the basic but critical skill of sterile asepsis, re-
search will become a part of each nurse’s practice
only when it becomes a part of each nurse’s ideology.

Two Different Cultures
Academic and practice arenas are often, in reality,
two entirely different cultures. The critical and cre-
ative thinking so valued and promoted in the aca-
demic environment may fall victim to time and
budget constraints within the clinical setting. To 
support what is best for clients, clinical practice areas
such as hospitals must find ways to ensure that re-
search finds safe harbor in the culture of practice. 
The implementation of research in practice will de-
pend on inquisitiveness, development of cognitive
skills, the ability to question one’s own practice, and
professional discipline. Nurses must also understand
that sometimes research findings may conflict with
practices rooted in tradition.7

Barriers to Research in Practice
Even though research is becoming more widely ac-
cepted than in the past, some experts are still asking,
“Why generate more research when the research 
already generated has not been adapted to practice?”
The research-practice gap remains a bewildering
challenge to the nursing profession.

An Isolated Skill
A challenge to the use of research in practice is that
research skills are often taught to nursing students in
isolation from other nursing subjects. Learning in this

way seems to broaden the division between research
and practice by separating the two elements early in
the nurse’s professional development and education.
Recommendations by the IOM’s report on the future
of nursing and documents from major professional
nursing organizations point to the need to focus in-
quiry on and link research findings to clinical practice
early in the education process. If these practices are
adopted by and incorporated into nursing education,
the research-practice gap should shrink and eventu-
ally be eliminated.

There has been an emphasis on nursing re-
search for more than two decades, and nurses on the
front lines of clinical practice are beginning to ac-
tively use research as a way to improve their practice.
The interrelationship of clinical practice to EBP is
outlined in Box 24.5. 

Lack of Understanding
There are several barriers to the implementation of
research in the health-care setting. Some researchers
do not understand practice issues from the bedside
nurse’s viewpoint. As a result, nurses who attempt to
use research studies to answer practice questions may
feel that the research does not provide the practical
solutions for which they are looking. 

On the other hand, some nurses skilled in
clinical practice may not be skilled in conducting 
research. Practicing clinical nurses may lack the
knowledge to understand or interpret the language 
of research. Published research often appears so ab-
stract and complicated that the message cannot be
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B o x  2 4 . 4
Quantitative Research Designs

Experimental Designs Nonexperimental Designs
Pretest/post-test control group Comparative studies
Post-test only control group Correlational studies
Solomon four group Developmental studies

Evaluation studies

Quasi-experimental Designs Meta-analysis Studies
Nonequivalent control group Methodological studies
Time series Needs-assessment studies

Secondary analysis studies

Pre-experimental Designs Survey Studies
One group pretest/post-test One-shot case study
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found in the bottle. The information should be easily
accessible to those who provide direct care to clients. 
Researchers must find ways of packaging the conclu-
sions so that practicing nurses may easily understand
and implement clinical solutions to the care issues
they are facing.

remain so widely accepted as fact that they are
never questioned and therefore evade the scrutiny
of testing. Best practice may never become evident
without testing approaches to practices that have
been accepted as necessary, preeminent, and 
sacrosanct.

Lack of Incentive
Historically, due to the real challenge of budget limi-
tations, very few hospitals or other agencies have 
offered encouragement or rewards to nurses who are
willing to seek out and use research findings in an 
effort to improve practice. One survey, conducted to
identify barriers to implementation of research from
clinicians’ perspectives, revealed “insufficient author-
ity and insufficient time” as the two obstacles most
often cited.1 However, these roadblocks are beginning
to crumble because of accreditation requirements by
the Joint Commission and recommendations from
the IOM.
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B o x  2 4 . 5
Essential Features of Professional Nursing and Relationship 
to Evidence-Based Practice

Professional Nursing EBP
Provision of a caring relationship that facilitates
health and healing

Attention to the range of human experiences and
responses to health and illness within the physical
and social environments

Integration of assessment data with knowledge
gained from an appreciation of the patient or the
group

Application of scientific knowledge to the
processes of diagnosis and treatment through
the use of judgment and critical thinking

Advancement of professional nursing knowledge
through scholarly inquiry

Influence on social and public policy to promote
social justice

Assurance of safe, quality, and evidence-based
practice

Honoring client preferences and values in shared 
decision-making

Determining the applicability of evidence to an 
individual patient and his or her context

Gathering individual or local data and situating them
with evidence from the research of groups

Using clinical expertise and appraisal of the best
available evidence of effectiveness to select the most
appropriate nursing intervention

Using the evidence syntheses to identify gaps in
knowledge and the need for further research

Advocating for policy that assures equal access to
effective treatment and the incorporation of patient
values and preferences in policy decisions

Questioning traditional practices and using the best
available evidence to drive safe, high-quality care
while discarding ineffective practices

Source: American Nurses Association. Nursing’s Social Policy Statement: The Essence of the Profession. Silver Spring, MD: Nursingbooks.org. 2010.

What Do You Think?

?
Have you read a research report that you really did not un-
derstand or could not apply to clinical practice? Was it due
to overly complicated language in the research report or a
lack of knowledge on your part? What did you do about it?

Entrenched Practices
Entrenched nursing practices present another 
challenge. In the not-too-distant past, traditional
nursing practices appear to have had a half-life
longer than uranium. A few nursing traditions 
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Resistance From Managers
Some researchers suggest that unit managers may
view an environment of updates and change as unfa-
vorable to maintaining a committed and cohesive
staff. Some describe change as a threat to the con-
stancy necessary for safe and expeditious client care.8
Nurses willing to incorporate best practice evidence
into clinical protocols must have confidence in their
own professional judgment and the courage to stand
up to nurses who find comfort in unchanging tradi-
tional practices.

Incorporating Best Practice
Several strategies can help nurses conduct and use 
research for the improvement of nursing care, such 
as attending conferences in which clinical research
findings and ideas for practice are presented. Other
strategies proposed include but are not limited to:

1. Incorporating research findings in textbooks, basic
and continuing nursing education programs, and
clinical policy and procedure manuals.

2. Explicitly connecting re-
search use to institu-
tional goals and
objectives.

3. Developing joint com-
mittees between colleges
of nursing and hospital
nursing departments.

4. Inviting staff nurses to find and present summaries
and abstracts during unit meetings and clinical case
conferences, in an effort to increase the interest of
colleagues working on their units.9

Almost all of the most widely read, clinically
focused nursing journals have added research or EBP
sections or routinely include research articles. These
increase the ease of access to research, ensure a wider
distribution of current clinical research findings, and
promote the incorporation into clinical settings of
best practices based on credible evidence. This mis-
sion serves the profession by simplifying some of the
language of research and by giving voice to the im-
portance and practical nature of clinical research.

COMPARATIVE EFFECTIVENESS RESEARCH

Improvement of client care is the primary reason 
for conducting nursing research. It is important to

continually update research priorities based on client
outcomes in both the hospital and the community
setting. Past research often compared two treatments
to determine which was more effective but never took
the next step in translating the findings into the prac-
tice setting. CER emphasizes the need to use research
to establish best practice standards and to sustain re-
search that has proven effective.

Systematic Reviews
Systematic reviews present summaries of past re-
search on a particular topic that are easy to read and
understand. The role of such reviews has become
more important as the volume of health-care litera-
ture has expanded. Other factors favoring reviews 
include the inconsistent quality of some research 
produced, the increased number of treatment ap-
proaches resulting from the availability of numerous
pharmaceuticals, increasing numbers of health-care
products on the market today, and the exponential
growth of health-related technology.

Consideration of these factors has prompted
the proposal that system-
atic reviews of existing 
literature replace primary
research as a main source
of evidence for clinical 
decision-making. One 

review of this type could replace many individual
studies and free those making clinical decisions from
finding, interpreting, and evaluating a collection of
published primary research reports and articles.

Some believe that systematic reviews should
represent the “gold standard” in research summaries.
However, those eager to jump on the review-only
bandwagon need to keep in mind that methods 
currently used for literature review may not most 
accurately reflect some of the nursing research being
reviewed. The challenge exists in the “narrowly de-
fined concept of what constitutes good evidence.”10

Primary Research
What about only using nursing research studies as a
source of information? One recurring criticism of
primary nursing research is that much of it is accom-
plished as single studies. Some nursing researchers
point to the fact that many excellent qualitative stud-
ies are not further validated by more rigorous quanti-
tative studies. Other nursing leaders continue to urge
nurse researchers to make replication studies a high
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Systematic reviews present summaries of
past research on a particular topic that
are easy to read and understand.“ ”
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research priority, particularly for research addressing
clinical nursing issues. A single study is rarely ade-
quate for making a decision to incorporate a new
procedure or technique in a nurse’s clinical practice.11

A Practical Angle
Evidence-based practice is believed to constitute the
best of practice. Health-care administrators have be-
come interested in it because of its potential to increase
quality of care and decrease the cost of health-care de-
livery. Standards of nursing practice, clinical guide-
lines, and routine performance audits promote the use
of research findings to some degree. The rapidly grow-
ing availability of electronic databases and increased
emphasis on the teaching of research in nursing curric-
ula, along with such support organizations as the
Cochrane Collaboration (http://www.cochrane.org)
and the Centre for Health Evidence (http://www.cche
.net), all promote the expectation that nurses must be
able and willing to use evidence to inform their practice.

How Useful Is It?
Successful implementation of EBP also depends on
how practical and useful the information is to the

practicing nurse. The usefulness of information 
requires the nurse to evaluate several factors, includ-
ing potential benefits versus possible harm, cost-
effectiveness, availability of ongoing support re-
sources, and willingness of the health-care staff and
clients to accept change.

With the emphasis on the urgency for 
implementing EBP, critical and creative thinking
have become even more important for the following
reasons:

• Nurses must access, understand, evaluate, and 
disseminate a rapidly expanding body of nursing
and other health-related information.

• Nurses must be able to recognize commonalities
and uncover inconsistencies regarding the values
of the profession, the values of the organization
that employs them, the needs of clients for whom
they advocate, and even the popular culture that
exerts pressure on the public’s ability to make safe
choices.

• Nurses recognize that it takes critical and creative
thought to support research into complex health-
care issues and to promote successful implementa-
tion of changes in professional practice.
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Short Staffing in an Emergency

Halley had been working on the medical-surgical unit since her graduation from an
associate degree in nursing (ADN) program 2 months ago. She had also had clinical
rotations while in nursing school and felt comfortable and confident with the unit’s pro-
cedures and her own skills. One Sunday evening, the house supervisor stopped her
just before the beginning of her shift and explained that the registered nurse (RN) on the
eight-bed maternity unit was going to be late because of a family emergency. Due to
the overall short staffing on weekends at this hospital, Halley would need to be pulled
to the maternity unit for no more than 2 hours to cover the RN position and pass med-
ications until the regular nurse could arrive for her shift. That would leave the medical-
surgical unit short staffed, but it was relatively quiet and only about three-quarters full.

Halley hurried to the maternity unit and received an abbreviated report
from the staff who were waiting to go home. All the clients were stable, and the
only potential problem was a client in the emergency department (ED) who was 
36 weeks pregnant and might be in the early stages of labor. Although they hadn’t
received a report on the client in the ED, the departing staff joked that it would 
probably be the next morning before “anything happened.”

After conducting an abbreviated initial assessment of the clients on the
maternity unit, Halley called the ED to receive a report on their client. The client
was a 36-year-old woman who had three children, ages 12, 9, and 2 years. The
ED nurse also reported that the client’s old charts revealed a history of “precipi-
tous labor” (a very rapid labor with the sudden birth of the baby). Given the client’s
history and the relatively short time of her last delivery, Halley recognized that she
did not have the skills or experience to provide safe care for this client.

Halley called the nursing supervisor and explained that she would need a
nurse more experienced in obstetrics to help admit and care for this new client.
The supervisor responded that the whole hospital was short of nurses and she
had no one she could send. Halley would just have to do her best until the regular
maternity unit nurse arrived.

A few minutes later, the ED nurses brought the client to the maternity
unit. After she was transferred to a unit bed, Halley did an initial admission assess-
ment with the following results: blood pressure 166/123; pulse 134; contractions
2 to 3 minutes apart, regular and strong; fetal heart rate 166, faint but regular; 
amniotic fluid leaking from the vagina. After making her assessment, Halley again
called the supervisor and demanded that she come to the maternity unit immedi-
ately to help with this client, who Halley felt was going to deliver her baby very
soon. The supervisor responded that she was in the middle of a code blue in the
intensive care unit and that Halley would just have to hang on for the half hour or
so until the maternity nurse was due to arrive.

Questions for Thought

1. What are the primary underlying ethical principles involved in this dilemma?
2. How do an individual nurse’s ethical obligations differ from those of a 

hospital’s administration?
3. What type of research data would help resolve this issue?
4. Do you think this case study reflects a realistic situation?

I s s u e s  i n  P r a c t i c e
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Essential Features
The goals of EBP include cost-effective practice based
on the data produced by research, the dissemination
of data, and the implementation of best practice in-
terventions into the nurse’s practice. The following
have been identified as essential features of EBP:

• EBP is problem-based and within the scope of the
practitioner’s experience.

• EBP narrows the research-practice gap by combin-
ing research with existing knowledge.

• EBP facilitates application of research into practice
by including both primary and secondary research
findings.

• EBP is concerned with quality of service and is
therefore a quality assurance activity.

• EBP projects are team projects and therefore require
team support and collaborative action.

• EBP supports research projects and outcomes that
are cost-effective.12

Evidence-based researchers conduct system-
atic reviews of existing lit-
erature. These reviews are
necessary because of the
large quantity of health-
care literature already in
existence that has not been
assimilated into practice.
The mission of EBP re-
searchers is to evaluate and present the available evi-
dence on a specific topic in a clear and unbiased way.
Clinical recommendations evolving from this process
present nurses with sound decisions based on evi-
dence of best practice. Consequently, researchers not
only will know what questions have been satisfacto-
rily answered, but also will be better able to identify
where gaps in the knowledge still exist.

Networking: Where to Begin
As more evidence becomes available to guide practice,
agencies and organizations are developing EBP guide-
lines. The Agency for Healthcare Research and Quality
funds several EBP centers that are accessible through
its website (http://www.ahrq.gov) and sponsors a 
National Guideline Clearinghouse where abstracts for
EBP are available (http://www.guideline.gov). The
American Pain Society (http://www.ampainsoc.org),
the Oncology Nursing Society (http://www.ons.org),
and the Gerontological Nursing Interventions 
Research Center (http://www.nursing.uiowa.edu/

excellence/evidence-based-practice-guidelines) also
provide material. The Best Practices Network presents
information from several organizations and is available
at http://www.best4health.org.

RESEARCH ROLES BY EDUCATIONAL LEVEL

Leaders and educators within the profession of nursing
agree that there is a role for every nurse in research, re-
gardless of level of education. A minimal requirement
for all 21st-century nurses is the ability to develop and
use basic research skills. Nurses striving to improve
their individual practice are increasingly committed 
to building a body of knowledge specific to nursing.
Findings from scientific inquiry define the unique and
valuable roles and the challenges of nursing.

Areas of Competency
One of the hallmarks of success in the field of re-
search is the identification of research competencies

for nurses at each educa-
tional level of preparation.
In its classic document
Commission on Nursing
Research: Education for
Preparation in Nursing 
Research, the American
Nurses Association

(ANA) identified research competencies for each
classification of the nursing education program. It is
presumed that professional nurses committed to life-
long learning will cultivate their research expertise
throughout their careers. Following are the expected
research roles by educational level.

Associate Degree Nursing Graduate
1. Demonstrates awareness of the value or relevance

of research in nursing
2. Assists in identifying problem areas in nursing

practice
3. Assists in collection of data within an established

structured format

Associate degree nurses are expected to
demonstrate an awareness of the value of research in
nursing by becoming knowledgeable consumers of
research information and by helping identify prob-
lems within their scope of nursing practice that may
warrant exploration.
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level of education.
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Baccalaureate Degree Nursing Graduate
1. Reads, interprets, and evaluates research for 

applicability to nursing practice
2. Identifies nursing problems that need to be 

investigated and participates in the implementation
of scientific studies

3. Uses nursing practice as a means of gathering data
for refining and extending practice

4. Applies established findings of nursing and other
health-related research to practice

5. Shares research findings with colleagues

Nurses with a baccalaureate education are 
expected to be intelligent consumers of research by 
understanding each step of the research process to in-
terpret, evaluate, and determine the credibility of 
research findings. The baccalaureate nurse is able to
distinguish between findings that are merely interest-
ing and findings supported by enough data to be in-
cluded in the nurse’s practice. Baccalaureate-prepared
nurses also participate in one or more phases of re-
search projects. These nurses must be alert to and up-
hold the ethical principles of any research involving
human participants and oversee the protection of indi-
vidual rights as specified in the ANA Code of Ethics.13

Master’s Degree in Nursing
1. Analyzes and reformulates nursing practice prob-

lems so that scientific knowledge and scientific
methods can be used to find solutions

2. Enhances quality and clinical relevance of nursing
research by providing expertise in clinical prob-
lems and by providing knowledge about the way 
in which these clinical services are delivered

3. Facilitates investigation of problems in clinical 
settings by contributing to a climate supportive 
of investigative activities, collaborating with others
in investigations, and enhancing nurses’ access to
clients and data

4. Investigates for the purpose of monitoring the
quality of nursing practice in a clinical setting

5. Assists others in applying scientific knowledge 
in nursing practice

Doctorate Degree in Nursing or a Related Discipline
1. Provides leadership for the integration of scientific

knowledge with other types of knowledge for the
advancement of practice

2. Conducts investigations to evaluate the contribu-
tions of nursing activities to the well-being of clients

3. Develops methods to monitor the quality of 
nursing practice in a clinical setting and to evaluate
contributions of nursing activities to the well-being
of clients

Graduate of a Research-Oriented Doctoral Program
1. Develops theoretical explanation of phenomena

relevant to nursing by empirical research and 
analytic processes

2. Uses analytical and empirical methods to discover
ways to modify or extend existing scientific 
knowledge so that it is relevant to nursing

3. Develops methods for scientific inquiry of 
phenomena relevant to nursing12

ETHICAL ISSUES IN RESEARCH

Although guidelines that govern human behavior
have always been a part of recorded history, the need
for ethical standards in research came to the public’s
attention in a dramatic way following World War II,
when evidence of the Nazis’ medical experimentation
and torture of selected groups of victims was revealed.

The Nuremberg Code
During the trials of Nazi war criminals, the U.S. sec-
retary of state and the secretary of war discovered
that the defense was trying to justify the atrocities
committed by Nazi physicians as merely “medical 
research.” As a result, the American Medical Associa-
tion was asked to develop a code of ethics for research
that would serve as a standard for judging the Nazi
war crimes. This standard remains valid to this day
and is known as the Nuremberg Code (Box 24.6).

National Research Act
Ethical issues are critical to all research, and researchers
from all disciplines are bound by ethical principles that
protect the rights of the public. One set of principles ad-
dressing the conduct of research came from the 1974
National Research Act. This act established the National
Commission for Protection of Human Subjects in 
Biomedical and Behavioral Research.

Part of that act mandated the establishment
of institutional review boards (IRBs), whose primary
responsibility is to safeguard, in every way, the rights
of any individual participating in a research study.
IRBs are panels that review research proposals in de-
tail to ensure that ethical standards are met in the
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protection of human rights. The mission of the 
IRB is to ensure that researchers do not engage in 
unethical behavior or conduct poorly designed 
research studies.

Every university, hospital, and agency that
receives federal monies must submit assurances that
they have established an IRB composed of at least 
five members. These members should reflect a variety
of professional backgrounds, occupations, ethnic
groups, and cultures in an effort to uphold complete
and unbiased project reviews.14 

Code of Ethics for Nurses
The profession of nursing also has its own code of
ethics to which all nurses are legally and ethically
bound. The development of this code was initiated by
the ANA board of directors and the Congress on
Nursing Practice in 1995. In June 2001, the ANA
House of Delegates voted to accept a revised Code of
Ethics, and in July 2001 the Congress on Nursing
Practice and Economics voted to accept the new lan-
guage, resulting in a fully approved document called
“Code of Ethics for Nurses With Interpretive State-
ments.” A read-only version of this document is
available at http://nursingworld.org/MainMenu
Categories/EthicsStandards/CodeofEthicsforNurses/
Code-of-Ethics.aspx. Specific ANA position state-
ments on selected ethics and human rights issues 
may be viewed at http://www.nursingworld.org/
mainmenucategories/ethicsstandards/ethics-
position-statements (see Chapter 6).

Nurses must use the moral authority given to
them by their license and position in the health-care
structure to guard against anyone who tries to mini-
mize the importance of that responsibility or who, for
any reason, attempts to convince nurses to set aside
their responsibilities. Nursing research most often 
addresses the needs and behaviors of human beings.
Embedded in nurses’ professional code of ethics is 
the charge to protect every person from harm. This 
responsibility extends beyond nursing research to in-
clude any client-related issue, any type of behavioral or
biomedical research, and any questionable procedure.

In nurses’ position of trust with clients,
nurses possess a great deal of influence over a popula-
tion that is especially vulnerable because of health is-
sues and needs. This unique position of trust gives
nurses a higher responsibility to protect and defend
those in their care.

Informed Consent
Protection of human subjects underpins the conduct
of research and implies that individuals have the in-
formation they need to make informed decisions.
They have the right to be fully informed, not only
about the care they receive, but also about any re-
search in which they participate. Informed consent is
both an ethical and a legal requirement in the research
process. The ethical principle of self-determination is
central to the process.

Besides those with special health considera-
tions, certain groups of individuals are considered
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B o x  2 4 . 6
Articles Adapted From the Nuremberg
Code

1. The voluntary consent of human subjects is
absolutely necessary.

2. The experiment should yield fruitful results for
the good of society.

3. The experiment should be so designed and
based on results of animal experimentation
and knowledge of . . . the disease or problem
under study that the anticipated results will
justify performance of the experiment.

4. The experiment should be conducted so as
to avoid all unnecessary physical and mental
suffering and harm.

5. No experiment should be conducted where
there is an a priori reason to believe that
death or . . . injury will occur.

6. The degree of risk . . . should never exceed
that determined . . . by the importance of the
problem to be solved by the experiment.

7. Proper preparations should be made . . . to
protect the experimental subject against even
remote possibilities of injury, disability, or death.

8. Only scientifically qualified people must con-
duct the experiment. The highest degree of
skill and care should be required through all
stages of the experiment.

9. During the course of the experiment, the 
subject should be at liberty to bring the 
experiment to an end. 

10. During the course of the experiment, the 
scientist . . . must be prepared to terminate
the experiment at any stage.

Source: Adapted from Trials of War Criminals before the Nuremberg
Military Tribunals under Control Council Law No. 10, Vol. 2, 
pp 181-182. Washington, DC: U.S. Government Printing Office,
1949.
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particularly vulnerable, owing, in part, to their lack of
ability to give informed consent or their potential
susceptibility to coercion. These groups include chil-
dren, the mentally handicapped, elderly individuals,
those with terminal diseases, the homeless, prisoners,
those with terminal illnesses, and those who may
have altered levels of consciousness as the result of a
disease, medication, or sedation.

Nurses are well aware of the need for in-
formed consent and the provision of information be-
fore procedures. This knowledge can serve nurses
well in their obligation to obtain informed consent
before conducting research. 

The language of the consent form must be
clear and understandable, written in the primary
language of the client, and designed for those with
no more than an eighth-grade reading level. Techni-
cal language should never be used. The Code of 
Federal Regulations states that subjects must never
be asked to waive their rights or to release the inves-
tigation from liability or negligence. It is important
to note that various insti-
tutions and researchers,
in an extended effort to
protect research partici-
pants, include more than
the 12 key elements listed
in Box 24.7.

Process Consent
In qualitative research, an important concept 
is process consent, which requires that the re-
searcher renegotiate the consent if any unantici-
pated events occur.15 An example of this might 
be a situation in which two parents with a small
child in the hospital have given consent for the 
taping and study of “a day in the life of a hospital-
ized toddler.”

During taping of the event, the parents are
informed by the physician that a diagnosis is being
questioned and their child must subsequently un-
dergo an unexpected lumbar puncture. The parents
may become visibly upset by this turn of events. In
such a case the researcher should find a way of recon-
firming the couple’s ongoing interest in being part of
the research study. When this family is given the 
opportunity to renegotiate the original agreement,
the nurse researcher is confirming his or her role of
advocate and proceeding in the best interest of all
participants.

Detecting the Ethical Components of Written
Research
It may be difficult to critique the ethical features of writ-
ten research reports, but if there is evidence that per-
mission to conduct the study was granted by an IRB, it
is highly likely that the participants’ rights were pro-
tected. Nurses have the responsibility of protecting the
privacy and dignity of every individual, and the in-
tegrity of the nursing profession depends on doing
what is right even when no one is watching. Box 24.8
provides the guidelines for critiquing ethics in research.

IMPLEMENTING RESEARCH IN THE PRACTICE
SETTING

Knowledge that is generated by research and then
translated into policy and procedure becomes the ul-
timate guide to the scientific practice of nursing. A
primary responsibility of every nurse conducting re-
search is the distribution of the findings (evidence)

that have application in
the client-care setting.
Conversely, the profes-
sional responsibility of
every nurse caring for
clients requires that all
nursing interventions be
planned on the basis of 

reliable research findings.
Nursing research is of no value to the pro-

fession, or to the client, if the practice supported by
the research is not used in the clinical setting. Unlim-
ited opportunities for the generation and the dissemi-
nation of new knowledge exist in nursing, but the
truly daunting task addresses the challenge of trans-
forming that knowledge into practice.

The Call for Implementing Research
Research is critical to the professional practice 
of nursing. The Joint Commission’s accreditation
guidelines specify that client-care intervention must
be based on information from scientifically valid and
timely sources.

The mandate of the modern health-care sys-
tem is that nurses make practice decisions based on
the best scientific information available. Standard VII
of the ANA Standards of Clinical Nursing Practice
states that “the nurse uses research findings in prac-
tice.” Nurses may participate in research activities in
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The Code of Federal Regulations states
that subjects must never be asked to
waive their rights or to release the inves-
tigation from liability or negligence.

“
”
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Approaches to Using Research
Nursing is not the only profession that is transform-
ing research into practice. Almost every health-care
discipline is trying to close the research-practice gap.
They often identify significant difficulties involved in
the changeover. Currently there are several models to
help nurses apply research findings that support EBP.
One model that appears both practical and relatively
uncomplicated is found in Box 24.9.17

Promoting Change
Nurses must promote an environment conducive to
change. In many hospitals, maintaining the status
quo often appears to carry incentives that may intimi-
date even the most intuitive and confident change
agent. The professional nurse committed to using
“best evidence” to provide the best client care can be
most effective by finding simple approaches that cre-
ate an environment receptive to new research find-
ings. Some helpful tactics include:

• Reading clinical journals regularly but also critically.
Nursing professionals are well informed and believe
in the concept of lifelong learning.

• Attending clinically focused nursing conferences
where the latest client-care interventions are pre-
sented and discussed.
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Source: Nieswiadomy RM. Foundations of Nursing Research (5th ed.).
Upper Saddle River, NJ: Pearson/Prentice Hall, 2008. Adapted by
permission of Pearson Education, Inc.

B o x  2 4 . 7
Key Elements of Informed Consent

1. Researcher is identified and credentials 
presented.

2. Subject selection process is explained.
3. Purpose of the research is described.
4. Study procedures are discussed.
5. Potential risks are identified.
6. Potential benefits are described.
7. Compensation, if any, is discussed.
8. Alternative procedures, if any, are disclosed.
9. Assurances regarding anonymity or 

confidentiality are explained.
10. The right to refuse participation or withdraw

from the study at any time is assured.
11. An offer to answer all questions honestly is made.
12. The means of obtaining the study results is

described.

B o x  2 4 . 8
Guidelines for Critiquing the Ethical 
Features of Research

1. Was the study approved by an IRB?
2. Was informed consent obtained from every

subject?
3. Is there information regarding anonymity or

confidentiality?
4. Were vulnerable subjects used?
5. Does it appear that any coercion may have

been used?
6. Is it evident that potential benefits of participa-

tion outweigh the possible risks?
7. Were participants invited to ask questions

about the study and told how to contact the
researcher, should the need arise?

8. Were participants informed how to obtain 
results of the study?

Source: Nieswiadomy RM. Foundations of Nursing Research (5th ed.).
Upper Saddle River, NJ: Pearson/Prentice Hall, 2008. Adapted by
permission of Pearson Education, Inc.

a number of ways. They can conduct reviews of litera-
ture, critique research studies for the possibility of ap-
plication to practice, or “[use] research findings in the
development of policies, procedures and guidelines
for client care.”16
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• Learning to look for evidence that clearly supports
the effectiveness and the feasibility of updating
nursing interventions.

• Seeking work environments that promote the use of
research findings and evidence-based care.

• Collaborating with a nurse researcher. Apprentice-
ship to one who masters a skill is an old but vener-
ated means of learning that skill.
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Source: Rosswurm M, Larrabee J. A model for change to evidence-based practice. Journal of Nursing Scholarship, 31(4):317-322, 1999, with 
permission.

B o x  2 4 . 9
Rosswurn and Larrabee Model for Application of Nursing Research

Assess the need for practice changes:
(a) Involve all nurses that have a stake in the intervention or change.
(b) Identify problems associated with the current practice.
(c) Compare available information.

Link the problem intervention and outcomes:
(a) Identify possible interventions.
(b) Develop outcome indicators.

Produce best evidence for consideration:
(a) Conduct a review of existing literature.
(b) Compare and contrast the evidence found.
(c) Determine feasibility (including cost in dollars and time).
(d) Consider benefits and risks.

Design a proposed practice change:
(a) Define the anticipated change.
(b) Identify necessary resources.
(c) Develop a plan based on desired outcomes.

Implement and evaluate the proposed change:
(a) Conduct a pilot study.
(b) Assess the process and the outcomes.
(c) Make a decision to alter, accept, or reject the proposed change.

Support the change with ongoing evaluations of the outcomes:
(a) Communicate the desired change to those involved.
(b) Conduct in-service education sessions.
(c) Revise standards of practice (policy/procedures) reflecting the change.
(d) Monitor the ongoing process and results.

• Learning to critically scrutinize the status quo.
Many worthwhile ideas for change come from those
students and nurses “in the trenches” and at the
bedside.

• Pursuing the possibility of proposing and imple-
menting a project. If the nurse finds a research-
based idea for clinical care interesting, then taking
the steps to research it can be productive.

C o n c l u s i o n

Modern health care has become so complex and de-
manding that simple trial-and-error approaches do
not provide the high-quality information required for
the safe, effective, and economical care demanded by
well-informed consumers. The nursing profession is

quickly moving away from the “I do it because it’s 
always been done this way” method of care to scien-
tifically rooted care practices based on research. As a
result, nurses are gaining increased recognition as key
members of the health-care team.
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Also, nurses are now required to be able to
analyze and evaluate research findings to determine
which studies are of high quality and therefore can be
used as a guide for nursing practice. Similarly, nurses
are required to contribute to the body of nursing
knowledge by participating in nursing research stud-
ies conducted at their facilities. It is presumed that
nurses with advanced degrees will initiate and con-
duct high-quality research.

The ability of nurses to make thoughtful use
of research is an important first step in the develop-
ment of EBP. Society’s call for cost containment,
high-quality care, and documented outcomes of
health-care services will continue to fuel the engine of
positive health-care developments. As nursing looks
to its future, research and EBP will become increas-
ingly more important factors that guide and inform
the day-to-day practice of nurses.

C h a p t e r  2 4 Nursing Research and Evidence-Based Practice 607

G L O S S A R Y  O F  T E R M S  U S E D  I N  R E S E A R C H

Best practices  Clinical nursing actions that are based
on the “best evidence” available from nursing research.
Bias  An influence that produces a distortion in the
results of a research study.
Case study  An in-depth qualitative study of a se-
lected phenomenon involving a person, a group of
people, or an institution.
Causal relationship A relationship between vari-
ables in which the presence or absence of one variable
(known as the “cause”) will determine the presence or
absence of the other variable (known as the “effect”).
Collaboration  A cooperative venture among those
with a common goal.
Comparative effectiveness research (CER) A
method to determine the priority of research topics
developed by the IOM, based on client outcomes
both in and outside the institutional setting.
Conceptual framework  A framework of concepts
that demonstrate their relationships in a logical man-
ner. Although less well developed than a theoretical
framework, this framework may be used as a guide
for a study.
Conceptual model  A set of abstract constructs that
explains phenomena of interest.
Correlation  The degree of association between two
variables.
Empirical evidence  Objective data gathered through
use of the human senses.
Epidemiologist  One who studies the distribution
and determinants of health and illness and the appli-
cation of findings as a means of promoting health
and preventing illness.
Ethical standards  Standards determined by princi-
ples of moral values and moral conduct.

Ethnography  A qualitative research approach in-
volving the study of cultural groups.
Evidence-based practice (EBP)  The selective and
practical use of the best evidence, as demonstrated by
research, to guide health-care implementation and
decisions.
Experimental research design  A quantitative re-
search design that meets all of the following criteria:
an experimental variable that is manipulated, at least
one experimental and one comparison group, and
random assignments of participants to either the 
experimental or the comparison group.
Exploratory study  The descriptive examination of
available data to become as familiar as possible with
the information.
Grounded theory  An inductive approach to research
using a systematic set of procedures to develop a 
theory that is then supported by, or “grounded in,”
the data.
Historical study  Qualitative research involving the
systematic collection and synthesis of data regarding
people and events of the past.
Hypothesis  A formal statement of the expected 
relationship between variables in a selected 
population.
Informed consent  Consent to participate in a study
given by one who has full understanding of the study
before the study begins. Informed consent is based 
on the principle of the right of each individual to 
self-determination.
Institutional review board (IRB)  A panel established
at an agency, such as a hospital or university, to 
review all proposed research studies and to set stan-
dards for research involving human subjects.
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Metaparadigm  The broadest perspective of a disci-
pline giving an overview of the key theoretical models.
Nonprobability sampling  A sampling process in
which a sample is selected from elements of a popula-
tion through methods that are not random. Conven-
ience, quota, and purposive sampling are examples.
Nuremberg Code  A code of conduct that serves as
one of the recognized guides in the ethical conduct 
of research.
Nursing research  A process that permits nurses to
ask questions directed at gaining new knowledge to
improve the profession, including elements of client
care.
Phenomenology  Qualitative research studies that 
examine lived experiences through descriptions of 
the meanings of such experiences by the individuals
involved.
PICO question  A question in which P represents
“population” or “patient”; I stands for “phenomenon
of interest”; and CO stands for “comparative” and
“outcome.”
Primary research source  A report or account of a re-
search study written by the researcher(s) conducting
the study. In historical research, a primary source
might be an original letter, diary, or other authenti-
cated document.
Process consent  A version of informed consent that
supports renegotiation when a situation originally
consented to undergoes change.
Qualitative research design  A systematic but subjec-
tive research approach implemented to describe life
experiences and give them meaning.
Quantitative research design  A systematic and ob-
jective process used to describe and test relationships
and evaluate causal interactions among variables.

Quasi-experimental design  A type of experimental
design in which there is either no comparison group
or no random assignment of participants.
Random sample  A selection process that ensures
that each member of a population has an equal 
probability of being selected.
Reliability  The dependability or degree of consis-
tency with which an instrument measures what it is
intended to measure.
Replication study  A research study designed to re-
peat or duplicate earlier research. A different sample
or setting may be used while the essential elements 
of the original study are kept intact.
Research design  A blueprint for conducting a 
research study.
Research process  A process that requires the com-
prehension of a unique language and involves the
ability to apply a variety of research processes.
Review of literature  An exploration of available 
information to determine what is known and what
remains unknown about a subject.
Sample  A subset of a population selected to 
participate in a study as representative of that 
population.
Scientific inquiry  A logical, orderly means of col-
lecting data for the generation and testing of ideas.
Theoretical framework  A framework based on
propositional statements derived from one theory or
interrelated theories.
Validity  The ability of an instrument to measure the
variables that it is intended to measure.
Variable  Any trait of an individual, object, or 
situation that is susceptible to change and that 
may be manipulated or measured in quantitative 
research.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Obtain and read both a qualitative and a quantitative research article. What are

the main differences between the two articles? What are the similarities? Which
produced the more reliable data?

• Identify the problem statement in each research article. Are they clearly stated?
Do they contain more than one idea? How do they form the foundation for the
research?

• Look up the topics of the two articles on one of the EBP websites. Was either
article listed as a high-quality resource?

• Select a procedure or some problem you have encountered in your clinical 
rotations. Write a research problem statement for the issue. What type of 
research would be most appropriate for this issue?

• Reread the two articles you have selected. What, if any, are the ethical issues 
involved? How does the researcher deal with them?

• Read about the Nuremburg Trials (such as at http://www.u-s-history.com/pages/
h1685.html). How do the results of these trials affect nursing research today?
What were the primary violations the defendants were accused of?
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C
A DIFFERENT KIND OF HEALING

omplementary and alternative health-care practices, now called
integrative practices, have been widely used by a large percentage of 
the population. Their popularity continues to increase dramatically
with clients of all ages and backgrounds. Integrative practices include a
range of traditional therapies and treatments that are not usually used
or taught in conventional Western health care. Although some use the
terms alternative health care and integrative health care synonymously,
integrative care is more inclusive. It attempts to integrate the best of
Western scientific medicine with a broader understanding of the nature
of illness, healing, and wellness. It also includes complementary and 
alternative practices but goes beyond to include the care of the whole
person, focusing upon health rather than illness. 

Based upon evidence from research, integrative practice also
involves the individual in his or her own care to achieve the highest
level of health and well-being. Integrative health practice is highly 
inclusive, “integrating approaches to treatment from the allopathic,
complementary, alternative, psychological, spiritual, environmental,
nutritional, and self-help arenas.”1 With integrative health practices,
clients are aided in using their illness crises as the starting point to 
making positive changes in their lives and reaching their full potential
in wellness. It is important for nurses to have a solid understanding of
this type of health care to ensure their clients’ safety and well-being 
and to be supportive of their practices.

According to the World Health Organization (WHO), 80 per-
cent of the world’s population uses what Americans call “alternative”
practices as their primary source of health care. Because of the widely
accepted use of these practices, WHO has officially sanctioned the 

Lydia DeSantis

Joseph T. Catalano

Integrative Health Practices

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Describe the interrelationship
between integrative health 
practices and alternative and
complementary practices 

• Compare the philosophy and
objectives of alternative and
complementary healing 
modalities with those of con-
ventional Western medicine

• List major reasons why a 
growing number of people use
alternative and complementary
healing modalities

• Describe major types of alterna-
tive and complementary healing
modalities

• Summarize methods by which
nurses and clients can obtain
information about alternative
and complementary healing
modalities

• Evaluate a client for use of 
alternative and complementary
healing modalities

• Identify the strengths and 
weaknesses of alternative 
and complementary healing
modalities

25
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incorporation of “safe and effective [alternative]
remedies and practices for use in public and 
private health services.” Currently, between 34 and 
42 percent of Americans (60 to 83 million people) 
use alternative and complementary healing practices,
as do 20 to 75 percent of people in western Europe,
33 percent in Finland, and 49 percent in Australia.2

The trend toward alternative practices has
continued to grow in the United States since the
1990s. Studies show that 40 percent of people have
developed an increasingly positive attitude toward 

alternative practices, whereas only 2 percent had
more negative opinions. Both the general public 
(72 percent) and health maintenance organizations
(HMOs; 73 percent) expect consumer demand for this
area of health care to remain moderate to strong. Ap-
proximately 25 percent of the medicines used in mod-
ern therapy are derived from herbal plant sources used
in traditional native healing practices. Although there
has been rapid growth in biomedical knowledge and
technology during this time period, the demand for 
alternative therapies continues to increase.2

612 U n i t  4 Issues in Delivering Care
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The Federal Government Supports Integrative Medicine 

The U.S. Health Resources and Services Administration (HRSA) announced in
2012 the availability of two grant programs aimed at developing integrative 
medicine. The two grants will provide funds in the sum of $3.3 million over the
next 3 years. About $2.5 million will be provided to 16 programs ($150,000 each)
to incorporate integrative medicine in medical residency programs. To qualify, 
programs must demonstrate how evidence-based integrative medicine content is
being used in existing preventive medical residencies. The second grant will pro-
vide $800,000 to establish a national coordinating center for integrative medicine
(NccIM). The goal of the center is to provide technical aid to and evaluate the
progress of the developing IMR programs. It is also tasked with analyzing the 
efficiency of integrative medicine (IM), opening the door to a wider participation 
in its development.

The 2010 Affordable Care Act (ACA) has several provisions that will 
benefit integrative medicine and complementary and alternative medicine (CAM).
With its emphasis on preventing insurance companies from denying coverage,
ACA includes a provision that clients who are participating in clinical trials using 
alternative health-care methods cannot lose their coverage. Under the new law,
insurance companies are required to cover all routine costs of medications and
treatments used during the trial. The goal of the law is to make trials available to
clients who otherwise might not be able to participate and to make it easier for 
researchers to conduct successful trials that will improve health care and treat-
ments for others.

However, certain criteria must be met. First, the client must be catego-
rized as “qualified.” This means that the client must be authorized by his or her
health-care provider for participation. The provider must also provide “medical 
and scientific information establishing that the individual’s participation in such 
trial would be appropriate.”

Second, the clinical trial must be “approved.” An approved clinical trial,
ranging from phase I to phase IV, is conducted to advance the prevention, detec-
tion, or treatment of cancer or other life-threatening disease or condition. The 
trial must meet at least one of three conditions: it must be federally funded or 
approved, approved by the Food and Drug Administration (FDA), or conducted 
by the federal government.

The bill also includes provisions to prevent insurance companies from
discriminating against CAM practitioners. Practitioner coverage now includes
acupuncturists, chiropractors, and naturopathic doctors who may prescribe 
dietary supplements. Some CAM practitioners believe the new provisions open
the door for future growth of alternative health-care practices.

One overriding goal of Affordable Care Act (ACA) is to educate the public
about methods to prevent illness and improve health-care status. To achieve this
goal, the law supports the development of wellness plans to be implemented
through community health centers, particularly in lower-income and underserved
areas. These centers will provide wellness assessments, health education, and a

I s s u e s  N o w

(continued)
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selection of dietary supplements that have FDA-approved health claims. Some
supplements that will be made available are folic acid, calcium, vitamin D, 
omega-3, and multivitamins. Supplements will be targeted for “at-risk” groups,
such as calcium and vitamin D for older clients.

Another section of the new law promotes increased participation for 
CAM practitioners in the development of health-care policy. A new National
Healthcare Workforce Commission will be created and will work with the 
U.S. Department of Health and Human Services. One of its projects is to create 
community health teams, which must include licensed CAM practitioners.

The law is new, and many questions still need to be answered. Some 
of the answers will come from research and through the pilot programs that are
built into the health-care reform bill. However, it is certain that alternative health-
care practices will be involved in future health-care developments.

I s s u e s  N o w continued

Sources: CAM, supplements included in health care reform bill. Food and Drug Administration
(FDA). Legislation, Government, Industry News. Retrieved November 2010 from http://www
.naturalproductsinsider.com; Healthcare reform includes alternative medicine, dietary supple-
ments. Nutritional Outlook, 2010. Retrieved April 2013 from http://www.nutritionaloutlook.com;
Hoback J. Health care reform to impact CAM, supplements. Natural Foods, 2010. Retrieved 
April 2013 from http://naturalfoodsmerchandiser.com; Oberg B. What does health care reform
mean for alternative medicine? 2010. Retrieved April 2013 from http://www.examiner.com; 
Perkins C. What does health care reform mean for alternative medicine? Holistic Health Talk, 2010.
Retrieved November 2010 from http://www.holistichelp.net; Weeks J. Inclusion criteria fuels con-
cern in proposed integrative medicine specialty . . . plus more. Integrative Medicine: A Clinician’s
Journal, 11(4):12–16, 2012.
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DEFINING INTEGRATIVE HEALTH PRACTICE

Integrative health practice finds its origins in the
definition of health presented by the WHO: Health
is “a state of complete physical, mental and social
well being and not merely the absence of disease 
or infirmity.”2 It is client focused. The integrative
approach to health is based on the belief that
clients, after an illness or injury, have the capability
to regain their overall health and maintain wellness
during their life spans. The work of the practitioner
using integrative health practices is to become fa-
miliar with each client’s particular health needs 
and then personalize their care using the full range
of elements that affect health, including physical,
mental, spiritual, social, and environmental factors.
Taking into consideration the complex relationship
between mind, body, and spirit, alternative health
care addresses both the short-term care needs and
long-term issues of the client.3

Integrative health care has the potential to af-
fect the health status of clients across the spectrum of
the health-care system. For nursing practice, it includes
the ability to incorporate conventional health-care 
diagnoses and treatments with evidence-based practice
(EBP), nonconventional alternative and complemen-
tary treatments, environmental factors, and nutritional
therapies into their nursing skills set. Nurses must be
able to bring to clients an awareness of how emotional,
spiritual, cultural, and environmental factors in their
lives affect their health and long-term well-being. 
On the clients’ part, they need to develop a personal
understanding of the causes and meanings of their 
illnesses and be willing to make a commitment to the
healing process. Only then will they achieve the best
outcomes from their treatments.1

Integrative health care practices differ from
complementary and alternative practice in that inte-
grative health care looks past the mere treatment of
symptoms and attempts to identify and treat the un-
derlying cause of the illness. However, alternative 
and complementary modalities are an essential 
element in achieving the goal of integrative health.
Integrative health care is moving toward becoming a
specialty of its own. There are a number of postgradu-
ate programs on integrative health: the Arizona 
Center for Integrative Medicine (United States), the
British College of Integrative Medicine (United 
Kingdom), the European University Viadrina 
(Germany), and the National Institute of Integrative

Medicine (Australia). This chapter will focus prima-
rily on discussing alternative and complementary
treatment modalities, keeping in mind that they are
one element in an integrative approach to wellness.

DEFINING ALTERNATIVE AND COMPLEMENTARY
HEALING

Several definitions are used for alternative and com-
plementary health-care practices. They are sometimes
defined as practices outside of conventional, science-
based Western medicine and not sanctioned by the
official health-care system. A considerable range of
practices and concepts is included in alternative and
complementary healing. These practices are generally
used in place of conventional practices or used to 
enhance the effectiveness of standard medical treat-
ments. The glossary at the end of this chapter outlines
many of these practices.

An Outdated Definition
There is no universally accepted definition. Many 
alternative health-care practices originated a number
of years ago within cultural belief systems and healing
traditions. A commonly used definition in the United
States for alternative and complementary modalities
comes from the National Center for Complementary
and Alternative Medicine (NCCAM), an agency of
the National Institutes of Health. The NCCAM defi-
nition is “those treatments and health-care practices
not taught widely in medical schools, not generally
used in hospitals, and not usually reimbursed by
medical insurance companies.”

This definition is quickly becoming outdated.
Several medical and nursing schools now include
courses on alternative and complementary health-care
practices. Also, the practice of alternative medicine is
gradually becoming part of conventional health care.
Physicians, nurses, and other health-care professionals
are responding to the growing public use of these prac-
tices by incorporating selected modalities into their
own client care. Physicians have begun referring clients
to a variety of alternative healers and using alternative
therapies for their own health.

A Holistic Basis
For the purposes of this discussion, alternative and
complementary medicine is defined as the under-
standing and use of healing therapies not commonly
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considered part of Western biomedicine. The focus
here is mainly on methods of self-care, wellness, 
self-healing, health promotion, and illness preven-
tion. Therapies and practices are called alternative
when used alone or with other alternative therapies,
and complementary when used with conventional
therapies.

The use of the term healing is preferred to
medicine. Integrative health care and alternative and
complementary modalities typically are based in 
holistic philosophies, which go beyond treatment 
or cure of the physiological and psychological dimen-
sions of care commonly associated with modern, 
scientific biomedicine. Holism refers to treatment 
of the whole person (body–mind–spirit) in that 
person’s environmental context (i.e., physical, 
biological, social, cultural, and spiritual).

use even more. Section 2706 of the ACA makes it ille-
gal for insurance companies to discriminate against
clients who use integrative therapies. Providers of 
integrative therapies must be reimbursed by the in-
surance companies at the same rates as providers of
traditional procedures. There are other references to
integrative therapies in the wellness and prevention
sections of the ACA. The one sticking point is that 
the individual states can write their own language
concerning which practitioners receive how much 
reimbursement for integrative practices.

Who Uses Them
In most national studies of alternative therapy users,
ethnic and racial minorities are underrepresented,
particularly among persons who do not speak 
English. Such exclusions raise questions about
whether the use rate of alternative therapies in the
United States may exceed 42 percent because the use
of alternative therapies among immigrant popula-
tions and those with lower incomes tends to be high.
Many such populations have grown up with these
therapies as “folk” medicine, and their worldviews
encompass different concepts of health, illness, and
healing. Conversely, alternative health-care prac-
tices are most popular among women, people aged
35 to 49 years, people with higher educational levels
(some graduate education), and those with annual
incomes of more than $50,000.2

Why Their Use Has Increased
Three general theories have been advanced to 
explain the growing use of integrative healing: 
(1) dissatisfaction with conventional health care,
(2) a desire for greater control over one’s health,
and (3) a desire for cultural and philosophical 
congruence with personal beliefs about health and
illness. Many other client-specific reasons have also
been postulated, such as belief in the effectiveness
of integrative therapies and the individual’s health
status (Box 25.1). The rising cost of conventional
health care may play a role as well.

Dissatisfaction
The increasing use of integrative therapies is due in
part to the feeling that conventional health care is 
unable to deal with major health problems or im-
prove a person’s general health. People who have a
high degree of distrust in conventional health care
often rely primarily on integrative therapies. This lack
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What Do You Think? ?Do you use any alternative health-care practices? What are
they? Why do you use them?

USE OF INTEGRATIVE THERAPIES

Although forms of integrative therapies have been
used for many years in the United States, the passage
of the ACA of 2010 has the potential to increase its
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of trust has increased recently for several reasons, 
including:

• Conflicting information from health-care-related
studies and clinical trials about risk prevention and
health promotion. For example, clients no longer
know what to believe about salt intake, normal 
cholesterol levels, alcohol use, or hormone replace-
ment therapy.

• Continuing emphasis of conventional health care on
curative rather than preventive aspects of care. The
lack of emphasis on illness prevention limits the abil-
ity of individuals to live long lives relatively free of
disability from major chronic illnesses, such as arthri-
tis, diabetes, cancer, and cardiovascular disease.

• Growing concern about costs, safety, and access to
conventional health care. Many people are concerned
about the increased incidence of hospital-acquired
diseases, the many deadly medication errors commit-
ted over the past few years, the ever-increasing 
number of invasive procedures, antibiotic-resistant
bacteria, and reliance on impersonal technology.

Desire for Control
Some people who use integrative therapies believe
conventional care is too intolerant, authoritarian, 
and impersonal. They feel that some conventional

health-care professionals lack sensitivity to the wishes
of clients and their families when developing treat-
ment plans. Clients believe they should be partners 
in decision-making about their care rather than just
having decisions handed down to them.

In the United States, the majority of people
report being reluctant to tell conventional health-care
professionals that they use integrative therapies. Al-
though almost all (89 percent) who use integrative
therapies do so under the supervision of an integra-
tive healer, about half of this same group do not con-
sult a conventional health-care professional before
they begin. Fourteen percent of persons see both con-
ventional health-care professionals and integrative
healers. Similar patterns of self-care and nondisclo-
sure to conventional health-care professionals are
found throughout the industrialized world.4

Holistic Philosophy
Conventional health care is often faulted for its limited
focus on the physiological dimension of health and 
curing to the exclusion of the unity of mind–body–
spirit healing. Another negative characteristic of con-
ventional health care is its excessive dependence on
medicine, surgery, and technology rather than on the
more natural and noninvasive alternative approach 
that focuses on self-care and self-healing.
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B o x  2 5 . 1
Reasons for Use of Integrative, Alternative, and Complementary
Modalities

People use integrative and alternative therapies alone or together with conventional health care for a variety of
reasons. There is no single predictor of use, and the reasons for use may vary from situation to situation. Per-
sons who seem to benefit the most from the alternative approach are those who:
• Prefer a personal relationship with healers.
• Refuse to give up hope and hopefulness, regardless of the illness or life state.
• Desire to focus on wellness, health promotion and maintenance, and illness prevention.
• Are concerned with gentle alleviation and management of suffering and illness rather than aggressive man-

agement of the end-stage of life through technology, medications, surgery, and other invasive procedures.
• Wish to participate actively in decision-making about their health care
• Believe in the holistic aspects of existence rather than in the primacy of biological and physiological aspects.
• Are “culture creatives”—persons at the leading edge of innovation and culture change who have been ex-

posed to alternative lifestyles and worldviews compatible with those from which alternative and complemen-
tary modalities and theories have arisen.

• Share cultural and philosophical views similar to those from which alternative and complementary modalities
have developed.

Source: Austin JA. Why patients use alternative medicine. Journal of the American Medical Association, 279:1548, 1998. From Aspen Reference
Group. Holistic Health Promotion & Complementary Therapies Manual (1st ed.). ASPEN, 1998. Reprinted with permission from Delmar Learning.
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Belief in Effectiveness
Clients who use alternative therapies do so because
they believe those therapies will work, either alone
or when combined with conventional treatments.
Persons who consider their health to be poor or who
have chronic illnesses report greater benefits from
alternative than conventional health care and are
more likely to try both at the same time. Referral
from conventional health-care professionals,
friends, or other users of integrative therapies is 
also a prominent reason for the simultaneous use of
both systems. For many clients, integrative therapies
simply make them feel better than conventional
health care does.

Cost of Alternative Care
Estimated costs of alterna-
tive medicines (herbs and
nutritional supplements),
diet products, equipment,
and books and courses 
totaled $33.9 billion in
2007 (the last year a 
comprehensive national
survey was conducted). Sixty-seven percent of HMOs
cover one or more alternative and complementary
healing (ACH) modalities, but coverage is uneven and
varies regionally. Chiropractic is the most common
covered service (65 percent), followed by acupuncture
(31 percent), massage therapy (11 percent), and vita-
min therapy (6 percent). HMOs expect to increase
coverage for acupuncture to 36 percent, acupressure
to 31 percent, massage therapy to 30 percent, and 
vitamin therapy to 27 percent. The most important
reasons for adding coverage for these services are 
public demand, legislative mandate, and demon-
strated clinical effectiveness.5

CLASSIFYING INTEGRATIVE METHODS

The underlying goals of any type of health care in-
clude preventing illness, promoting and maintaining
health, and caring for people while alleviating the 
suffering caused by illness. However, despite these

common elements, health-care practices vary pro-
foundly in their modalities (technologies), practi-
tioner education and monitoring, underlying
concepts (models) of health and illness, modes of care
delivery, and social and legal mandates to provide
care. Because of the large number of variables, a con-
fusing array of health-care systems, practitioners, and
healing modalities has developed. Two systems that
can be used to help define and classify alternative and
complementary therapies are the Healing Matrix and
the NCCAM classification. 4

The Healing Matrix
The Healing Matrix (Table 25.1) contrasts conven-
tional and alternative modalities and practitioners.
The alternative modalities shown are (1) represen-
tative of those most commonly known by the 
general public, (2) sought in the United States and
the industrialized world, and (3) practiced most
often by conventional health-care professionals, 
including nurses.

A Cross-Section of Care
Modalities in column 1 of
the Healing Matrix are
technologies that cut
across various healing sys-
tems. The technologies are
arranged vertically from

the most concrete to the most abstract. The remain-
ing columns include various healing modalities from
conventional, marginal, and alternative healing 
systems.

Physical Manipulation Technologies. These are also
known as “bodywork therapies.” They are adminis-
tered by a therapist or by the clients themselves as
part of a self-care program. They include health ritu-
als and breathing exercises to better bring about the
union of body–mind–spirit.

Ingested or Applied Substances. A number of sub-
stances, including herbs, vitamins, and other nutri-
tional supplements, and dietary regimens have the
goal of helping the body heal itself, rid itself of toxins,
and promote general health and wellness.

Energy Therapies. These modes of treatment maintain
or restore health through the balancing of energy flow
in the body. The goal is to restore the natural move-
ment of vital forces or life essences that may have
been disturbed by diseases or psychological factors.
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The increasing use of integrative 
therapies is due in part to the feeling
that conventional health care is unable
to deal with major health problems or
improve a person’s general health.

“
”

What Do You Think? ?If you use integrative therapies, do you tell your physician or
primary health-care provider? What is his or her response?
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Mental (Psychic) and Spiritual Therapies
Included in these therapies are group or individual
counseling techniques that help the client develop
or attain spiritual and personal growth. Examples
include intuiting, revelations, visualization, astro-
logical and other readings, and invoking the spirit
world.

Conventional Health Care
The modalities listed in column 2 (orthodox [conven-
tional]) are part of the official health-care system in
the United States. They are based on knowledge
rooted in scientific and biomedical principles.

Licensed Integrative Care
The modalities in column 3 (marginal) are generally
learned through the study of the standard curricula in
institutions of higher education. Integrative healers
practicing such modalities are usually licensed by the
state, and most have credentialing and a professional

body that sets standards for their practice. These
modalities are not considered conventional therapies
in the United States but may be part of conventional
health-care systems in other nations.

For example, acupuncture is an essential
mode of treatment in traditional Chinese medicine,
which, along with biomedicine, forms the conven-
tional health-care system in the People’s Republic
of China. In 1997, the National Institutes of Health
Consensus Panel on Acupuncture reviewed re-
search studies and other information on its safety,
efficacy, and effectiveness. The studies showed 
sufficient evidence to approve acupuncture as an
intervention for adult general and dental postoper-
ative pain and to treat nausea and vomiting associ-
ated with chemotherapy.6

Intuitively Based Care
The modalities presented in columns 4 and 5 are less
physiological. They are based on a more intuitive type
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Table 25.1 The Healing Matrix

Technologies

Physical
manipulation

Ingested or
applied
substances

Uses of energy

Mental

Spiritual

Source: Adapted from Engebretson J, Wardell D. A contemporary view of alternative healing modalities. Nurse
Practitioner, 18:51, 1993.

Orthodox

Surgery

Physical therapy

Pharmacology

Laser surgery

Psychiatry

Marginal

Chiropractic

Homeopathy

Vitamin therapy

Acupuncture

Acupressure

Secular or spiritual
counseling

Established
support groups
(e.g., 12-step
programs)

Intuitive

Rolfing

Feldenkrais

Naturopathic
remedies

Herbs

Flower remedies

Reiki

Magnetic or polarity
healing

Therapeutic touch

Self-help groups

Visualizations

Affirmations

Integrative

Craniosacral
alignments

Massage therapy

Yoga, aikido, tai chi

Reflexology

Aromatherapy

Diet alternatives

Chakra balancing

Radionics

Use of color, gems,
and crystals

Psychic, spiritual, or
intuitive healing
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of knowledge. Most alternative healers practicing
such modalities are self-taught, have learned through
working with more experienced practitioners, have
attended courses or workshops on particular modali-
ties, or have learned by a combination of methods.
The integrative modalities in the bottom cell on the
far right have the most intuitive knowledge base; that
is, insights about the spiritual or physical self are
gained through direct revelations or interpreted by
another.7 These include readers (e.g., astrologers or
seers) and spiritual healers in touch with divine
forces.

The NCCAM Classification
In 1992, Congress mandated the establishment of an
Office of Alternative Medicine in the National Insti-
tutes of Health to enhance the study of ACH. In 1998,
the Office became the NCCAM. Its mission is to 
conduct and support basic and applied research and
training and to disseminate ACH information to 
conventional health-care professionals, alternative
healers, and the public.

Complementary and alternative medicine
(CAM) is defined by the NCCAM as those practices
not commonly included in or used by conventional
medicine. Five major categories of CAM are defined

and subdivided into practices that (1) fall under 
CAM, (2) are found in conventional health care but 
reclassified as behavioral medicine, and (3) are 
overlapping—that is, they can fall in the domain of 
either CAM or behavioral medicine. Table 25.2 sum-
marizes the NCCAM classification.

Category I 
Category I includes alternative systems of theory
and practice developed outside Western biomedi-
cine. For example, acupuncture and Oriental 
medicine are grounded in traditional Chinese medi-
cine. Also included in this category are traditional
indigenous systems, which include all medical sys-
tems other than acupuncture and Oriental medicine
that developed outside of Western biomedicine. It
also includes unconventional Western systems not
classified elsewhere that were developed in the West
but are not considered part of biomedicine, such as
homeopathy.

Finally, this category includes naturopathy,
an unconventional medical system that has gained
prominence in the United States. This eclectic 
approach consists of various natural systems, 
such as herbalism, lifestyle therapies, and diet as
therapy.
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Table 25.2 Categories of Alternative Practice

I. Integrative Medical Systems

Traditional Oriental Medicine
Acupuncture Herbal formulas

Diet Massage and manipulation (Tui Na)

External and internal Qi Gong Tai chi

Traditional Indigenous Systems
Ayurvedic medicine Traditional African medicine

Curanderismo Traditional Aboriginal medicine

Central and South American Unani-tibbi

Kampo medicine Siddhi

Native American medicine

CAM Overlapping

Alternative Western Systems
Homeopathy Anthroposophically extended medicine

Naturopathy

Orthomolecular medicine
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II. Mind–Body Interventions

CAM Behavioral Medicine Overlapping

Mind–Body Methods

Yoga Hypnosis Art, music, and dance therapies

Tai chi Meditation Humor

Internal Qi Gong Biofeedback Journaling

CAM

Religion and Spirituality

Confession Nontemporality “Special” healers

Nonlocality Soul retrieval Spiritual healing

CAM Overlapping

Social and Contextual Areas
Caring-based approaches (e.g., Community-based approaches (e.g.,

holistic nursing, pastoral care) Native American “sweat” rituals)

Intuitive diagnosis Explanatory models 

Placebo

III. Biologically Based Therapies

Phytotherapy or Herbalism
Aloe vera Echinacea Ginseng Mistletoe

Bee pollen Evening primrose Green tea Peppermint oil

Biloba Garlic Hawthorne Saw palmetto

Cat’s claw Ginger Kava Witch hazel

Dong quai Ginkgo Licorice root Valerian

Special Diet Therapies
Atkins McDougall Fasting Paleolithic

Diamond Ornish High fiber Vegetarian

Kelly-Gonzalez Pritikin Macrobiotic

Gerson Wigmore Mediterranean

Livingston-Wheeler Asian Natural hygiene

Orthomolecular Therapies

Single Nutrients (Partial Listing)
Amino acids Folic acid Lysine Niacinamide Thiamine

Ascorbic acid Glutamine Manganese Potassium Tyrosine

Boron Glucosamine sulfate Magnesium Selenium Vanadium

Calcium Iodine Medium-chain triglycerides Silicon Vitamin A

Carotenes Inositol Melatonin Glandular products Vitamin D

Choline Iron Niacin Riboflavin Vitamin K

Fatty acids Lipoic acid Taurine

Table 25.2 Categories of Alternative Practice—cont’d

(continued)
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Pharmacological, Biological, and Instrumental Interventions

Products
Antineoplastons Cone therapy Hyperbaric oxygen

Bee pollen Enderlin products Induced remission therapy

Cartilage Enzyme therapies Ozone

Cell therapy Gallo immunotherapy Revici system

Coley’s toxins H2O2

Procedures/Devices
Apitherapy Electrodiagnostics Neural therapy

Bioresonance Iridology

Chirography MORA device

IV. Manipulative and Body-Based Methods

Chiropractic Medicine

Massage and Bodywork

Acupressure Feldenkrais technique Reflexology

Alexander technique Osteopathic manipulative therapy (OMT) Rolfing

Applied kinesiology Pilates method Swedish massage

Chinese Tui Na massage Polarity Trager bodywork

Craniosacral OMT

Unconventional Physical Therapies

Colonics Heat and electrotherapies Light and color therapies

Diathermy Hydrotherapy

V. Energy Therapies

Biofield Therapies
External Qi Gong Healing touch Reiki

Healing science Huna Therapeutic touch

Bioelectromagnetically Based Therapies*

Alternating and direct current fields Magnetic fields Pulsed fields

*Unconventional use of electromagnetic fields.
Source: Adapted from National Center for Complementary and Alternative Medicine. Classification of Alternative
Medicine Practices, 2010. Available at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2592334/

Table 25.2 Categories of Alternative Practice—cont’d
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Category II 
Category II includes mind–body practices, religion
and spirituality, and social and contextual areas.
Mind–body medicine involves a variety of ap-
proaches to health care and contains three subcate-
gories. Mind–body systems are seldom practiced
alone but are usually combined with lifestyle 
interventions.

Mind–body methods may be used as a 
supplement to a traditional medical system. They
are sometimes used in conventional health-care
practices; however, they are characterized as CAM
when used for conditions for which they are not
normally prescribed. Religion and spirituality 
include treatments directed toward biological 
functions or clinical conditions. Social and contex-
tual areas include treatment methods that are not
included in other categories, such as cultural and
symbolic interventions.

Category III 
Biologically based therapies include products, inter-
ventions, and practices that are natural in origin and
biologically based. They may or may not overlap
with conventional medicine and its use of dietary
supplements.

Phytotherapy, or herbalism, is the use of
plant-derived products for purposes of prevention
and treatment. Diet therapies use special diets to re-
duce risk factors or treat chronic diseases. Orthomol-
ecular medicine is the use of nutritional products 
and food supplements that are not included in other
categories for prevention and treatment of disease.
Pharmacological, biological, and instrumental inter-
ventions are those not covered in other categories
and administered in an unconventional manner.

Category IV
Manipulative and body-based methods include body
manipulation, body movement, or both. Chiropractic
care specializes in adjustments and manipulation of
the spine, returning the body to its optimal align-
ment. This type of care is most often used when peo-
ple have pain in their lower back, shoulders, and
neck. However, chiropractic is often considered to be
holistic and these manipulations may also improve
the overall state of wellness. 

The ancient healing art of acupressure was
first recognized in Asia approximately 5,000 years
ago. The acupressure practitioner uses his or her 

fingers to gradually press key points throughout the
body. It is believed that this pressure will stimulate
the body’s own healing mechanisms. It can also be
self-performed to relieve stress and tension, boost
the immune system, reduce some types of pain, and
improve health. (For a diagram of the acupressure
pressure points and more information, go to
http://acupressure.com/articles/acupuncture_
and_acupressure_points.htm.)

Category V
Energy therapies are based on manipulation of
biofields with bioelectromagnetically based therapies.
Biofields include energy systems and energy fields 
internal and external to the body that are used for
medical purposes. Bioelectromagnetics is the use of
electromagnetic fields in an unconventional manner
for medical reasons.4 Although it is called therapeutic
touch (TT), there is no actual contact with the body
or only very light touch. The use of TT is believed 
to redirect energy flow and treat pain and disease. 
Research shows that in some individuals TT is 
effective on wound healing, pain, and anxiety, but 
the reports of results have been mixed.

COMPARING CONVENTIONAL, ALTERNATIVE,
AND INTEGRATIVE PRACTICES

Many similarities exist among integrative, alternative,
and conventional health care. As they attempt to
achieve similar goals, they overlap in methodology,
even though the methods are derived from different
concepts of healing and different theoretical models.
Table 25.3 summarizes characteristics often cited as
common to alternative healing and contrasts them with
those usually associated with conventional health care.

A Reductionist Philosophy
In general, conventional medicine focuses on the
physical or material part of the person, the body. It is
concerned with the structure, function, and connec-
tions or communication between material elements
that compose the body, such as bones, muscles, and
nerves. Conventional medicine generally views all hu-
mans as being very similar biologically. Disease is
seen as a deviation from what is generally considered
to be a normal biological or somatic state.

Conventional medicine is sometimes con-
sidered reductionist because it tends to reduce very
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complex entities (humans) to seemingly equal and
more simple beings who are all anatomically and
physiologically similar. From this perspective, it is be-
lieved that all individuals will respond in more or less
the same ways to causative agents, such as bacteria
and viruses, and respond similarly to common treat-
ments, such as medicines and surgery. In other
words, a person with measles, cirrhosis of the liver, or
breast cancer will have the same course of illness as
other persons with those illnesses and will respond to
treatments in basically the same manner.

Diagnosis by Category
Conventional medicine has developed extensive dis-
ease categories, and great emphasis is placed on diag-
nosis and cure based on the assessment of physical
signs and symptoms. Most newly developed medica-
tions, when they are in the human testing phase, are
tested on men between the ages of 25 and 35 years,
with the presumption that they will work similarly in

women, elderly people, and children. That presump-
tion is not always accurate, and there is a growing
trend at pharmaceutical companies to test medica-
tions on groups of persons for whom they are more
likely to be used.

Integration of Nonmaterial Factors
The physical body is the primary focus of conven-
tional medicine. Because of this almost exclusive
focus on the physical body, conventional medicine
often does not consider or include the nonmaterialis-
tic aspects of health and illness in diagnosis and 
treatment decisions. Thus, spiritual, psychological,
sociocultural, behavioral, and energy system 
aspects play little or no role in conventional 
medical treatment.

Although there has been some movement to
a more holistic approach to client care in traditional
medical schools (doctors of medicine [MD]), overall
conventional medical practice does not generally
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Table 25.3 Contrasts Between Conventional and Integrative Health Care

Conventional

Chemotherapy

Curing/treating

Disease category

End-stage

Focus is on disease and illness

Illness treatment

Individual is viewed as disease category

Nutrition is adjunct and supportive to treatment

Objectivism: person is separate from disease

Patient/client

Practitioner as authority

Practitioner paternalism/client dependency

Positivism/materialism: data are physically 
measurable

Reductionist

Specialist care

Symptom relief

Somatic (body biologic and physiologic) model

Science is only source of knowledge and truth

Technological/invasive

Integrative

Plants and other natural products

Healing/ministering care

Unique individual

Hope/hopefulness

Focus is on health and wellness

Health promotion and illness prevention

Individual is viewed as unique being

Nutrition is the basis of health, wellness, and
treatment

Subjectivism: person is integral to the illness

Person

Practitioner as facilitator

Practitioner as partner/person empowerment

Metaphysical: entity is energy system or vital force

Holistic

Self-care

Alleviation of causative factors

Behavioral-psycho-social-spiritual model

Multiple sources of knowledge and truth

Natural/noninvasive
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view the client as an integrated person-body that is
affected simultaneously by both material and nonma-
terial factors during everyday life. The integration of
these elements is often not viewed as significant to the
person’s state of wellness or illness; therefore, thera-
pies based on the concept of holism are not deemed
to be essential in treatment. However, schools of os-
teopathic medicine (doctors of osteopathy [DO])
have been producing physicians with a holistic view
of client care for many years. One major difference
between the MD’s and DO’s medical educations is
that the DO programs require 300 to 500 hours of
study and practice of integrative practices, including
hands-on manipulation of the human body.

The Holistic Approach
In contrast, the integrative and alternative approach
views the person-body as consisting of multiple, 
integrated elements that incorporate both the materi-
alistic and nonmaterialis-
tic aspects of existence.
These elements include
the physical (material),
spiritual, energetic, and
social bodies. This view 
allows for various inter-
pretations of how the dif-
ferent components of the
person-body interact and
function to affect health
and illness and respond to
different therapeutic interventions.

The Multiple-Body View
The integration of multiple aspects into a unified but
distinctly individual person-body results in the belief
that the person-body responds as a whole to factors
that affect its state of well-being. Although the signs
and symptoms of illness for one person are similar to
another person’s, they may indicate different underly-
ing causes based on variable risk factors. From this
viewpoint, diagnostic measures and interventions
cannot be based on only one aspect of the person’s
being but must be tailored to the person-body of 
each individual.

A Capacity for Self-Healing
A variety of integrative modalities are often needed 
to diagnose and treat each individual holistically. It
often is not obvious when the health problems of the

physical body correspond to the dynamics of the 
energetic body or when the energetic body merges
with the spiritual body, and how they all are eventu-
ally integrated into the psychosocial body. The 
mediating role of the psychosocial body in the inte-
grative approach emphasizes each person’s capacity
for self-healing. The importance of the mind–body
interaction to elicit the placebo response and the need
for clients to participate actively in the monitoring
and maintenance of their health and well-being are
positive factors in the diagnosis and treatment of
their illness.

The multiple-body view found in some 
alternative health-care practices requires an eclectic
approach to health promotion and maintenance. The
diagnosis and treatment of illness from a multiple-
body view require more than dependence on a single
healing tradition centered on a one-body concept or
on a fixed set of diagnostic criteria. The integrative

approach requires active
participation of both well
and ill persons to better
promote health or diag-
nose and treat disorders,
rather than passive accept-
ance of a diagnosis and
treatment plan from con-
ventional health-care pro-
fessionals. The goal is
lifelong wellness.

Combining Modalities
The integrative philosophy includes both the material
and nonmaterial aspects of the individual, stimula-
tion of the self-healing forces, and the determination
of a person’s unique needs. It uses the concepts and
treatment modalities of both alternative and conven-
tional healing traditions simultaneously. These
modalities are based on different worldviews or 
concepts of reality and address the individual 
healing needs of each person.

For example, acupuncturists may also use
massage and other types of bodywork and energy-
system methods; chiropractors may incorporate diet,
herbs, and other kinds of naturopathic methodologies
into chiropractic spinal manipulations; and massage
therapists may include mind–body techniques such
as meditation, imagery, and visualization. These 
alternative modalities are used to treat various client
symptoms while integrative practices attempt to 
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Most newly developed medications,
when they are in the human testing
phase, are tested on men between the
ages of 25 and 35 years, with the pre-
sumption that they will work similarly
in women, elderly people, and children.
That presumption is not always 
accurate.

“

”

3972_Ch25_611-645  30/12/14  10:38 AM  Page 625



select the best of both conventional and alternative
treatments and combine them to produce a long-
term state of health7 (Box 25.2).

medicine can be used to compare and contrast inte-
grative and conventional methods of healing.

Wellness and Holism
The term wellness is often used interchangeably with
good health, generally meaning an absence of disease
or illness; however, in the context of this chapter, it
includes much more. The term holism, first used in
discussion of systems theory, is often defined as the
totality or entirety of a system that is more than the
sum of its parts. The system being looked at in health
care is the human person. 

Therapy From Outside
Wellness, from the perspective of traditional medi-
cine, tends to focus on individuals who are seen as
being at risk for illness. Prevention often begins
when signs or symptoms arise and is directed at alle-
viating them rather than treating or removing their
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B o x  2 5 . 2
The Principles of Integrative Medicine

1. A partnership between client and practitioner
in the healing process

2. Appropriate use of conventional and alterna-
tive methods to facilitate the body’s innate
healing response

3. Consideration of all factors that influence
health, wellness, and disease, including mind,
spirit, and community as well as body

4. A philosophy that neither rejects conventional
medicine nor accepts alternative therapies un-
critically

5. Recognition that good medicine should be
based in good science, be inquiry driven, and
be open to new paradigms

6. Use of natural, effective, less-invasive interven-
tions whenever possible

7. Use of the broader concepts of promotion of
health and the prevention of illness as well as
the treatment of disease

8. Training of practitioners to be models of health
and healing, committed to the process of self-
exploration and self-development

Source: Lemley B. What is integrative medicine? 2013. Retrieved 
April 2013 from http://www.drweil.com/drw/u/ART02054/Andrew-Weil-
Integrative-Medicine.html

What Do You Think?

?Name someone you know or know of who has gotten better
after an illness although not expected to. Why do you think
this happened?

The concept of a multiple-body individual is
central to integrative healing. Healers function as 
facilitators in the promotion of health and healing 
(Box 25.3). In contrast, conventional therapy relies
primarily on the concept of the physical-body indi-
vidual, and conventional health-care providers func-
tion as experts in determining the meaning of
physical signs and symptoms of health or illness and
prescribing interventions to promote health or cure
illness. The concepts of wellness and holism, self-
healing, energy systems, nutrition, and plant-based

B o x  2 5 . 3
Defining Integrative Healers

Integrative healers are conventional health-care
professionals who incorporate hands-on alterna-
tive and complementary modalities into their con-
ventional client care and are sometimes called
integrative practitioners. They should undergo the
same educational, certification, and licensing
processes as both conventional and alternative
healers for the modalities they use.

Creating a universally applicable definition of
integrative healers is extremely difficult because
of the wide variety of healing traditions in use 
and the number of specialized healing techniques
contained within them. The difficulty is com-
pounded by the fact that many alternative healers
incorporate various modalities from different heal-
ing traditions into their practices. For example,
chiropractors commonly use therapeutic touch,
acupuncture, acupressure, massage therapy,
and naturopathic or homeopathic therapies.
Massage therapists may combine multiple types
of massage (e.g., Alexander, Swedish, Trager,
and sports) with therapeutic touch, aromather-
apy, reflexology, nutritional supplements, and
electromagnetic therapies. The growing use of 
alternative practices by conventional health-care
professionals is demonstrating the trend toward
alternative healing practice.
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underlying cause. Because of the strong belief in the
ethical principal of autonomy or self-determination,
at-risk individuals are often permitted to engage in
risky behaviors as long as conventional health care
can find treatments or palliative measures for the
symptoms of diseases it cannot prevent. For exam-
ple, a client who smokes develops a chronic cough
but does not yet have any of the smoking-related dis-
eases (i.e., emphysema, bronchitis, lung cancer). This
person would likely receive from a nonholistic physi-
cian a strong warning about smoking, but the major
focus of care would be to provide the client with
medication to eliminate the cough. From this per-
spective, the absence of an active specific disease is
considered synonymous with wellness.

Because the focus of traditional medicine is
on individual body systems or organs, it is considered
to be reductionist (breaking apart) rather than holis-
tic. It emphasizes the biological–physiological (body)
dimension of the client and treats only the disease
process for which signs and symptoms are already 
evident. The cause of ill-
ness is usually attributed
to external forces or risk
factors that “invade” the
body from the surround-
ing physical, social, or bi-
ological environments.

From the bio-
medical view, treatment usually centers on identify-
ing potentially dangerous or invading agents and
then destroying, immobilizing, or extracting them
from the person’s body. Interventions consist mainly
of chemotherapeutic agents (medications), surgery,
or other externally imposed treatments to prevent a
person considered at risk from becoming ill or to pre-
vent signs and symptoms from becoming full-blown
diseases.

Therapy From Within
In contrast to traditional medical care, the integra-
tive model views wellness as a state in which indi-
viduals are in harmony or balance with their
internal and external worlds. A holistic understand-
ing of wellness is much broader than the traditional
concept of health. It implies that the client is aware
of his or her present and future state of health in all
of its aspects (physical, mental, emotional, spiritual,
environmental, social, and occupational). To be
able to achieve a true state of wellness requires the

clients to maintain, alter, balance, and evaluate
their health in each one of the health aspects. 

This approach to wellness forms a com-
mon thread in nursing models or theories of health
(see Chapter 3). Integrative modalities hold that
wellness can rarely be imposed on a person by an
outside entity or agent. Rather, wellness is achieved
mainly by individuals through the process of self-
care. The individual assumes responsibility for
maintaining his or her own state of health or 
wellness. The individual, when ill, works to return
to a state of wellness by restoring both the internal
and external (environmental) states of balance and
harmony.

For example, in the case of the smoker who
does not yet have an active disease process, the inte-
grative health-care provider would also treat the
cough but would spend much more time with the
client to attempt to determine which stressors in his
life trigger the urge to smoke. The integrative
provider would likely offer the client methods either

to reduce or eliminate
these stressful situations.
The provider would discuss
with the client ways to stop
smoking, including use of
stop-smoking aids, hypno-
sis, and smoking cessation
groups to help him gain

control over his addiction and return to a healthy bal-
anced state of life.

External disruptions—such as work stress,
personal tragedy, a troublesome interpersonal rela-
tionship, or illness of a parent, spouse, or child—
are seen as capable of affecting internal harmony
and producing signs and symptoms of physical,
emotional, or spiritual illness. This provides a holis-
tic view of individuals in which they are one with
their internal and external environments, thereby
requiring holistic care. Treatment must address the
whole individual (body–mind–spirit) in an envi-
ronmental (physical, biological, social, cultural, 
and spiritual) context.

Spirituality is an essential part of holistic
treatment (see Chapter 21). The human spirit incor-
porates the values, perception of meaning, and pur-
pose in life that can positively or negatively affect the
ability to heal and achieve wellness. From this per-
spective, health (balance or harmony), or the absence
of illness, is but one aspect of wellness.
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The human spirit incorporates the 
values, perception of meaning, and 
purpose in life that can positively or 
negatively affect the ability to heal and
achieve wellness.

“
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Self-Care
In the integrative model, first-level measures involve
self-care aimed at wellness and can generally be per-
formed independently. Some examples include exer-
cising, eating a well-balanced diet, nurturing the
spirit, getting enough sleep, cleaning the house, using
defensive driving measures, doing breast or testicular
self-examinations, applying sunscreen when outside,
eliminating destructive habits, and practicing good
hygiene.

The next level of self-care requires seeking
the assistance of others to achieve balance in self and
the environment. This level includes getting help to
find satisfying employment, seeking prenatal care,
taking parenting classes when pregnant, going to
community meetings to address environmental safety
and citizen quality-of-life issues, seeking conven-
tional health screening examinations (e.g., mammog-
raphy and dental checkups), obtaining glasses to
correct myopia, and getting vaccinations and keeping
them up to date. Alternative measures, such as
acupuncture and energy
therapies, can also be used
in this level of care.

The third level of
self-care requires a high
degree of specialist assis-
tance from integrative and
alternative healers to deal
with major disruptions in
internal or external well-being. Measures from this
level focus on the spiritual dimension and include
searching for personal awakening, enlightenment,
and self-actualization. Effective modalities to achieve
this goal are often rooted in other systems of health
care such as traditional Chinese medicine and spiritu-
alism. In some cases, individuals may require the use
of both alternative modalities and conventional
health care when a single treatment modality is no
longer effective.

Self-Healing
Integrative, alternative, and conventional health care
all include the belief that the body has the capacity to
heal itself. The integrative and alternative systems
place self-healing as the central principle of their
models and see it as the basis of all healing. Thus, in-
tegrative and alternative healers focus on helping
people determine why the cells of their body are sick
and search for imbalances from a holistic perspective.

Conventional health care views the ability of the body
to self-heal primarily through the normal process of
replacing cells; examples include the physiological
and biological processes involved in wound healing.
Conventional care approaches the concept of body
self-healing by questioning why the cells are not re-
placing themselves and attempts to facilitate healing
through external means, which are potentially inva-
sive, such as surgery or medications.

The Placebo Response
Conventional health practitioners tend to dismiss 
the effects of healing after integrative and alternative
modalities have been used by attributing them to the
placebo response. They feel that healing takes place
only because the individual believes the treatment is
effective. In conventional medicine, the term placebo
has come to signify a type of sham treatment insti-
tuted to please difficult or anxious clients, or a sugar
pill given when health-care professionals have noth-
ing more to offer the client. In biomedical clinical 

research, a placebo is an
inactive or nontreatment
given to the control group
under the assumption that
it will not change any
physiological responses
and will therefore prove
the effectiveness of the 
active treatments.
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Healers who believe in the therapeutic
effectiveness of interventions and are
able to convey that belief to their clients
achieve more positive responses than
healers who remain skeptical about the
interventions they are prescribing.

“
”

What Do You Think?

?
What are the ethical issues involved in using placebos? If
you were being given a placebo and you found out, how
would you feel? What if you improved with the placebo?
Would you still feel the same way?

The placebo response plays an important
part in the testing of new drugs. The commonly used
double-blind study requires that neither researchers
nor study participants know which group is receiving
the study drug and which group is receiving an inert
substance (placebo). At the conclusion of the study,
researchers compare results and decide whether a
higher percentage of the experimental group experi-
enced the hoped-for results from the active medica-
tion than the control group received from the
placebo. However, clinical studies have shown that
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some participants respond positively to placebo med-
ications between 30 and 70 percent of the time. The
clients with the highest positive results from placebos
include those with:

• Pain from chronic disease, such as cancer, arthritis,
back pain, angina pectoris, and gastrointestinal tract
discomfort.

• Autonomic nervous system disorders, such as 
phobias, psychoneuroses, depression, and nausea.

• Neurohormonal disorders, such as asthma, other
bronchial airflow conditions, and hypertension.

How Does It Work?
Researchers do not have a good understanding of the
mechanism by which the placebo response produces
positive results. Some believe that the placebo effect 
is at work in all therapeutic intervention regardless 
of whether the intervention is an alternative or a con-
ventional treatment. Four possible factors have been
examined:

• An endorphin-mediated response
• Belief of the client
• Belief of the healer
• The client–healer relationship
• Remembered wellness

Endorphin-Mediated Response. Endorphins are the
body’s natural painkillers; they are released primarily
when a person experiences fear, stress, or pain. En-
dorphins work by binding with opioid receptor sites
in order to reduce pain as well as cause a change in
mental status, such as a degree of euphoria. There are
over 20 types of endorphins; however, the beta-en-
dorphins are the most powerful with 
an effect stronger than morphine. Relaxation thera-
pies and other types of stress-reducing and stress-
controlling techniques are believed to promote 
the release of endorphins that relieve pain. When ex-
perimental groups were given medications that block
the release of beta-endorphins, clients with postoper-
ative dental pain reported an increase in pain.

Belief of the Client. A person’s belief in the effective-
ness of the therapy is an important factor in its 
success and may be just as important as the therapy
itself. Studies of client compliance in taking pre-
scribed beta-blocker heart medications, conducted in
the first year after myocardial infarction, showed that
mortality rates were almost equal for those failing to

take either the beta-blocker or the placebo. Mortality
rates for both these groups were higher than the rates
for those who faithfully took their prescribed medica-
tions or placebos.

Belief of the Healer. Healers who believe in the thera-
peutic effectiveness of interventions and are able 
to convey that belief to their clients achieve more
positive responses than healers who remain skeptical
about the interventions they are prescribing. An 
attitude of caring and being in control tends to 
alleviate clients’ anxieties and fears while increasing
their hope and positive expectations.

Client–Healer Relationship. A trusting and close rela-
tionship between the client and healer has a positive
psychological effect on clients and can become the
mental catalyst they need for recovery. It is essential
for the success of the integrative approach. The ability
of healers to communicate in an empathic manner
increases client satisfaction with care; increases com-
pliance with mutually set goals; increases feelings of
empowerment, self-confidence, and self-worth; and
decreases depression and anxiety.

Although conventional health care considers
many of these approaches as speculative, incomplete,
or insufficient to explain the placebo response, inte-
grative healers see the placebo response as measura-
ble and reproducible evidence that the mind and
body are intertwined. The placebo response is viewed
as proof that feelings, thoughts, and beliefs can
change the physiological and structural functioning
of individuals.

Remembered Wellness. The term remembered wellness
is used to describe the physiological response that 
occurs after positive therapeutic interventions. Re-
membered wellness includes the person’s prior 
learning, experiences, environment, beliefs, and per-
ceptions. It can also include biological and genetic
factors.

Remembered wellness is triggered by memo-
ries of past events or times when good health and
feelings of confidence, strength, hope, and peace were
part of the person’s life. Alternative therapies access
these memories by stimulating relaxation, such as the
quieting of the body and mind to promote healing.
Clinical research has demonstrated relaxation to be
effective in treating anxiety, pain, high blood pres-
sure, and tachycardia and in managing stress. Re-
search studies have confirmed a close relationship
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between the central nervous and immune systems
and have shown that interaction occurs between 
the two mind–body pathways: the autonomic and
neuroendocrine systems.

Much more research is required for a full
scientific explanation of the how the mind and body
interact to produce the placebo response and why re-
membered wellness produces the positive responses it
often does. The placebo response remains an enigma
to conventional health care and implies an element of
deceitfulness when used deliberately in client treat-
ments. For integrative healing, the placebo response
and remembered wellness are forces that can be har-
nessed to bring about healing.

Energy Systems
It has long been known scientifically that the human
body is regulated by its own internal electrical energy
system. Human beings cannot survive without the
low levels of electricity that sustain and regulate life at
the cellular and molecular levels. Electrical–chemical
reactions are produced in the nervous system and
help regulate other body systems, electrical impulses
trigger heartbeats, and minute electrical currents reg-
ulate the production of hormones. The blood is com-
posed largely of iron; therefore, magnetic forces exist
in all parts of the body.

low-frequency electric current to stimulate growth 
of bone cells (osteoblasts) to accelerate healing of
fractures, types of electric shock therapy for cardiac
arrest, cardioversions for cardiac arrhythmia, and
pacemakers.

Conventional health care also uses bioen-
ergy (body energy) to determine the degree of injury
and estimate recovery times through the study of cells
as they decompose, die, reproduce, and respond to
pathogens and traumas. The majority of conventional
treatments for many diseases are chemical (medica-
tions) or surgical or involve immobilizing or manipu-
lating the affected body part. They are used primarily
after the disease has been diagnosed.

Energy in Alternative Healing
Conventional medicine has long been cynical about
integrative practices, and as a result has been slow to
recognize how the energy of the body can be used for
health promotion and healing. Alternative therapies
refer to energy systems as fields, vital essences, bal-
ance, and flow that clients can use to prevent illness,
promote health, and heal themselves. The basic con-
cept is that external forces are not able to cause harm
if the person is in the well state. Alternative healers
may be needed to help individuals manipulate the en-
ergy system primarily for self-protection or healing.
Major alternative and complementary modalities
using bioenergy and other energy fields include en-
ergy medicine, vital essences and balance, and exter-
nal energy forces.

Energy Medicine
This therapy includes a number of techniques 
that use external energy sources to stimulate tissue
regeneration or improve the immune system re-
sponse. Relaxation of muscles through electrical
stimulation is thought to promote general body 
relaxation, increase circulation, enhance waste re-
moval, improve nutrition and oxygenation, and 
restore energy balance. Examples of energy medi-
cine include biofeedback, magnet therapy, and
sound and light therapy.

Vital Essences and Balance
In the integrative models, illness reflects blockage,
loss, or imbalance of body energy or vital essence.
Disturbance of internal body energy can result 
from external or internal factors. Treatment may be
directed at removing the blockage of energy flow
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Conventional Uses of Energy
Conventional health care has long used various 
types of energy systems (e.g., electrical, magnetic, 
microwave, and infrared) for screening, diagnosis,
and some types of treatment. Commonly used
modalities include electrocardiograms, magnetic 
resonance imaging, electroencephalograms, elec-
tromyograms, x-rays, radiation treatments for cancer,
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through such measures as acupuncture, acupressure,
chiropractic adjustment, craniosacral therapy, or 
reflexology. It may also be directed at increasing 
the amount of energy and vital essence to restore 
balance in the body.

Ways of inducing these changes include 
diet, herbs, exercises, and spiritual techniques, such
as yoga, meditation, and Qi Gong. Therapies related
to the creative arts, such as music, drawing, singing,
chanting, and dancing, are also used to restore 
balance and vital essences.

External Energy Forces
It is believed that external energy forces have the
capacity for healing. Some of these external forces
involve treatments with actual external energy
sources, such as whole body vibration (WBV) 
therapy and electroacupuncture. WBV involves
stimulating the client’s body with low-frequency 
vibration in the range of 0.5 to 80 Hz. To be most
effective, the vibration should be administered over
a wide contact area using a platform to stimulate
the feet when standing, or a special chair to stimu-
late the buttocks when sitting, or the whole back
when lying on a vibrating surface. For maximal 
effect, the client should experience some fatigue or
low-level stress. It is believed that the vibration
causes the body to learn how to adapt to external
stress, which produces increased circulation, im-
proved muscle tone, better joint motion, and 
activation of osteoblasts that increase bone density.
By connecting wires to two acupuncture needles at
a time and passing a low-voltage pulsating current
of electricity between them, it is believed that elec-
troacupuncture augments the acupuncture experi-
ence and is especially effective in the treatment of
pain. Several pairs of needles can be electrified at
the same time and the procedure should not last
more than half an hour.

Other energy force treatments include mobi-
lizing the healing energy of faith, spirituality, prayer,
shamanism, crystals, and hand-mediated energetic
healing techniques, such as therapeutic touch and
healing touch (Box 25.4).

Nutrition
Nutrition and diet have long been recognized by both
integrative and conventional healing systems as im-
portant in health promotion and illness treatment.
They can also be risk factors for or even cause disease.

In conventional health care, nutrition and diet are
usually considered as adjuncts to biomedical treat-
ment. In integrative systems, nutrition is commonly
seen as a way of life and as a method of preventing 
illness.

Benefits of Organic Foods
Currently in the United States, there is a trend to use
the terms natural foods, all-natural foods, and organic
foods interchangeably; however, there are differences.
The definitions for natural and all-natural foods re-
main vague and have little meaning because of the
lack of established quality standards. The implication
in labeling a product as natural is that the food is un-
processed or only minimally processed, suggesting
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B o x  2 5 . 4
Therapeutic Touch

Therapeutic touch (TT) and healing touch (HT) 
are two forms of hand-mediated energetic heal-
ing. TT refers to the Krieger-Kunz method and 
HT to the techniques taught to health-care pro-
fessionals and certified by the American Holistic
Nurses Association. HT relies on the ability of
practitioners to choose appropriate energy heal-
ing techniques through their interpretation of the
client’s energy flow, whereas TT follows a set of
rules and protocols based in traditional or ancient
healing concepts of energy, such as aura (elec-
tromagnetic field), chakras, and prana (life force
or vital essence in Ayurvedic medicine).

No physical contact takes place between
practitioner and client in either technique. The
practitioner’s hands are held, palms down, 2 to
6 inches away from the client. Slow, rhythmic
motions are made over the client from head to
toe to detect blockage in the normal energy flow
in the body. When energy blockages or imbal-
ances are detected or sensed, they are rectified
by transference of energy from the practitioner’s
hands to the client’s energy field, replenishing
the client’s energy flow, removing energy ob-
structions, and releasing energy congestion. 
The transference of energy stimulates the healing
powers of the body through reduction of stress
and anxiety, promotion of relaxation, and relief 
of pain. TT is also believed to relax crying babies,
relieve asthmatic breathing, increase wound
healing, and reduce fever, inflammation,
headache, and postoperative pain.
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that it does not contain “unnatural” or manufactured
substances. However, these products may contain
natural substances such as salt, and they may be
grown with the use of pesticides and chemical fertiliz-
ers and may be irradiated after harvesting and still 
be called natural.

In contrast, the term organic has been legally
defined and has agreed-upon international standards.
Foods can be labeled organic only if they are grown
using organic farming methods, which eliminate the
use of all synthetic products during their growth cy-
cles such as chemical pesticides and synthetic fertiliz-
ers. Additionally, organic foods are not irradiated or
chemically cleaned and do not contain any synthetic
food additives after harvesting. Producers must 
obtain a special certificate from the U.S. government
to market their products as organic.

Conventional health care commonly focuses
on the need for food and a well-balanced diet without
close regard to food production or processing. The
safety of food sources in the contemporary diet has
been called into question by both alternative healers
and conventional health-care professionals because 
of increasing evidence of toxins in the food chain.
These include:

• Pesticides used in agricultural production, lawn
care, and pest control.

• Industrial pollutants discharged into the air and
water in which plants and animals live and obtain
nutrients.

• Chemicals added to food for preservation, to in-
crease shelf life, or to make food more aesthetically
appealing and pleasing in texture and taste.

• Irradiation used to kill organisms, retard sprouting,
and preserve shelf life.

• Antibiotics, hormones, and other drugs given to 
animals to improve their health and increase their
size, weight, and speed of growth.

• Alteration of nutrients during food processing.
• Genetic alteration of foods for improved production

rates and drought resistance.

Integrative modalities recommend only
foods produced in a natural manner and in their 
natural environment. Emphasis on organic products
can be attributed to four primary factors:

1. Concerns about food production and processing
2. The belief that the person-body, as both an energy

system and a physical entity, is designed to live in a
natural environment

3. The belief that what is eaten directly affects an indi-
vidual’s health

4. Concerns about increased consumption of nutrient-
poor and energy-rich foods

Scientific evidence indicates that the more
sedentary lifestyle and greater affluence experienced
by many have resulted in excessive and unhealthy
eating. The end result is a nation that has high rates of
obesity, coronary artery disease, micronutrient defi-
ciencies, congenital abnormalities, and cancer. Most
alternative systems advocate consumption of plant-
based, whole foods and complex carbohydrates. In-
creasing the amounts of food lower on the food chain
helps decrease the amounts of meat, saturated fats,
and processed foods that dominate many diets. Ex-
amples of natural food diets include the macrobiotic
and vegetarian diets.

Dietary Supplements
The FDA defines dietary supplements as “a product
intended for ingestion that contains a ‘dietary in-
gredient’ intended to add further nutritional value
to (supplement) the diet. A ‘dietary ingredient’ 
may be one, or any combination, of the following
substances:

• A vitamin
• A mineral
• An herb or other botanical
• An amino acid
• A dietary substance for use by people to supplement

the diet by increasing the total dietary intake
• A concentrate, metabolite, constituent, or extract

Dietary supplements may be found in many
forms such as tablets, capsules, softgels, gelcaps, 
liquids, or powders. Some dietary supplements can
help ensure that you get an adequate dietary intake 
of essential nutrients; others may help you reduce
your risk of disease.”8

Supplements as Prevention
Conventional health-care professionals typically view
nutritional supplements (vitamins and minerals) as
replacement or preventive therapy for nutrition-
deficient conditions. For example, rickets and osteo-
porosis can be prevented by adequate vitamin D and
calcium intake; adequate ascorbic acid (vitamin C)
intake prevents scurvy; and neural tube defects in
newborns can be prevented by sufficient maternal 
intake of folic acid (vitamin B9) during the prenatal
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The FDA can remove supplements from
the market if it receives reports of their adverse 
effects and then proves that they are dangerous 
to consumers’ health. The FDA issues public 
warnings when supplements are linked to safety
concerns. The DSHEA also gave the FDA authority
to improve and enforce product labeling, package

inserts, and accompany-
ing literature. To enhance
product comparison,
guidelines instituted in
1999 require labels to
carry a panel of “supple-
mental facts” or a 
“nutrition facts box,”
which includes 
ingredients.

The U.S. Postal Service and the Federal
Trade Commission (FTC) also regulate nutritional
supplements and herbal products. The U.S. Postal
Inspection Service monitors products purchased by
mail and may intercept supplements shipped
through the mail for false claims, such as the state-
ment that they can cure AIDS or cancer. The Office
of Criminal Investigation can be contacted at (703)
248-2000.

The FTC has issued guidelines to ensure 
that advertising claims are substantiated by reliable
scientific evidence. Claims of effectiveness and safety
based on testimonials and other anecdotal evidence
are no longer acceptable. Also outlawed are vague
disclaimers, such as “results may vary.” The term 
traditional use (e.g., folk remedy), which implies 
that the product is effective even without scientific 
evidence, has also been banned. The risks or qualify-
ing information of any product must be prominently
displayed and easily understood.

period. Niacin has been shown to lower cholesterol
levels. On the basis of research by the National 
Academy of Sciences, the FDA has established maxi-
mum recommended daily allowances (RDAs) for 
vitamin and mineral intake. These levels are usually
well above the amount at which deficiency diseases
occur but below the level at which the client would
experience toxic side effects.

Rethinking RDA Levels. Studies indicate that ap-
proximately two-thirds of adults fail to consume
the RDAs of fruits and vegetables. Also, some stud-
ies suggest that RDA levels may be too low for 
certain vitamins, minerals, and micronutrients to
prevent the onset of chronic diseases in persons
whose diets do not meet the recommended daily
nutrient requirements. Especially susceptible are
growing children, alcoholics, people with condi-
tions preventing normal nutrient absorption, and
pregnant, lactating, and postmenopausal women.
Conventional health-care professionals consider
general daily supple-
ments, such as vitamin
pills, sufficient to prevent
deficiency diseases in
persons with special 
dietary needs.

Alternative sys-
tems, like conventional
health care, regard nutri-
tional supplements as
necessary to promote health through assurance of ad-
equate dietary intake and as replacement therapy for
conditions caused by nutrition deficiency. Alternative
systems also consider orthomolecular therapy or
megavitamin therapy (the administration of “mega-
doses” far in excess of RDAs for vitamins and miner-
als) as being effective in curing diseases, increasing
vitality, and enhancing overall well-being.

Regulation of Supplements
Concern about nutritional supplements also exists
because, unlike drugs and most food additives, they
are not regulated by the FDA. If manufacturers make
no claims that they are effective against a disease, they
do not need to be tested for safety and effectiveness
before they are sold to the public. However, there has
been a gradual increase in the regulation of these
products over the past 25 years. The 1994 Dietary
Supplement Health and Education Act (DSHEA) cre-
ated a special category of 20,000 protected substances

previously sold as supplements. The DSHEA defined
supplements as including vitamins, minerals, amino
acids, herbs, botanicals, and other plant-derived
products and the extracts, metabolites, constituents,
and concentrates of supplements.
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What Do You Think?

?Should dietary supplements be considered medications?
What are the advantages and disadvantages of classifying
supplements as medications?

Alternative therapies refer to energy 
systems as fields, vital essences, balance,
and flow that clients can use to prevent
illness, promote health, and heal them-
selves. The basic concept is that external
forces are not able to cause harm if the
person is in the well state.

“
”
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Plants as Medicine
Both alternative and conventional health care use
plants as medicine. Herbalism, or “botanical medi-
cine,” also known as phytotherapy or phytomedicine
in England and other parts of Europe, is the study
and use of herbs or crude-based plant products for
food, medicine, or prophylaxis. They can also be used
to heal, treat, or prevent illness and improve the spiri-
tual and physical quality of life.9

Herbs may be angiosperms (flowering plants,
trees, or shrubs), algae, moss, fungus, seaweed, lichen,
or ferns. Herbs used as medicines come from some part
of the plant (leaf, root, flower, fruit, stem, bark, or seed),
its syrup-like exudates, or some combination of these.
In some herbal traditions, nonplant products are used
alone or in combination, with or without plants. They
may include animal secretions and parts (e.g., bones,
organs, or tissues), stones and gemstones, minerals and
metals, shells, and insects and insect products.

Botanical healing in the form of herbal 
medicines was widely
used in the United States
until the early 19th cen-
tury, when it was gradu-
ally displaced by the
increasing prominence of
the scientific method and
labeled quackery. Phy-
tomedicine continues to
be a prominent branch of
conventional health care in Europe. Botanicals are
used by 40 percent of German and French physicians
in their daily practices.

Scientists have yet to determine the pharma-
ceutical qualities of most plants, and little is known
about what toxicities they can produce. The world
supports an estimated 250,000 to 500,000 flowering
plant species, but only 5,000 have been researched for
their pharmacological effects.9

Herbal Traditions
The use of herbal therapies varies according to culture
and tradition. The three major groups of herbal thera-
pies recognized throughout the world are from West-
ern medicine, traditional Chinese medicine, and
Ayurvedic medicine.

Western Pharmacology
The Western herbal tradition relies primarily on the
pharmacological action of herbs, most of which are

derived from the plant kingdom. There are approxi-
mately 123 plant-derived pharmaceutical medicines
that are in use today. Almost all of the food supple-
ments and herbal over-the-counter products, except
for minerals, are plant based. The compounds and
chemicals found in plants constitute about 25 percent
of prescriptions by conventional health-care profes-
sionals. (For information on the specific names 
of medications that are plant based, go to http://
chemistry.about.com/library/weekly/aa061403a.htm.)

Chinese Medicine
Herbology is used in traditional Chinese medicine 
to enhance the flow and amount of chi, restore the
harmonious balance of the complementary forces 
of yin and yang, and balance the five elements (fire,
earth, metal, water, and wood). In the Chinese sys-
tem, plants are prescribed according to their effects
on the five elements and their corresponding body
processes, including organs, tissues, emotions, and

temperatures (climates).
The Chinese be-

lieve that the five elements
give rise to the five tastes
that produce particular
medicinal actions. Bitter-
tasting herbs (fire) dry and
drain. Sweet-tasting herbs
(earth) reduce pain and in-
crease tone. Acrid herbs

(metal) rid the body of toxins. Salty herbs (water)
nourish the kidney. Sour herbs (wood) clean, helping
preserve chi and nourishing yin. Herbs are also 
symbolically classified according to temperature
changes they are thought to produce in the body:
cold, cool, neutral, warm, and hot. The temperatures
correspond to the symbolic climate qualities of the
organs and the five elements.

Ayurvedic Medicine
Ayurvedic medicine is the traditional medical system
that has been used in India for thousands of years,
and it focuses on producing health by balancing 
the three key substances of the body. A body out 
of balance is considered to be in a state of illness, 
and plant-based substances are used to achieve a 
balance in the body and restore a state of health. 
The Ayurvedic system also considers the taste, or
“essence,” of the herb as an integral element in her-
bology. Ayurveda recognizes six essences (sweet,
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Integrative systems, like conventional
health care, consider nutritional supple-
ments both as necessary to promote
health through assurance of adequate
dietary intake and as replacement 
therapy for conditions caused by 
nutrition deficiency.

“
”
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sour, salty, pungent, bitter, and astringent) and five
elements (ether, water, fire, air, and earth). The ele-
ments are manifested as three doshas, or humors
(vata, pitta, and kapha), that govern body functioning
and that must be kept in balance to maintain or re-
store a healthy state.

Vata, the principle of air, wind, or move-
ment, is decreased by herbs that are sweet, sour, and
salty, which exert a symbolic heating effect on the
body. Vata is increased by herbs that are pungent, bit-
ter, astringent, and cooling. Pitta, the principle of fire,
is decreased by herbs that are sweet, bitter, astringent,
and cooling and is increased by those that are pun-
gent, sour, salty, and heating. Kapha, the principle of
water, is decreased by herbs that are pungent, bitter,
astringent, and heating and is increased by those that
are sweet, sour, salty, and cooling.

Concerns About Herbal Therapies
There is growing concern in the United States about
the use of herbal preparations by the general public
without consultation with either conventional health-
care professionals or alternative healers. Sales of
herbal preparations have been growing tremen-
dously, and the safety of the products is a concern.
For example, the FDA has found that as many as 20
percent of herbal preparations imported from India
and China contain higher than allowed levels of
heavy metals such as lead, arsenic, and mercury.
Some imported herbs have been banned from entry
into the United States. Another concern is the lack of
licensing and standards for herbalists. Except for
naturopaths, most herbalists have no foundation in
phytochemistry or botanical medicine.

Some in the health-care community are in-
creasingly concerned about client safety in the wake of
the increasing number of states legalizing the medical
use of cannabis. The proponents of medical cannabis
cite numerous studies that show the value of the plant
in treating ailments such as pain, cancer, multiple
sclerosis, rheumatoid arthritis, and inflammatory
bowel disease; there is even newer research into neu-
rological disorders such as Alzheimer’s disease. They
point to the American Medical Association’s call to
conduct clinical research to develop new cannabinoid-
based medicines. (For more information, go to
http://norml.org/component/zoo/category/recent-
research-on-medical-marijuana.)

The opponents of the legalization of medical
cannabis point to the fact that federal statutes still

consider it a Schedule I controlled substance, and
possession of large quantities is a felony. Although
the Obama administration has decided not to enforce
this law, future presidents may have a different view
of the law and re-criminalize the use of cannabis for
any reason. Federal law always supersedes state law.
Opponents also point out that testing has shown that
“medical-grade” cannabis is the same as cannabis
bought off the street and that cannabis plants contain
more than 400 potentially dangerous chemical 
compounds. Medical-grade plants have also tested
positive for fungi, bacteria, pesticides, and other dan-
gerous chemicals that are aerosolized and inhaled
when smoked. It was originally made illegal because
of its high abuse potential. Opponents also highlight
the dangerous effects on the lungs of smoking any
substance and the demonstrated neurological effects,
such as paranoia and psychosis, sometimes seen in
longtime cannabis users. Overall, they feel that taking
shortcuts to get around the scientific and testing
processes used for FDA approval of other medica-
tions for the purpose of hastening the use of medical
cannabis is a mistake and will have long-term nega-
tive consequences on the health of many clients. (For
more information, go to http://www.narconon.org/
drug-information/dangers-of-marijuana.html.)

Also, in other cultural traditions, herbs are
not prescribed for the biological effects of their chem-
ical ingredients. They are commonly prescribed ac-
cording to the “doctrine of signatures,” or their
physical and taste characteristics. For example, herbs
with heart-shaped leaves may be used to treat heart
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problems, those with red flowers or leaves may be
used to control bleeding or blood disorders, and
those with a sour taste may be given to decrease
swelling or counteract the effects of “sugar” (diabetes
mellitus).

Additional problems may arise because the
public views most herbal remedies as natural prod-
ucts and therefore considers them to be pure, safe,
relatively harmless, and more healthy than manufac-
tured medicines. Recent problems with some natu-
ral products indicate that there is no guarantee of
safety.

THE PARADOX OF INTEGRATIVE HEALING
PRACTICES

Nurses often feel uncomfortable with the use of
herbal products and unconventional therapies. This 
is due to unclear definitions of various integrative
practices along with the widespread, yet often unreg-
ulated, use of alternative products and healers. This
paradox arises because most nursing knowledge
comes from the biomedical sciences, but most inte-
grative modalities (1) have not yet been scientifically
validated or proven safe by the scientific method and
(2) are based in concepts of holism, self-care, and 
theoretical constructs that emanate from worldviews
different from that of biomedicine and the scientific
perspective.

A Lack of Validation
Put simply, for most integrative treatment modali-
ties, little is known about whether or how they work,
their side effects, or their interactions with conven-
tional or other integrative treatments. Although
there is increasing scientific research in this area,
claims regarding their effectiveness still come largely
from testimonials of users or integrative healers
rather than from evidence in scientific studies.
Equally limited is valid knowledge about the effec-
tiveness of the various integrative modalities in 
specific conditions and about their short- and 
long-term effects.

The nursing profession has worked for many
years to build its decision-making skills on knowl-
edge derived from the scientific method and on the
use of critical thinking and culture competence.
Nurses promote self-care in clients by teaching them
to make informed choices about their health-care 

options. Many of the integrative health-care practices
in use today conflict with the nursing profession’s
movement toward evidence-based practice.

Few Regulatory Standards
The technical competence and knowledge of integra-
tive healers are of considerable importance to nurses
caring for clients who pursue integrative practices.
Nurses and the general public are accustomed to de-
termining the qualifications, assumed competency,
and scope of practice of conventional health-care
practitioners through externally regulated mecha-
nisms. These external regulations include graduation
from an accredited school, state-regulated licenses,
credentialing, and attainment of specialty certifica-
tions from professional organizations or institutions
of higher education. No such external processes or
criteria exist to validate the competence and knowl-
edge of most integrative practitioners.

The relative lack of regulatory standards
makes selection of competent integrative practition-
ers exceedingly difficult. It is a major concern of 
conventional health-care practitioners, insurers, and
the general public because clients may be subject 
to financial exploitation, ineffective therapies, and
psychological and physical abuse.

A Challenge to Nurses
The challenge presented to nurses by integrative heal-
ing modalities relates to professional accountability.
Nurses must learn about integrative modalities, their
general safety and efficacy, and their use in specific
health and illness conditions.

Human caring and cultural competence 
require that nurses be able to develop therapeutic
partnerships with culturally diverse clients and em-
power them to take charge of their lives and health
care. They need to preserve the client’s right to self-
determination and to practice alternative lifestyles, as
well as to pursue a variety of conventional or integra-
tive therapies, with or without consulting alternative
healers or conventional health-care professionals.
Nurses must keep an open mind while relying on
sound evidence for recommendations about alterna-
tive practices and practitioners.

Ask Questions
Box 25.5 lists some questions nurses need to ask
when determining the quality and validity of infor-
mation about an integrative modality. It is important
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to teach clients to ask similar questions so that they
can decide about integrative therapy and sort out the
often conflicting advice of family, friends, conven-
tional health-care professionals, integrative healers,
and the media.

Many clients use integrative healing modali-
ties without ever talking to a conventional health pro-
fessional about them. They may fear a negative
reaction. Others are not aware of the potential harm
that may occur, especially when they combine inte-
grative therapies or alternative and conventional
therapies. Some may consider the scientific evidence
and conclude that most noninvasive and nondrug al-
ternative therapies are harmless. Others may mistak-
enly assume that integrative therapies are regulated

by the government and would not be available if they
were dangerous.

Find Information
Lack of scientific information about integrative heal-
ing modalities is of concern to integrative healers,
conventional health-care professionals, and clients.
For nurses and their clients, the need to know where
and how to find up-to-date, reliable information on
integrative therapies is a must. (Go to any of the sites
listed below for more information.)

Information Resources
• Association of Integrative Medicine (AAIM): 

877-718-3052 or http://www.aaimedicine.com/contact/
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B o x  2 5 . 5
Questions to Ask About Integrative Modalities

1. What evidence exists that the therapy is effective or harmful?
• Is there experimental evidence? How effective is the alternative modality when examined experimentally?
• Is there clinical practice evidence? How effective is the alternative modality when applied clinically?
• Is there comparative evidence? How effective is the modality when compared with other treatments?
• Is there summary evidence? Has the modality been evaluated and a consensus reached regarding its use

and effectiveness for various health conditions?
• Is there evidence of demand? Is the modality wanted by clients, practitioners, or both?
• Is there evidence of satisfaction? Does the alternative modality meet the expectations of clients and 

practitioners?
• Is there cost evidence? Is the modality covered by health insurance? Is it cost-effective?
• Is the meaning evident? Is the modality the best and right one for the client?

2. How strong is the evidence? Is it based on testimonials, clinical observations, or scientific research?
3. Can the results be attributed to the placebo effect? Is the benefit from the placebo effect adequate to the

client’s needs?
4. Does evidence exist that the benefits of the therapy outweigh the risks?

• Is the alternative modality potentially useful?
• Is the modality essentially without value except for the potential placebo effect?
• Is the modality potentially harmful?

5. Is there another way to obtain the same hoped-for results?
6. Who else has tried this alternative modality, and what was their experience?
7. Are there reputable (licensed and certified) alternative healers available? What has been their experience

with this alternative modality?
8. What information do regulatory agencies have about the modality or the alternative healers?
9. What information is available in the popular media about the modality or alternative healers? Has it been or

can it be verified by clinical observations or research studies?

Sources: Kurtzweil P. An FDA guide to dietary supplements, 2014. Retrieved September 2014 from http://www.fda.gov/food/guidanceregulation/
guidancedocumentsregulatoryinformation/dietarysupplements/default.htm; National Center for Complementary and Alternative Medicine. Con-
sidering CAM? 2010. Retrieved November 2010 from http://www.nccam.nih.gov/nccam/fcp/faq/considercam.html; Wiese M, Oster C. “Be-
coming accepted”: The complementary and alternative medicine practitioners’ response to the uptake and practice of traditional medicine
therapies by the mainstream health sector. Health: An Interdisciplinary Journal for the Social Study of Health, Illness and Medicine, 14(4):
415–433, 2010.
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• International College of Integrative Medicine
(ICIM): 419-358-0273 or http://www.icimed.com/

• NCCAM offers one of the best general governmental
resources for information on alternative modalities
at the NCCAM website: http://www.nccam.nih.gov.

• Several authoritative sources on herbal medicines are
available for practitioners and clients, such as http://
www.nlm.nih.gov/medlineplus/herbalmedicine.html

The FDA maintains a site for reporting
and obtaining information about adverse effects
and interactions of herbals through MedWatch
(800-FDA-1088 or http://www.fda.gov/medwatch).

• F. A. Davis Publishing Company maintains a website
on herbal medicines (http://www.DrugGuide.com), 
as does the U.S. Pharmacopeia (http://www.usp.org/
information/index.html).

• The American Botanical Society (800-313-7105) has
a website (http://www.herbalgram.org) and publishes
the Herbalgram, a newsletter on herbal medications.

• MICROMEDEX has an evidence-based series on
herbal medicines and dietary supplements, toxi-
cologies, clinical protocols, and client education
(800-643-8116 or http://www.micromedex.com). It
also links to the electronic database of herbal med-
icines from the Royal Pharmaceutical Society of
Great Britain.

• Tyler’s The Honest Herbal is one of the most 
reputable guides for the use of herbs.6

• The Physicians’ Desk Reference for Herbal Medicine
contains scientific findings on the efficacy, potential
interactions, clinical trials, and case reports of herbs,
as well as indexes on Asian, Ayurvedic, and homeo-
pathic herbs.7

The Internet has become a primary source of
information for both the public and health-care
providers about integrative products and local practi-
tioners of integrative therapies. Because information

posted to the Internet is not regulated, this avenue of
inquiry requires caution. One the earliest and still
most useful websites providing reputable information
about ACH and specific modalities is http://www
.quackwatch.com. There are also several governmen-
tal watch sites that can be accessed for information
about integrative therapies.

• Quackwatch (http://www.quackwatch.org) offers fact
sheets and reviews of specific alternative modalities, as
well as those associated with certain illnesses. It also
has sections on how to determine whether a website
devoted to alternative modalities is trustworthy.

Ask the Client
It is important to ask clients about their use of integra-
tive therapies. Not doing so may place them at risk for
adverse health outcomes. When and how to assess for
the use of ACH during the client assessment process is
a matter of judgment and should be guided by the
nurse’s knowledge of individual clients. An appropri-
ate time is often after the chief complaint has been
documented because this is when questions are asked
about the clients’ reasons for seeking health care and
what they have already done for their problem.
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What Do You Think?

?
Does the facility where you do your clinical practice ask
about alternative therapies during the admission assess-
ment? Are you taught to assess for this information in your
nursing program?

Discuss the use of integrative therapies tact-
fully and supportively. Keep complete and accurate
documentation of all interactions with clients about
integrative therapies and healers. And as much as
possible, help direct clients toward the safest thera-
pies and the most qualified practitioners.

C o n c l u s i o n

Integrative, alternative, and nontraditional health-care
practices are a growing part of health care in the
United States. It is essential that nurses become aware
of what these practices entail and how they may affect
or interact with conventional therapies that the client
is already receiving. When clients enter the health-care
system for whatever reason, admission assessments for
these practices should become a routine part of client

evaluation. Nurses traditionally have approached
health care from a holistic viewpoint that addresses all
of the client’s needs—mind, body, and spirit. As health
care moves more toward integrative practices, nurses
are the logical choice to coordinate a comprehensive
approach to health care that includes both traditional
and alternative practices. Combining these efforts will
bind together the fragmented health-care system.
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C r i t i c a l - T h i n k i n g  E x e r c i s e s
• Contact three of the websites on alternative practices listed in this chapter. 

Evaluate them according to their quality, content, and usefulness to your 
practice.

• Identify a nurse practitioner, physician, or other health-care provider in your 
area who uses integrative practices. Interview that person and arrange for a
presentation to the class about alternative health-care practices.

• Select a client from your clinical experiences who is having pain. How might 
alternative practices help this client? Develop a care plan using both traditional
and alternative methods for pain control.

• Identify and discuss three advantages of and three problems with integrative
health-care practices.

• Select three nursing theories from Chapter 3 that use a holistic approach to
nursing. Identify how and what alternative practices would work well with each
one of these theories.

• Have a class debate about the pros and cons of the use of medical cannabis. 
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G L O S S A R Y  O F  I N T E G R A T I V E  H E A L I N G  T E R M S

Inclusion of particular ideas or practices in this glos-
sary does not imply endorsement of them. Health-
care practitioners and their clients must carefully
evaluate the claims and qualifications of integrative
healing practices and practitioners before coming to
conclusions about them.
Acupressure  Use of fingers or hands to apply pres-
sure over acupuncture points on meridians to restore
or enhance the flow of chi. Believed to maintain or
restore energy balance. From traditional Chinese
medicine.
Acupressure massage  Use of massage techniques
such as rubbing, kneading, percussion, and vibration
over acupuncture points to improve circulation 
of chi.
Acupuncture  Insertion of needles along meridian
channels to alleviate blockage of chi and reestablish
the balance of energy in the body. The insertion
points are believed to be linked to specific internal
organs. Originating in traditional Chinese medi-
cine, acupuncture is now commonly considered a
complete treatment system on its own.
Alexander technique  A technique developed by
Frederick Matthias Alexander that realigns body pos-
ture through imaging and relaxation. Decreases mus-
cle tension and fatigue, stress, and back and neck
pain. Based on the belief that poor posture during
daily activities contributes to physical and emotional
problems.
Allopathic medicine  A synonym for conventional
medicine. Practitioner uses medicines to counteract
symptoms or heal by producing different effects or a
second condition different from the one being
treated. From the Greek words allos (other) and
pathos (suffering).
Applied kinesiology  Study of muscle activity,
strength, and health effects through the muscle-
gland-organ link. Muscle dysfunction may be 
counteracted by nutrition, manual procedures 
(e.g., massage), pressure over muscle attachment
points, and realignment.
Aromatherapy  A type of herbal therapy that uses
the odors of essential oils extracted from plants to
treat various conditions, such as headaches, ten-
sion, and anxiety. Chemical composition of the 
oils produces pharmacological effects that include

antibacterial, antiviral, antispasmodic, diuretic, 
vasodilative, and mood-harmonizing actions. The
oils may be applied by massage, inhaled, placed in
baths and other forms of hydrotherapy, or taken 
internally.
Art therapy  Use of artistic self-expression through
drawing, sculpture, and painting to diagnose and
treat behavioral or emotional problems.
Aura  Magnetic field thought to surround every
person, plant, and animal. Adjustment of the field
is believed to affect health, emotions, spirit, and
mind.
Auriculotherapy  A method developed in France in
which points on the external ear are stimulated with
acupuncture needles, massage, electronics, or in-
frared treatment. These points are believed to have
neurological connections to other body areas. Also
called ear acupuncture.
Ayurvedic medicine  A personalistic, holistic, 
and naturalistic approach to health maintenance
and treatment of illness, originating in India. 
Maintains balance of the three doshas (bioenergies)
of the body through diet and herbs, meditation,
breathing exercises (pranayama), massage with
medicated oils, yoga and other forms of vigorous
exercise, and exposure to the sun for higher 
consciousness.
Bach flower essences  Homeopathic preparations of
oil concentrates extracted from flowers. Originated
by Edward Bach, an English physician, this method 
is aimed at emotional states rather than the signs and
symptoms of physical illness. Specific concentrates 
or combinations of concentrates are associated with
various emotional states. Each client is diagnosed in-
dividually because there is no corresponding psycho-
logical equivalent for every physical state.
Biofeedback  Form of training that helps a person to
consciously control or change normally unconscious
body functions to improve overall health. Also refers
to the method of immediately reporting back infor-
mation to the client about a biological process being
measured so the person can consciously alter or 
influence the process.
Bodywork  General term used to describe various
forms of massage therapy, energy balancing, deep-
tissue manipulation, and movement awareness.
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Botanical medicine  Use of an entire plant or herb
for treating illness or maintaining health.
Chakras  Circles found along the midline of the body,
in alignment with the spinal cord, that distribute en-
ergy throughout the body. If they are blocked, energy
flow is inhibited.
Chelation therapy  Use of minerals combined with
amino acids, given intravenously or orally, to help
cleanse the body of unnecessary or toxic minerals
that block blood circulation. From the Greek word
chele (to bind or to claw).
Chi (qi, shi)  From traditional Chinese medicine. Chi
is the invisible life force that circulates through the
body along meridians, or channels. Maintaining or
restoring the flow of chi restores and promotes health.
Chiropractic  A Western medical system postulating
that partial joint dislocations (subluxations) cause the
body to be misaligned. Removal or adjustment of
subluxations balances the spinal–nervous system and
restores and maintains health.
Craniosacral therapy  Manipulation of the bones of
the skull to treat craniosacral dysfunctions caused by
restriction in the flow of cerebrospinal fluid and mis-
alignment of bones. Cranio refers to the cranium and
sacral to the sacrum.
Crystal therapy  Use of quartz and other gemstones,
believed to emit electromagnetic energy. Frequently
used with light and color therapy. Also called gem
therapy.
Cupping  From traditional Chinese and Ayurvedic
medicines. Method using a heated cup placed over
the skin to draw out impurities, decrease blood pres-
sure, increase circulation, and relieve muscle pain.
Curanderismo  Healing tradition, found in Mexican
American communities, based in concepts of super-
naturalism, balance, and holism. From the Spanish
verb to heal.
Dance therapy  Use of dance movement to enhance
wellness and aid healing. Sharpens levels of aware-
ness, enhances self-confidence, helps with motor co-
ordination and physical skills, and assists with
communication, especially with severely disturbed
psychiatric clients.
Doshas  Three basic metabolic types (vata, pitta, and
kapha), life forces, or bioenergies in Ayurvedic medi-
cine. Each has certain characteristics and tendencies
that combine to determine a person’s constitution.
When they are in balance, mind and body are coordi-
nated, resulting in vibrant health and energy. When

they are out of balance, the body is susceptible to 
outside stressors, such as microorganisms, poor 
nutrition, and work overload.
Energy medicine  Measurement of electromagnetic
frequencies emitted by the body. The object is to 
diagnose energy imbalances that may cause or 
contribute to present or future illnesses and to use
electromagnetic forces to counteract imbalances 
and restore the body’s energy balance.
Environmental medicine  Method that explores the
role of environmental and dietary allergens in health
and illness.
Feldenkrais method  A type of bodywork or physical
movement developed by Moshe Feldenkrais that
stresses awareness through movement and helps the
body work with gravity. Incorporates imaging, active
moving, and forms of directed attention designed to
re-educate the nervous system, teach subjects how to
learn from their own kinesic feedback, and avoid
movements that strain joints and muscles.
Gerson therapy  Metabolic therapy developed by
Max Gerson, a German physician. It is based on the
belief that cancer results from metabolic dysfunctions
in cells that can be countered by detoxification, a veg-
etarian diet, coffee enemas to stimulate excretion of
liver bile, the exclusion of sodium, and an abundance
of potassium.
Guided imagery  A facilitated flow of thoughts that
helps a person see, feel, taste, smell, hear, or touch
something in the imagination. The power of the mind
or imagination is used to stimulate positive physical
responses and provide insight into health and an un-
derstanding of emotions as a cause of ill health.
Healing touch  Healing tradition based on the belief
in a universal energy system. Humans are seen as in-
terpenetrating layers of energy systems just above and
outside the body that are integrated with energy fields
in the environment. Manipulation of such energy
fields through touch can help restore a person’s en-
ergy balance and health.
Hellerwork  A type of bodywork developed by Joseph
Heller as an outgrowth of Rolfing. It combines dia-
logue, body movement education, and deep touch to
achieve greater mind–body awareness and structural
body alignment with gravitational forces. Therapy is
individualized to different body types.
Herbal medicine  Use of the chemical makeup of
herbs in much the same way as conventional medi-
cine uses pharmaceuticals. The most ancient known
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form of health care, herbal medicine is basic to tradi-
tional Chinese, Ayurvedic, and Native American
medical systems. Also called botanical medicine, 
phytotherapy, and phytomedicine.
Homeopathy  A Western medical system based on
the principle that “like cures like.” Natural substances
are prescribed in minute dilutions to cause the symp-
toms of the disease they are intended to cure, helping
the body cure itself.
Humor therapy  Deliberate use of laughter to im-
prove quality of life by encouraging relaxation and
stress reduction, distracting individuals from aware-
ness of constant pain, and providing symptom relief.
Hydrotherapy  Use of hot, cold, or contrasting water
temperatures to maintain or restore health. Water,
steam, or ice may be used in combination with baths,
compresses, hot and cold packs, showers, and enemas
or colonic irrigations. Minerals, herbs, and oils may
be added to enhance the therapeutic effects. Also
known as water cure.
Hypnotherapy  Use of hypnosis, power of sugges-
tion, and trancelike states to access the deepest levels
of the mind. Used to bring about changes in behavior,
treat health conditions, and manage medical and psy-
chological problems.
Integrative medicine  The practice of conventional
health-care professionals who prescribe a combina-
tion of therapies from both systems. For more infor-
mation, contact the American Association of
Integrative Medicine (AAIM) at 877-718-3052 or
http://www.aaimedicine.com/contact/.
Iridology  Iris diagnosis. In this belief system, each
area of the body has a corresponding point on the iris
of the eye. Thus, the state of health (balance) or dis-
ease (imbalance) can be diagnosed from the color,
texture, or location of pigments in the eye.
Jin Shin Jyutsu  A Japanese form of massage in
which combinations of healing points on the body are
held for a minute or more with the fingertips. The
purpose is to enhance or restore the flow of chi.
Light and color therapy  A method by which light is
converted into electrical impulses, travels along the
optic nerve to the brain, and stimulates the hypothal-
amus to send neurotransmitters to regulate the auto-
nomic nervous system. Various colors of light are
believed to stimulate different parts of the body.
Magnet therapy  A type of electromagnetic therapy
or energy medicine in which magnets are used to
stimulate circulation, increase oxygen to cells, and 

facilitate healing by correcting disturbed or malfunc-
tioning electromagnetic frequencies that the body
emits.
Mantra  A type of sound therapy used in Ayurvedic
medicine to reach a higher level of spiritual and men-
tal functioning. It changes the “vibratory patterns of
the mind” to release unconscious negative thoughts,
psychological stress, and emotional distress. Often
achieved by uttering a mystical word or phrase and
associated with meditation.
Meditation  Use of contemplation to exercise the
mind. A form of mental cleansing that enhances self-
awareness and awareness of one’s environment. Also
called mind-cure, this is an unseen force of healing.
Thoughts and deep feelings are considered the pri-
mary arbiters of health through relaxation.
Megavitamin therapy  A type of orthomolecular
medicine in which diseases are prevented and cured
by large doses of vitamins and other supplements.
Dosages exceed the normal or recommended
amounts needed for general good health or preven-
tion of deficiencies. The disease to be treated or pre-
vented determines the type, dosage, and mode of
administration of vitamins, minerals, and nutrient
supplements.
Meridians  Invisible channels by which chi flows
through the body. Blockage along a meridian causes
illness. From traditional Chinese medicine.
Mind–body medicine  Healing based on the inter-
connectedness of the mind and body, individual re-
sponsibility for self-care, and the self-healing
capabilities of the body. Uses a wide range of modali-
ties, such as imaging, massage, hypnotherapy, medi-
tation, yoga, concepts of balance, herbs, and diet.
Moxibustion  From traditional Chinese medicine,
burning of moxa (dried or powered herbs) on or close
to acupuncture points on the meridians to restore or
improve the flow of chi.
Music therapy  Use of music to enhance well-being
and promote healing. Helps improve physical and
mental functioning, alleviate pain, ease the psycho-
logical discomfort of illness, and improve quality of
life, especially for terminally ill persons. Aids ability
of the mentally handicapped, autistic persons, and
elderly persons with dementia to interact with others,
learn, and relate to their environments.
Naturopathy  A Western healing system that uses
safe, natural therapies. Promotes holism and use of
natural substances, treats cause rather than effect
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(symptoms), empowers and motivates individuals 
to take responsibility for their own health, prevents
disease through lifestyle and education, and does 
no harm.
Neurolinguistic programming  A system that fo-
cuses on how individuals learn, communicate, and
change. Neuro- refers to the way the brain works and
the consistent and observable patterns that emanate
from human thinking. Linguistic refers to the expres-
sion (verbal and nonverbal) of those patterns of
thinking. Programming refers to the ways such pat-
terns of thinking are interpreted and how they can be
changed. Changing the patterns gives people the 
ability to make better choices for healthy behavior.
Orthodox medicine  A synonym for conventional,
Western, scientific, biomedicine, or official health-
care system.
Orthomolecular medicine  A system that treats
physiological and psychological disorders by reestab-
lishing, normalizing, or creating the optimal nutri-
tional balance in the body. Vitamins, minerals, amino
acids, and other types of nutritional substances are
administered. (Ortho- means “normal” or “correct.”)
Osteopathy  A Western system of medicine that con-
siders the structural integrity of the body the most
important factor in maintaining and restoring the
person to health. The structural integrity or balance
of the musculoskeletal system is maintained through
physical therapy, joint manipulation, and postural
reeducation.
Oxygen therapy  Use of various forms of oxygen to
destroy pathogens and promote body healing. In-
cludes hyperbaric, ozone, and hydrogen peroxide
therapies.
Pharmacognosy  Scientific study of the chemical
properties of plants and natural products. A goal is 
to standardize herbal products to make sure they are
free of harmful components and contain the identical
amount of active ingredients.
Phytomedicine/phytotherapy  A branch of botanical
medicine, especially prominent in Europe, that in-
cludes the pharmaceutical study and therapeutic use
of herbs, herbal derivatives, and herbal synthetics.
Merges ancient herbal traditions with contemporary
scientific investigation to standardize the active in-
gredients of herbal products.
Polarity therapy  A combination of bodywork and
other hands-on techniques to restore the natural
flow of energy through the body. Other therapies

may include reflexology, hydrotherapy, and breath-
ing techniques.
Prana  Vital energy or life force that runs through the
body. From Ayurvedic medicine.
Qi Gong (chi kung, chi gong)  Technique from tradi-
tional Chinese medicine that combines movement,
meditation and deep relaxation, and regulation of
breathing. Enhanced flow of chi throughout the body
nourishes vital organs.
Reflexology  Pressure applied to the hands or feet
to unblock nerve impulses. In this belief system,
every part of the body has a corresponding area on
the hands and feet. Thus, body parts can be stimu-
lated by pressure applied to the appropriate sites.
Reflexology is used to relieve tension, improve cir-
culation, promote relaxation, and restore energy
balance.
Reiki  An ancient Buddhist version of healing touch
practiced in Tibet and Japan. The word also means
universal life force. Energy is transferred to the person
through the hands of the healer to restore energy 
balance in the body.
Relaxation response  Physiological mechanism de-
scribed by Herbert Benson in which body stress is 
reduced through regulation of internal activity, such
as reduced metabolism and slowing of other physio-
logical reactions.
Relaxation therapy  Use of the relaxation response 
to reduce stress through release of physical and 
emotional tension. Various therapies are commonly
included in other types of therapeutic programs. Ex-
amples are mind–body therapies such as biofeedback,
hydrotherapy, imaging and visualization, meditation,
Qi Gong, tai chi, and yoga.
Rolfing  Technique of deep massage developed by
Ida Rolf. Use of the knuckles is meant to counteract
the effects of gravity on body balance. Fascia, connec-
tive tissue, and muscle are loosened and lengthened
to help them return to their correct positions.
Rosen technique  A type of bodywork in which mus-
cle tension is seen as repressed emotional conflicts.
Deep and gentle pressure is applied as persons are
questioned about what they are experiencing.
Shamanism  Ancient healing approach found in
most cultural systems. Shamans communicate with
the spirit world through trances and other altered
states of consciousness. They attempt to control spir-
its and effect change in the physical world. The belief
is that the soul of the shaman separates from the body
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and explores the cosmos in search of cures for ill
clients.
Shiatsu  Japanese form of massage, literally meaning
finger pressure. Consists of firm pressure in a sequen-
tial and rhythmic manner. Pressure is exerted for 3 to
10 seconds on points along the body that correspond
to acupuncture meridians. It is designed to “awaken
the meridian.”
Sound therapy  Use of sound to affect different parts
of the brain, regulate corticosteroid hormone levels,
and affect the body’s own rhythmic patterns.
Spiritual healing  Cosmic healing energy transferred
or channeled from practitioner to client through 
laying on of the hands.
Swedish massage  The most common form of mas-
sage, focusing on superficial muscle layers. Practi-
tioner uses kneading, friction, and long, gliding
strokes to relieve muscle tension and promote 
relaxation.
Tai chi  From traditional Chinese medicine. Derived
from Qi Gong but practiced at a much slower pace.
Also one of the body–mind therapies. Combines 
contemplation (meditation) with movement or
“moving meditation” and coordinated breathing.
Therapeutic massage  Manipulation of soft tissues
through a variety of techniques to affect the circula-
tory, lymphatic, and nervous systems.
Therapeutic touch  A healing touch modality that
does not involve actual touching of the client’s body.
The therapist’s hands are used to sense and interact
with the client’s energy field to redirect it, alleviate
energy blockage, and restore balance.
Traditional Chinese medicine  A complete system 
of healing based on the concept of the uninterrupted
flow of chi, or vital essence, and the concept of 

balance (yin and yang), representing corresponding
and interrelated elements in the internal world of the
body and the external world. All illness is attributed
ultimately to a disturbance of chi.
Trager therapy  A method of bodywork, developed
by Milton Trager, meant to develop the ability to
move more effortlessly. Use of gentle, rhythmic touch
and movement exercises to assist in the release of 
accumulated tensions. Uses sensory-motor feedback
or mental gymnastics (mentastics) to learn how the
body moves.
Vibration medicine  Healing systems that treat the
body on an energy level. Cure is effected by ingestion
of substances that adjust energy or rate of energy field
vibration. Homeopathy is an example.
Visualization  Also called guided imagery, centering,
focusing, meditation, or distraction. Use of the 
imagination or power of the mind to get in touch
with one’s inner self. Involves all, several, or one of
the senses to bridge the mind, body, and spirit.
Yin/yang  Complementary but opposing phenomena
or correspondents in Taoist philosophical thought
that form the underpinning of traditional Chinese
medicine. Yin and yang represent the interdepend-
ence of all elements of nature and body and mind.
Yin represents the female force and passive, still, 
reflective aspects. Yang represents the male force 
and active, warm, moving aspects. For health to be
maintained and wellness achieved, yin and yang 
must be in balance.
Yoga  Literally meaning union, or the integration of
mental, physical, and spiritual energies. Part of
Ayurvedic medicine. The integration is accomplished
through exercise in the form of assuming different
body postures, meditating, and breathing.
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Joseph T. Catalano

Preparing for Functioning
Effectively in a Disaster

L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the nurse’s role in
preparing for bioterrorism
events and disasters

• Distinguish the phases of a 
disaster

• Identify resources that nurses
can use during a disaster

• Identify the main agents used 
in a bioterrorism attack

• List and discuss the key 
elements in preparing for a 
disaster

• Explain the differences in the
mechanisms of action of the
three types of chemical agents

• Name and explain the three 
key factors for effective treat-
ment of chemical injuries

• Distinguish between the differ-
ent classes of protective wear
for chemical or biological 
contamination

26
DISASTERS ON THE INCREASE

he United States has witnessed an increase in natural and terrorism-
related disasters during the past decade. The vast majority of disasters are
still considered natural. These range from the catastrophic failure of man-
made structures, such as building collapses, to weather-related catastro-
phes, such as tornadoes, hurricanes, and floods. Most credible scientists
believe that because of the significant climate change that is taking place,
natural disasters will become more frequent and more destructive for
decades to come. They point to hurricanes and superstorms such as 
Hurricanes Katrina and Sandy that devastated major metropolitan areas
and caused billions of dollars in damage. 

They also look at tornado events that took place in Joplin, 
Missouri; Moore, Oklahoma; and El Reno, Oklahoma. Tornadoes in the
United States and Canada are rated on a scale from 0 to 5, based on the
amount of damage they produce, with 5 causing catastrophic damage.
This scale was initially developed by Dr. Tetsuya Fujita in 1971 (the Fujita
scale) and then revised in 2007 and is now named the Enhanced Fujita
(EF) scale. An EF-5 tornado is the most powerful windstorm on earth
with winds in the range of 200 to 300 miles per hour or more with the
ability to uproot large trees, vacuum up pavement, completely demolish a
well-built house, and remove it from its foundation. A portable Doppler
radar truck monitoring the May 5, 2003, Oklahoma City tornado clocked
the fastest winds ever recorded on earth at 319 miles per hour. In the
past, EF-5 tornadoes were very rare, with one occurring only once a 
year or about one out of every 1,000 tornadoes that occur every year in
the United States. The Moore and El Reno tornadoes were both rated 
EF-5 and occurred within weeks of each other. The El Reno tornado 

646
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was the largest tornado on record, measuring almost 
3 miles wide. Just 4 months later, an EF-4 tornado
struck Washington, Illinois, killing eight people and
removing the town from the map. 

Disaster Defined 
Simply defined, a disaster is a catastrophic event that
leads to major property damage, a large number of in-
juries, displaced individuals, or major loss of life. The
American Red Cross defines a disaster as “an occur-
rence such as a hurricane, tornado, storm, flood, high
water, wind-driven water, tidal wave, earthquake,
drought, blizzard, pestilence, famine, fire, explosion,
building collapse, commercial transportation wreck,
or other situations that cause human suffering or 
create human needs that the victims cannot alleviate
without substantial assistance.”1

Personal and Family Preparation for a Disaster
It is virtually impossible to make preparations to
avoid disasters caused by acts of terrorism and cata-
strophic human engineering failures. Most natural
disasters, except for
earthquakes and volcano
eruptions, have a warning
period ranging from a few
minutes to several hours.
However, the aftermath
of all disasters is very sim-
ilar and preparations can
be made to deal with
those circumstances. Relief and rescue workers gen-
erally arrive quickly after a disaster, but they cannot
take care of all the injured or trapped at the same
time. During the time between the occurrence of the
disaster and the rescue, individuals are left to their
own devices and resourcefulness for their survival. 

Extreme disaster preparedness is seen in
those who are known as doomsday preppers or just
preppers. They usually build large, elaborate under-
ground structures costing anywhere from a few 
hundred thousand dollars to several million dollars.
Preppers often make sure to have enough food, water,
and other supplies to last up to 6 months without any
contact with the outside world. They often have elabo-
rate electrical generators and air-filtration devices to
keep out unwanted viruses and toxins. Preppers also
are generally armed to the teeth with a variety of pow-
erful military-grade weapons to keep out individuals
or groups who are seeking shelter in the preppers’

subterranean enclaves. However, even these strongly
built structures can be destroyed by natural events
such as earthquakes and floods or man-made devices
such as large bombs.

Most U.S. citizens cannot afford or do not
even want this type of extreme disaster protection. 
So what can they do when they are faced with an im-
pending disaster? There are a number of relatively
straightforward measures that can be taken when
coping with a disaster and its aftermath. These can 
be modified to some degree to accommodate the
most common types of disasters that are likely to be
encountered in their areas. For example, an under-
ground storm shelter is great protection from an 
approaching tornado but would not be appropriate 
in a coastal area where an approaching hurricane
usually causes a great deal of flooding.

As health-care providers, nurses need to make
the same basic emergency preparations as the general
public to ensure their safety during the emergency so
that they can effectively aid those injured during the
disaster. An injured health-care provider is just another

victim who needs care. 
The Federal Emer-

gency Management Agency
(FEMA), in conjunction
with the Red Cross, recom-
mend the following four
steps in preparing for a 
disaster:

1. Get informed
2. Make a plan
3. Assemble a kit
4. Update the plan and the kit2

Get Informed
Knowledge is the best preparation for any kind of 
disaster. Before a plan can be formulated, a sufficient
amount of information must be gathered about poten-
tial dangers and ways to deal with them. The local
emergency management office or local American 
Red Cross chapter is a good place to start the search for
information. Some areas are more likely to experience
certain types of disasters than others. Find out what 
disasters the community has experienced in the past. 
Is it on a fault line and likely to have earthquakes? Is it
located in tornado alley? When was the last time a wild-
fire broke out? There may be some potential man-made
hazards associated with the community. Does it have

Most credible scientists believe that be-
cause of the significant climate change
that is taking place, natural disasters
will become more frequent and more 
destructive for decades to come.

“
”
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large fertilizer or fireworks plants that may explode? Is
there a large oil or natural gas pipeline that runs under
the town? How old is the freshwater dam that is located
upstream from the community?

All communities should have a written dis-
aster plan that provides information such as how
local first responders are to organize rescue efforts,
where community emergency shelters are located,
and which roads are designated as evacuation
routes. These plans will probably be located at the
local Red Cross office or at firehouses. Ask for a
copy of it. Other information that is valuable in-
cludes mass transportation plans. In the event that
personal transportation is unavailable or has been
destroyed, is public transportation or school buses
available to evacuate people? Also find out what
types of internal disaster plans schools, businesses,
and hospitals have to protect the children, 
employees, and clients.2

All communities should have some type of
early warning signals. These are usually sirens or
horns, but it is important to learn beforehand what
these sound like and know how much time there is
between when the signals sound and the disaster hits.
Most community disaster plans have some provision
for how local authorities and rescuers will provide in-
formation to the public before, during, and after the
disaster has occurred. 

A commonly used method of notification is
the National Oceanic and Atmospheric Administration
(NOAA) weather radio system and the Emergency
Alert System (EAS). Although emergency warnings 
can be broadcast over the network television system,
purchasing an inexpensive NOAA alert radio can

provide warnings 24 hours a day (http://www.noaa.gov).
The automatic alert system sends a signal that triggers
the radio to turn on. The speakers and audible-visual
alert screen automatically turns on to provide instant
alerts of conditions that may affect life and property.
These radios have Specific Area Message Encoding
(SAME) technology, allowing the radio to be pro-
grammed to receive only information specific to a
particular geographic area. Most TV stations and the
Weather Channel have apps that can be downloaded
to smartphones or tablets that will also provide in-
stantaneous weather alert information.

Make a Plan
After gathering sufficient information, sit down with
all family members and develop a plan for possible
looming disasters. Key elements in all emergency 
disaster plans should include:

An “Out-of-Town” Contact Person. This would most
likely be a friend or relative who lives a consider-
able distance from the community. If they live too
close, they may be caught in the disaster too. The
contact person’s phone number needs to be pro-
grammed into all family members’ cell phones or
memorized by everyone. After a disaster has struck,
family members should call this person and tell
them where they are and what their condition is.
Because of damage to the cell system itself or over-
load of the system by many callers after a disaster, it
is often easier to reach someone on a long-distance
call than a family member who may be only a few
blocks away.3 Also, the phone’s texting feature uses
a different system than the voice phone, and it is
often less problematic to get text messages through
than a regular call. 

A Preselected Meeting Place. Most of the time, disas-
ters do not occur when everyone is together in one
place. In the event of a larger disaster where family
members are widely dispersed, such as at school 
and work, and the disaster prevents a return home
because of its destruction or debris-blocked streets,
select a location for everyone to meet at that is cen-
trally located and likely to survive the disaster.2

A Family Communication Plan. All contact informa-
tion for all family members, at any time, should be
easily accessible. This includes work and school
phone numbers. Other useful numbers can include
National Poison Control Center (1-800-222-1222),
local hospitals, and close relatives. These numbers 
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can be programmed into phones or, in case of dam-
age or loss of the phone, listed on a card or a form
that should be carried at all times by all family mem-
bers. A sample of this type of form can be found at
http://www.ready.gov or at http://www.redcross.org/
contactcard. These websites also provide blank wallet
cards on which contact information can be recorded
and carried in a wallet, purse, backpack, and so on,
for quick reference.4 It is probably a good idea to get
this laminated to make them more durable and able
to survive even if they get wet. Children must be
taught how to call the emergency phone numbers and
in what situation it is appropriate to do so. Also post
a copy of the communication plan near each landline
house phone, if these are still being used. 

Escape Routes and Safe Places. Draw a floor plan of
the house that shows all the rooms and the location
of stairways, doors, and windows that lead outside.
The locations of the utility shut-off points, particularly
gas and electricity, should also be shown. There
should be at least two
ways to exit each room,
such as a door and a win-
dow or two doors.2 Every-
one in the family should
know the best escape
routes out of the house
and where the safe places
are in the house for each
possible type of disaster
(i.e., if a tornado approaches, go to the storm shelter
or basement or the lowest floor of the home or an in-
terior room or closet with no windows). It is recom-
mended that emergency evacuation drills be
conducted at least two times a year and whenever
any changes are made in the escape plan.

A Special Plan for Disabled Family Members. Items
necessary for mobility such as walkers, crutches, and
canes should be kept in the same place all the time so
they are easy to get to quickly. For bed-bound indi-
viduals who have caregivers, the caregivers need an
alternate plan if no one else is at home. Power com-
panies should be notified if the disabled person is de-
pendent on some life-support technology such as a
ventilator.3 Most of these devices have some type of
battery backup system for short-term power outages,
but there should be a plan for an alternate power
source for long-term outages. It may require moving
the person to another location. Also have a several-
day supply of important medications and other 

routinely used care items set aside that can be taken
with the client.

A Plan for Pets. Pets can create considerable problems
for rescue workers. Some people refuse to leave their
pets when they are asked to evacuate and other times
pets become protective of their injured owners and will
not allow rescue workers to approach them, especially
large dogs. If forced to evacuate, take the pet along if at
all possible. Some individuals have many pets and tak-
ing all of them may not be possible. In the past, emer-
gency shelters did not allow any animals other than
service animals because of hygiene issues.2 However,
with the many disasters that have occurred in recent
years, these rules have been relaxed to some degree.
Some shelters are divided into no pets and pets sec-
tions. Identify boarding facilities, veterinarians, and
“pet-friendly” hotels that would be willing to accept
pets when a disaster occurs. 

Actions to Take Before a Disaster
Check Key Utilities Locations. Learn how to turn off

water, gas, and electricity at
the main switches or valves.
Show all family members
where they are and how to
do it. If special wrenches or
tools are required, buy a
spare one and keep it near
the valve or shutoff.4

Check Insurance Coverage.
Most people tend to automatically renew their home-
owners coverage each year when they receive the re-
newal notification. It is a good idea to sit down with an
insurance agent every 1 to 2 years and discuss what is
actually covered in the policy. The worst time to find out
that a bargain basement online insurance policy does
not cover roof or siding damage is after a wind or hail-
storm. Homeowners insurance does not cover flood
damage. Special flood insurance is available from the
U.S. government.2 Most home insurance does not 
routinely cover earthquakes either. Special additional
coverage must be purchased. 

Take a First Aid/CPR and Automated External 
Defibrillation (AED) Class. Contact the local American
Red Cross chapter to find out when they are offering
classes. The American Heart Association also pro-
vides CPR classes and can be contacted for locations
and times of classes. Most hospitals hold classes also,
generally for their employees, but they will often
allow community members to attend.

Because of damage to the cell system 
itself or overload of the system by many
callers after a disaster, it is often easier
to reach someone on a long-distance call
than a family member who may be only
a few blocks away.
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Take an Inventory of All Home Possessions. In the past,
this type of inventory required several written pages of
information.2 With the advent of phones and other
digital devices with built-in cameras, it now is easy to
do. Make a movie of the house inside and out, with
particular focus on high-dollar items like the 70-inch
LED smart-TV and computer equipment. Because the
device also records audio, comments such as when it
was purchased and particular additional features such
as 3-D would be helpful in establishing its value. 

Some polices have a “total replacement value”
clause that will replace the item with a new one just 
like it no matter how old it is. These policies are more
expensive, obviously. Most homeowner policies prorate
the value of the item on its age. For example, if the
computer cost $3,000 five years ago, it may be worth
only $1,500 today. The $1,500 is all that the insurance
company will reimburse the homeowner for this item.
Also, make a movie of outbuildings, cars, boats, and
recreational vehicles. Obtain professional appraisals of
jewelry, collectibles, artwork, or other items that may be
difficult to evaluate. Make
copies of receipts and can-
celed checks showing the
cost for valuable items.
Store this information in a
place safe from flood, fire,
or other disasters. Paper
documents need to be in a
safe-deposit box at a local bank. Electronic data can be
stored on a flash drive or disk that also can be kept at
the bank. In addition, electronic data can be stored at
off-site electronic data storage facilities or even in the
cloud.

Protect Important Records and Documents. These im-
portant documents include photocopies of all credit
cards, home titles, birth and marriage certificates, Social
Security cards, passports, wills, deeds, and financial in-
formation such a checking account numbers, insurance
policies, and immunizations records. Ideally these
should also be in a safe-deposit box, but fire- and water-
proof home safes and strongboxes can provide ade-
quate protection and are more convenient to access.

Assemble a Kit
A disaster supplies kit is a collection of basic items a
family would probably need to stay safe and be more
comfortable during and after a disaster.3 Store these
items in plastic or metal portable containers and keep

as close as possible to the exit door or in a secure
place such as a storm shelter. At least once a year, the
kit should be opened and all items checked. Family
members’ needs may have changed and certain items
will exceed their expiration date. Smaller emergency
kits can be kept in each vehicle and at work. 

A well-stocked disaster supply kit should in-
clude the following:

• Three-day supply of boxed and canned ready-to-eat
nonperishable food

• A hand can opener, knives, and other eating utensils
(can be plastic)

• Three-day supply of water (1 gallon of water per
person, per day)

• Portable, battery-powered radio, citizen band radio,
or small television with extra batteries

• Flashlight, portable LED lantern with many extra
batteries

• Well-stocked first aid kit with sufficient supplies 
to stop major bleeding injuries

• Sanitation and hygiene items (hand sanitizer, moist
towelettes, and toilet paper)
• Matches or a lighter in

waterproof containers
• Whistle, horn, or some

other type of device that
can be used for signaling
if trapped

• Extra sturdy clothing and warm blankets
• Photocopies of identification and credit cards
• Cash (several hundred dollars if possible) and

coins
• Special needs items such as prescription medica-

tions, eyeglasses, contact lens solution, and hearing
aid batteries

• If applicable, items for infants, such as formula, 
diapers, bottles, and pacifiers

• Basic tools (hammer, large pliers, screwdrivers,
small pry bar), if applicable, pet supplies

• Jacket or coat
• Long pants and long-sleeve shirt
• Sturdy shoes and socks
• Sleeping bag or warm blanket2

Update the Plan and the Kit
Ideally, the plan should be reevaluated every 6 months.
Ask family members about it and get their input.
Check and replace food supplies that have expired and
replace drinking water every 6 months.4

The worst time to find out that a bar-
gain basement online insurance policy
does not cover roof or siding damage is
after a wind or hailstorm.
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The 10 Commandments of Disaster Preparedness

Nurses and the general public should take the following preparation steps well 
before a disaster strikes:

1. Discuss the type of hazards that could affect your family. Know your home’s
vulnerability to storm surge, flooding, and high wind.

2. Locate a safe room or the safest areas in your home for high wind hazard. 
In certain circumstances, the safest areas may not be your home but within
your community.

3. Determine escape routes from your home and places to meet.
4. Designate an out-of-state friend as a single point of contact for all your family

members.
5. Make a plan now for what to do with your pets if you need to evacuate.
6. Post emergency telephone numbers by your phones and make sure your 

children know how and when to call 911.
7. Check your insurance coverage––flood damage is not usually covered by

homeowners’ insurance.
8. Stock nonperishable emergency supplies and a disaster supply kit.
9. Purchase and know how to use an NOAA weather radio. Remember to replace

its battery every 6 months.
10. Take first aid, cardiopulmonary resuscitation (CPR), and disaster prepared-

ness classes.

I s s u e s  i n  P r a c t i c e

Sources: Goodhue CJ, Burke RV, Chambers S, Ferrer RR, Upperman JS. Disaster Olympix: A
unique nursing emergency preparedness exercise. Journal of Trauma Nursing, 17(1):5–10, 2010;
James JJ, Benjamin GC, Burkle FM, Gebbie KM, Kelen G, Subbarao I. Disaster medicine and
public health preparedness: A discipline for all health professionals. Disaster Medicine & Public
Health Preparedness, 4(2):102–107, 2010.
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When the Disaster Strikes
Even with all the above listed precautions and prepa-
rations in place, when a disaster strikes, it is going to
be both physically and emotionally traumatic to the
whole family. Keeping a cool head and knowing what
to do will allow all involved to survive and make the
best of a bad situation.

It is important to follow the instructions of
the professional first responders who have trained
and planned for a variety of disasters. If a radio or 
television is available, valuable information can be
obtained concerning the location of emergency shel-
ters, the estimated time for rescuers to respond, and
the general condition of the surrounding community. 

It is important to wear sturdy clothing such
as jeans and particularly important to protect feet by
wearing sturdy shoes or boots.2 If attempting to evac-
uate an area, it is best to use only the travel routes
specified by local authorities. Emergency routes are
generally the first ones cleared after a disaster where
alternate routes and “shortcuts” can be blocked by
debris or water and are impassable or dangerous. If at
home after a disaster,
only use flashlights if it is
dark. There may be unde-
tectable gas leaks or other
dangerous fumes that can
be ignited by matches or
candles. Also, keep at
least one general purpose fire extinguisher in an easily
accessible location.5

Downed high-voltage power lines pose a
particularly lethal threat to those who are near them.
Even if a downed power line is not sparking, it may
still be live and stepping on it or driving over it is a
potentially deadly mistake. If water is present near the
power line, it, too, can become electrified and cause 
a fatal shock several feet from the actual power line.
It’s important to check on neighbors, especially those
who are elderly or disabled.

Many people have purchased portable gen-
erators in recent years as a backup source of power
after a disaster. These pose their own set of dangers.
The biggest one is carbon monoxide poisoning.3
Some people think that running the generator in an
attached garage is safe because the fumes go out the
big open door. This is false! They should only be run
outside in a well-ventilated area. In addition, refueling
a generator while it is still hot or while it is running
can cause a serious fire. Electricity is dangerous and

there is always the potential for electrical shock or fire
if the wiring is not connected correctly. 

There are many resources for dealing with
all types of disasters. FEMA’s Community and Family
Preparedness Program and American Red Cross
Community Disaster Education are available online.
Almost every agency that deals with disasters has
written information that is available.

Health-Care Professional and First Responder Preparation
for a Disaster 
The information above is general information that all
citizens, including health-care providers and first re-
sponders, should know in preparing for a variety of 
disasters. However, by the very nature of their work,
health-care providers and first responders require addi-
tional knowledge and preparation in dealing with disas-
ters. People look to them for help during their time of
need. Although some of the knowledge overlaps, a higher
level of preparation is expected of professionals. The in-
formation below focuses on this knowledge.

Disaster Phases
Although there is a consid-
erable amount of overlap, 
all disasters can be divided
into three basic phases: The
preimpact phase, the impact
phase, and the postimpact
phase. Nurses should learn

what they need to do to provide care in all of the disas-
ter phases.

The Preimpact Phase
Certain types of natural disasters are preceded by a
warning period. For a tornado, this may range from a
few minutes to as much as an hour; for hurricanes, it
may be as long as several days. During the warning
stage, also called the preimpact phase, the focus is on
preparation for the aftereffects of the event. This
preparation is primarily at the local community level.6

Even before a catastrophic event is predicted,
first responders and health-care professionals in disas-
ter-prone regions practice with disaster drills. These
drills provide valuable training in a low-stress envi-
ronment and identify the types of resources that may
be needed during a disaster. This type of training helps
identify unique risk situations for the community and
builds the skill and knowledge disaster responders
must have to meet the needs of the population.

Even if a downed power line is not
sparking, it may still be live and 
stepping on it or driving over it is a 
potentially deadly mistake.

“
”

3972_Ch26_646-673  29/12/14  2:43 PM  Page 652



C h a p t e r  2 6 Preparing for Functioning Effectively in a Disaster 653

When the disaster becomes imminent and a warn-
ing is issued, preparations such as evacuations are
put into operation by the local emergency response
unit. Since Hurricane Katrina, FEMA, the Red
Cross, and other government agencies have begun
the practice of stockpiling essential supplies to be
used after the disaster somewhere close to the disas-
ter target area where they can be reached quickly
and easily for distribution. 

Communication Is Critical
One key element, brought to the forefront by recent
disasters, is the ability of the various agencies involved
to communicate with each other. The lack of the abil-
ity to communicate became painfully evident after the
9/11 disaster. Fire and rescue, first responders, law 
enforcement, public health, government agencies, 
and health-care services were using radios that all had
different frequencies and were unable to exchange 
essential information with
each other. Large sums of
money were spent by the
Bush administration to
correct this problem so
that victims could receive
the best possible care.
Proficient communication
leads to a well-coordi-
nated response. All 
agencies must have agree-
ments in place and under-
stand the role that each one is to play in the disaster.
This preparation will eliminate the turf arguments
sometimes seen among agencies.7 In rural areas,
agreements with nearby communities also become
important for obtaining mutual aid.

The news media is playing an even larger part
in disaster reporting; however, planning for the news
media and the flow of information is often overlooked
in disaster preparations. Nurses are likely to hear about
a disaster from breaking news reports before they learn
about it through official channels. One fear that can be-
come real is group panic. Generally, all information re-
leased from a health-care facility should go through the
public relations representative or the designated spokes
person for the facility. Before any information is re-
leased, it should be determined how the news will 
affect particular populations. Families of victims often
cling to every word and may misinterpret what is 
being said.

Persons designated to speak for the health-
care facility should have experience with public
speaking and be able to convey the information
clearly and in terms that the general public can 
understand. They should also be able to “think on
their feet” when responding to questions. However,
question-and-answer sessions should be severely
limited, especially when national media are in-
volved. Reporters ask the same questions over and
over again even when there is no information about
the subject.

When people are under stress or have high
levels of anxiety, communication must be direct, 
honest, and to the point. Long technical explana-
tions will only confuse the facts. The public should
also be calmed by reassurances that everything 
possible is being done. Regular updates every 30 to 
60 minutes, even if there is little new information,
are helpful in reducing anxiety levels.

Who to Contact
The following agencies can
help with planning during
the preimpact phase:

• Disaster Medical Assis-
tance Team (DMAT):
A group of frontline med-
ical personnel, including
nurses, who provide
health care after a disaster. 

These may include terrorist, natural, or environmental
disasters.

• Medical Reserve Corps: Part of the USA Freedom
Corps, which was developed in 2002 in response to
Americans’ desire to volunteer and serve their com-
munities in the wake of the 9/11 terrorist attacks.

• American Red Cross: Registered nurses (RNs) can
join their local Red Cross and receive specialized
training in disaster and bioterrorism preparedness.

• Commission Corps Readiness Force: Deploys teams
to respond to public health emergencies.6

• National Disaster Medical System (NDMS): Mobi-
lizes comprehensive disaster relief and works closely
with local fire, police, and emergency medical serv-
ices. NDMS also uses volunteer disaster response
teams called International Medical and Surgical 
Response Teams (IMSuRTs), of which nurses are 
an essential component. The IMSuRTs provide
emergency medical services at any place in the
world where there is a lack of resources.

Often in disaster situations, nurses func-
tion outside their usual practice setting
and may assume a variety of roles in
meeting the needs of the disaster victims.
Nurses must be able to perform under
stressful and sometimes physically dan-
gerous conditions.
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The Impact Phase
When the actual disaster strikes, the impact phase be-
gins. The goal during the impact phase is to respond
to the disaster, activate the emergency response, and
reduce the long-term effects of the disaster as much
as possible.8 Activation of the emergency response
plans developed during the preimpact phase mobi-
lizes all agencies involved. Because fire, rescue, and
police are usually the first on the scene, they provide
and establish the command post from which all other
efforts will be coordinated. Their goal is to identify
and remove victims from dangerous situations, deal
with unstable structures, and provide first aid to those
who have been injured.

Because of the recent heightened concern
over acts of terrorism, law enforcement may initially
take control of the disaster scene until it can be deter-
mined that the cause was not a criminal act such as 
a bombing. Even with natural disasters such as torna-
does or floods, law enforcement is often first on the
scene and, by their training, tend to take over control.
Nurses working in the early stages of disasters some-
times feel frustrated by law enforcement officers, who
may limit their ability to provide care. It is important
to remember that law enforcement is concerned with
identifying a crime and preserving evidence that may
be used later in criminal prosecutions. The whole dis-
aster area is considered a crime scene until released
by law enforcement.

The Incident Management System (IMS) is
an effective tool in bringing some order to the confu-
sion that always surrounds any disaster event. Based
on a military model, IMS is a hierarchy with a well-
defined chain of command. At the top is the incident
commander or manager, who is responsible for coor-
dinating all rescue efforts. A “job sheet,” really a verti-
cal organizational chart, lists all the key people from
all the essential agencies involved. It also outlines the
responsibilities of each person and agency and must
be followed throughout the disaster event for the best
coordination of emergency services.9 Most IMS plans
now include hospitals within the service area. Infor-
mation flows freely from the commander down to
paramedics and from the street level back to the top.

Medical assistance is provided in hospitals,
local clinics, or the field. Deployable Rapid Assembly
Shelters (DRASHs) are mobile shelters that can be
used by the IMSuRT team as a small independent
hospital. The DRASH is designed with triage emer-
gency care, intensive care units, and surgical rooms.

Protection for First Responders
Nurses and other first responders must always be
aware of the potential dangers of any disaster. If the
health-care providers become injured during rescue
attempts, they can no longer provide care to the vic-
tims. As a result, protecting the lives and health of 
the first responders takes priority over rescue efforts.
Because of the wide range of potential hazards, in-
cluding chemicals such as nerve gas, biological sub-
stances, radioactive agents, and explosive devices,
care providers must wear appropriate protective
equipment.7 Images of rescue personnel wearing
bulky yellow or blue biohazard suits have become 
ingrained in the public consciousness. The biohazard
suits, otherwise known as personal protective equip-
ment, actually have a range of protective abilities
against many types of substances (Box 26.1).

Most nurses have not received training in
donning, wearing, or performing procedures in bio-
hazard suits. If nurses find themselves in situations in
which they may be required to wear such protection,
it is important to recognize some of the limitations.
The heavy gloves significantly reduce manual dexter-
ity, and even routine procedures, such as starting 
intravenous (IV) lines or dressing wounds, become
extremely difficult if not impossible. The hood restricts

B o x  2 6 . 1
Protective Levels of Biohazard Suits

Level A: Resistant to all types of chemicals and
biological and radioactive substances and is
used in situations in which splashing or expo-
sure to unknown agents is possible. Totally
encapsulates personnel and has its own inter-
nal air supply.

Level B: Has a hood but does not totally encap-
sulate personnel. Is splash resistant to most
chemicals. Has its own internal air supply.

Level C: Has a hood but does not totally encap-
sulate personnel. Is less resistant to chemical
penetration than previous levels. Equipped
with a respirator that can filter out most chem-
ical contaminants and biological and radioac-
tive substances.

Level D: Used when there are no chemicals or
agents that can affect the respiratory system
or penetrate through the skin. Generally con-
sists of a jumpsuit or scrub suit.

Source: http://www.firstrespondernetwork.com.
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peripheral vision and the plastic view plate may dis-
tort the visual field. Even cursory physical examina-
tion, including the ability to use a stethoscope,
becomes more difficult. Nurses may also find that the
suit itself causes claustrophobia. The unusual taste
and smell of the self-contained breathing equipment
can sometimes cause nausea.

After exposure to any type of chemical, biolog-
ical, or radioactive agent, personnel must go through a
decontamination procedure. These procedures vary
widely, depending on the type of agent. They range from
simply removing clothes and showering with water to
extensive treatment with various neutralizing agents.
Most emergency response teams have a decontamina-
tion tent that provides some privacy and contains the
equipment necessary for thorough decontamination.

The Postimpact Phase
The postimpact phase may begin as little as 72 hours
after the disaster and in some cases may last consid-
erably longer.8 It may continue for years, as in the 
aftermath of Hurricane Sandy on the East Coast,
Hurricane Katrina in New Orleans, and the attacks
on the World Trade Center on 9/11. The activities
focus on recovery, rehabilitation, and rebuilding.
One vital step during the postimpact phase is the
evaluation of the disaster preparations and of how
rescue and recovery efforts could be improved.

Many Roles for the Nurse
Every disaster poses its own unique challenges. The
role of the nurse in a specific disaster depends on its

nature and on the type and numbers of injuries. 
Although most nurses have some familiarity with 
the role of nurses when they provide aid in a disaster,
they may assume many other roles and function out-
side their usual practice setting in meeting the needs
of the disaster victims.6 Nurses must be able to per-
form under stressful and sometimes physically dan-
gerous conditions.

After the hurricanes in Florida in 2005, large
numbers of disabled and elderly clients who had been
living in nursing homes and extended care facilities
were displaced to schools and shelters. Nurses assumed
the primary responsibility for caring for these individ-
uals who, because they could not care for themselves
and lacked essential medications, needed care at a level
above what rescue workers could provide.

Triage Nurse
When the number of injured is very high, more than
1,000, the incident is classified as a mass casualty, and
multiple agencies, from the local to federal, become
involved. Nurses also can provide direct treatment,
which may be brief or may be involved in more com-
plex roles, such as mobile surgical units (Box 26.2).

However, in the early stages of many disas-
ters, nurses may find a lack of essential resources both
in the field and in the emergency department. Nurses
have a long history of being able to improvise and get
by with what is available, and a disaster will certainly
challenge their creativity. When there are large num-
bers of victims in major disasters, nurses are often re-
sponsible for triage (from the French word meaning

B o x  2 6 . 2
Responsibilities of the Disaster Nurse

Short-Term
1. Performs triage at the scene or in the 

emergency department.
2. Provides emergency medical assistance at 

the scene or in the emergency department. 
Special attention is given to vulnerable groups, 
such as handicapped people, children, and 
the elderly.

3. Provides assistance in the mobilization of 
necessary resources such as food, shelter,
medication, and water.

4. Works in collaboration with existing disaster 
organizations and uses available resources.

Long-Term
1. Provides assistance with resettlement programs and

psychological, economic, and legal needs.
2. Partners with independent, objective media; local and

national branches of government; international agen-
cies; and nongovernmental organizations.

3. Warns clients to be aware that many scam artists are
present after any disaster and what factors to consider
in detecting a scam.
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“to sort”), assessing victims and prioritizing care for
the best use of resources. Mass casualty situations re-
quire a different type of thinking than is usually used
in everyday health care. The traditional classification
of victims into low risk, intermediate care, and imme-
diate care is reordered. The overriding goal in a disas-
ter is to provide the best care possible for the greatest
numbers of victims. Often this involves providing
only palliative care to those with critical injuries, allow-
ing more resources to be used for those with a better
chance of surviving the disaster.

Triage is performed either in the field or in
the emergency department. In the field, usually few
medical resources are available, quick evacuation is
not possible, and no one knows how soon higher level
medical care will arrive. Standard triage systems were
developed for fewer numbers of victims who could be
moved quickly to a health-care facility; however, they
fall short when there are many victims who must re-
main in the disaster zone for a longer period of time.

The Medical Disaster Response (MDR) 
system was designed to quickly evaluate and classify
victims immediately after a disaster who cannot be
evacuated for a substantial period of time. It requires
the specialized training of local health-care providers,
particularly nurses and first responders. It relies upon
a dynamic triage methodology that allows for ongo-
ing triage that may last for hours or even days. The
goal is to maximize victim survival and make the best
use of existing resources. 

Classification Systems
The MDR system is based on the traditional “simple
triage and rapid treatment” (START) method but is
modified to use palpation of the radial pulse in place of
the more difficult capillary refill assessment along with
respiratory rate and basic neurological assessment (can
the victim respond to commands). It is also combined
with the “secondary assessment of victim endpoint”
(SAVE) system of triage that was developed to better
use limited resources for victims who were most likely
to survive and recover. Trauma statistics serve as the
basis for the SAVE system, which attempts to deter-
mine which victims will best survive with the various
types of injuries they have suffered. The formula used is: 

Probability of survival (%) = benefit ÷ available
recourses.

If it is determined that a victim has a 50 percent or
greater chance of surviving, they receive treatment.

Basically, the person conducting the triage makes a
cost-benefit analysis in deciding which victims will
benefit most for the limited resources on hand. The
system places all victims into one of three categories:

Category 1: Those who will die anyway, no matter
what resources are used to help them

Category 2: Those who will survive whether or not
they are treated

Category 3: Those who can be helped and will gain
long-term benefit from intervention and use of 
resources

The key to the success of the system is to
identify and treat those who fall into category 3 as
quickly as possible. The first and second category 
victims will receive only palliative care. Colored tags
are also affixed to the victims based on their physical 
condition and injuries:

Green (category 2): Victims who are able to get up
and walk around and require minimal or no treat-
ment to save life or limb. 

Red (category 3): Victims who require help breath-
ing or assistance with their airways or whose respi-
ratory rate is greater than 30 breaths per minute.
Also included in this group are clients who are
breathing but have no pulse at the wrist (radial
pulse) and victims who are unable to respond to
commands. Some of these victims can be saved
and require immediate intervention, but they re-
quire the use of a large quantity of already scarce
resources. 

Yellow (category 3—nonurgent): Those victims who
do not meet the criteria for the red category but
are not able to walk. These individuals require 
intervention but usually can tolerate some delay 
in treatment. 

Black (category 1): Those victims who are so severely
injured that they have no chance for survival—
fatalities. 

Other factors that enter into the decision-
making process include the victim’s age and severity
of any preexisting conditions. For example, an elderly
victim with a head injury and a Glasgow Coma Scale
score of 5 (out of a possible 15—unresponsive to all
stimuli) who is wearing a MedicAlert bracelet that
says he is on anticoagulant medications would re-
quire the use of significant medical resources and
would still not likely survive the injury. He would 
receive a black tag and be placed in the “expectant
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area.” However, a middle-aged adult with 20 percent
second-degree burns of the legs would require mini-
mal treatment with dressings and pain medications
and has an excellent chance of surviving with full re-
covery would receive a yellow tag and be moved to a
“treatment” area. Victims need to be reassessed fre-
quently because conditions change and they may
need to be moved to another area. The MDR-SAVE
methodology is a systematic approach to use triage as
a tool to maximize victims’ survival in the immediate
aftermath of a catastrophic disaster.

BIOTERRORISM

Biological weapons include any organism (e.g., bacteria,
viruses, or fungi) or toxin found in nature that can be
used to kill or injure people. Toxins are poisonous com-
pounds produced by organisms, such as the botulism
toxin. Bioterrorism is the use of microorganisms with
the deliberate intent of causing infection to achieve 
military or political goals.10

An Acute Health Issue
Biological weapons are
one category of weapons
of mass destruction be-
cause of their ability to
disable or kill large num-
bers of people at one time. Unfortunately, biological
weapons are relatively easy and inexpensive to pro-
duce. Biological agents can be spread through the air,
through water, or in food. It is also possible to use ro-
botic delivery of agents by remote-control devices
such as model airplanes. Most frightening of all, bio-
logical agents can be spread by “suicide coughers”
who have purposely been given the disease and
spread it from person to person in a crowded space
such as a subway or an airport. After being released,
microorganisms can go undetected for an extended
period because their effects are not immediate and
the initial symptoms are often nonspecific or “flu-
like.” Person-to-person transmission may continue
for days or even weeks before the source is detected
and a specific disease-causing organism is identified.

The vulnerability of the United States to a 
biological attack became painfully apparent with the
delivery of anthrax spores through the postal system
as an infective agent after the 9/11 attacks. The need
to protect a vulnerable American population from

further terrorist attacks became an acute public
health issue.11 Also, the offensive biological weapons
programs of the former Soviet Union produced some
deadly weaponized biological agents that cannot be
located; this knowledge has increased the national
anxiety level concerning bioterrorism in the United
States. Since 1998, the American Nurses Association
(ANA) has worked in conjunction with the American
College of Emergency Physicians (ACEP) to develop
strategies for health-care providers to use in respond-
ing to nuclear, biological, and chemical incidents.

Early Recognition
For nurses and other clinicians, the key to an effec-
tive response is training in the early recognition of a
bioterrorist attack. Some biological agents can be
detected in the environment using high-tech detec-
tion devices (sniffers). Several of the portable sniffer
models include the Biological Aerosol Warning 
System (BAWS), which was used in Iraq, and the

Portable Biofluorosensor
(PBS).12 Even newer tech-
nology may also play a
part in the future of early
detection of biological
agents. The latest research
is focused on developing
tiny electronic chips con-
taining living nerve cells

that could be worn like a radiation-detection badge.
It would warn of the presence of a wide range of
bacterial and viral organisms. Another experimental
device that would help identify specific pathogens
such as botulism and smallpox consists of fiberoptic
tubes coated with antibodies. Light-emitting mole-
cules would shine through the antibodies, and the
different colors produced would indicate which or-
ganism is present.

However, biological agents are most often
identified by specific blood tests and cultures or the 
report of a health-care provider of a particular set of
symptoms indicative of a particular disease. Another
early warning sign is an unusually large number of ill or
dead animals found throughout the community, partic-
ularly birds. They are often the first ones to catch lethal
illnesses. Health-care providers must be able to identify
victims early and recognize the patterns of the disease.
If there are a large number of people with the same 
unusual symptoms, reports of dead animals, or other
inconsistent findings, a biological warfare attack should

When the number of injured is very
high, more than 1,000, the incident is
classified as a mass casualty, and multi-
ple agencies, from the local to federal,
become involved.
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be suspected. Early detection of a biological agent in the
environment allows for early and specific treatment 
and enough time to treat others who were exposed. Cur-
rently, the U.S. Department of Defense is evaluating de-
vices to detect clouds of biological warfare agents in the
air at higher altitudes. 

Are Nurses Ready?
Studies conducted over the past decade provide data
indicating that nurses are still not as well prepared as
they should be to respond to biological warfare
agents.10 Nurses have been and will remain the front-
line first responders to all emergency situations, in-
cluding a biological attack. Nurse preparedness can
only increase through improved education and train-
ing in early recognition, detection, and treatment of
infected persons. To help achieve this goal, several
computerized education programs have been devel-
oped to raise the knowledge level of nurses and other
first responders.

To educate nurses about bioterrorism, the
Centers for Disease Control and Prevention (CDC)
have produced online teaching and learning mod-
ules. A more comprehensive education program
has been developed by the University of California–
Los Angeles, in conjunction with content experts. It
consists of six interactive case studies that require
participants to use their knowledge to identify each
biological agent. Pretest and post-test results indi-
cate a marked increase in participant knowledge
and ability to detect and distinguish among various
biological agents.10

Recognizing and treating outbreaks as early
as possible is critical for rapid implementation of
measures to prevent the spread of disease. Response
to bioterrorist attacks is similar to the traditional
public health response when communicable disease
outbreaks occur naturally, but the focus must be on
early detection. However, early recognition is chal-
lenging because terrorists may use weaponized 
biological agents that cause highly variable initial
symptoms or symptoms that are ignored until they
become debilitating.

Clinical Presentation
Nurses and other clinicians must be familiar with the
specific symptoms and clinical syndromes caused by
bioterrorism agents (Box 26.3). One of the first indi-
cations of a biological attack is an increase in the
number of individuals seeking care from public

health agencies, primary care providers, and EDs. 
Because many of these agents are viruses, the early
symptoms often look like a case of the flu. Hospitals,
doctors, nurses, and public health professionals will
be on the front lines of any attack. A heightened level
of suspicion, plus knowledge of the relevant epidemi-
ological clues, should help in the recognition of
changes in illness patterns.6

Biological Agents
The CDC has developed a list of biological agents 
that are considered the most likely to be used in a
bioterrorist attack (Table 26.1). Infective agents were
included for their ability to produce widely dissemi-
nated infections, high mortality rates, potential for
major public health impact, and ability to cause 
panic and social disruption. Those that require special
action for public health preparedness were also in-
cluded. Category A agents possess the highest imme-
diate risk for use as biological weapons; category B
agents pose the next highest risk. Category C agents
have a potential for use but are not considered an im-
mediate risk as biological weapons.

B o x  2 6 . 3
Epidemiological Clues to a Biological 
Attack

• Many clients with the same disease, indicating
the sudden development of a large epidemic

• Multiple clients with unusually severe symptoms
or diseases with unusual routes of exposure

• Diseases occurring where they normally do not,
or during the wrong season, or at a time when
the normal vector is absent (e.g., West Nile
virus in the winter—no mosquitoes) 

• Multiple simultaneous epidemics of different
diseases

• Outbreak of zoonotic disease (diseases trans-
ferred from animals to humans)

• Larger than normal numbers of sick, dying, or
dead animals in the community

• Unusual strains of contagious organisms or
large numbers of antibiotic-resistant organisms 

• Higher rates of disease than would normally be
seen in persons exposed to the organism

• Reports of a credible threat of a biological 
attack by official authorities

• Direct evidence of biological attack
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Table 26.1 Critical Biological Agent Categories for Public Health Preparedness

Category Biological Agent Disease

A: Highest immediate risk

B: Next-highest risk

C: Potential, but not 
an immediate risk

EEE = eastern equine encephalitis; VEE = Venezuelan equine encephalitis; WEE = western equine encephalitis.

Variola major
Bacillus anthracis
Yersinia pestis
Clostridium botulinum (botulinum

toxins)
Francisella tularensis
Filoviruses and arenaviruses 

(Ebola and Lassa viruses)

Coxiella burnetii
Brucella species
Burkholderia mallei
Burkholderia pseudomallei
Alphaviruses
Rickettsia prowazekii
Toxins (e.g., ricin, staphylococcal

enterotoxin B)
Chlamydia psittaci
Food-safety threats (e.g., Salmonella

species, Escherichia coli 0157:H7)

Water-safety threats (e.g., Vibrio
cholerae, Cryptosporidium parvum)

Emerging-threat agents (e.g., Nipah
virus, hantavirus)

Smallpox
Anthrax
Plague
Botulism

Tularemia
Viral hemorrhagic fevers

Q fever
Brucellosis
Glanders
Melioidosis
Encephalitis (VEE, EEE, WEE)
Typhus fever
Toxic syndromes

Psittacosis
Salmonellosis, diarrheal illness,

sepsis, hemolytic uremic
syndrome

Cholera, cryptosporidiosis

Effective Response
In the event of a widespread bioterrorism attack,
nurses in all levels and types of health-care settings
will likely become involved. To develop a prompt 
and effective response, nurses and other health-care
providers must know the modes of transmission, in-
cubation periods, symptoms, and communicable 
periods of these diseases as outlined by the CDC.11

Identification and Management
Once a potential outbreak is detected, it must be
brought to the attention of the appropriate health-
care agencies or specialist in infective diseases. The
CDC is always called in and may “take over” the hospi-
tal to prevent the further spread of the biological agent.
In cases of suspected bioterrorism, they are given the
authority of federal law enforcement personnel.

All nurses should have accurate around-
the-clock information on the resources available for
their geographic area. Once appropriate notifications
have been made, nurses will use their skills of clinical

evaluation and history taking to identify the infective
organism, mode of transmission, and source of expo-
sure. In addition, nurses play a critical role in manag-
ing postexposure prophylaxis and its complications,
as well as psychological and mental health problems
brought on by the event.

What Do You Think?

?
Have you received any specialized training in disaster or
bioterrorism preparedness? If you have, how does it make
you better able to care for victims of disaster or bioterror-
ism? If you do not eventually receive this training, is it
something that you think is important enough to seek out on
your own? Do you feel prepared to care for these victims?

Response Training
The American College of Emergency Physicians
(ACEP), in alliance with the ANA, submitted a list of
recommendations to the Health and Human Services
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Office of Emergency Preparedness in April 2001. 
Included was the recommendation that all basic
nurse education programs include information on
how to respond to mass casualty events. The task
force also recommended that self-study modules and
other types of specialty programs be developed for
ED nurses that would contain more in-depth infor-
mation on the detection and management of bioter-
rorism. (For more information, go to http://www
.acep.org for recent updates.)

The ANA is actively involved in developing
ways to better prepare nurses to respond to bioterror-
ist events. In collaboration with the Department of
Health and Human Services (DHHS), they estab-
lished the National Nurses Response Teams (NNRT).
This joint effort was unveiled at the ANA’s 2002 bien-
nial convention.

Activation and Deployment
In the event that the president declares a bioterrorism
state of disaster, the NNRT will be activated to re-
spond by providing mass
immunization or chemo-
prophylaxis to a popula-
tion at risk. The NNRT,
under the auspices of the
DHHS, will be quickly 
deployed in response to a
major national event.

The goal of the ANA and federal officials is
to recruit 10 regional teams of 200 nurses. The ANA
is working to recruit these nurse teams and will pro-
vide ongoing education to the NNRT in disaster re-
sponse. The DHHS is responsible for the screening
and processing of potential nurse team members after
they have been recruited by the ANA.

When the NNRT teams are deployed, the
members become “federalized,” and the federal gov-
ernment will pay their salaries, reimburse them for
travel, and cover their housing costs during the duty
period. In case of a terrorism disaster, the deploy-
ment will be limited to 2 weeks to minimize the 
impact on the nurses’ employers.

The nursing profession faces serious chal-
lenges in the response to threats of bioterrorism. The
nation is counting on nurses to play a vital role in
bioterrorism preparedness and response. The public 
depends on nurses to be the frontline responders and 
to protect them from the effects of bioterrorism. Nurses
must be able to communicate medical information and

educate the public quickly after a crisis. It is imperative
that the nursing profession train nurses in appropriate,
effective responses to ensure the best outcome in a
frightening, unfamiliar event.

MRC

Nurses interested in working with disaster victims
might want to consider joining the Medical Reserve
Corps (MRC). It is a nationwide network of com-
munity-based response units sponsored by the 
office of the surgeon general of the United States. 
As a national network of local groups of volunteers
committed to improving the health, safety, and re-
siliency of their communities, anyone can join. The
largest single group of volunteers in the MRC is
nurses. Each MRC unit is organized and trained to
address a wide range of challenges, from public
health education to disaster response. The training
is specific for the types of disasters that are seen in

the units’ communities
and range from setting up
aid stations and adminis-
tering immunizations to
the after care of displaced
elderly victims. After a
nurse volunteer has been
trained and certified, they

can respond to a variety of different types of disas-
ters, including those that are out of state. Normally,
nurses are not allowed to practice nursing in states
in which they are not licensed. Because MRC 
certification is national, states have agreed to allow
certified nurses to practice within their boundaries
during disaster events. For more information, please
visit http://www.naccho.org/topics/emergency/mrc/
or http://www.medicalreservecorps.gov/. 

CHEMICAL WEAPONS

Although the Chemical Weapons Convention of 
1993 banned, under the legal threat of punishment,
the worldwide production, stockpiling, and use of
chemical weapons, a number of countries, including
the United States, maintain large aging stockpiles of
these horrific weapons. Their storage and use is gen-
erally rationalized as a means of defending the coun-
try against attack from a hostile aggressor.

Since 9/11, the need to protect a vulner-
able American population from further
terrorist attacks has become an acute
public health issue.

“
”
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Definition
Chemical weapons (CW) are generally defined as
devices that use any one of a number of chemicals
mixed in such a way as to inflict death or harm to
human beings. CWs, along with biological and nu-
clear devices, generally fall into a class of weapons
know as weapons of mass destruction. CWs take
many forms, including gas, liquids, and solids, that
often kill or destroy targets other than the one 
intended.13

There are two general classes of CWs—
unitary and binary agents. Unitary chemical agents
are effective by themselves and do not require any
other substances to be mixed with them to make
them lethal. These agents are highly volatile (unstable
and return to a gas state quickly) and are the types of
agents most commonly stockpiled by nations in their
weapons arsenals and preferred by terrorists. Binary
CWs only become lethal when two non-dangerous
chemicals are mixed together to create a third dan-
gerous chemical.14 These are
more difficult to manufacture
and more complicated to acti-
vate. However, the reason
passengers can no longer take
liquids, contained in more
than 3-ounce increments, on
airplanes is because of a plot
by terrorists in Great Britain
to use binary agents poured
into shampoo bottles and then mixed when they were
on the plane with the intention of bringing down in-
ternational flights.

Horrific Results
The first widespread military use of CWs was during
World War I. The injuries caused by them were so
horrific that, although most major countries now
have stockpiles of them, they have been very reluctant
to use them. There was some use of CW by Japan
against the Chinese at the beginning of World War II,
but after seeing the effects, they were not used again.
The Aum Shinrikyo cult used sarin, a deadly color-
less, odorless nerve gas, on a Tokyo subway in 1995,
killing 12 people and injuring more than 5,500.13 In
addition, Saddam Hussein used CWs against the
Kurds in the northern part of Iraq. Parts of the coun-
try became a desert because CW annihilated all living
things and made the area uninhabitable for decades
due to contamination of water and food supplies. The

half-life of many CWs can last a few years or even
decades. 

More recently, there were substantiated re-
ports that CWs were used in Syria in 2013 on a lim-
ited scale, although it is unclear who actually used
them. Experts believed for many years that the Syr-
ian government had a stockpile of CWs, although
they consistently denied it. Investigations seemed 
to point to one of the groups of rebel terrorists
fighting against the government had obtained CWs
on the black market and used them. Later that year,
U.S. vice president Joseph Biden brokered a deal
whereby the Syrian government would turn over all
the chemical weapons stockpiles that they claimed
they never had to Russia for permanent destruction.

Russia reluctantly acknowledged that some
of their CWs went missing after the fall of the Soviet
Union and may very well have gotten into the hands
of terrorists groups. Letters sent to the U.S. president
and several high-ranking government officials in the

spring of 2013 were
laced with ground
caster beans, the key
ingredient in the
deadly poison ricin. If
the terrorist bombers
at the 2013 Boston
Marathon had incor-
porated chemical
agents into their back-

pack bombs, the death toll and number of injured
would have been even more devastating.

Since the September 11, 2001, terrorist 
attacks on America, the threat of chemical weapons
has become an immeasurable concern for both citi-
zens and the government. The government has
made preparations to protect the population against
CWs and has taken measures to ensure that there is
a plan for action in response to a CW attack. The
technology to produce CWs is widely available, and
key chemicals are available at the tens of thousands
of chemical manufacturing plants in the United
States and Europe alone.

In 1997, in an attempt to stop the spread and
use of CWs, the U.S. Senate ratified a global chemical
weapons ban treaty signed by more than 80 other na-
tions. However, terrorists groups do not abide by
these treaties and, because of the abysmal effects and
fear generated by CWs, seem eager to obtain and use
them on Western populations.

Many CWs kill in a matter of minutes
while others can take hours or even
days, providing the victims with a
chance of survival if quickly decontami-
nated and treated with the appropriate
antidote, if one is available.

“
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Types of Chemical Weapons
The three major groups of chemical weapons are
nerve agents, blister agents, and choking agents.
They are generally dispensed as aerosols, liquids, or
vapors that enter the body through the eyes, lungs,
or skin. There are also blood agents, which are in-
haled. Their overall effectiveness in killing people 
can be affected by how old the agent is, its purity,
weather conditions such as temperature and humid-
ity, strength and direction of the wind, size of the en-
vironment where they are released, and how they are
introduced into the environment.13 Many CWs kill
in a matter of minutes; others can take hours or even
days, providing the victims with a chance of survival
if quickly decontaminated and treated with the ap-
propriate antidote, if one is available. Although
symptoms vary based on the class of agent, some
general symptoms to look for include immediate fail-
ure of the respiratory or nervous system (paralysis),
severe skin irritations and blisters, headaches, irregu-
lar heartbeat or palpitations, vomiting, and convul-
sions (Box 26.4).

Nerve Agents
The nerve agents are among the most toxic of all CWs.
They are particularly deadly when released in an en-
closed area such as a subway train or an airplane. Their
initial development was just before World War II for
the purpose of controlling insect infestations on farms.
Chemically related to the organophosphorus insecti-
cides that are in wide use today, they work by inhibit-
ing the production of acetylcholinesterase throughout
the nervous system and causing paralysis of smooth
muscles. German scientists of the 1930s soon recog-
nized the lethal potential of these chemicals and began
producing concentrated weaponized forms of the 

substance that could be used on the battlefield and in
the gas chambers of the concentration camps.15

Causing an excessive accumulation of acetyl-
choline in the nerve endings of the parasympathetic
system, nerve agents inhibit the smooth muscles all
along the vagus nerve (cranial nerve X), including the
iris of the eye, ciliary bodies in the bronchial tree and
gastrointestinal tract, bladder, and blood vessels. They
also paralyze the salivary glands and secretory glands
of the gastrointestinal tract, the respiratory tract, and
eventually the cardiac muscle tissue. Although respi-
ratory symptoms are generally the first to appear after

B o x  2 6 . 4
Classes of Chemical Agents

Nerve Agents Blister Agents Respiratory Agents

Tabun (GA)

Sarin (GB)

Soman (GD)

Cyclosarin (GF)

Methylphosphonothioic acid (VX)

Phosgene (CG)

Diphosgene (DP)

Chlorine (Cl)

Chloropicrin (PS)

Sulfur mustard (Yperite) (HD)

Nitrogen mustard (HN)

Lewisite (L)

Phosgene oxime (CX)
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inhalation of nerve agent vapors, if ingested, gastroin-
testinal symptoms are usually the first to appear. The
early symptoms often mimic a heart attack, manifest-
ing with tightness in the chest, shortness of breath, 
elevated blood pressure, and abnormal heart rhythms.
As the effect of the toxin becomes more systemic, the
victim will experience increased fatigue and general-
ized weakness, which increases with activity. Soon
after, involuntary muscular twitching, scattered invol-
untary muscle contractions, and intermittent muscle
cramps develop. The skin may be pale due to vasocon-
striction. Left untreated or treated too late, nerve
agents lead to organ failure, complete shutdown of the
nervous system, and death.13

The primary treatment is immediate deconta-
mination and the administration of atropine sulfate IV
as soon as possible. Atropine blocks the effects of the
parasympathetic system and helps breathing by drying
secretions and dilating the airways. Atropine also sup-
presses other symptoms of
nerve agents, including
nausea, vomiting, abdomi-
nal cramping, low heart
rate, and sweating. At-
ropine, however, does not
prevent or reverse paraly-
sis. Another medication,
pralidoxime chloride, may
also be given. It belongs to
a family of compounds called oximes that bind to
organophosphate-inactivated-acetylcholinesterase,
thereby “regenerating” or “reactivating” acetyl-
cholinesterase and allowing the synapses to function
again.14 Unfortunately, if it is not given soon after ex-
posure, it may not be able to break the molecular
bonds in the synapse and it will be ineffective. If
treated early, the serious signs and symptoms of nerve
agent toxicity rarely last more than a couple of hours. 

Generally, if the victim survives the initial 
exposure and peak toxic effects, the symptoms usually
disappear within 1 day, and the survival rate is excel-
lent. Victims who were exposed but show no symp-
toms are usually observed for at least 18 hours because
some signs and symptoms can show up later. 

Blister Agents
Blister agents, sometimes called vesicants, burn and
blister the exposed skin on any part of the body they
contact. With enough exposure or if inhaled in large
quantities, they can kill people, but they are more

often used to produce large numbers of serious 
casualties that need extensive care, thus taking away
needed resources for fighting. They also force the
enemy to wear full protective equipment, making
their ability to fight more cumbersome and less effec-
tive. When thickened and applied to land, ship decks,
or the surfaces of aircraft or vehicles, blister agents
become a persistent hazard that makes it challenging
to defeat enemies.15

Although exposed skin is usually the first
area of the body affected, blister agents also can cause
major damage to the eyes, mucous membranes, lin-
ings of the lungs, and blood-forming organs. In addi-
tion, when ingested, they cause vomiting and
diarrhea. The most feared and oldest of the blister
agents is mustard gas. It is easily made, very stable
chemically, remains dangerous on surfaces almost in-
definitely, and there is no effective treatment for it
even today, making it hard to decontaminate.13 It was

first used in World War I,
and the gruesome burns 
it produced frightened
even the people who 
released it.15

Another problem
is that exposure to mustard
gas is not always evident
right away because of the 
latent and symptom-free

period that may occur after skin exposure. This may re-
sult in delayed decontamination or failure to decon-
taminate at all. However, it must be removed from 
the skin quickly and efficiently. After even as little as a
2-minute exposure, a drop of mustard on the skin can
cause serious blisters and burns.

Initial treatment, as with all chemical agents,
is immediate decontamination. The chemical chlori-
nation has proven somewhat effective in disabling
mustard and several other of the blister agents. There
is no practical drug treatment available for preventing
the internal effects of mustard. Infection is the most
serious complication after exposure to blister agents.
Although there is little agreement on the best way to
treat exposure to blister agents, most mustard gas vic-
tims survive but have protracted and painful recovery
periods with the need for multiple skin grafts. 

Choking Agents
Choking or respiratory agents work by attacking the
tissues of the lungs and produce massive pulmonary

Decontamination of the victims as soon
as possible is essential to reducing their
exposure to the toxins and providing 
appropriate medical treatment, such as
specific antidotes, that will increase their
chances for survival.

“
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edema. The most dangerous of this group of toxins is
phosgene and the one that terrorists are most likely to
use. Phosgene was used for the first time in 1915, and
it accounted for 80 percent of all the deaths attributed
to CWs during World War I. Initial symptoms in-
clude coughing, choking, a feeling of tightness in the
chest, nausea and occasionally vomiting, headache,
and excessive tear production.15

When delivered in very high concentrations,
a painful and agonizing death can occur within sev-
eral hours. With lower concentrations, death usually
occurs in 12 to 24 hours. There is no specific antidote
or treatment. Respiratory support by ventilation with
positive end expiratory pressure (PEEP) can usually
maintain adequate oxygenation of the body. Use of
osmotic diuretics can reduce the fluid load in the
lungs. Other supportive measures commonly used 
for persons in pulmonary edema may be helpful. If
the victim survives the initial exposure, they usually
begin to recover within 48 hours, although there may
be permanent lung damage. Respiratory infection is
the dreaded major com-
plication. If victims sur-
vive longer than 48 hours,
they usually make a full
recovery.13

General Principles of
CW Preparation
In reality, many of the measures used by nurses and
first responders for preparation and protection for
bioterrorism are also effective with CWs. It’s impera-
tive that nurses and emergency personnel wear per-
sonal protective suits when dealing with chemical
contamination due to the persistent nature of some of
the agents. Decontamination of the victims as soon as
possible is essential to reducing their exposure to the
toxins and providing appropriate medical treatment,
such as specific antidotes, that will increase their
chances for survival.13

Personal Protective Equipment
First responders and emergency room personnel
are at serious risk for exposure to the chemically
contaminated areas (known as hot zones). The 
victims themselves automatically become hot zones
and the hot zones can move if the victim is not
completely decontaminated. If first responders are
unprotected, direct contact to the CW or inhalation
of vapors automatically makes them victims as well.

If a liquid chemical agent was used, handling the
skin and clothing of victims exposes rescue person-
nel to the same chemical.13

Full level D hazardous material (hazmat)
suits should be worn until the source of contamina-
tion has been completely eliminated. A hazmat 
suit is an impermeable whole-body garment 
that is worn as protection against a variety of haz-
ardous materials. To protect against chemical 
exposures, these suits are made of barrier materials
like Teflon, heavy PVC plastic, corrosive-resistant
synthetic rubber, or Tyvek (a brand name for cloth
made from flash-spun high-density polyethylene
fibers). 

The high-level suits have self-contained,
filtered breathing systems to eliminate any expo-
sure to airborne toxins. These are similar to the
suits used for bioterrorism, except they are more 
resistant to the corrosive effects of some chemical
agents. Also, biological protective suits must have
fully sealed systems and positive-pressure breathing

systems to prevent entry
of the biological agent,
even if the suit is punc-
tured or torn. Although
hazmat suits are mostly
used by firefighters, re-
searchers, personnel re-
sponding to toxic spills,

specialists cleaning up contaminated facilities, and
workers in toxic environments, most health-care fa-
cilities have them available for personnel who are
likely to come into contact with hazardous chemi-
cals.

Decontamination 
Decontamination is the physical and chemical removal
of toxic agents from people’s skin, clothing, equipment,
and any environmental surfaces where they were dis-
seminated. Hazardous chemicals remaining on cloth-
ing, skin surfaces, and even in the respiratory system
can be a source of exposure to others.13 This is called
secondary exposure and is the most common type of ex-
posure experienced by first responders and emergency
room personnel. Immediate decontamination is a
major treatment priority for those with CW exposure.
It should include:

• Removing all contaminated clothes and jewelry
from the victim and washing the unclothed body
thoroughly with warm water and soap. 

It is more likely that any individual
would be exposed to a chemical agent
from an industrial accident or vehicular
mishap.

“
”

3972_Ch26_646-673  29/12/14  2:43 PM  Page 664



C h a p t e r  2 6 Preparing for Functioning Effectively in a Disaster 665

• Avoiding the use of very hot water and excessively
vigorous scrubbing because they may actually force
more of the chemical into the skin. 

• Decontaminating all victims who have been exposed,
even if it is unknown whether it was a vapor or liquid.
Vapor exposure alone may not require decontamina-
tion; however, some vapors cling to clothing and skin
and can be inhaled from these surfaces. 

• Decontaminating victims as close as possible to the
site of exposure. This minimizes the time of expo-
sure and prevents moving the hot zone to another
area. Most hospitals that are certified to treat chemi-
cal exposures have policies and procedures about
where victims may be decontaminated. Usually it is
an area outside the emergency department where a
tent is set up to perform initial decontamination 
before people and equipment are allowed entry.
Portable decontamination equipment with showers
and runoff water collection systems are commer-
cially available. Some larger facilities have in-house
decontamination areas with showers, special venti-
lation, and various decontamination rooms. All
hospitals should have the capacity to safely decon-
taminate at least one person at a time.13,14

Supportive and Specific Therapy
Health-care providers should follow the ABCs of
emergency care: airway, breathing, and circulation.
Keeping the airway open and making sure victims are
able to breathe or are well oxygenated is always the
first priority. Intubation and oxygen delivery equip-
ment must be available. Until the specific agent is
identified, health-care providers should treat the most
serious and life-threatening symptoms first. However,
laboratory tests used to identify specific chemical
agents are not available in all hospitals. Confirmation
of the chemical agent may take several hours or even
days. Once the agent has been identified, specific 
antidotes known to be effective should be used.13

The Centers for Disease Control and Preven-
tion is the authority on chemical weapons and their
treatments. They have information on treatment op-
tions and a decision tree that can be used for deciding
what treatments are most likely to be successful. For
more information, go to http://www.cdc.gov/nceh/
demil/articles/initialtreat.htm.

The Odds Are Good
Realistically, the chances of being exposed to CWs
or chemical agents is miniscule. Although some 

terrorist organizations have been successful in ob-
taining and releasing chemical agents, the reality 
is that making effective delivery systems is extremely
difficult. It is more likely that any individual would
be exposed to a chemical agent from an industrial
accident or vehicular mishap. There are numerous
chemical factories across the nation right now creat-
ing chemical toxins that are more deadly than any
ever used in weapons. Because of the volatile nature
of the chemicals they make, these chemical factories
have a disturbing tendency to explode from time to
time and spread the toxins over wide areas. Toxic
chemicals are regularly shipped by trains and trac-
tor-trailers to all parts of the country. It is not 
unusual to see a train accident where the large black
tank cars lie broken on their sides near a populated
area. The chemicals they contain are often highly
toxic.

Dangerous Aging Weapons
An even more concerning situation is the aging
stockpiles of chemical weapons owned by the U.S.
military. Many of these weapons were manufac-
tured over 60 years ago and put into containers that
were made to last only a few years. Because of the
corrosive nature of these chemicals, many of the
containers are developing leaks, exposing personnel
to the toxic agents. The only sure way to dispose of
these toxins is by burning them at extremely high
temperatures, 2,500 to 3,000 degrees, thereby re-
ducing them to their basic elements and rendering
them harmless. Unfortunately, there are only a few
of these disposal plants for chemical weapons in 
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the country. Disposal of the many aging chemical
warheads would require shipping them cross-coun-
try by rail or truck to the disposal sites. The dangers
of accidents and widespread contamination make
this method of eliminating them very dangerous.
Some companies have developed large “indestruc-
tible” stainless steel tanks located in stable under-
ground salt caves that can theoretically keep these
weapons in safe storage for centuries. Unfortunately,

the jury is still out on how safe these tanks and salt
caves really are.

Nurses must be prepared to deal with all
types of disaster. Education for disaster preparedness
needs to start in nursing school and continue
throughout the nurses’ career. It would be highly un-
likely that a nurse would not experience some type of
disaster during his or her career. Knowledge and
skills development are the best preparation. 
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Disaster Preparedness for . . . Scam?

The sirens were blaring and the emergency radio was shouting “SEEK SHELTER
NOW!” The whole family and two dogs scrambled for the storm shelter. We barely
got the door closed and bolted down when there was a big crash, a roaring
sound (it really does sound like a train), banging and scraping, and the shelter
door started to partially lift up. After what seemed like hours (in reality about 5 min-
utes), there was only dead silence. We carefully pushed up the heavy shelter door,
and all we could see was an empty foundation slab, glistening wet from the rain. 
I guess our house isn’t in Kansas anymore!

OMG, what do we do now? We had our disaster plan and supply kit, so
at least we had a place to start. I think I went through the five stages of grief in
about 10 minutes. It really didn’t start to sink in until several days later. I’m going
to need to call the insurance company, I thought. I’ve never even filed a claim for a
broken window before. I wonder how you do that. What about the utilities? Do I
have to pay for them even though there’s no house anymore? Do you still have to
pay real estate taxes and fees for garbage pickup? My HD 70-inch flat-screen is
sticking out of the side of the neighbor’s garage—I don’t think we’ll get many
cable channels there! When are the FEMA guys going to show up? 

As I picked through what was left of my belongings, trying to find anything
of value, an official-looking, nicely dressed, clean-cut young man walked up to me.

“Hi!” he said.
“Hi!” I answered. 
“It looks like that tornado got you real good,” he remarked.
“Yeah, me and everyone else on the block,” I replied. 
“I see you’re trying to clean up some. Are you finding anything interesting?”

he asked. 
“I guess you could say that,” I answered. “The real interesting stuff is from

my neighbors’ houses across the street and next door. I guess it all got mix-mas-
tered into one big pile. I’m trying to keep the piles separated. I have no idea where
some of the stuff came from.”

“Are you still able to work?” he asked. 
“I teach, or used to teach, at the high school you walked past on your

way here,” I said. 
“There’s not much left of that either, is there,” he observed. “That sure

must have affected your income.” 
“It’s not too bad. I usually have the summers off anyway, and my husband

is an administrator at a local college who works all year round,” I explained. 
“That gives you some advantage over some people since you must be

used to dealing with paperwork. Are you making any progress with all the paper-
work involved after something like this?” he asked.

“I was just thinking about that. I really don’t even know where to start
with it,” I said.

“Maybe I can help. I work with a company associated with the National
Relief Agency that specializes in helping disaster victims plow through the moun-
tain of paperwork after tornadoes, floods, and other disasters,” he said.

I s s u e s  N o w

(continued)
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He handed me a nice professional-looking red-white-and-blue business
card with an official-looking government seal printed on it and National Relief Agency
across the top. It had his name, address, phone number, and an e-mail address on it
ending in .gov. It even had “BBB Approved” on the bottom of the card.

“How does it work?” I asked, seeing my first glimmer of hope in many days.
“Well, we take care of pretty much everything, from getting your utilities

turned off to filing for FEMA assistance. We’ll even help file for your building permit
when it is time to rebuild. All I need is some basic information, like your name and
address,” he answered.

“That sounds almost too good to be true. But I think I need some time to
think about it,” I responded.

“Oh, that may be a problem,” he said. “You see, we’re a small company
and in order to provide the personal service our clients deserve and expect, we
only accept a limited number and then cut off enrollment. Actually, I was author-
ized to accept only one new client today and then we were not going to accept
any more for 2 or 3 months until we clear some of our earliest enrollees. You 
understand, don’t you?”

“I think so, but how much does it cost?” I asked suspiciously.
“We ask for $1,000 up front. There may be some additional fees later.

However, most of that money is used to pay for costs that you would have spent
anyway, such as fees for filing for FEMA assistance, insurance company adjustor
fees, any fees charged by utilities for turning off their services, building permit fees,
and other stuff like that. We will also work with your insurance company to get you
the best settlement possible. We work out of a lawyer’s office, and insurance
companies don’t like dealing with lawyers,” he explained.

“So let me get this straight,” I said cautiously. “If I don’t sign up with you
today, it will be several months before I can do so again?”

“Well, it looks like there might be a lot of other people around here that
probably would be interested in this type of program,” he answered.

“Well, um, I don’t know . . . I guess. Okay, let’s do it,” I said excitedly. 
I pride myself on always being able to make decisions quickly.

“All you have to do is fill out this one information form and a credit card
authorization form,” he said.

He removed the forms from his coat pocket and handed them to me. 
I retrieved the photocopy of the credit cards I had in my emergency kit and filled 
in the information and signed it. The other form required some basic information,
including my Social Security number and bank account number so that, he told
me, money from FEMA and the insurance settlement could be direct-deposited
into my account. How thoughtful and convenient! He gave me a handwritten 
receipt and promised he would get started on the paperwork that afternoon. 
Finally, someone was actually helping me and I felt I could see the light at the end
of the tunnel! 

No, probably not so much. The light you see at the end of the tunnel is
the light on the locomotive of the Scam-line express, roaring down the tracks to
flatten your hopes and dreams. It is most likely that you will never see or hear from

I s s u e s  N o w continued
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this person again and never see your money again either. And just wait and see
what happens when the identity theft starts kicking in. After disasters, scam artists
show up like flies at a picnic and there are as many different scams as there are
flies. The Better Business Bureau has dubbed these scam artists “storm chasers”
because they show up after every major storm or disaster. By the way, although
the letters BBB can stand for Better Business Bureau, unless the name is spelled
out, the letters probably stand for something else (Big Blue Buttons, Big Best 
Barbeque, Bob’s Best Bikes, etc.). 

There were so many scams after Hurricane Katrina that the Department
of Justice created a new agency, the National Center for Disaster Fraud, a central
information clearinghouse for more than 20 federal agencies where people can 
report suspected fraudulent activities tied to disasters of all types. Here are some
things to keep in mind to keep from being scammed:

• There are never fees to apply for FEMA or SBA assistance or to receive property
damage inspections. If someone is asking for money, it’s a scam.

• Utilities do not charge for turning off services. Some charge a small fee for turning
them back on, although in disaster situations they often waive the fees.

• If someone claims to be from the government, always ask to see a government-
issued photo ID and take a picture of it with your cell phone. In fact, they should
volunteer to show you an ID. 

• Business cards are not official IDs. With all the online do-it-yourself business
card companies these days, it is very easy to make professional-looking busi-
ness cards that say just about anything, sometimes free for the first 250 cards.

• Government workers or people associated with government agencies will never
ask for payment to perform their duties or offer to increase your assistance grant
for a fee.

• If private insurance adjusters and local building code inspectors visit your property,
they, too, should provide identification on demand. They do not charge fees.

• Never hire a laborer or contractor on the spot; good ones don’t need to solicit
work door to door. Also, check with your neighbors to see if they suffered dam-
age similar to what is being cited at your place.

• For major repairs, get at least three estimates, based on the same specifications
and materials. Check their references, licensing, and registration information with
the National Association of State Contractors Licensing Agencies (NASCLA),
and read reviews posted by the Better Business Bureau.

• Require written contracts that specify work to be done, materials to be used,
start and end dates, responsibility for hauling away debris, and costs broken
down by labor and materials. Verify that the contractor’s name, address, phone
number, and license number are included, as well as any verbal promises and
warranties. 

• Never sign a contract with blank spaces. Unscrupulous contractors sometimes
enter unacceptable terms later on.

• Never give out Social Security numbers, credit card numbers, bank account
numbers, or personal information about your finances. Employees of legitimate
organizations will never ask for them.

I s s u e s  N o w continued

(continued)
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• Read the fine print. Some shady contracts include clauses allowing substantial
cancellation fees if you choose not to use the contractor after your insurance
company has approved the claim. Others require you to pay the full price if you
cancel after the cancellation period has expired.

• Ask your contractor to provide proof of his or his company’s current insurance
that covers workers compensation benefits, property damage, and personal 
liability. Depending on the size of the job, you may want a performance bond,
which protects you if work isn’t done according to the contract. Contractors
don’t like to get these.

• You’ll probably be asked to pay an upfront deposit to cover initial materials—
one-quarter to one-third is reasonable upon delivery of materials to your home
and once work begins. Get a signed receipt for the money you paid.

• Never pay in full in advance, and don’t pay cash. Have the contract specify a
schedule for releasing payments, and before making the final payment, ask the
contractor to provide proof that all subcontractors have been paid—if not, you
could be liable for their fees.

• If you suspect anyone—whether an inspector, contractor, disaster survivor, or
someone posing as one—of fraudulent activities in relation to a natural or man-
made disaster, call FEMA’s toll-free Disaster Fraud Hotline at 866-720-5721, or
local law enforcement officials.

• If it sounds too good to be true, it probably is.
• If someone uses high-pressure sales tactics, requires full payment up front, asks

you to get necessary permits, or offers to shave costs by using leftover materials
from another job, it’s a scam.

We generally think of the elderly as being most susceptible to scam
artists, but these crooks are so slick that anyone can fall for their sales pitches.
They know that people who are under stress are much more vulnerable to scams
than those who feel secure. Many postdisaster victims have a mild form of post-
traumatic stress disorder (PTSD) that may last for many months or even years
after the disaster. Making people aware of scams, although not usually thought 
of as a nursing function, certainly falls into the category of caring.

I s s u e s  N o w continued

Sources: Alderman J. Avoiding post-disaster scam artists. Huffington Post, 2013. Retrieved 
June 2013 from http://www.huffingtonpost.com/jason-alderman/avoiding-post-disaster-
sc_b_2916643.html; Kirchheimer S. Avoid post-disaster scams. AARP. Retrieved June 2013
from http://www.aarp.org/money/scams-fraud/info-08-2012/avoiding-post-disaster-scams.html;
National Center for Disaster Fraud. Department of Justice, 2013. Retrieved June 2913 from
http://www.justice.gov/criminal/oilspill/about/ncdf.html and http://www.justice.gov/opa/pr/
2012/November/12-crm-1308.html
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C o n c l u s i o n

The plain and simple truth is that nurses need to be
prepared for all types of disasters, including bioterror-
ism, natural disasters, and chemical weapon exposure.
These types of events have unfortunately become a 
part of post-9/11 life. The tragic events of that day in
New York City; Washington, DC; and Pennsylvania
revealed how poorly prepared the United States was to
deal with disasters. In response, legislation was enacted
on federal and state levels that began to address the
many issues associated with terrorist acts. Large sums
of money were expended to purchase equipment and
train health-care workers to be better able to deal with
a variety of potential disasters. 

Collaboration between groups that often
had little to do with each other in the past became

an essential component of these plans. The Depart-
ment of Health and Human Services and the ANA
have been working closely to educate nurses in dis-
aster and bioterrorism responses. Although much
better preparation was demonstrated in the after-
math of the EF-5 Oklahoma tornadoes in 2013 than
in 2005 with the repercussions of Hurricane Kat-
rina, there is still room for improvement. Nurses
have dealt with disasters for many years in emer-
gency rooms and working with first responders in
the field. Most of their knowledge was accumulated
on the job after years of experience. It is essential
that the principles involved in disaster preparation
and emergency aftercare be taught to the nurse 
before graduation from nursing school.
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• Obtain the policy and procedure manuals from your nursing school and your 

primary clinical location. Try to find the procedures for disaster preparedness
(note: sometimes these are separate documents). Compare the school’s and
the facility’s policies with each other and the plan in this chapter. How do they
compare? Where are the areas that need improvement?

• If you don’t have a disaster plan or kit yet for your family, put one together.
Show your family and ask for their input.

• Volunteer to work with your local Red Cross chapter. Write a report about what
they do and how they are funded.

• Read or reread the Issues Now box “Disaster Preparation for a . . . Scam?” In
the conversation, identify the warning signs, if any, that this was likely a scam.
What should the person have done?

• Look up the word acetylcholinesterase. Prepare a short presentation to the
class about how nerve agents affect the sympathetic and parasympathetic 
nervous systems. Explain why atropine is an effective antidote.

672 U n i t  4 Issues in Delivering Care
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L e a r n i n g  O b j e c t i v e s

After completing this chapter,
the reader will be able to:

• Discuss the nurse’s role in
forensics, entrepreneurship,
legal consulting, case manage-
ment, and nurse navigator,
nurse coder, and client safety
officer positions

• Discuss ways in which to 
develop a nurse-run business

• Identify factors that indicate the
need for case management

• Give examples of organizations
that nurses can become involved
in to provide assistance in the
event of a disaster
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674

NEW ROLES FOR THE NURSE

he profession of nursing is dynamic and ever-changing. Nursing
roles evolve and develop in response to the needs of society. Part of the
hope for the Affordable Care Act is that it will open even more doors
for professional nurses and provide opportunities for expanded prac-
tice. This chapter discusses the new and exciting practice roles in nurs-
ing. Included are discussions of forensic nursing, nurse entrepreneurs,
nurse case managers, and legal nurse consultants.

FORENSIC NURSING

Forensic nursing is an emerging field that forms an alliance among
nursing, law enforcement, and the forensic sciences. The term forensic
means anything belonging to, or pertaining to, the law.

An Emerging Discipline
Forensic nursing, as defined by the International Association of Foren-
sic Nurses (IAFN), is “the application of nursing science to public or
legal proceedings; the application of the forensic aspects of health care
combined with the bio-psycho-social education of the registered nurse
(RN) in the scientific investigation and treatment of trauma and/or
death of victims and perpetrators of abuse, violence, criminal activity
and traumatic accidents.” 1 Forensic nurses provide a continuum of
care to victims and their families, beginning in the emergency room or
crime scene and leading to participation in the criminal investigation
and the courts of law.1
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Nurses, particularly emergency department
(ED) nurses, have long provided care to victims of
domestic violence, rape, and other injuries resulting
from criminal acts. They have collected, preserved,
and documented legal evidence, often without formal
training. It was not until 1992 that the term forensic
nursing was coined.

prosecution of the incident. Their bodies and clothing
become a key part of the crime scene and are essential
for collection of evidence. The SANE offers the type
of compassionate care that is often lacking among law
enforcement personnel. The care provided by SANEs
has been designed to preserve the victim’s dignity and
reduce psychological trauma. Research data collected
in recent years indicate that the SANE’s comprehen-
sive forensic evidence collection leads to more effec-
tive investigations and more successful prosecutions.2

Usually SANEs work in a hospital or ED 
with other members of a sexual assault response team
(SART). The other team members may include physi-
cians, law enforcement personnel, social workers, child
and adult protective service workers, and therapists.

In their training, SANEs learn all aspects of
the care of sexually assaulted clients. Their responsi-
bilities include interviewing the victim, completing
the physical examination, collecting specimens for
forensic evidence, and documenting the findings.
They also provide emotional support for victims and
family members. When the case goes to court, the
SANE testifies as an expert legal witness about how
evidence was collected and the physical and psycho-
logical condition of the client. The SANE may offer
an opinion as to whether a crime occurred.

To become a SANE, an RN must complete
an adult/adolescent SANE education program. These
programs are available through a traditional univer-
sity setting and online. The training includes either a

The IAFN was founded in the summer of
1992. Seventy-four nurses, primarily sexual assault
nurse examiners, came together in Minneapolis, 
Minnesota, to develop an organization of nurses who
practice within the arena of the law. This very diverse
group includes, but is not limited to, legal nurse con-
sultants, forensic nurse death investigators, forensic
psychiatric nurses, and forensic correctional nurses.

The organization’s membership tripled
within its first year. By 1999, the IAFN had more than
1,800 members. The American Nurses Association
(ANA) recognized forensic nursing as a subspecialty
in 1995, and the Scope and Standards of Forensic
Practice was established in 1997. Because this is a rel-
atively new field, the definition of the forensic nurse
role is continuing to evolve. With the formation of
the IAFN and the designation of the forensic spe-
cialty, nurses were given an identity and recognition
for a role they have long been performing.

Forensic nurses specialize in several diverse
roles and are beginning to find employment in a vari-
ety of settings. These roles include the sexual assault
nurse examiner (SANE), the forensic nurse death in-
vestigator, the forensic psychiatric nurse, the forensic
correctional nurse, and the legal nurse consultant.

Sexual Assault Nurse Examiner
A SANE is an RN trained in the forensic examination
of sexual assault victims. This person has an advanced
education and clinical preparation specialized in 
this area.

Clients who have been sexually assaulted
have unique medical, legal, and psychological needs.
As crime victims, they require a competent collection
of evidence that assists in both investigation and

What Do You Think?

?Do you know any nurses who are involved in forensic 
nursing? Is this a role that you might be interested in 
pursuing after graduation?
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minimum of 40 contact hours of instruction or three
semester units of classroom instruction by an accred-
ited school of nursing. Trainees also must have clini-
cal supervision until they demonstrate competency in
SANE practice. After successful completion of the
program, the candidate is able to take the certification
examination.

Legal Nurse Consultant
The legal nurse consultant is a licensed RN who criti-
cally evaluates and analyzes health-care issues in
medically related lawsuits. Because the legal system is
involved, nurses acting as consultants are considered
to be practicing forensics. Nurses uniquely combine
their medical expertise with legal knowledge to 
assess compliance with accepted standards of 
health-care practice.

Legal nurse consultants work in collabora-
tion with attorneys and other legal and health-care
professionals. They may have independent practices,
work in the hospital setting in risk management, or be
employed by law firms or health insurance companies.

The following is a list of activities performed
by legal nurse consultants that distinguishes their
specialty practice:

1. Drafting legal documents under the supervision
of an attorney

2. Interviewing witnesses
3. Educating attorneys and other involved parties on

health-care issues and standards
4. Researching nursing literature, standards, and

guidelines as they relate to issues within a particu-
lar case

5. Reviewing, analyzing, and summarizing medical
records

6. Identifying and conferring with expert witnesses
7. Assessing causation and issues of damages as they

relate to the case
8. Developing a case strategy in collaboration with

other members of the legal team
9. Providing support during the legal proceedings

10. Educating and mentoring other RNs in the 
practice of legal nurse consulting3

Forensic Nurse Death Investigator
The role of the nurse death investigator is to advo-
cate for the deceased. In general, a death investiga-
tor is a professional with experiential and scientific
knowledge who can accurately determine the cause

of death. The forensic nurse death investigator is an
RN with specialized education who is functioning in
the death investigator’s role. Nurse death investiga-
tors are called upon when law enforcement suspects
a death did not result from natural causes. At a nat-
ural death scene, there are usually only uniformed
officers.

The forensic nurse death investigator may
assume several different titles, such as forensic nurse
investigator, death investigator, or deputy coroner. In
some areas of the country, nurses actually practice as
coroners. In the United States, there are currently no
standard definitions of “nurse death investigator” or
any national credentialing or education require-
ments. Each region of the country specifies the re-
quirements in its own jurisdictions.

A complete death investigation must have
three key elements: (1) history of the victim, including
psychological, medical, and social history; (2) a de-
tailed and thorough examination of the victim’s body;
and (3) a search for evidence in the immediate and
extended death area. Nurses who have been trained
and certified in forensic investigation and crime tech-
niques are ideal for these types of investigations. To
qualify for forensic training, the nurse should have 
2 to 5 years of work experience in a critical care set-
ting such as an ED or critical care unit, a high level 
of critical-thinking ability, and well-developed assess-
ment skills. They must also be able to cope with often
violent and gruesome crime scenes. (For more infor-
mation on forensic education for nurses, go to
http://www.nursing-school-degrees.com/Nursing-
Careers/nurse-death-investigator.html.)

The basic knowledge and skills in which all
nurses are educated, such as physical assessment,
pharmacology, anatomy, physiology, growth, and de-
velopment, are minimum requirements for the death
investigation role. This nursing knowledge allows the
investigator to sort out factors involved in a death.
Nurses also learn advanced communication skills and
knowledge of the grief process during their educa-
tion. These skills are required for notifying next of kin
and interviewing witnesses.4 (For a more complete
list of skill requirements for nurse death examiners,
see Box 27.1.)

Nurse death investigators can use their skills
in a variety of ways and at a number of locations.
Work settings range from a coroner’s or medical 
examiner’s laboratory, accident sites or sites where a
suspicious death has occurred, or at police precincts
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with homicide detectives. Forensic nurse death inves-
tigators have many responsibilities. They respond to
scenes of deaths or accidents and work in collabora-
tion with law enforcement. At the scene, they exam-
ine the body, pronounce death, and take tissue and
blood samples. They take pictures of the body and 
evidence at the scene. Nurse death investigators must
be able to recognize and integrate other evidence col-
lected during the investigation, such as patterns of in-
jury, types of wounds, and estimated time of death.
They are responsible for record keeping and arrang-
ing for the transport of the body to the morgue or to
the coroner’s office to undergo autopsy for further 
examination. Nurse death investigators work with the
forensic pathologist to collect additional evidence in
the lab during the autopsy.

B o x  2 7 . 1
Required Skills for a Forensic Nurse
Death Investigator 

The ability to:
• Collaborate with other disciplines and agencies.
• Use basic nursing knowledge such as

anatomy, physiology, pharmacology, and com-
munication techniques during investigations.

• Formulate insightful questions using an evidence-
based practice knowledge base.

• Help families and survivors work through the
grieving process.

• Know and follow state codes about obtaining
evidence and submitting death reports.

• Conduct postmortem sexual assault and child
abuse examinations.

• Work with organ and tissue procurement agen-
cies to identify appropriate donors.

• Act as a liaison between medical personnel and
police investigative staff.

• Identify subtle signs of abuse and neglect in
children and women.

What Do You Think?

?Have you ever been involved in a court case or lawsuit?
What was your role? How would being a nurse trained in
legal issues have changed what you did or said?
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If You Were the Nurse on Duty, What Would You Do?

Below are scenarios that exemplify typical situations for the nurse in general prac-
tice. Identify your probable response. Critically analyze each situation in terms of
what you know and do not know. What types of facts or skills are not part of your
current knowledge base?

You are working on a maternity unit when a female inmate from a correc-
tional institution is admitted in an advanced stage of labor. A correctional officer is
in attendance; the woman is shackled at the feet and hands. As she is wheeled 
to the labor room, you note that the client has had 10 previous pregnancies and 
4 live births.

Questions for Thought

1. What factors make the care of this woman different from that of other 
pregnant women?

2. Is she dangerous?
3. How do you maintain confidentiality with this client?
4. As an offender in custody, does she surrender any rights?

You work in a hospital setting that is experiencing an increase in work-
place violence. Perpetrators of street, child, and domestic violence often follow
their victims to the hospital and continue to pose a significant threat to the whole
hospital community. It is important to assess the potential for violence.

Questions for Thought

1. How will you contribute to the reduction of risk in the workplace?
2. Identify risk factors and cues for violence.
3. How would you implement strategies to assist violence management in the

acute care setting?

A halfway house for paroled offenders is due to be constructed in your
community. Residents are angry and afraid to have ex-convicts living in their
neighborhood. A town meeting is scheduled in which the issue will be discussed.
Does nursing have anything to contribute to the discussion?

Questions for Thought

1. What do we know about mentally ill offenders, sex offenders, perpetrators of
domestic violence, and others?

2. What is the therapeutic outcome for those mentally ill offenders who have
completed rehabilitation programs?

3. What is the risk to the community?
4. What stress management strategies are helpful to a community?

I s s u e s  i n  P r a c t i c e
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You work at a junior high school, providing sex education and health 
promotion programs for young teenagers. You notice that more and more 
young people are wearing gang colors and using gang-related language and 
hand signals.

Questions for Thought

1. How does this affect your work?
2. Does this change your priorities?
3. Are there referrals or strategies that should be initiated because of the gang

affiliations of your students?

I s s u e s  i n  P r a c t i c e continued
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Forensic Psychiatric Nurse
Forensic psychiatric nurses work with individuals
who have mental health needs and who have entered
the legal system. These nurses generally practice in
state psychiatric institutions, jails, and prisons.

Nurses in this role perform physical and psy-
chiatric assessments and develop care plans for the
clients entrusted to their care. At the most basic level,
forensic psychiatric nurses assist clients with self-care,
administer medical care and treatment, and monitor
the effectiveness of the treatment. Psychiatric inter-
ventions are developed to promote coping skills and
improve mental health in a therapeutic environment.5

Forensic psychiatric nurses may also have ad-
vanced practice certification. RNs who have master’s
degrees in psychiatric–mental health nursing practice
work as clinical nurse specialists or nurse practitioners.
Nurses in this role are able to diagnose and treat indi-
viduals with psychiatric disorders and often are al-
lowed to prescribe medications. They may function as
primary care medical and
mental health providers,
psychotherapists, and con-
sultants. Advanced practice
forensic psychiatric nurses
may practice independ-
ently or in mental health
centers, state facilities, and
health maintenance organ-
izations (HMOs).

Forensic Correctional Nurse
Correctional facilities reflect the demographics of the
general population, with an increasingly aging incar-
cerated population who have age-related health-care
problems. Forensic correctional nurses provide
health care for inmates in correctional facilities such
as juvenile centers, jails, and prisons. They manage
acute and chronic illness, develop health-care plans,
dispense medications, and perform health screenings
and health education. Forensic correctional nurses
conduct psychiatric assessments and respond to
emergency situations. The role of the forensic correc-
tional nurse offers a high level of autonomy compared
with other nursing roles.

Evolving Requirements
There is no official certification as a forensic nurse in
the United States except for the SANE certification.

Many nurses working in forensic roles believe certifi-
cation requirements will develop as the specialty of
forensic nursing continues to evolve and becomes
better defined. In the near future, nursing education
will be required to develop classes that teach forensic
nursing as a part of their curriculum.

NURSE ENTREPRENEUR

An entrepreneur is someone who establishes and
runs his or her own business. A nurse entrepreneur
starts a business by combining nursing experience
and knowledge with business knowledge.

Should You Be Your Own Boss?
Starting a business can be risky financially and cer-
tainly is far different from the nurse’s traditional
role as an employee in an institution. However,
nurses are educated to think independently and are

sometimes willing to take
risks for the benefit of
their clients. As profes-
sionals who can translate
their expertise and confi-
dence into new arenas,
nurses are capable of
achieving personal and 
financial success running
their own businesses.6

Historically,
nurse-run businesses have usually focused on tem-
porary staffing agencies, nursing education, or con-
sultant roles. Nurse entrepreneurs can also include
nurse attorneys, nurse case managers, nurse educa-
tors, nurse death investigators, nurse midwives,
nurse paralegals, psychiatric nurses, legal nurse con-
sultants, and sexual assault nurses. Nurse practition-
ers in rural areas set up their own primary care
clinics and provide care for populations that do not
have access to any other type of primary care.

Assess Your Nursing Skills
In making the decision to start a business, nurses
need to first assess their nursing experience to 
determine what type of business would be appro-
priate for their skill set and knowledge levels. For
example, a SANE may contract services to EDs 
or law enforcement agencies. A critical care nurse

Legal nurse consultants work in collabo-
ration with attorneys and other legal
and health-care professionals. They 
may have independent practices, work
in the hospital setting in risk manage-
ment, or be employed by law firms or
health insurance companies.

“
”
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may start a home care agency offering high-tech
services. Nurses may develop self-defense courses
they can market to high-risk professions, such 
as forensic psychiatric and forensic correctional
nurses.

After nurses determine what skills and
knowledge they possess, they need to develop a plan
on how to establish the business. A basic level of
knowledge about finances and the business start-up
process is essential for success. The hopeful entrepre-
neur needs to consider the customer who will be
seeking his or her services, what customers need 
and desire, what start-up costs will be, and who the
competition may be. Answering these questions will
allow the nurse to assess the potential success of 
the business.7

Any nurse can start a business. Generally, no
advanced degrees are required unless the business in-
volves diagnosis and treatment. Key qualities needed
for success are a high degree of self-motivation and a
passion for the business to succeed. Nurse entrepre-
neurs are limited only by their creativity and desire 
to succeed.

CASE MANAGEMENT

Other titles for this posi-
tion are care coordinator, care manager, transitional
care coordinator, nurse care coordinator, and client
care coordinator. The Case Management Society of
America (CMSA) defines case management as “a col-
laborative process of assessment, planning, facilita-
tion and advocacy for options and services to meet an
individual’s health needs through communication
and available resources to promote quality, cost-
effective outcomes.”8 Effective collaboration among
all members of the health-care team is essential to 
meet the needs of clients in today’s complex 
heath-care system.

A Care Coordinator
In the era of health-care reform, nurse case managers
are serving a larger role than previously experienced.
The Patient Protection and Affordable Care Act of
2010 includes the Hospital Consumer Assessment 
of Healthcare Providers and Systems Survey 
(HCAHPS) among the methods that are being used
to calculate value-based incentive payments. The

HCAHPS survey asks discharged clients 27 questions
that help evaluate their stay in the facility. It is ad-
ministered randomly between 48 hours and 6 weeks
after discharge. Hospitals must submit the results 
of the HCAHPS survey to receive their full inpatient
prospective payment system (IPPS) annual increases
in funding. This evaluation system has broad impli-
cations for case managers in controlling the re-
sources used in client diagnosis and treatment. 
They have a key role in ensuring that preadmission
tests and results are communicated throughout 
the health-care system so the unnecessary tests are
not replicated.9

Nurse case managers act as advocates 
for clients and their families by coordinating 
care and linking the client with the physician, 
other members of the health-care team, resources,
and the payer. The goal of the nurse case 
manager is to help the client obtain high-quality,
cost-effective care while preventing the duplication
and fragmentation of care. Research data 
indicate that active participation by a nurse 

case manager in the 
care of a client positively
affects the client’s 
outcomes.

The role of the forensic correctional
nurse offers a high level of autonomy
compared with other nursing roles.“ ”What Do You Think?

?Do you know any nurses with the title of “case manager”?
Interview them and note what duties they perform as part of
their roles.

Nurses are uniquely prepared by their edu-
cation and professional experiences to fulfill the role
of case manager. The holistic health-care approach
has been an underlying principle of nursing care
since the time of Florence Nightingale. Nurses have
experience in arranging referrals, providing client ed-
ucation, and acting as a liaison between physicians
and specialty care.

Any client who may face challenges regard-
ing care and recovery can benefit from case manage-
ment. Included are hospitalized clients, those with
complex medical conditions, those requiring specialty
care, and those who have personal or psychological
circumstances that may interfere with recovery. 
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Factors that indicate the need for a nurse case 
manager include:

1. A complex treatment plan that requires coordina-
tion or a plan that is unclear.

2. An injury or illness that may permanently prevent
the client from returning to his or her previous
level of health.

3. A preexisting medical condition that may compli-
cate or prolong recovery.

4. A need for assistance in accessing health-care 
resources.

5. Environmental stressors that may interfere with 
recovery.

Physicians Catch Up
The CMSA Standards of Practice for Case Manage-
ment cite the physician and case manager collabora-
tion as essential for successful case management.
Although recent research shows that clients benefit
from case management, it has been underused by
physicians. Case managers and physicians met in
2003 to identify barriers to the use of case manage-
ment and to explore ways to increase the use of case
managers. One result of this meeting was the devel-
opment of the “Consensus Paper of 2003 Physician
and Case Management Summit: Exploring Best
Practices in Physician and Case Management Col-
laboration to Improve Patient Care.” This paper
identified both barriers and ways to promote effec-
tive, collaborative use of case management by physi-
cians (Box 27.2).

The research that attributes improved client
outcomes directly to case management is compelling.
It appears that nurse case managers will continue 
to expand their role in the health-care system of the
future.

NURSE NAVIGATOR

Although the nurse navigator role is similar to the
case manager, it tends to be more focused on only
one specialty area, such as cancer clients. The role re-
volves around clients and families to help them deal
with complex care issues. The nurse navigator at-
tempts to eliminate barriers and serves as an advocate
for the client to make moving through the treatment
maze easier. Some of the obstacles that clients must
face include lack of transportation, a myriad of con-
fusing insurance forms, change in financial status,

lack of knowledge about the disease and its treatment
options, and the side effects of powerful medications.
The nurse navigator also works with the client’s 
family, caregivers, and employers to help reduce the
client’s anxiety and/or depression.10

After receiving a referral from a physician,
the nurse navigator contacts the client and together
they develop an individual plan of care that addresses
the client’s particular needs. This referral can even 
be before the client undergoes surgery or first treat-
ments. The nurse navigator takes into consideration
the client’s perceptions and beliefs about the disease
process and the modalities of treatment. It is important

B o x  2 7 . 2
Collaboration of Case Managers 
and Physicians

Barriers to the Use of Case
Managers by Physicians
1. Lack of resources and financial incentives 

in medical practice to integrate case 
management

2. Resistance to change by, and time pressures
imposed on, physicians

3. Insufficient awareness of the role of the case
manager among physicians and consumers

4. Insufficient promotion of their value by case
managers

5. Lack of evidence of the value of case 
management

Faci l i tators of the Use of Case
Managers by Physicians
1. Recognition, understanding, and use of case

management
2. Standardization of the education and definition

of case managers
3. Education for physicians and consumers about

case management
4. Compensation for physicians who use case

manager services
5. Education of clients in accessing case 

management
6. Validated research on the effectiveness of

case management
7. Recognition of the CMSA Standards of 

Practice for legitimacy and credibility of the
nurse case manager role
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that the client maintains a sense of empowerment
while undergoing treatment. Regular contact is 
maintained with the client throughout the treatment
regime by personal contact, phone, or e-mail. The
client is reassured that the nurse navigator is available
to answer any questions or concerns at any time.

Oftentimes, office appointments can trigger
anxiety and can be confusing for a client. In those
cases, the nurse navigator will accompany the client
to the office or clinic to reduce their apprehension
and help them understand the treatments or instruc-
tions they receive. The nurse navigator also may 
write up a summary of the interaction with the care
provider so they can better remember the instructions
given and the date and time for the next appoint-
ment.10 An interprofessional approach to care is used
by involving other members of the health-care team
such as a social worker, financial counselor, dietician,
chaplain, and, if needed, a mental professional. Sub-
sequently, the client is encouraged to participate in
rehabilitation programs and other support services.

Nurses who choose this role find it very re-
warding. They observe clients go from the depths of
treatment and illness to a new state of wellness. Average
salaries for nurse navigators depend on the national re-
gion but generally range between $57,000 to $74,000
annually.11 Although there are a number of specialty
nurse navigator organizations, general information 
can be found at http://www.nursenavigator.com. 

more complicated. The reimbursement systems used
to pay facilities for individual clients from insurance
companies and the government are dependent on a
coding system for diseases and injuries. Each client is
assigned a code or several codes when they are
treated. The old coding system (ICD-9) that has 
been in use for many years was to be replaced 
October 1, 2013, by a new system, ICD-10, which is
much more complicated; however, it was delayed by
the Senate for at least 1 year. The number of codes in
the ICD-9 system was 14,000. The ICD-10 system 
has over 70,000 codes. This increase in codes provides
for more precise identification of illness, but it also
complicates the process immensely.12 For example,
there were about 25 codes used for a knee injury
under ICD-9; with ICD-10, that number increases 
to almost 700.

Although this switch is going to be immea-
surably challenging for hospitals and other health-
care providers to master, it does open up the door for
new nursing roles—certified RN-coders and certified
RN-auditors. Because the changes are much more
complicated, the knowledge and expertise of nurses
will be a remarkable asset.12

The origins of the American Association of
Clinical Coders and Auditors (AACCA) can be traced
back to 2003 when a group of RNs who held MS and
PhD degrees, in conjunction with several physicians
and a physician’s assistant, met to discuss how to im-
prove the quality of coding. Mistakes in coding were
costing health-care facilities huge sums of money
from third-party payers. The group came up with the
idea of certifying individuals who were doing coding
by providing a valid test of their coding knowledge
and skills. The test would also determine if they were
in compliance with the coding rules and documenta-
tion, which would help to reduce fraud and abuse of
the system. They established a bank of questions and
tested them for validity and reliability. Currently, the
AACCA has over 4,000 members and has tested/
credentialed 3,682 members, 99 percent of whom are
RNs. Certification testing is online and results are
provided immediately after test completion.

There are training courses for coders online
and in person. These courses vary in length from a
few weeks full-time to as much as 15 weeks taking
classes one day a week.13 The cost is rather high, rang-
ing from around $1,000 on the low end to $4,000 on
the high end. Most of high-end courses include the
cost of the certification examination, which is around

NURSE CODER

Most of the time, nurses do not really think much
about the process that allows them to be paid. They
get their money direct-deposited into their bank ac-
counts periodically, and as long as it shows up, they
do not ask questions. However, the process is much
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$399 for members of the AACCA or $1,200 for non-
members. Some colleges and universities offer a BS
degree in coding. (For more information, go to
http://www.aacca.net/certification.html.)

Nurse coding positions, analyzed by the U.S.
Bureau of Labor Statistics (BLS) (http://www.bls.gov),
found a faster than average job growth rate, about 20
percent, between 2008 and 2014. Job growth is due in
part to an aging population and the transition to the
new ICD-10 program. Use of more advanced elec-
tronic technology also contributes to the growth in
the market for professional coders. The BLS reported
that nurse coders’ annual wages started at $40,610 
a year. The lowest salaries for coders were in the
$20,000 a year range, with salaries for experienced
coders being $50,000 or higher.14

including reporting and analyzing adverse events, look-
ing for trends, implementing risk-reduction activities,
and developing medication error reduction strategies.
They also monitor the effectiveness of the protocols and
maintain systems that increase client safety.15

One of the most difficult elements of the
role is attempting to change the traditional health-
care culture that attributes errors in client care to
carelessness and incompetence. The client safety offi-
cer attempts to establish a new culture of safety in
which both individual health-care providers and the
organization as a whole see safety in all elements of
care. The institution collectively must have an aware-
ness of client safety and make it a part of their mis-
sion. An important part of their role is to educate
other nurses on the causes of errors and how to elim-
inate them using evidence-based safety strategies. 
Although the position can be filled by a relatively
new graduate RN, nurses with experience in risk
management and quality assurance are frequently 
recruited for the role.

With the various reports from the Institute
of Medicine (IOM) demonstrating an excess of
90,000 deaths per year caused by medical errors,
client safety and quality assurance have become a
major concern. The client safety officer role evolved
from the IOM’s goals for high-quality care, including
safe, effective, client-centered, timely, efficient, and
equitable care. 

Traditionally, nursing students were taught
the bare minimum about client safety in their classes
(see Chapter 14). Although this trend is beginning to
wane, most nurses in practice today learned about
safety and its application to health care while on the
job. In many of the larger health-care facilities, nurse
safety officers are required to have an MS in nursing
or a higher degree. They also need to take and pass
the client safety examination to become certified.

In smaller facilities, the client safety officer
often fills one or more roles at the same time, such as
infection control or nurse educator. In larger facili-
ties, the client safety officer position may be the only
job the nurse has. In extremely large facilities, several
client safety officers may be assigned to individual
units where there tends to be high error rates with
poor outcomes, such as the emergency room, inten-
sive care unit, or the obstetrical unit. Insurance com-
panies and law firms may also hire certified client
safety nurses to use their expertise in reducing costly
lawsuits and injury settlements.16

CLIENT SAFETY OFFICER

Also known as a client safety nurse, RNs in this posi-
tion work to lower the risk factors that cause poor or
adverse client outcomes. Unlike traditional quality
assurance programs that focus primarily on satisfying
the Joint Commission and the requirements of other
regulatory bodies, client safety officers plan and im-
plement protocols and procedures to eliminate
health-care errors. Under the auspices of the National
Patient Safety Foundation (NPSF), these nurses 
provide a more comprehensive approach to safety, 
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ASSOCIATIONS AND WEBSITES

American Academy of Forensic Sciences: http://
www.aafs.org

American Association of Legal Nurse Consultants:
http://www.aalnc.org

American College of Forensic Examiners Institute:
http://www.acfei.com

American Forensic Nurses: http://www.amrn.com
American Psychiatric Nurses Association: http://

www.apna.org
International Association of Forensic Nurses:

http://www.forensicnurse.org or http://www.iafn.org
Journal of Forensic Nursing: http://journals.lww.com/

forensicnursing/pages/default.aspx 
Legal Nurse Consultant Certificate Program:

http://www.aalnc.org/page/ALNCCCertBoard
National Alliance of Sexual Assault Coalitions: http://

www.endsexualviolence.org/who-we-are/about-naesv
National Association of Correctional Nursing:

http://www.correctionalnursing.org

National Commission on Correctional Health Care:
http://www.ncchc.org

National Nurses in Business Association: http://www
.nnba.net

Nurse Entrepreneur Network: http://www.Nurse-
Entrepreneur-Network.com

Nursing Entrepreneur: http://www
.nursingentrepreneurs.com

Office for Victims of Crime: http://www.ojp.usdoj
.gov/ovc

Office for Victims of Crime Resource Center:
http://www.ncjrs.org

Public Health Functions Projects: http://www.health
.gov/phfunctions/public.htm

Rape, Abuse, and Incest National Network (RAINN):
http://www.rainn.org

Sexual Assault Resource Service (SARS): http://www
.sane-sart.com

Violence Against Women Office: http://www.ovw.
usdoj.gov

Most nurses in the safety officer role 
have a high degree of satisfaction with their posi-
tion. They get to observe the decrease in errors 
and the overall increase in safety and quality 
of care. Because they are usually classified as 

administration, salaries for client safety officers
range from around $50,000 a year to over $80,000
per year. More information can be found at the 
National Patient Safety Foundation website at
http://www.npsf.org.

C o n c l u s i o n

Florence Nightingale wrote in 1859 that “no man, not
even a doctor, ever gives any other definition of what
a nurse should be than this ‘devoted and obedient.’
This definition would do just as well for a porter. It
might even do for a horse!”17 The profession of nurs-
ing has come a long way since Nightingale made the
first efforts to move it out of its position of servitude
to physicians.

Nursing is constantly evolving and defining
itself as it strives to include expanded roles of practice.
Of the many new and exciting roles for nurses, foren-
sic, legal consultant, entrepreneur, case management,
nurse navigator, nurse coder, and nurse safety officer
have developed in response to the needs of society.

Although nurses have practiced in these
areas for many years, they are only now beginning to
be recognized for the unique skills and qualities they
bring to these roles. For example, the job description

of an emergency department nurse has long included
interviews with and assessments of crime victims,
collection and proper handling of evidence, and accu-
rate and complete documentation of injuries and in-
formation provided by crime victims. In the role of
client advocate, nurses have always been case man-
agers through assessment of client needs, coordina-
tion of referrals for specialized or long-term care, and
coordination of non-nursing services such as diet
teaching and social services.

All nurses have the knowledge of anatomy,
physiology, growth, and development that is required
for the death examiner position. As more nurses seek
the specialized training now available for many of
these roles and obtain nationally recognized certifica-
tion as a demonstration of their knowledge, they will
gain acceptance as highly qualified and valuable
members of these specialized health-care teams.
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APPLICATION OF HUMAN RIGHTS

What information do you need to make a decision? Explore applications of human
rights from the point of view of the victim and the perpetrator of the crime. Think
about how the issue of human rights would be defined and protected in the 
following examples. What is the nurse’s role?

• A married father of two, an upstanding member of the community, is accused 
of child molestation and is admitted to the unit for psychiatric evaluation and
submission of tissue samples.

• A female inmate becomes pregnant in prison and does not want anyone to
know who the father is.

• A young man has a history of substance abuse and mental illness. He refuses
medication to control psychotic behavior and is confined in a forensic psychiatric
facility because of the claim that he is incompetent to stand trial for car theft.

• A mother of an infant is being interviewed in a suspected child abuse case. She
admits that she was sexually and physically abused as a child and throughout
her marriage. The priority is to establish her role in the current charges involving
injury of her 3-month-old infant.

686 U n i t  4 Issues in Delivering Care
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abandonment Leaving a client without the client’s
permission; terminating the professional relation-
ship without providing for appropriate continued
or follow-up care by another equally qualified 
professional.
accountability  Concept that each individual is re-
sponsible for his or her own actions and the conse-
quence of those actions; professional accountability
implies a responsibility to perform the activities and
duties of the profession according to established 
standards.
accreditation  Approval of a program or institution
by a voluntary professional organization to provide
specific education or service programs.
act  Legislation that has become law.
active euthanasia  Acts performed to help end a sick
person’s life.
acute-severe condition  Health problem of sudden
onset; a serious illness or condition.
adaptation  Process of exchange between a person
and the environment to maintain or regain personal
integrity; the key principle in the Roy Model of 
Nursing.
administrative  A governmental agency that imple-
ments legislation.
administrative rule or regulation  An operating 
procedure that describes how a government agency
implements the intent of a statute; state boards of
nursing implement the nurse practice act.
advanced nursing education  Master’s- or doctoral-
level education that provides knowledge and skills 
in areas such as research, education, administration,
or clinical specialties.
advanced placement  A process by which a student is
given credit for a required course through transfer or
examination rather than by enrolling in and complet-
ing the course.
advanced practice  Extended role; increased respon-
sibilities and actions undertaken by an individual 

because of additional education and experience;
nurse practitioners are advanced practice nurses.
advocate  One who pleads for a cause or proposal;
one who acts on behalf of another.
affective domain objectives  Goals established in
conjunction with the client that are directed toward
changing feelings, values, and attitudes necessary for
a positive effect on the client’s health.
affidavit  Written, sworn statement.
affiliation agreement  A formal agreement between
an educational institution and another agency that
agrees to provide clinical areas for student practice.
aggressiveness  Harsh behavior that may result in
physical or emotional harm to others.
ambulatory care center  Type of primary care facility
that provides treatment on an outpatient basis.
answer  Document filed in the court by the defendant
in response to the complaint.
anxiety  Uneasiness or apprehension caused by an
impending threat or fear of the unknown.
apathy  Lack of interest.
appeal  Request to a higher court to review a decision
in the hopes of changing the ruling of a lower court.
appellant  Person who seeks an appeal.
arbitrator  Neutral third party who assesses facts 
independently of the judicial system.
articulation  Type of education program that allows
easy entry from one level to another; for example,
many BSN programs have articulation for nurses
with associate degrees.
artificial insemination  Insertion of sperm into the
uterus with a syringe.
assault  An overt threat to violate the a person’s right
to self determination or an overt threat of bodily
harm coupled with an apparent, present ability to
cause the harm. The actual production of harm is 
battery.
assertiveness  Ability to express thoughts, feelings,
and ideas openly and directly without fear.
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assessment  Process of collecting information about a
client to help plan care.
assignment Designating tasks for ancillary personnel
that fall under their own level of practice according to
facility policies, position descriptions, and, if applica-
ble, state practice act.
associate degree nursing program  Type of nursing
education program that leads to an associate degree
with a major in nursing; usually located in a commu-
nity or junior college, these programs normally last 
2 years.
asymmetrical information  The use of multiple data
sources in economics and business that produces a
better understanding of day-to-day economic activity.
audit  Close review of records or documents to detect
the presence or absence of specific information.
auscultation  Assessment technique that requires 
listening with a stethoscope to various parts of the
body to detect sounds produced by organs.
authoritarian  Type of leadership style in which the
leader gives orders, makes decisions for the group as
a whole, and bears most of the responsibility for 
the outcomes. Also called autocratic, directive, or
controlling.
autonomy  State of being self-directed or independ-
ent; the ability to make decisions about one’s future.
autopsy  Examination of a body after passing to de-
termine the cause of death.
baccalaureate degree nursing program  Type of
nursing education program that leads to the bache-
lor’s degree with a major in nursing; usually located
in a college or university, the length of the program is
4 years.
bargaining agent  Organization certified by a gov-
ernmental agency to represent a group of employees
for the purpose of collective bargaining.
baseline data  Initial information obtained about a
client that establishes the norms for comparison as
the client’s condition changes.
basic human rights  Those considerations society
deems reasonably expected for all people: right to
self-determination, protection from discomfort and
harm, dignity, fair treatment, and privacy.
battery  Nonconsensual touching of another person
that does not necessarily cause harm or injury.
behavior modification  Method to change behavior
through rewards for positive behavior.
behaviorism  Psychological theory based on the be-
lief that all behavior is learned over time through
conditioning.

belief  Expectations or judgments based on attitude
verified by experiences.
benchmarking Written outcome standards used to
classify acceptable levels of performance to maintain
high quality care.
beneficence  Ethical principle based on the beliefs
that the health-care provider should do no harm, 
prevent harm, remove existing harm, and promote
the good and well-being of the client.
bereavement  State of sadness brought on by the loss
or death of a loved one.
bill  Proposed law that is moving through the legisla-
tive process.
bill of rights  List of statements that outline the
claims and privileges of a particular group, such as
the Client’s Bill of Rights.
bioethical issues  Issues that deal with the health,
safety, life, and death of human beings, often arising
from advances in medical science and technology.
biofeedback  Ability to control autonomic responses
in the body through conscious effort.
Biological Aerosol Warning System (BAWS)  A
high-tech biological agent detection device that 
is capable of detecting biological agents in the 
environment. 
bioterrorism The use of microorganisms with the
deliberate intent of causing infection to achieve 
military or political goals.
Black belts Individuals certified as Six Sigma Con-
sultants through the Institute of Industrial Engineers
or the American Society for Quality who are trained
employees of Six Sigma working as well-paid consult-
ants for hospitals and other institutions.
body substance isolation (BSI)  Universal precau-
tions; guidelines established by the Centers for 
Disease Control and Prevention (CDC) and the 
Occupational Safety and Health Administration
(OSHA) to protect health-care professionals and the
client from diseases carried in the blood and body
fluids, such as HIV and hepatitis B; involves the use
of gloves whenever one is in contact with blood or
body fluids and the use of masks, gowns, and eye 
covers if a chance of aerosol contact with fluids 
exists.
brain death  Irreversible destruction of the 
cerebral cortex and brain stem manifested by 
absence of all reflexes; absence of brain waves 
on an electroencephalogram.
breach of contract  Failure by one of the parties in a
contract to fulfill all the terms of the agreement.
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bullying A type of uncivil behavior that could 
reasonably be considered humiliating, intimidating,
threatening or demeaning to an individual or group
of individuals. It can occur anywhere and at times 
becomes habitual, being repeated over and over.
burden of proof  Requirement that the plaintiff sub-
mit sufficient evidence to prove a defendant’s guilt.
burnout syndrome  A state of emotional exhaustion
that results from the accumulative stress of an indi-
vidual’s life, including work, personal, and family 
responsibilities.
cadaver donor  Clinically or brain-dead individual
who previously agreed to allow organs to be taken 
for transplantation.
capitated payment system  System of reimbursement
in which a flat fee is paid for health-care services for 
a prescribed period of time. Expenses incurred in 
excess of this fee are provider losses.
capricious  Unpredictable; arbitrary.
career ladder  Articulation of educational programs
that permit advancement from a lower level to a
higher level without loss of credit or repetition of
coursework.
career mobility  Opportunity for individuals in 
one occupational area to move to another without 
restrictions.
case management  Health-care delivery in which a
client advocate or health-care coordinator helps the
client through the hospitalization to obtain the most
appropriate care.
case manager  Health-care provider who coordinates
cost-effective quality care for individuals who are
generally at high risk and require long-term complex
services.
certification  Official recognition of a degree of 
education and skills in a profession by a national 
specialty organization; recognition that an institution
has met standards that allow it to deliver certain 
services.
challenge examination  Examination that assesses
levels of knowledge or skill to grant credit for previ-
ous learning and experience; passing a challenge 
examination gives the individual credit for a course
not actually taken.
chart  Legal document that contains all the pertinent
information about a client who is in a hospital or
clinic; usually includes medical and nursing history,
medical and nursing diagnosis, laboratory test results,
notes about the client’s progress, physician’s orders,
and personal data.

charting  Process of recording (written or computer-
generated) specific information about the client in the
chart or medical record.
civil law  Law concerned with the violation of the
rights of one individual by another; it includes con-
tract law, treaty law, tax law, and tort law.
claims-made policy  Type of malpractice insurance
that protects only against claims made during the
time the policy is in effect.
client  More modern term for patient; an individual
seeking or receiving health-related services.
client goal  Statement about a desired change, out-
come, or activity that a client should achieve by a 
specific time.
clinical education  Hands-on part of a nursing 
program that allows the student to practice skills 
on actual clients under the supervision of a nursing
instructor.
clinical forensic nurse  Professional nurse who spe-
cializes in management of crime victims from trauma
to trial through collection of evidence, assessment 
of victims, or making judgments related to client
treatment associated with court-related issues.
clinical ladder  Type of performance evaluation and
career advancement in which nursing positions for
direct client care have two or more progressive levels
of required skill leading to advancement in salary and
responsibility; it allows nurses to remain in direct
client care while making career advancements rather
than having to move into administration.
clinical pathways  Case-management protocols
used to enhance quality of care, encourage cost-
effectiveness, and promote efficiency.
closed system  System that does not exchange energy,
matter, or information with the environment or with
other systems.
code of ethics  Written values of a profession that act
as guidelines for professional behavior.
cognitive domain objectives  Most basic type of 
objectives for client learning that merely outline the
knowledge that will be taught to the client.
collective bargaining  Negotiations for wages, 
hours, benefits, and working conditions for a group
of employees.
collective bargaining unit  Group of employees 
recognized as representatives of the majority, with the
right to bargain collectively with their employer and
to reach an agreement on the terms of a contract.
committee  Group of legislators, in the House or 
Senate, assigned to analyze bills on a particular subject.
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common law  Law based on past judicial judgments
made in similar cases.
community rating A method of calculating health
insurance premium costs that is based on the risk 
factors attributed to all people in a particular region
or the nation as a whole. It requires the health insur-
ance company to charge everyone in the group the
same rates and prevents them from changing rates
based on the history of claims or the health status of
any one or small group of individuals. It is rarely 
used in the private insurance market but widely used
by the government.
comparable worth  Method for determining employ-
ees’ salaries within an organization so that the same
salary is paid for all jobs that have equivalent educa-
tional requirements, responsibilities, and complexity
regardless of external market factors.
compensatory damages  Awards that cover the 
actual cost of injuries and economic losses caused by
the injury in a law suit including all medical expenses
related to the injury and any lost wages or income
that resulted from extended hospitalization or recov-
ery period. Also called actual damages. 
competencies  Behaviors, skills, attitudes, and 
knowledge that an individual or professional has 
or is expected to have.
competency-based education  Courses or programs
based on anticipated student outcomes.
Competency Outcomes Performance Assessment
(COPA) model An assessment tool used by medical
schools and some schools of nursing to validate the
skills and knowledge of their graduates and promote
competency for clinical practice at all levels.
complaint  Legal document filed by a plaintiff to 
initiate a lawsuit, claiming that the plaintiff’s legal
rights have been violated.
compliance  Voluntary following of a prescribed plan
of care or treatment regimen.
computer technology  Use of highly advanced tech-
nological equipment to store, process, and access a
vast amount of information.
concept  Abstract idea or image.
conceptual framework  Concept, theory, or basic
idea around which an educational program is organ-
ized and developed.
conceptual model  Group of concepts, ideas, or theo-
ries that are interrelated but in which the relationship
is not clearly defined.
confidentiality  Right of the client to expect the com-
munication with a professional to remain unshared

with any other person unless a medical reason exists
or unless the safety of the public is threatened.
conflict management The use of interpersonal
communication skills and reason to reduce the 
tension and disagreement between employees who
hold strong opinions and views about a particular
project or idea with the goal of achieving conflict
resolution.
conflict resolution Using conflict management skills
to bring together individuals or groups who disagree
so that conflicts are resolved fairly and closure is
achieved on the disagreement, moving the group to-
wards achievement of the ultimate goal.
consensus  General agreement between two or more
individuals or groups regarding beliefs or positions
on an issue or finding.
consent  Voluntary permission given by a competent
person.
consortium  Two or more agencies that share spon-
sorship of a program or an institution.
constitutional law  Law contained within a federal or
state constitution.
continuing care  Nursing care generally provided in
geriatric day-care centers or in the homes of elderly
clients.
continuing education  Formal education programs
and informal learning experiences that maintain 
and increase the nurse’s knowledge and skills in 
specific areas.
continuing education unit (CEU)  Specific unit 
of credit earned by participating in an approved 
continuing education program.
continuous quality improvement (CQI)  Type of
total quality management whose primary goal is the
improvement of the quality of health care.
contract  Legally binding agreement between two or
more parties.
contractual obligation  Duty to perform a service
identified by a contract.
copayment  Percentage of the cost of a medical ex-
pense that is not covered by insurance and must be
paid by the client.
core curriculum  Curriculum design that enables a
student to leave a career program at various levels,
with a career attained and with the option to continue
at another higher level or career; it is organized
around a central or core body of knowledge common
to the profession.
coroner  Elected public official, usually a physician,
who investigates deaths from unnatural causes, 
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including homicide, violence, suicide, and other
suspicious circumstances.
correctional/institutional nurse  Registered nurse
who specializes in the health care of those in custody
in secure settings such as jails or prisons.
credentialing  Process whereby individuals, pro-
grams, or institutions are designated as having met
minimal standards for the safety and welfare of the
public.
crime  Violation of criminal law.
criminal action  Process by which a person charged
with a crime is accused, tried, and punished.
criminal law  Law concerned with violation of crimi-
nal statutes or laws.
criterion-referenced examination  Test that com-
pares an individual’s knowledge to a predetermined
standard rather than to the performance of others
who take the same test.
critical discernment The ability to sift through and
carefully assess all available and credible research
findings by analysis and judgment so that recommen-
dations for using the best practice techniques can be
made on the basis of best evidence.
critical incident stress debriefing (CISD) A
process to help health-care providers deal with
major acts of violence and trauma. The process is
performed by teams of mental health professionals
specially trained in crisis intervention, stress man-
agement, and treating post-traumatic stress disorder
with the goal of encouraging the participants to ver-
balize their feelings and thoughts, identify and de-
velop their coping skills, and generally lower overall
grief and anxiety levels.
critical thinking  The intellectual process of ration-
ally examining ideas, inferences, assumptions, princi-
ples, arguments, conclusions, issues, statements,
beliefs, and actions for which all the relevant infor-
mation may not be available. This process involves
the ability to use the five types of reasoning (scien-
tific, deductive, inductive, informal, practical) in ap-
plication of the nursing process, decision-making,
and resolution of ambiguous issues.
cultural competence The provision of effective care
for clients who belong to diverse cultures, based on
the nurse’s knowledge and understanding of the val-
ues, customs, beliefs, and practices of the culture.
cultural synergy The commitment that health-care
providers make not only to learn about other cultures
but also to immerse themselves in those cultures.
Nurses achieve cultural synergy when they begin to

selectively include values, customs, and beliefs of
other cultures in their own world views.
curriculum  Group of courses that prepare an indi-
vidual for a specific degree or profession.
customary, prevailing, and reasonable charges  The
typical rate in a specific locale that payers tradition-
ally reimburse physicians.
damages  Money awarded to a plaintiff by a court in
a lawsuit that covers the actual costs incurred by the
plaintiff.
dashboards Electronic tools that act as a scorecard
providing retrospective or real-time data to assess 
the quality of client care and assisting the process of
quality improvement.  
database  Information collected by a computer pro-
gram on a specific topic in a specified format.
death panels The false belief that the Affordable
Care Act had groups of individuals who would decide
which persons should live and which should die as a
cost-saving measure.
defamation of character  Communication of infor-
mation that is false or detrimental to a person’s 
reputation.
defendant  Person accused of criminal or civil
wrongdoing. A party to a lawsuit against whom the
complaint is served.
delegation  Assignment of specific duties by one 
individual to another individual.
democratic  Type of leadership style in which the
leader shares the planning, decision-making, and re-
sponsibilities for outcomes with the other members
of the group. Also called participative leadership.
deontology  Ethical system based on the principle
that the right action is guided by a set of unchanging
rules.
dependent practitioner  Provider of care who deliv-
ers health care under the supervision of another
health-care practitioner; for example, a physician’s
assistant is supervised by a physician, or an LPN is
supervised by an RN.
deposition  Sworn statement by a witness that is
made outside the courtroom; sworn depositions may
be admitted as evidence in court when the individual
is unable to be present.
diagnosis  Statement that describes or identifies a
client problem and is based on a thorough assessment.
diagnosis-related groups (DRGs)  Prospective pay-
ment method used by the U.S. government and many
insurance companies that pay a flat fee for treatment
of a person with a particular diagnosis.
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differentiated practice  Organizational process of
defining nursing roles based on education, experi-
ence, and training.
dilemma  Predicament in which a choice must be
made between two or more equally balanced alterna-
tives; it often occurs when attempting to make ethical
decisions.
directed services  Health-care activities that require
contact between a health-care professional and a
client.
discharge planning  Assessment of anticipated client
needs after discharge from the hospital and develop-
ment of a plan to meet those needs before the client is
discharged.
disease  Illness; a functional disturbance resulting
from an individual organism’s inability to adapt to
certain stressors; an abnormal physiologic state
caused by microorganisms, cancer, or other 
conditions.
distributive justice  Ethical principle based on the
belief that the right action is determined by that
which will provide an outcome equal for all persons
and will also benefit the least fortunate.
due process  Right to have specific procedures or
processes followed before the deprivation of life, 
liberty, or property; the guarantee of privileges 
under the 5th and 14th Amendments to the U.S.
Constitution.
duty  Obligation to act created by a statute, contract,
or voluntary agreement.
emerging health occupations  Health-care occupa-
tions that are not yet officially recognized by govern-
ment or professional organizations.
employee  Individual hired for pay by another.
Employee Retirement Income Security Act (ERISA)
Federal law that grants incentives to employers to
offer self-funded health insurance plans to their 
employees.
employer  Individual or organization that hires other
individuals for pay to carry out specific duties during
certain hours of employment.
empowerment  Process in which the individual 
assumes more autonomy and responsibility for his 
or her actions.
end product  Output of a system not reusable as input.
endorsement  Reciprocity; a state’s acceptance of a 
license issued by another state.
energy  Capacity to do work.
entry into practice  Minimal educational require-
ments to obtain a license for a profession.

environment  Internal and external physical and 
social boundaries of humans; all those things that 
are outside a system.
essentials for accreditation  Minimal standards that
a program must meet to be accredited.
ethical dilemma  Ethical situation that requires an
individual to make a choice between two equally 
unfavorable alternatives.
ethical rights (moral rights)  Rights that are based
on moral or ethical principles but have no legal
mechanism of enforcement.
ethical system  System of moral judgments based on
the beliefs and values of a profession.
ethics  Principles or standards of conduct that govern
an individual or group.
ethnic group  Individuals who share similar physical
characteristics, religion, language, or customs.
euthanasia  Mercy killing; the act or practice of
killing, for reasons of mercy, individuals who have lit-
tle or no chance of recovery by withholding or discon-
tinuing life support or by administering a lethal agent.
evaluation  Fifth step in the nursing process; used 
to determine whether goals set for a client have been
attained.
evaluation criteria  Outcome criteria; desired behav-
iors or standards.
evidence reports Provide a scientific basis for a dis-
ease or a nursing practice and then integrate research
data into actions used in practice. They synthesize
previous and current knowledge related to the topic,
review the information for quality and documenta-
tion, explain how evidence-based practice (EBP) is
currently being used, and discuss how useful the 
EBP is to the clinical practice.
expanded role  Extended role; increased responsibili-
ties and actions undertaken by an individual because
of additional education and experience.
experience rating Similar in concept to risk rating,
experience rating establishes insurance premiums
based on the history of the individual.  Often used in
calculating lost work days due to illness or injury in
workman’s compensation cases, it compares the lost
days of the individual to what would normally be 
expected for individuals in the same class.
expert witness  Individual with knowledge beyond
the ordinary person, resulting from special education
or training, who testifies during a trial.
external degree  Academic degree granted when all
the requirements have been met by the student; a
type of outcomes-based education in which credit is
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given when the individual demonstrates a certain
level of knowledge and skill, regardless of how or
when these skills are attained; challenge examinations
are often used.
false imprisonment  Intentional tort committed by
illegally confining or restricting a client against his 
or her will.
family  Two or more related individuals living 
together.
Federal Tort Claims Act  Statute that allows the 
government to be sued for negligence of its employ-
ees in the performance of their duties; many states
have similar laws.
fee for service  Payment is expected each time a 
service is rendered. Includes physicians’ office visits,
diagnostic procedures (laboratory tests, x-rays), and
minor surgical procedures.
feedback  Reentry of output into a system as input
that helps maintain the internal balance of the 
system.
feedback loop As used in Systems Theory or Nurs-
ing Care Models, it is the continuous provision of in-
formation about the effectiveness of treatments back
to the health care provider that allows him or her to
adjust the treatments for optimal effectiveness.
fellowship  Scholarship or grant that provides 
money to individuals who are highly qualified or
highly intelligent.
felony  Serious crime that may be punished by a fine
of more than $1000, more than 1 year in jail or
prison, death, or a combination thereof.
fidelity  The obligation of an individual to be faithful
to commitments made to self and others.
for-profit  Health-care agencies in which profits 
can be used to raise capital to pay stockholders divi-
dends on their investments. Also called proprietary
agencies.
foreign graduate nurse  Individual graduated from a
school of nursing outside the United States. This in-
dividual is required to pass the U.S. NCLEX-RN CAT
to become a registered nurse in the United States.
forensic nurse  Registered nurse who specializes 
in the integration of forensic science and nursing
science to apply the nursing process to individual
clients, their families, and the community, bridging
the gap between the health-care system and the
criminal justice system.
forensic psychiatric nurse  Registered nurse who
specializes in application of psychosocial nursing
knowledge linking offending behavior to client 

characteristics; nurse specializing in forensic psycho-
logical evaluation and care of offender populations
with mental disorders.
forensic science  Body of empirical knowledge used
for legal investigation and evidence-based judgment
in police or criminal cases.
fraud  Deliberate deception in provision of goods or
services; lying.
functional nursing  Nursing care in which each
nurse provides a different aspect of care; nurses are
assigned a set of specific tasks to perform for all
clients, such as passing medications.
general damages  Monetary awards in a lawsuit for
injuries for which an exact dollar amount cannot be
calculated including pain and suffering, loss of com-
panionship, shortened life span, loss of reputation,
and wrongful death.
general systems theory  Set of interrelated concepts,
definitions, and propositions that describe a system.
genetics  Scientific study of heredity and related 
variations.
gerontology  Study of the process of aging and of the
effects of aging on individuals.
goal  Desired outcome.
Good Samaritan Act  Law that protects health-care
providers from being charged with contributory neg-
ligence when they provide emergency care to persons
in need of immediate treatment.
grievance  Complaint or dispute about the terms or
conditions of employment.
group practice  Three or more physicians or nurse
practitioners in business together to provide 
health care.
health  Complete physical, mental, and social well-
being; a relative state along a continuum ranging
from severe illness to ideal state of being; the ability
to adapt to illness and to reach the highest level of
functioning.
health-care consumer  Client or patient; an individ-
ual who uses health-care services or products.
health-care team  Group of individuals of different
levels of education who work together to provide help
to clients.
health insurance purchasing cooperative (HIPC)
Large groups of people or employers who band to-
gether to buy insurance at reduced costs. HIPCs may
be organized by private groups or the government.
health literacy  A client’s ability to read, compre-
hend, and act on health-care instructions provided by
a nurse or other health-care worker.
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health maintenance organization (HMO)  Proto-
type of the managed health-care system; method of
payment for a full range of primary, secondary, and
tertiary health-care services; members pay a fixed 
annual fee for services and a small deductible when
care is given.
health policy  Goals and directions that guide 
activities to safeguard and promote the health of 
citizens.
health practitioner  Individual, usually licensed, 
who provides health-care services to individuals 
with health-care needs.
health promotion  Interventions and behaviors that
increase and maintain the level of well-being of per-
sons, families, groups, communities, and society.
health systems agency (HSA)  Local voluntary or-
ganization of providers and consumers that plans for
the health-care services of its geographic region.
hearsay  Evidence not based on personal knowledge
of the witness and usually not allowed in courts.
holistic  Treatment of the total individual, including
physical, psychological, sociological, and spiritual 
elements, with emphasis on the interrelatedness of
parts and wholes.
home health care  Health-care services provided in
the client’s home.
honesty, integrity, respect, responsibility, and
ethics (HIRRE)  Type of honor code in which 
students and faculty sign a pledge not to cheat 
or plagiarize.
horizontal violence  Type of peer-to-peer incivility
or negative interaction.
hospice care  Alternative way of providing care to
terminally ill clients in which palliative care is used;
the major goals of hospice care are control of pain,
provision of emotional support, promotion of social
interaction, and preparation for death; family support
measures and anticipatory grief counseling are also
used if appropriate.
hospital privileges  Authority granted by a hospital,
usually through its medical board, for a health-care
practitioner to admit and supervise the treatment of
clients within that hospital.
humor me approach A communication method
used with clients in the denial stage of grief to help
them comply with the treatment regimen. 
hypothesis  Prediction or proposition related to a
problem, usually found in research.
ideal role image  Projection of society’s expectations
for nurses that clearly delineates the obligations and

responsibilities, as well as the rights and privileges
those in the role can lay claim to. Is often unrealistic.
illness  Disease; a functional disturbance resulting
from an individual organism’s inability to adapt to
certain stressors; an abnormal physiologic state
caused by microorganisms, cancer, or other 
conditions.
implementation  Fourth step in the nursing process,
in which the plan of care is carried out.
incidence  Number of occurrences of a specific 
condition or event.
incident report  Document that describes an accident
or error involving a client or family member that 
may or may not have resulted in injury; the purpose
of the incident report is to track incidents and to
make changes in the situations that caused them; 
the incident report is not part of the chart.
incivility Failure to be civil; any speech or behavior
that disrupts the harmony of the work or educational
environment.
incompetency  Inability of an individual to manage
personal affairs because of mental or physical condi-
tions; the inability of a professional to carry out pro-
fessional activities at the expected level of functioning
because of lack of knowledge or skill or because of
drug or alcohol abuse.
indemnity insurance  Health insurance in which the
contractual agreement is between the consumer and
the insurance company. Providers are not involved in
these arrangements, and rates are not pre-established.
independent nurse practitioner  Nurse who has 
a private practice in one of the expanded roles of
nursing.
independent practice association (IPA)  Type of
HMO usually organized by physicians that requires
fee-for-service payment.
independent practice organization (IPO)  Type of
IPA in which a group of providers deals with more
than one insurer at a time.
independent practitioner  Health-care provider who
delivers health care independently with or without
supervision by another health-care practitioner.
indirect services  Health-care actions that do not 
require direct client contact but that still facilitate
care, such as the supply and distribution department
of a hospital.
individual mandate The requirement that all US 
citizens must purchase some type of health insurance
with the goal of spreading the costs across a large
population and lowering premiums.
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informed consent  Permission granted by a person
based on full knowledge of the risks and benefits of
participation in a procedure or surgery for which the
consent has been given.
injunction  Court order specifying actions that must
or must not be taken.
input  Matter, energy, or information entering a 
system from the environment.
inquest  Formal inquiry about the course or manner
of death.
institutional licensure  Authority for an individual
health-care provider to practice that is granted by the
individual’s employing institution; the institution de-
termines the educational preparation, training, and
functions of each category of provider it employs; no
longer legally permitted, unlicensed assistive person-
nel (UAPs) act under a form of de facto institutional
licensure.
intentional tort  A willful act that violates another
person’s rights or property and may or may not cause
physical injury.
interprofessional education Two or more students
from different professions learning about, from and
with each other to enable effective collaboration and
improve health outcomes.
interrogatories  Written questions directed to a 
party in a lawsuit by the opposing side as part of the
discovery process.
intervention  Nursing action taken to meet specific
client goals.
invasion of privacy  Type of quasi-intentional tort
that involves (1) an act that intrudes into the seclu-
sion of the client, (2) intrusion that is objectionable 
to a reasonable person, (3) an act that intrudes into
private facts or published as facts or pictures of a 
private nature, and (4) public disclosure of private 
information.
Joint Commission  Formerly Joint Commission on
Accreditation of Healthcare Organizations (JCAHO),
an organization that performs accreditation reviews
for health-care agencies.
judgment  Decision of the court regarding a case.
junk policies Low-cost health insurance policies that
sound good when advertised but include riders that
severely limit what is covered. They are marketed to
people who tend not to read the fine print such as
young adults and the elderly.
jurisdiction  Authority of a court to hear and decide
lawsuits.
justice  Fairness; giving people their due.

just culture The establishment of a positive work 
environment that has a commitment to safety and
quality, transparency, and using errors as learning
opportunities and allowing employees to report 
errors and near misses voluntarily and anonymously.
Also called a blame-free culture. 
Kardex  Portable card file that contains important
client information and a care plan.
laissez-faire  Type of leadership style in which the
leader does little planning, sets few goals, avoids 
decision-making, and fails to encourage group
members to participate. Also called permissive or
nondirective leadership.
lateral violence Is also known as horizontal violence
is found in the workplace and can include name 
calling, threatening body language, physical hazing,
bickering, fault finding, negative criticism, intimida-
tion, gossip, shouting, blaming, put-downs, raised 
eye brows, rolling of the eyes, verbally abusive 
sarcasm with rude tones, or physical acts such as
pounding on a table, throwing objects or shoving a
chair against a wall, unfair assignments, marginaliz-
ing a person, refusing to help someone, ignoring,
making faces behind someone’s back, refusing to
work with certain people, whining, sabotage, 
exclusion, and fabrication. 
law  Formal statement of a society’s beliefs about in-
teractions among and between its citizens; a formal
rule enforced by society.
Leapfrog Group Launched in 2000 by The Robert
Wood Johnson Foundation, the Leapfrog groups’
mission is to promote giant leaps forward in the
safety, quality, and affordability of health care by
using incentives and rewards. 
legal complaint  Document filed by a plaintiff against
a defendant claiming infringement of the plaintiff’s
legal rights.
legal obligations  Obligations that have become 
formal statements of law and are enforceable under
the law.
legal rights  (welfare rights) Rights that are based on
a legal entitlement to some good or benefits and are
enforceable under the legal system with punishment
for violations.
legislator  Elected member of either the House of
Representatives or the Senate.
legislature  Body of elected individuals invested with
constitutional power to make, alter, or repeal laws.
liable  Obligated or held accountable by law.
libel  Written defamation of character.
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license  Permission to practice granted to an individ-
ual by the state after he or she has met the require-
ments for that particular position; licensing protects
the safety of the public.
licensed practical nurse (LPN)  Licensed vocational
nurse; technical nurse licensed by any state, after
completing a practical nursing program, to provide
technical bedside care to clients.
licensing board  Government agency that imple-
ments the statutes of a particular profession in 
accordance with the Professions Practice Act.
licensure  Process by which an agency or government
grants an individual permission to practice; it estab-
lishes a minimal level of competency for practice.
Licensure, Accreditation, Certification and 
Education (LACE) A report issued in 2008 by 
the APRN Consensus Work Group and the 
National Council of State Boards of Nursing
(NCSBN) APRN Advisory Committee addressing
the lack of common definitions regarding APRN
practice, the ever increasing numbers of specializa-
tions, the inconsistency in credentials and scope 
of practice and the wide variations in education 
for ARNPs.
licensure by endorsement  Method of obtaining a 
license to practice by having a state acknowledge 
the individual’s existing comparable license in 
another state.
licensure by examination  Method of obtaining a 
license to practice by successfully passing a state-
board examination.
living will  Signed legal document in which individ-
uals make known their wishes about the care they
are to receive if they should become incompetent 
at a future date; it usually specifies what types of
treatments are permitted and what types are to be
withheld.
lobbyist  Person who attempts to influence political
decisions as an official representative of an organiza-
tion, group, or institution.
locality rule standard of care  Legal process that
holds an individual nurse accountable both to what is
an acceptable standard within his or her local com-
munity and to national standards as developed by
nurses throughout the nation through the American
Nurses Association (ANA), national practice groups,
and health-care agencies.
malfeasance  Performance of an illegal act.
malpractice  Negligent acts by a licensed professional
based on either omission of an expected action or

commission of an inappropriate action resulting in
damages to another party; not doing what a reason-
able and prudent professional of the same rank would
have done in the same situation.
managed care  System of organized health-care 
delivery systems linked by provider networks; health
maintenance organizations are the primary example
of managed care.
mandatory licensure  Law that requires all who 
practice a particular profession to have and to 
maintain a license in that profession.
manslaughter  Killing of an individual without pre-
meditated intent; different degrees of manslaughter
exist, and most are felonies.
mediation  Legal process that allows each party to
present their case to a mediator, who is an independ-
ent third party trained in dispute resolution.
Medicaid  State health-care insurance program, 
supported in part by federal funds, for health-care
services for certain groups unable to pay for their
own health care; amount and type of coverage vary
from state to state.
medical examiner  Coroner; a physician who investi-
gates deaths that appear to be from other than natural
causes.
medically indigent  Individuals who cannot person-
ally pay for health-care services without incurring 
financial hardship.
Medicare  Federally run program that is financed 
primarily through employee payroll taxes and covers
any individual who is 65 years of age or older as 
well as blind and disabled individuals of any age.
Medicare Utilization and Quality Peer Review 
Organization (PRO)  Organization that reviews 
the quality and cost of Medicare services.
Medigap policies  Health insurance policies that are
purchased to cover expenses not paid by Medicare.
middle range theory A set of relatively concrete 
concepts or propositions that lie between a minor
working hypothesis found in every-day nursing 
research and a well developed major nursing theory.
They are less comprehensive and more focused 
than the major nursing theories but not as specific 
or concrete as situation-specific practice theories 
and they generally contain only a few basic ideas or
concepts that the researcher is attempting to prove 
or illustrate.
midwife  Individual experienced in assisting women
during labor and delivery; they may be lay midwives,
who have no official education, or certified nurse
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midwives, who are RNs in an expanded role, having
received additional education and passed a national
certification examination.
misdemeanor  Less serious crime than a felony; 
punishable by a fine of less than $1000 or a jail 
term of less than 1 year.
model  Hypothetical representation of something
that exists in reality. The purpose of a model is to 
attempt to explain a complex reality in a systematic
and organized manner.
Modular Synthetic Research Evaluation and 
Extrapolation Tool (mSTREET) A learning game
developed by the Community Health Nursing 
Serious Game designed to deliver computerized 
virtual training. In the game, students can investigate
and respond to a variety of settings as they “walk”
through the streets of a virtual city.
moral obligations  Obligations based on moral or
ethical principles but not enforceable under the law.
morality  Concept of right and wrong.
morals  Fundamental standards of right and wrong
that an individual learns and internalizes during 
the early stages of childhood development, based 
primarily on religious beliefs and societal norms.
mores  Values and customs of a society.
mortality  Property or capacity to die; death.
motivation  Internal drive that causes individuals 
to seek achievement of higher goals; desire.
multicompetency technician  Allied health-care
provider who has skills in two or more areas of 
practice through the process of cross-training.
multiskilled practitioner  Health-care professional
who has skills in more than one area of health care,
such as an RN who has training in physical therapy.
national health insurance  Proposed system of 
payment for health-care services whereby the 
government pays for the costs of the health care.
National Nurses Response Teams (NNRT) Teams
of nurses under the auspices of the Department of
Health and Human Services, who will be quickly 
deployed in response to major national bioterrorism
events to provide mass immunization or chemopro-
phylaxis to high risk populations.
negative entropy  Tendency toward increased order
in a system.
negligence  Failure to perform at an expected level of
functioning or the performance of an inappropriate
function resulting in damages to another party; not
doing what a reasonable and prudent person would
do in a similar situation.

never events A list of reasonably preventable med-
ical errors that occur in hospitals that will no longer
be paid for by Medicare in an attempt to control
costs. 
no-code order  Do not resuscitate (DNR) order; an
order by a physician to withhold cardiopulmonary
resuscitation and other resuscitative efforts from a
client.
nonfeasance  Failure to perform a legally required
duty.
nonmaleficence  Ethical principle that requires the
professional to do no harm to the client.
nontraditional education  Methods of education 
that do not follow the traditional lecture and clinical
practice methods of learning; may include computer-
simulated learning, self-education techniques, or
other creative methods.
nonverbal  A type of communication that uses 
any methods except written and spoken messages
and constitutes 93 percent of the communication
between individuals. It includes body language, 
gestures, facial expression, tone, pace, personal
space, etc.
normal damages Money awarded when the law 
requires a judge and jury to find a defendant guilty
but no real harm happened to the plaintiff. The award
is usually very small, generally in the sum of $10.00.
normative ethics Questions and dilemmas requiring
a choice of actions whereby there is a conflict of
rights or obligations between the nurse and the client,
the nurse and the client’s family, or the nurse and the
physician.
norm-referenced examination  Examination scored
by comparison with standards established on the 
performance of all others who took the same exami-
nation during a specific time; the NLN achievement
examinations are norm referenced.
not-for-profit (nonprofit) agencies  Agencies in
which all profits must be used in the operation of the
organization.
nurse clinician  Registered nurse with advanced skills
in a particular area of nursing practice; if certified 
by a professional organization, a nurse clinician may
also be a nurse practitioner, but more often this 
designation refers to nurses in advanced practice
roles such as nurse specialists.
nurse practice act  Part of state law that establishes
the scope of practice for professional nurses, as well
as educational levels and standards, professional 
conduct, and reasons for revocation of licensure.

698 Glossary 

3972_Glossary_688-704  29/12/14  2:45 PM  Page 698



nurse practitioner  Nurse specialist with advanced
education in a primary care specialty, such as com-
munity health, pediatrics, or mental health, who is
prepared independently to manage health promotion
and maintenance and illness prevention of a specific
group of clients.
nurse specialist (clinical nurse specialist) Nurse who
is an expert in providing care focused on a specialized
field drawn from the range of general practice, such
as cardiac nurse specialist.
nurse theorist  Nurse who analyzes and attempts 
to describe what the profession of nursing is and
what nurses do through nursing models or nursing
theories.
nursing assessment  Systematic collection and
recording of client data, both objective and subjec-
tive, from primary and secondary sources using the
nursing history, physical examination, and laboratory
data, for example.
nursing diagnosis  Statements of a client’s actual 
or potential health-care problems or deficits.
nursing order  Statement of a nursing action se-
lected by a nurse to achieve a client’s goal; may be
stated as either the nurse’s or the client’s expected
behavior.
nursing process  Systematic, comprehensive deci-
sion-making process used by nurses to identify and
treat actual and potential health problems.
nursing research  Formal study of problems of nurs-
ing practice, the role of the nurse in health care, and
the value of nursing.
nursing standards  Desired nursing behaviors estab-
lished by the profession and used to evaluate nurses’
performances.
obligations  Demands made on individuals, profes-
sions, society, or government to fulfill and honor 
the rights of others. Obligations are often divided into
two categories—moral and legal (welfare).
occurrence policy  A type of malpractice insurance
that protects against all claims that occurred during
the policy period regardless of when the claim is
made.
omission  Failure to fulfill a duty or carry out a 
procedure recognized as a standard of care; often
forms the basis for claims of malpractice.
oncology  Area of health care that deals with the
treatment of cancer.
open curriculum  Educational system that allows a
student to enter and leave the system freely; often
uses past education and experiences.

open system  System that can exchange energy, 
matter, and information with the environment and
with other systems.
option rights Rights that are based on a fundamental
belief in the dignity and freedom of humans.
ordinance  Local or municipal law.
out-of-pocket expenses  Amount the client is respon-
sible for paying for a health-care service.
outcome criteria  Standards that measure changes 
or improvements in clients’ conditions.
output  Matter, energy, or information released 
from a system into the environment or transmitted 
to another system.
palliative  Type of treatment directed toward mini-
mizing the severity of a disease or illness rather than
curing it; for example, for a client with terminal 
cancer, relief of pain is the main goal (palliative),
rather than cure.
panel of approved providers  A list of physicians,
nurse practitioners, pharmacies, and other health-
care providers that are approved by an insurance 
plan and to whom reimbursement will be made by
the insurer.
paraverbal  The tone, pitch, volume, and diction
used when delivering a verbal message that com-
prises approximately 38 percent of the total mes-
sage and is often considered part of nonverbal
communication.
passive learning  A type of client education in which
the material is merely presented to the client without
his or her involvement. Least effective type of learn-
ing because it usually does not change attitudes or 
behaviors.
patient  Client; an individual seeking or receiving
health-care services.
patient day  Client day; the 24-hour period during
which hospital services are provided that forms the
basis for charging the patient, usually from midnight
to midnight.
pediatrics  Study and care of problems and diseases
of children younger than the age of 18.
peer review  Evaluation against professional stan-
dards of the performance of individuals with the
same basic education and qualifications; formal
process of review or evaluation by coworkers of an
equal rank.
perceived role image  The individual’s own defini-
tion of the role, which is usually more realistic than
the ideal role, involving rejection or modification of
some of the norms and expectations of society.
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percussion  Physical examination involving the 
tapping of various parts of the body to determine
density by eliciting different sounds.
performed role image  The duties performed by the
practitioner of a role. Often produces reality shock in
new graduate nurses.
perjury  Crime committed by giving false testimony
while under oath.
permissive licensure  Law that allows individuals to
practice a profession as long as they do not use the
title of the profession; no states now have permissive
licensure.
personal space The distance from others that indi-
viduals maintain around themselves in most casual
social situations. Is often culturally based.
phenomenology  Philosophical approach that holds
that consciousness determines reality in space and
time.
plaintiff  Individual who charges another individual
in a court of law with a violation of the individual’s
rights; the party who files the complaint in a lawsuit.
point-of-service plans  Insurance plans in which
consumers can select providers outside of a pre-
scribed provider panel if they are willing to pay an
additional fee.
political action  Activities on the part of individuals
that influence the actions of government officials in
establishing policy.
political capital The goodwill or favorable sentiment
that a politician gains after winning an election, initi-
ating a successful program, passing other politicians’
bills or making a public appearance after a natural
disaster that accentuates their leadership abilities. 
It is sometimes called the “Honeymoon” period of a
presidency and like money, must be spent soon or it
will evaporate. 
political involvement  Group of activities that, indi-
vidually or collectively, increase the voice of nursing
in the political or health-care policy process.
politics  Process of influencing the decisions of 
others and exerting control over situations or 
events; includes influencing the allocation of scarce
resources.
practical nursing program  Vocational nursing 
program; a program of study leading to a certificate
in practical nursing, usually 12 to 18 months in
length; these programs are located in a vocational or
technical school or in a community or junior college;
after passing the NCLEX-LPN CAT examination,
students become licensed practical nurses (LPNs).

precedent  Decision previously issued by a court that
is used as the basis for a decision in another case with
similar circumstances.
preceptor  Educated or skilled practitioner who
agrees to work with a less-educated or less-trained 
individual to increase the individual’s knowledge 
and skills; often staff nurses who work with student
nurses during their senior year.
precertification  Approval for reimbursement of
services before their being rendered.
preferred provider organization (PPO)  Method of
payment for employee health-care benefits in which
employers contract with a specific group of health-
care providers for a lower cost for their employees’
health-care services but require the employee to use
the providers listed.
premium  Amount paid on a periodic basis for health
insurance or HMO membership.
prescriptive authority  Legal right to write prescrip-
tions for medications, granted to physicians, veteri-
narians, dentists, and advanced practice nurses.
presumed consent law A law that presumes that all
reasonable and prudent persons would normally wish
to donate their organs upon their death. It is often 
associated with the issuance of a new driver’s license;
however, those not wishing to be organ donors are
able to “opt-out” of the process, which is a reversal 
of the current asking for consent to donate process.
preventive care  Well care; nursing care provided 
for the purpose of maintaining health and prevent-
ing disease or injury, often through community
health clinics, school nursing services, and storefront
clinics.
primary care  Type of health care for individuals and
families in which maintenance of health is empha-
sized; first-line health care in hospitals, physicians’
offices, or community health clinics that deal with
acute conditions.
primary care nurse  Hospital staff RN assigned to a
primary care unit to provide nursing care to a limited
number of clients who are followed by the same nurse
from admission to discharge.
primary intervention  Health promotion, illness pre-
vention, early diagnosis, and treatment of common
health problems.
private-duty nurse  Nurse in private practice; nurse
self-employed for providing direct client care services
either in the home or the hospital setting.
privileged communication  Information imparted
by a client to a physician, lawyer, or clergyman that
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is protected from disclosure in a court of law. 
Communication between a client and a nurse is 
not legally protected, but nurses can participate 
in privileged communication when they overhear
information imparted by the client to the physician.
process consent A requirement that the researcher
renegotiate the consent if any unanticipated events
occur during the process of gathering data.
profession  Nursing; an occupation that meets the cri-
teria for a profession, including education, altruism,
code of ethics, public service, and dedication.
professional review organization  Multilevel pro-
gram to oversee the quality and cost of federally
funded medical care programs.
professionalism  Behaviors and attitudes exhibited
by an individual that are recognized by others as the
traits of a professional.
prospective payment system (PPS)  System of reim-
bursement for health-care services that establishes the
payment rates before hospitalization based on certain
criteria, such as diagnosis-related groups (DRGs).
protocol  Written plan of action based on previously
identified situations; standing orders are a type of
protocol often used in specialty units that have clients
with similar problems.
provider  Person or organization who delivers health
care, including health promotion and maintenance
and illness prevention and treatment.
provider panel  Health-care providers selected to
render services to a group of consumers within a
managed-care plan.
proximate cause  Nearest cause; the element in a 
direct cause-and-effect relationship between what is
done by the professional and what happens to the
client. For example, when a nurse fails to raise the
side rails on the bed of a client who has received a
narcotic medication, and the client falls out of bed
and breaks a hip as a result.
psychomotor domain objectives  Goals established
with input from the client that deal with changes in
behavior or learned skills.
public policy  Decision made by a society or its
elected representatives that has a material effect on
citizens other than the decision-makers.
punitive damages Money awarded in a law suit in ad-
dition to compensatory and general damages when the
actions that caused the injury to the client were judged
to be willful, malicious, or demonstrated an extreme
measure of incompetence and gross negligence. The
primary purpose of punitive damages is to “punish”

the plaintiff and deter him or her from ever acting in
the same way again. Also called exemplary damages. 
qualitative research design Investigates the why 
and how of decision making and not just what,
where, when it happened with the goal of gathering
an in-depth understanding of human behavior and
the reasons that govern such behavior. 
quality  Level of excellence based on pre-established
criteria.
Quality and Safety Education for Nurses (QSEN)
Nursing education curriculum designed to prepare fu-
ture nurses with the knowledge, skills, and attitudes
(KSAs) necessary to continuously improve the quality
and safety of the health-care system in which they work.
quality assurance  Activity conducted in health-care
facilities that evaluates the quality of care provided to
ensure that it meets pre-established quality standards.
quality indicators Measures of health-care quality
from easily accessible inpatient hospital administrative
data that includes prevention, inpatient, patient, and
pediatric safety and are used to focus efforts on poten-
tial quality concerns so they may be addressed by fur-
ther investigation as well as tracking changes over time.
quantitative experimental research designs Are
guided by a somewhat rigid set of rules that gives 
the most importance to the process of inquiry and 
are highly respected by researchers.
quasi-intentional tort  A violation of a person’s 
reputation or personal privacy.
Rapid Response Teams (RRT) Teams of individuals
from various disciplines who can rescue clients whose
conditions are deteriorating to prevent codes and in-
hospital deaths using specific communication models
to make interdisciplinary communication clearer, a
workspace that promotes efficiency and waste reduc-
tion, professional support programs, and liberalized
diet plans and meal times.
reality shock (transition shock)  A sudden and
sometimes traumatic realization on the part of the
new graduate that the ideal or perceived roles do not
match the actual performed role.
recertification  Periodic renewal of certification by
examination, continuing education, or other criteria
established by the accrediting agency.
reciprocity  Endorsement; a state’s acceptance of a 
license issued by another state.
recision The practice of health insurance companies
to cut or cancel health care plans already in place 
usually because of the high costs associated with the
client’s illness. 
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registration  Listing of a license with a state for a fee.
registry  Published list of those who are registered;
the agency that publishes the list of individuals who
are registered.
regulations  Rules or orders issued by various regula-
tory agencies, such as a state board of nursing, which
have the force of law.
rehabilitation  Restoration to the highest possible
level of performance or health of an individual who
has suffered an injury or illness.
relative intensity measures (RIMs)  Method for cal-
culating nursing resources needed to provide nursing
care for various types of clients; helps determine the
number and type of staff required based on client
acuity and needs.
respondeat superior  Legal doctrine that holds the
employer or supervisor responsible for the actions 
of the employees or of those supervised; for example,
under this doctrine, RNs are held responsible for the
actions of unlicensed assistive personnel under their
supervision.
responsibility  Accountability; the concept that all 
individuals are accountable for their own actions 
and for the consequences of those actions.
restorative care  Curative care; nursing care that has
as its goal cure and recovery from disease.
resume  Curriculum vitae; a summary of an 
individual’s education, work experience, and
qualifications.
retrospective payment system  Payment system for
health care in which reimbursement is based on the
actual care rendered rather than on preset rates.
right  Just claim or expectation that may or may not
be protected by law; legal rights are protected by law,
whereas moral rights are not.
risk management  Evaluating the risk of clients and
staff for injuries and for potential liabilities and im-
plementing corrective and preventive measures.
risk rating A method of calculating the rate for
health insurance premiums based on various 
characteristics of an individual or small group of 
individuals, such as previous history of claims
filed, characteristics of the individual’s or group’s
health practices, or changes in the individual’s or
group’s overall health status that might increase
the risk for claims. It is the most commonly used
method of calculating health insurance premiums
and allows companies to change their rates at will. 
root cause analysis A type of assessment that tracks
events leading to error, identifies faulty systems, and

processes and develops a plan to prevent further 
errors.
secondary care  Nursing care usually provided in
short-term and long-term care facilities to clients
with commonly occurring conditions.
secondary intervention  Acute care designed to 
prevent complications or resolve health problems.
secured settings  Any institutional setting imposing
restriction of movement, confinement, and limita-
tions to activity and access; jails, locked units or
locked mental institutions, prisons. 
sentinel event Unexpected occurrence involving
death or serious physical or psychological injury, 
or the risk thereof including loss of limb or function.
Relatively infrequent, occurring independently of a
client’s condition, that commonly reflect hospital 
system and process deficiencies and result in negative
outcomes for clients. Sentinel events are not the 
same as medical errors. 
service insurance  Health insurance in which serv-
ices are provided for a prescribed fee that is estab-
lished between the providers and the insurance
company.
sexual assault nurse examiner (SANE)  A registered
nurse specializing in care of victims of sexual assault,
performing physical and psychosocial examination,
collection of physical evidence, and therapeutic 
interventions to minimize trauma.
significant other  Individual who is not a family
member but is emotionally or symbolically 
important to an individual.
situation–background–assessment–recommendation
(SBAR) Communication technique used between
members of the health-care team when a client’s 
condition requires immediate attention and action;
an easy-to-remember, concrete mechanism frames
the conversation efficiently.
Six Sigma  Business management strategy that has
been adapted to the health-care industry to identify
wasteful practices and lower costs while improving
the overall quality of care.
slander  Oral defamation of character.
sliding-scale fees  Fees for services that are based on
the client’s ability to pay.
slow-code order  Physician’s order that the efforts for
resuscitation of a client who is terminally ill should be
initiated and conducted at a leisurely pace; the goal of
a slow-code order is to allow the client to die during
an apparent resuscitation. Slow-code orders are not
acceptable practice and do not meet standards of care.
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special damages Money awarded to the plaintiff for
out-of-pocket expenses related to the trial. It would
cover the expenses of taking a taxi back and forth to
the courthouse, use of special assistive equipment,
and special home health-care providers and other ex-
penses that are not covered under actual damages.
staff nurse  Nurse generalist who works as an em-
ployee of a hospital, nursing home, community
health agency, or some other organization providing
primary and direct nursing care to clients.
standard of best interest  A type of decision made
about an individual’s health care when he or she 
is unable to make the informed decision for his 
or her own care; based on what the health-care
providers and/or the family decide is best for that
individual.
standards  Norms; criteria for expected behaviors 
or conduct.
standards of care  Written or established criteria for
nursing care that all nurses are expected to meet.
standards of practice  Written or established criteria
for nursing practice that all professional nurses are
expected to meet.
standing order  Written order by physician for 
certain actions or medication administration to be
initiated or given in certain expected circumstances;
similar to protocols.
statute  Law passed by a government’s legislature 
and signed by its chief executive.
statute of limitations  Specific time period in which 
a lawsuit must be filed or a crime must be prosecuted;
most nursing or medical lawsuits have a 2-year
statute of limitations from the time of discovery of
the incident.
statutory law  Law passed by a legislature.
stereotype  Fixed or predetermined image of or 
attitude toward an individual or group.
stress  Crisis situation that causes increased anxiety
and initiation of the flight-or-fight mechanism.
stressor  Internal or external force to which a person
responds.
structure criteria  Physical environmental framework
for client care.
subpoena  Court document that requires an individ-
ual to appear in court and provide testimony; individ-
uals who do not honor the subpoena can be held in
contempt of court and jailed or fined.
subsystem  Smaller system within a large system.
summary judgment  Decision by a judge in cases in
which no facts are in dispute.

sunset law  Law that automatically terminates a pro-
gram after a pre-established period of time unless
that program can justify its need for existence.
support system  Environmental factors and individu-
als who can help an individual in a crisis cope with
the situation.
systems theory  Theory that stresses the interrelated-
ness of parts in any system in which a change in one
part affects all other parts; often, the system is greater
than the sum of its parts.
taxonomy  Classification system.
team nursing  Method of organizing nursing care 
in which each client is assigned a team consisting 
of RNs, LPNs, and nursing assistants to deliver 
nursing care.
technician  Individual who carries out technical
tasks.
technology  Use of science and the application of 
scientific principles to any situation; often involves
the use of complicated machines and computers.
telehealth The use of electronic information and
communications technologies to provide and support
health care when distance separates the health care
provider and the client including “plain old telephone
service” (POTS), highly sophisticated digitized cam-
eras, telemetry, voice systems, and even interactive
robots that can be controlled by the practitioner to
assess clients and administer treatments.
telemedicine One of the services provided by the
overall telehealth system that primarily involve con-
sultation with a physician.
teleology  Utilitarianism; an ethical system that 
identifies the right action by determining what will
provide the greatest good for the greatest number 
of persons. This system has no set, unchanging rules;
rather, it varies as the situation changes.
tertiary care  Nursing care usually provided in long-
term care and rehabilitation facilities for chronic 
diseases or injuries requiring long recovery.
tertiary intervention  Provision of advanced and
long-term health-care services to acutely ill clients,
including the use of advanced technology, compli-
cated surgical procedures, rehabilitation services, 
and care of the terminally ill.
testimony  Oral statement of a witness under oath.
theory  Set of interrelated constructs (concepts, defi-
nitions, or propositions) that presents a systematic
view of phenomena by specifying relations among
variables with the purpose of explaining and predict-
ing phenomena.
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third-party payment  Payment for health-care 
services by an insurance company or a government
agency rather than directly by the client.
third-party reimburser  Organization other than the
client, such as an employer, insurance company, or
governmental agency, that assumes responsibility for
payment of health-care charges for services rendered
to the client.
throughput  Matter, energy, or information as it
passes through a system.
tort  Violation of the civil law that violates a person’s
rights and causes injury or harm to the individual.
Civil wrong independent of an action in contract 
that results from a breach of a legal duty; a tort can 
be classified as unintentional, intentional, or 
quasi-intentional.
tort-feasor  Person who commits a tort.
total quality management (TQM)  Method for 
monitoring and maintaining the quality of health
care being delivered by a particular institution or
health-care industry.
treble damages A provision in the laws of some
states that allows the judge, in certain instances, to
triple the actual damage award amount as an addi-
tional form of punitive damages in a law suit.
trial  Legal proceedings during which all relevant facts
are presented to a jury or judge for legal decision.
Tri-Council  Nursing group composed of the 
American Nurses Association (ANA), National
League for Nursing (NLN), American Association 
of Colleges of Nursing (AACN), and American 
Organization of Nurse Executives (AONE).
two plus two (2 + 2) program Nursing education
program that starts with an associate (2-year) degree
and then moves the individual to a baccalaureate 
degree with an additional 2 years of education.
Uniform Anatomical Gift Act  Legislation providing
for a legal document signed by an individual indicat-
ing the desire to donate specific body organs or the
entire body after death.
unintentional tort  A wrong occurring to a person 
or that person’s property even though it was not 
intended; negligence.
universal health-care coverage  Health-care reim-
bursement benefits for all U.S. citizens and legal 
residents.
universal precautions  Body substance isolation;
guidelines established by the Centers for Disease
Control and Prevention (CDC) and the Occupational

Safety and Health Administration (OSHA) to protect
health-care professionals and clients from diseases
carried in the blood and body fluids, such as HIV 
and hepatitis B; involves the use of gloves whenever
in contact with blood or body fluids and masks,
gowns, and eye covers if a chance exists of contact
with aerosol fluids.
upward mobility  Movement toward increased status
and power in an organization through promotion.
utilitarianism  Teleology; an ethical system that
identifies the right action by determining what will
provide the greatest good for the greatest number of
persons. This system has no set, unchanging rules;
rather, it varies as the situation changes.
utilization guidelines  Guidelines that stipulate the
amount of services that can be delivered by a health-
care provider.
value  Judgment of worth, quality, or desirability
based on attitude formed from need or experience; 
a strong belief held by individuals about something
important to them.
values clarification  Process by which individuals list
and prioritize the values they hold most important.
veracity  The principle of truthfulness. It requires 
the health-care provider to tell the truth and not 
intentionally deceive or mislead clients.
verbal  A type of communication based on written
or spoken messages that constitute approximately 
7 percent of the total communication between 
individuals.
vertical violence The use of inappropriate coercive
power by a superior to harass and bully subordinates.
veto  Signed refusal by the president or a governor to
enact a bill into law. If the president vetoes a bill, the
veto may be overridden by a two-thirds vote of the
membership of both the House and Senate.
vicarious liability  Imputation of blame on a person
for the actions of the other.
victimization  Experience of physical, emotional, or
psychological trauma in which the individual suffers
injury, fear, self-blame, and/or other dysfunction.
vocational nursing program  Licensed practical
nursing program in Texas and California; a program
of study leading to a certificate in vocational nursing,
usually 12 to 18 months in length; these programs 
are located in vocational and technical schools and
community and junior colleges; after passing the
NCLEX-LPN CAT examination, students become 
licensed vocational nurses (LVNs).
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See also client education

educational (mobility) ladder. See ladder programs
e-health, 370
Eisenhower, Dwight, 490
elderly population

chronic conditions of, 566, 571
disaster preparation for, 573
economic impact of, 571–572
Gerontological Nursing Interventions Research Center and, 601
growth of, 571
health-care coverage for, 566–567
mobile acute care (MACE) for, 569
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nursing and effects of, 572–573
self-care of, 566
spirituality of, 574–577

elections, 462–463, 468–470
electroacupunture, 631
electronic health care (e-health), 370
electronic health record (EHR), 438–441

ethics, security, and confidentiality of, 441–444
implementation of, 431

Emergency Alert System (EAS), 648
emergency (secondary) care, 363
emotional distress, intentional infliction of, 186
emotional intelligence, 412
emotions and conflict, 301
empirical evidence, 607
employment. See job search
employment settings, 73
empowerment, 12–14
endorphins, 629
energy centers (chakras), 527
energy fields/systems, 525, 532, 630
energy therapies, 618, 619b, 623, 630–631, 641
Enhanced Fujita (EF) scale, 646
entrepreneur, nurse, 680–681
environment

concept of, 51–52
in Johnson Behavioral System Model, 65
in King Model of Goal Attainment, 60
in Neuman Health-Care Systems Model, 66
in Orem Self-Care Model, 58–59
quality care and, 391–392
in Roy Adaptation Model, 57
in Watson Model of Human Caring, 61

environmental communication blockers, 295–297
environmental communication builders, 293
environmental medicine, 641
epidemiologist, 607
errors. See medical errors
Essentials of Baccalaureate Education for Professional Nursing 

Practice, 76, 77b
ethical decision-making process, 138–142, 140f
ethical dilemma, 123–124, 131, 133
ethical rights, 132
ethical standards, 607
ethics

categories of, 122
committees on, 132
definition of, 123
delegation and, 405–406
of health insurance practices, 494–497
in home health care, 365
incivility and, 421–422
key concepts in, 124–127, 129–130, 132
in nursing research, 602–604
systems of, 134–136
terminology in study of, 122–124
See also American Nurses Association (ANA) Code of Ethics;

bioethics; code of ethics
ethnic minority(ies)

growth of population of, 544
insurance coverage for, 545
See also culture(s)

ethnography, 607
euthanasia, 167–169. See also right to die
evidence-based medicine (EBM), 581
Evidence-Based Nursing, 593

evidence-based practice (EBP), 6, 38–39, 581–582, 589, 607
versus best practice, 593–594
goals and features of, 601
incorporation of, 582, 598, 604–606, 606b
informatics and, 435
on-the-job research in, 436
organizations for, 601
quality care and, 390
relation of nursing to, 597b
systematic reviews versus primary research in, 598–599
usefulness of information in, 599
See also evidence reports; nursing research

evidenced-based health care (EBHC), 581
evidence reports, 589

evaluation of, 593
sources of, 590–592b, 593
types of evidence in, 589, 593

executive branch, 458, 459b
executive order, 467
exercise, 246–247, 251–252
expanded practice. See advanced practice registered nurse (APRN)
experience rating system, 490
experiential learning (trial and error), 582
experimental research design, 607
expert power, 13
exploratory study, 607
externship, 230
extraordinary treatments, 162
eye contact, 291–292, 558
eye donation, 155

F
face transplant, 156, 157–158
false imprisonment, 186
fast-track education programs, 88
Federal Emergency Management Agency (FEMA), 652
Federal Trade Commission (FTC), 633
feedback loop, 54–55
Feldenkrais, Moshe, 641
Feldenkrais method, 641
felony, 179
fetal tissue research, 149–150
fidelity, 125
First-Aid/CPR class, 649
fiscal note, 466
Fletcher, Joseph, 134
Flexner, Abraham, 5
followers, 265–267, 266t
food, organic, 631–632
Food and Drug Administration (FDA), 632, 633, 638
Ford, Loretta C., 33–34, 468
foreign graduate nurse, 103
forensic nursing, 674–677, 680
formalistic system of ethics. See deontology
Franklin, Benjamin, 24
Fry, Elizabeth, 24
Fujita, Tetsuya, 646
functional nursing, 279–280, 280t

G
gallows humor, 337
gem (crystal) therapy, 641
general systems theory, 52–55
generator, portable, 652
Genetic Information Nondiscrimination Act (GINA), 147–148
genetic research, 147–149
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genetic screening, 148–149
Gerontological Nursing Interventions Research Center, 601
Gerontological Society of America (GSA), 570
Gerson, Max, 641
Gerson therapy, 641
goal setting, 248
Goodrich, Annie W., 33, 101
Good Samaritan Act, 192
governance, 270–271, 270f. See also leadership; management
government

local, 459b
organizational structure of, 460b
state, 459b
three branches of federal, 458, 459f, 460–461

governors, state, 470
grassroots organizations, 113
grassroots politics, 455, 470
Great Depression, 25
Gretter, Lystra E., 137
grief, stages of. See under difficult clients
grounded theory, 607
group dynamics, 277–279
guided imagery (visualization), 532, 641, 644. See also meditation

H
Hampton, Isabel Adams Robb, 32, 33
Hanberry, Pat, 159
hazmat suit, 664
Healing Matrix, 618–620, 619b
healing touch, 641
health

concept of, 51
in Johnson Behavioral System Model, 65
in King Model of Goal Attainment, 60
in Neuman Health-Care Systems Model, 66
in Orem Self-Care Model, 58
in Roy Adaptation Model, 57
U.S. versus world indicators of, 360
in Watson Model of Human Caring, 61
World Health Organization definition of, 615

health care
ethics of child, 174–175
as industry, 357
restriction of expensive treatments in, 162
expenditures on, 492, 566, 570, 571

health-care plans
how to identify quality, 379b
types of, 362b

health-care proxy. See durable power of attorney for health care
(DPOAHC)

health-care reform
adapting other countries’ approaches to, 513
American Nurses Association (ANA) position on, 504
critical thinking in debate on, 488
debate on, 497–504
history of, 487, 489–491
nature of, 521–524
need for, 491–497
nurses as partners in, 485–486, 513–514
See also Affordable Care Act (ACA) of 2010

health-care system(s)
in Canada, 359–360
changes in, 72–73
cost-containment measures in, 360–361, 486, 512
effects of aging population on, 357
levels of service in, 363

settings in, 363–371
in third-world nations, 358
types of, 357–358, 358t
See also health care; health-care plans

health-care team members, 10, 11t
health deviation self-care, 58
Healthfinder (website), 444
health informatics, 432. See also informatics
health insurance

private, 362b
unethical practices of, 494–497, 498t
See also health-care system(s), types of

Health Insurance Portability and Accountability Act (HIPAA) 
of 1996, 188, 442, 496

health insurance purchasing cooperative (HIPC), 369
health literacy, 512
health outcomes

baccalaureate degrees and improved, 96
in U.S., 494

Health Promotion Model, 68
Healthy People 2020, 383, 571
Heller, Joseph, 641
Hellerwork, 641
Henderson, Virginia, 588
herbalism, 621b, 623, 634–636, 638, 641–642
heritage consistency, 543
Heritage Foundation, 509
heroic measures, 162
Herzberg, Frederick, 274–275
Hinduism, 21
Hippocrates, 22, 122
Hippocratic Oath, 22
HIRRE honor code, 422
historical study, 607
HIV and AIDS, 169–170
Ho, Sinwan, 556
holism, 616, 626. See also integrative health care
holistic nursing, 529. See also spiritualism
home health care, 363–365, 449
homeopathy, 642
homeowners insurance, 649, 650
homologous recombination, 147
Honest Herbal, The, 638
horizontal (lateral) violence, 315, 414, 415, 423–425
Hosea, 521
hospice, 369
Hospital Care Quality Information from the Consumer Perspective

(HCAHPS), 378
Hospital Consumer Assessment of Healthcare Providers and Systems

Survey (HCAHPS), 681
hospitals, 366–367

early military, 23
how to identify quality, 379b
magnet, 73, 392, 454–455

hospital skills, 77
hot zones, 664
housekeeping bill, 466
Human Genome Project, 149
human interaction theory of management, 267, 269
human (option) rights, 132
humor, gallows, 337
humor therapy, 642
Hussein, Saddam, 661
hydrotherapy, 642
hypnotherapy, 642
hypothesis, 38, 607
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I
ICD-10, 683
ideology(ies), 457–458
illness, conventional versus holistic view of, 626–627
imagery, 530
“I” message, 293
immigrants, 542–543, 544. See also culture(s)
impeaching the witness, 189
Incident Management System (IMS), 654
incivility, 413–416

continuum of, 413f
ethical prohibitions to, 421–422
in media, 411
in nursing education, 416–421, 417b
spiral of, 423, 423f
in workplace, 422–425
See also civility

independence of practice, 9–10
Independent Payment Advisory Board (IPAB), 500
indigenous medical systems, 620b
individual certification, 103–104
induced abortion, 146
Industrial Revolution, 24
informatics, 391

definitions of, 431–432, 433, 434
evidence-based practice and importance of, 435
health-care cost cutting and, 431
human factors in, 436–438
models of, 432–433
as specialty, 433–434
technology, nursing theory, function, and, 433

information, 432
explosion of, 436
principles for access to, 437b

information science, 432
informed consent

children and, 173–174
contextual, 531
definition of, 607
exceptions to, 194
genetic screening and, 148
key elements of, 605b
litigation and, 193–194
non-English-speaking clients and, 556
in nursing research, 603–604
sharing of client data and, 442

ingested or applied substances, 618, 619b
initiation rite, 419
inpatient, 363
input, 54, 55
insecurity and conflict, 301–302
Institute for Healthcare Improvement (IHI), 390, 591b
Institute of Medicine (IOM)

competencies of, 75, 77b
Crossing the Quality Chasm report by, 412
health-care quality recommendations by, 376–377
priorities for research by, 584, 585b
report on future of nursing by, 74–75

institutional licensure, 103
institutional review board (IRB), 602–603, 607
instrumental interventions, 622b, 623
insurance

homeowners, 649, 650
liability, 200–202, 201b
See also health insurance

integrative healer, 626b

integrative health care, 611–612
classification of 

Healing Matrix, 618–620, 619b
NCCAM, 620, 620–622b, 623

complementary and alternative medicine and, 615–616
definition of, 615, 642
difference between conventional medicine and, 623–625, 624b,

626–627
discussion with client about, 638
federal support for, 613–614, 616
glossary of terms related to, 640–644
holistic approach of, 625–626
lack of validation and regulation of, 636
nutrition and diet in, 631–632
placebo response and, 628–630
principles of, 626b
questions nurses should ask about, 636–637, 637b
reasons for use of, 616–618, 617b
self-care in, 628
sources of information about, 637–638
See also individual types of alternative practices

intentional infliction of emotional distress, 186
Interactive Community Simulation Environment for Community

Health Nursing. See Community Health Nursing 
Serious Game

interdisciplinary (interprofessional) education, 93–95
International Association of Forensic Nurses (IAFN), 674, 675
International Center for the Integration of Health and Spirituality

(ICIHS), 532b
International College of Integrative Medicine (ICIM), 638
International Council of Nurses (ICN), 101, 112, 588
International Medical and Surgical Response Team (IMSuRT), 

653
International Parish Nurse Resource Center, 531b
Internet

code of conduct for, 422
evaluating sources on, 7–8
personal reputation on, 242–243
personal Web page on, 235
politics and, 461–462
as resource for consumers, 444
as resource for nursing research information, 590–592b
as resource for professionals, 444
as resource on herbalism, 638

internship, 230
interprofessional education, 93–95
interventions. See Iowa Interventions Project
interview, job. See job interview
invasion of privacy, 188
in vitro fertilization, 150
Iowa Interventions Project, 39–41, 40b
iridology, 642
Isaiah, 521
Issues in Practice 

10 commandments of disaster preparedness, 651
caring for relatives at work site, 15
client autonomy, 166
communication, 307
compassion fatigue, 233
complaining behavior, 344–348
conflict of interest in funding storefront clinic, 115
cultural aspects of organ donation, 551–552
cultural conflict, 560–561
distributive justice, 128
ethical dilemmas, 131, 133
health-care reform debate and critical thinking, 488
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leadership/management case studies
poor staff performance, 402–403
revolving staff, 268

lobbying, 474–475
malpractice, 35, 182, 184–185
managing change in workplace, 282, 298
politics, 479
refusal of treatment for religious reasons, 534
reporting of child abuse, 171
scenarios in legal/criminal issues, 678–679
short staffing in an emergency, 600
spirituality of the elderly, 574–575
tube feedings, heroic measures, and death with dignity, 161

Issues Now
civility and job satisfaction, 426
client education, 387
disaster victims and scam artists, 667–670
evaluating Internet sources, 7–8
exercise myths, 246–247
federal support for integrative medicine, 613–614
five “rights” of medication administration, 447–448
handling anxiety about NCLEX, 207
Healthy People 2020, 383
informed consent and non-English-speaking clients, 556
minority nurses, 547
Mobile Acute Care for the Elderly (MACE), 569
nursing home falls, 368
nursing research, 584–585
professional nurse coach, 400
travel nursing, 31

J
Jefferson, Thomas, 468
Jin Shin Jyutsu, 642
Joanna Briggs Institute, 590b
job

versus career, 10
definition of, 4

job interview, 239–242
fashion do’s and don’ts of, 239–240b
questions interviewees should ask during, 241b
worst mistakes in, 241b

job search
cover letter and, 236, 236b
employer requirements and, 231
employer’s response to application, 237
interview and, 239–240b, 239–242, 241b
interview follow-up and, 243–244
personal reputation on Internet and, 242–243
personal Web page and, 235
portfolio and, 237, 238b, 239
résumé and, 231–232, 231b, 234–235
sample follow-up letter and, 243b

Johnson, Dorothy E., 64
Johnson, Lyndon Baines, 489
Johnson Behavioral System Model, 56t, 64–65
Johnson v. Women’s Hospital, 186
Joint Commission (JC), 104

guidelines for incivility by, 421
National Patient Safety Goals of, 382
sentinel events and, 384
on teamwork, 93–94

Joint Committee on Nursing, 25
Joint Statement on Academic Progression for Nursing Students

and Graduates, 391
Journal of Transcultural Nursing, 562

journals, peer-reviewed, 7
judicial branch, 458, 459b, 460
junk insurance policy, 495
just culture organization, 391
justice, 125, 128

K
Kaiser Family Foundation (KFF), 491, 511
Kasper, Anna, 157–158
Keck, Schessler v., 187
Kennedy, John F., 489
Kevorkian, Jack, 167
kinesiology, applied, 640
King, Martin Luther Jr., 468
King Model of Goal Attainment, 56t, 60–61
Kluger, Lawrence, 556
Knight Hospitallers, 27
knowledge, 432
knowledge, skills, and attitudes (KSAs), 75, 76
Kübler-Ross’s stages of grief, 319
Kyslinger v. United States, 387

L
ladder programs, 87–89
“Lady of Light,” 26
laissez-faire leadership, 258, 258t
lamp (nursing symbol), 26–27
language, nursing. See nursing, language of
Lao-tzu, 521
lateral (horizontal) violence, 315, 414, 415, 423–425
law(s), 123

civil, 180
common, 179
criminal, 179–180
sources of, 178–179, 179b
statutory, 178–179
See also legislation

leadership
case studies in

poor staff performance, 402–403
revolving staff, 268

key behaviors of, 261–263, 270f
key qualities of, 263–265, 263b
versus management, 269–270
theories of, 257–261
transformational, 425, 425b
See also governance; management

leadership-style theory, 258–260, 258t
Lean Six Sigma quality-improvement program, 385–386
Leapfrog Group, 378, 380–381
legal nurse consultant, 676
legal obligation, 130
legal (welfare) rights, 132
legislation

enactment process of, 465–466
non-passage of, 477
sources of, 463–465

legislative branch, 459b, 460–461
legislator, 14
legitimate power, 14
liability insurance, 200–202, 201b
libel, 187
liberal (progressive), 457
libertarian, 458
library, principles for access to, 437b
licensed practical nurse (LPN), 10, 86–87, 407f
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licensed vocational nurse (LVN), 86–86
licensure, 9

examinations for, 101. See also National Council Licensure 
Examination (NCLEX)

history of, 100–101
for practical/vocation nurses, 86
purpose of, 187b
revocation of, 100b, 202
types of, 102–103
universal, 101–102

Licensure, Accreditation, Certification, and Education (LACE), 107, 109
life assistance services, 364
life expectancy, 494
life-prolonging measures, 160–162
light and color therapy, 642
lines of defense (client-system boundary), 66
linkedin.com, 235
litigation. See lawsuit, malpractice
living will, 163–165, 167, 194

checklist for evaluation of, 163b
common questions about, 194b
See also advance directive

Lloyd, Lavinia. See Dock, Lavinia Lloyd
lobbyist/lobbying, 455–456, 464, 473–475
long-term care facility, 367
loyalty, 321

M
magnet hospitals, 73, 392, 454–455
magnet therapy, 642
malpractice, 180–186

considerations for nursing, 181b
types of, 186–188

malpractice lawsuits
alternatives to, 193
common issues in, 193–197
examples of, 184–185, 203
possible defenses against, 191–193
prevention of, 197–200
process of, 188–191

Maltese cross, 27
managed care organization (MCO), 361, 362b
management

care delivery models and, 279–281, 280t
case studies in

poor staff performance, 402–403
revolving staff, 268

competition and, 278–279
group dynamics and, 277–278
leadership versus, 269–270
motivational theory and, 274–275
theories of, 267, 269
workplace changes and, 275–277, 282, 298
See also case management/manager; governance; leadership

manager
budgeting by, 271–272
key behaviors of, 269, 270f
unit staffing by, 273–274

mandatory licensure, 102
manipulation (bodywork therapy), 618, 619b, 622b, 623
Man-Living-Health Model, 67
mantra, 642
mantra meditation. See transcendental meditation (TM)
marijuana, medical. See cannabis, medical
Maslow, Abraham, 274
Maslow’s hierarchy of needs, 313, 313f

massage, 644. See also bodywork therapies
master’s ladder, 88
master’s programs, 89–90
McCain, John, 491
media and politics, 461–463
mediation, 193, 306
Medicaid, 362b, 566–567, 568, 570
Medical Disaster Response (MDR), 656
medical doctors. See physicians
medical errors, 129

categories of, 438
incivility and, 414

medical home, 94
medical informatics, 431. See also informatics
medical records

advantages and disadvantages of paper, 439b
documentation guidelines for, 200b
lawsuit prevention and, 199
lawsuits and electronic, 188
Nursing Minimum Data Set (NMDS) and, 435
purposes of, 438
unified nursing language for, 434, 434b
See also electronic health record (EHR)

Medical Reserve Corps, 653, 660
Medicare, 566, 567

definition of, 362b
“never events” and, 390
Part D program of, 491

Medicare and Medicaid Act of 1965, 489
medication

errors with, 438
five “rights” of administration of, 447–448
nocebo effect and, 531
remembered wellness (placebo effect) and, 530–531, 628–630
Western, 634

medicine, conventional (orthodox), 623–625, 643
Medieval Ages, 23
meditation, 530, 531–532, 642. See also guided imagery (visualization)
MEDLINE, 435–436
Megan’s Law, 464
megavitamin therapy, 642
mental (psychic) therapy, 619, 619b
mercy killing, 167
meridians, 642
meta-ethics, 122
metaparadigm, 608
MICROMEDEX, 638
middle-range theory(ies), 67–68
midwife. See nurse midwife
military hospitals, early, 23
mind-body medicine, 621b, 623, 642
mind-cure. See meditation
minority nurses, 544, 547
miscarriage, 146
misdemeanor, 179
Mobile Acute Care for the Elderly (MACE), 569
model, 39
modular nursing, 280t, 281
Montague, Mildred, 84
Moore, Thomas, 526
moral obligation, 132
moral philosophy, 123
moral (ethical) rights, 132
morals, 123
Mosaic Code of Laws, 21
motivational theory, 274–275
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motivation-hygiene theory, 274–275
moveabletype.com, 235
moxibustion, 642
multicultural health care. See transcultural nursing
multiculturalism, 542–543
multitasking, 536
music therapy, 642
mustard gas, 663
Mutual Recognition Model for Nursing Licensure, 101
mystics, 528–529

N
Napoleon, 476
National Center for Complementary and Alternative Medicine

(NCCAM), 638
classification of CAM by, 620, 620–622b, 623
definition of CAM by, 615

National Center for Disaster Fraud, 669
National Center for Nursing Research (NCNR), 588
National Council Licensure Examination (NCLEX), 101, 205–206

background information on, 218–219
changes in, 206
cognitive-ability levels component in, 208–210
difficulty level of questions in, 217
grading of, 216–217
handling anxiety about taking, 207
number of questions in, 215–216
nursing-process questions in, 210–211
preparing for day of, 222–223
questions about client health needs in, 206, 208
questions about delegation in, 406
study strategies for, 220–222
time limit of, 216
types of questions in, 212–215, 212–215f
zone of knowledge in, 217–218

National Council Licensure Examination Computerized Adaptive
Testing, for Registered Nurses (NCLEX-RN, CAT),
101, 206

National Disaster Medical System (NDMS), 653
National Guideline Clearinghouse, 591b, 593, 601
National Healthcare Workforce Commission, 510
National Institute of Nursing Research (NINR), 588
National Institutes of Health (NIH), 592b
National League for Nursing (NLN), 9, 32, 109–110

accreditation of schools by, 84, 85–86, 110
program on incivility by, 417

National League for Nursing Accrediting Commission (NLNAC),
84. See also Accreditation Commission for Education in
Nursing (ACEN)

National League for Nursing Testing Division, 101
National Library of Medicine, 591b
National Nurses Response Team (NNRT), 660
National Nursing Accrediting Service, 84
National Oceanic and Atmospheric Administration (NOAA)

weather radio, 648
National Organ Transplant Act, 153
National Patient Safety Foundation (NPSF), 512
National Research Act, 602–603
National Security Administration (NSA), 443
National Student Nurses’ Association (NSNA), 111–112
natural foods, 631–632
naturopathy, 642–643
navigator, nurse, 682–683
NCLEX. See National Council Licensure Examination (NCLEX)
near-death experience, 527–528
negative feedback, 55

negligence, 180, 191–192. See also malpractice; malpractice lawsuits
negotiation, 304–305
nerve agent, 662–663
networking, 16–17
Neuman, Betty, 65, 525
Neuman Health-Care Systems Model, 56t, 65–67
neurolinguistic programming, 643
“never events,” 390
New York Nurses Association licensure bill, 101, 101b
Nightingale, Florence, 5, 26–27, 28, 30, 100–101

on delegation, 396
nursing pin designed by, 27, 28f
research by, 587
spirituality and, 524–525

Nightingale Pledge, 137
Nightingale School of Nursing, 83
Nixon, Richard, 489
nocebo effect, 531
nonassertive communication, 289–290
non-English-speaking clients, communication with, 553, 554b, 555,

557–558
nonfeasance, 180
nonmaleficence, 126, 169
nonprobability sampling, 608
nonsummativity, 60n
nonverbal communication, 291
nonverbal communication blockers, 293–294
nonverbal communication builders, 291–292
normative ethics, 122, 134
norm-referenced examination, 205–206
Notes on Nursing, 587
Nuremberg Code, 602, 603b, 608
nurse coach, 400
nurse midwife, 104
nurse practice acts, 100, 197
nurse practitioner (NP), 11–12, 91

founding of practice of, 33–34
increased health-care demand and, 486
proposed blended roles of clinical nurse specialist and, 12
state limitations on advanced practice of, 454

nurse residency (NR) program, 230
nurse-run health center, 370–371
nurse(s)

employment settings of, 73
high demand for. See nursing shortage
minority, 544, 547
new roles for, 674–685
origin of term, 22
types of, 10–12

Nurses Associated Alumnae of the United States and Canada, 32,
101

Nurses Network (website), 444
Nurses of Pennsylvania, 113
nursing

autonomy and independence of, 9–10
concept of, 52
definitions of

American Nurses Association, 20
International Council of Nurses, 588

forensic, 674–680
functional, 279–280, 280t
future trends of, 17
hierarchy in, 23–24
historical leaders of, 29–30, 32–34. See also Nightingale, Florence
history of U.S., 24–26
in Johnson Behavioral System Model, 65
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in King Model of Goal Attainment, 61
language of, 434, 434b
modular, 280t, 281
in Neuman Health-Care Systems Model, 66–67
in Orem Self-Care Model, 59
origins of, 20–24
primary care, 280–281, 280t
in Roy Adaptation Model, 57
as spiritual calling, 535
symbols of, 26–29
team, 25, 280, 280t
traits of, 5–6, 9
travel, 31
in Watson Model of Human Caring, 64

Nursing and Health Care, 472
nursing cap, 28–29, 29f
nursing diagnosis, 57
nursing home (retirement center), 367, 368
nursing intervention classifications systems (Iowa Project), 39–41,

40b
Nursing Minimum Data Set (NMDS), 435
nursing models and theories

challenges to, 68–69
key concepts of, 41, 51–52
major, 55, 56t, 57–61, 64–67
middle-range, 67–68
nursing activities and, 39
trends for future in, 67

nursing orders, 23–24, 28
Nursing Organizations Alliance, 424
nursing pin, 27–28, 28f
nursing research

centers for, 587, 588
competencies in, 601–602
critical discernment of findings of, 588–589, 593–594
definitions of, 583, 608
ethical issues in, 602–604
evidence reports and, 589, 590–592b, 593
federal funding for, 584
gap between practice and, 595–598
glossary of terms in, 607–608
goals and purposes of, 583
informed consent in, 603–604
Institute of Medicine’s priorities for, 584, 585b
origins and development of, 587–588
priorities for, 586
process of, 594–595
research problem and, 586
See also evidence-based practice (EBP)

nursing science, 6, 432
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education and, 17, 228
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origins of current, 371
political activism and, 453
projected estimates of, 17, 62, 79, 229
reasons for, 229
state licensing of foreign nurses and, 454
stress caused by, 371

nutrition and diet, 631–632. See also diet therapies
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Occupational Safety and Health Administration workplace 

violence guidelines, 422
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