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Chapter Motivation
inspirational quotes
begin each chapter

“without continual growth and progress, such wonds as improvement,

achievement, and success have o meaning.”
Benfamin Frionklin (1706-1790)

CHAPTER MOTIVES

m Define nursing informatics.

a Compare and contrast the nursing process and standards of
informatics practice.

m Describe the role of information system standards in supporting
communication between practitioners.

m Discuss the implications of nursing terminology to future '
nursing practice,

m ldentify the six goals of information systems in the 21st century.

m |dentify ways in which nursing informatics influences clinical ' :
practice, "

® |dentify personal accountabilities with regard to informatics. | -

Chapter Motives identify v
the key information that o
follows in the chapter
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Practice Proof provides the
details of a related research
study and asks questions to
encourage thinking about
evidence-based practice




Chapter Star focuses on real-life people using creative
leadership and management in an exceptional way

chapler star
Curricular Changes and Chaos Theory
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All Good Things provides a succinct chapter
summary to help you review

All Good Thmﬂs...

Nursing informatics 15 a new dnd important part of
the nursing care arsenal. Working in partnership
with the other members of the ream, informaticists
help the team define the clinical, administrative,
and research outcomes amd how those outcomes
can be supported with comprehensive climical data.
Informaticists assist in creating an infrestrocture
that supports clear commumication throudh the
design of documentation consisting of nonrd Let's Talk
dant dota elements with nonambiguows definiff —
Nurse informaticists guide oursing  leade
through the selection of a terminology systemy
meets the clinical and strategic goals of nufl 2 Discuss federal laws affecting wursing and
praciice and supports patient care, Nurse info their impeact on the profession
cists perively participate with climical and ink 1
tion systems leadership in designing the sera
direction of the EMRE svstem, ensuring the prj
needs and imperatives of nursing are incorpo o, D¥seusy the elemienis of malpraciice, and grve
Mursing informalicists also communiciie il example of each
interpret the role of nursing informatics to the g Gi : le o th e bl
g community, Effective stafl training in effe pRra e r:“"”” F e nanENna o)
use of wmformation systems is an ongoing [t megipance
prse informabcists. An impurl::l nit Bcet of the 8. What are the .|'||rr.l'rrrl.ugpru.l.rrrrtc aff rpfernt il
s franslation of key sccountabilitics of prach toris?
nurses as they use information systems and
ing the nursing community to perceive and w
stand the importance of its ongoing engagemin
input to the work of nursing informaticists 8. Give ane examiple of o best practice for veducing
the risk of malpractioe litigation

1. Discuss the intervelationship aof law and ethics,

Dreserile the difference between the fioo ipes of
commaon low,

7. Give an example of an intentional tort of
hatteryy,

B. Ihsenss g vance divectives ard claims tha |
ety be loclgedd for noi follmeing them

10, Give an example of cach of the seven ethical
principles.
Let’s Talk boxes offer discussion and thought

questions about the chapter content and
related areas

i five steys of exliical decision malking
AL model
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preface

Introduction

Purpose

Nurses lead and manage nursing care for patients,
families, aggregates, and communities in a variety
of settings, ranging from ambulatory to community
to inpatient. Nurses also lead and manage care
across the health-care continuum, including pri-
mary health promotion and prevention; secondary
skilled, long term, and rehabilitative; and tertiary:
emergent, urgent, and acute care. Strategies are
drawn from both leadership and management theo-
ries. Leadership involves both the leader and the
follower. In this text, we have defined Leadership
as the process of envisioning a new and better
world, communicating that vision to others, moti-
vating others and enticing them to join in efforts
to realize the vision, thinking in a different way,
challenging the status quo, taking risks, and facili-
tating change (Valiga and Grossman). Effective
Followers are individuals who work with and sup-
port leaders in their efforts to realize a vision by
being engaged rather than alienated, suggesting
new ideas and options, providing critical feedback
on the ideas of others (including the leader), pro-
moting positive relationships within the group, and
acting as potential “leaders-in-waiting” (Valiga and
Grossman). Management, one of the responsibili-
ties of leadership, is a five-step process that com-
prises planning, organizing, directing, coordinating,
and controlling (Garrison, Morgan, and Johnson).

The nurse’s approach to leadership and manage-
ment reflects the dynamic state of nursing practice
and health care. Leadership has evolved from theo-
ries of the past, which pronounced that only great
and noble men could be leaders, to more current
theories that look at leadership as a learned process
or a changing role depending on the situation.
Management has evolved from competing manage-
rial activities in a hierarchical, bureaucratic organi-
zation to complexity theory involving both the
physical and social sciences. We have included a dis-
cussion of each of these concepts and theories in
this textbook.

The book is based on the philosophy that all nurses
are leaders who use creative decision making, entre-
preneurship, and life-long learning to create a work
environment that is efficient, cost-effective, and
committed to quality care. With that in mind, the
primary goal for the textbook is to provide broad
and comprehensive coverage of leadership and
management theories and processes by synthesizing
information from nursing, health care, general
administration and management, and leadership lit-
erature and applying it to nursing. The book should
engage readers with learning activities that will
teach them how to research decision-making data
(participatory action research process) and analyze
and make reliable choices in managing their work
environment. The content is based on research
from several disciplines and provides a theory-based
scholarly, yet practical, approach that is consistent
with higher education.

Each chapter synthesizes information from nurs-
ing, health care, general administration and man-
agement, and leadership literature and incorporates
relevant examples, case studies, vignettes, and best
practices from leading experts in these fields.

Specific Objectives

The nurse is viewed as a proactive decision maker
and problem solver engaged in critical thinking.
Thus, the first specific objective of the book is to
keep the student engaged in the learning process.
The second goal of the book is to guide students
toward applying the theory to practice and integrat-
ing evidence-based practice. Chapters require the
student to participate in current research and analy-
sis of the literature to become an active learner.
Research briefs occur throughout various chapters
to assist the student with application to practice and
evidence-based practice to reach the second specific

xiii
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objective of the textbook. The third specific objec-
tive of the book is to help faculty keep students
engaged in the learning process by providing the
instructor with numerous elements on which to
build the evaluation.

Key Features

Pedagogy included in the chapters follows:

e Chapter Motivation (a quotation representa-
tive of the chapter’s content)

e Chapter Motives (measurable objectives for
the chapter)

e Hot Topic (brief discussion of something cur-
rently at the forefront of the topic of a chapter)

e Chapter Star (description of a real-life person
performing services that apply to the chapter
in an exceptional way)

e Practice to Strive For (box focusing on best
practices in the area of the chapter)

e Practice Proof (description of research study,
with questions, to encourage thinking about
evidence-based practice)

e All Good Things (summary of the chapter)

e Let’s Talk (discussion and thought questions
regarding the chapter content and related
areas)

e Names of Web sites

e References

e NCLEX-style Test Questions

An Instructor’s CD package includes:

e Chapter objectives

e Glossary of terms used throughout the book

e Case studies with discussion questions and
answers

e Learning exercises

e Names of Web sites

e PowerPoint slide presentation with key points
for each chapter

e Image bank

A test bank with multiple-choice and short-

answer essay questions

A student CD will accompany each book and
include:

e Chapter objectives
e Study notes (PowerPoint slides of key points
for each chapter)

e Group/individual interactive learning exer-
cises or clinical scenarios that require students
to gather data and apply theory to solve prob-
lems

Discussion questions

Case studies

Interactive self-assessment exercises

Résumé help

Games

Names of Web sites

A practice test bank

Tour of the Units and Chapters

The text is divided into five major parts with corre-
sponding chapters. Part 1 focuses on understanding
the theories of leading, following, and managing.
The first three chapters are devoted to these topics
and theories. The third chapter focuses on motiva-
tional theory. Part 2 provides information to aid
readers in understanding organizations. Chapters
4 through 9 describe organizational structures and
cover legal, ethical, and economic issues and influ-
ences related to the regulation of nursing care.
This part also offers information on communica-
tion, both organizational and through the use of
computers, or informatics. Part 3 discusses the
skills needed to be an effective leader. Chapters 10
through 13 provide the reader with the latest deci-
sion-making and problem-solving theories and
strategies. Part 3 also covers the concepts of change,
team building, power, politics, and influence, along
with tips for the new nurse leader on how to use
these concepts. Part 4 focuses on the skills for being
an effective manager. Chapters 14 through 21 cover
the nuts and bolts of management. The theoretical
base, principles, techniques, and strategies for the
day-to-day management of nursing care are
described in detail. Readers will learn how to plan,
manage quality and risk, budget, staff and schedule,
deal with conflict, and delegate to manage nursing
care. The concept of culture is also discussed. Part 5
changes the focus to the skills new nurses need for
a successful career. In Chapters 22 through 25, the
reader will learn how to manage one’s self and how
to obtain the important first job.



contributors

NANCY HOWELL AGEE, RN, MN

Chief Operating Officer/Executive Vice President
Carilion Health System

Roanoke, VA

SHARON BATOR, MSN, RN

Assistant Professor

Southern University School of Nursing
Baton Rouge, LA

CONNIE J. BOERST, MSN, RN, BC
Assistant Professor

Bellin College of Nursing

Green Bay, WI

BARBARA B. BREWER, MALS, MBA, PHD, RN
Director of Professional Practice

John C. Lincoln North Mountain Hospital
Phoenix, AZ

CAROLINE CAMUNAS, EDD, RN
Adjunct Associate Professor

Teachers College, Columbia University
New York, NY

Research Coordinator

J. J. Peters VA Medical Center

Bronx, NY

THERESA L. CARROLL, RN, PHD, CNAA
Professor, Department of Nursing Systems
University of Texas School of Nursing at
Houston

Houston, TX

BARBARA SHELDEN CZERWINSKI, PHD, RN,
CNAA-BC, FAAN

The Ohio State University Medical Center
Clinical Nurse Scientist

Columbus, OH

JUDY A.DAVIS, MS, MPH, APN, CNP
Clinical Faculty

University of Illinois at Chicago
Chicago, IL

MARY E. HORTON, ELLIOTT, DNSC, RN
Associate Professor

West Suburban College of Nursing

Oak Park, IL

BETSY FRANK, RN, PHD

Professor

Indiana State University College of Nursing
Terre Haute, IN

ELIZABETH GANEY-CODE, MSN, RN

Patient Care Nurse Manager

University of Texas MD Anderson Cancer Center
Houston, TX

SHIRLEY GARICK, PHD, RN MSN, ABQARP
DIPLOMATE, LEGAL NURSE CONSULTANT
(LNC)

Associate Professor

College of Health & Behavioral Sciences
Texas A&M University

Texarkana, TX

DEBORAH R. GARRISON, PHD, RN
Associate Professor

Associate Dean, Graduate Nursing Programs
University of Toledo

Toledo, OH

SHEILA C. GROSSMAN, PHD, APRN-BC
Professor and Director of Family Nurse
Practitioner Program

Fairfield University School of Nursing
Fairfield, CT

MICHELLE B. HAGADORN, MA, CPA

Masters of Accountancy

Assistant Professor of Business Administration
and Economics

Roanoke College

Salem, VA

EMILY HARMAN, MSN, RN

Assistant Professor and Associate Director of the
RN to BSN PRogram

Ohio University School of Nursing

Athens, OH

PATRICIA M. HAYNOR, DNSC, RN, NHA
Villanova University
Villanova, PA

XV



XVi Contributors

JACQUELINE J. HILL, PHD, RN, CRRN
Associate Professor

Interim Chair, Undergraduate Nursing Program
Southern University School of Nursing

Baton Rouge, LA

STACY GRANT HOHENLEITNER, MSN, RN,
CNA, NHA

Villanova University

Villanova, PA

DEBORAH A. JASOVSKY, MSN, PHD, RN,
CNAA, BC

Director of Nursing—Special Projects and
Magnet Project Director

Raritan Bay Medical Center

Perth Amboy, NJ

JEWETT J. JOHNSON, MS, RN
Assistant Professor

Wilson School of Nursing
Midwestern State University
Wichita Falls, TX

ESPERANZA VILLANUEVA JOYCE, EDD, CNS,
RN

Professor

School of Nursing

New Mexico State University

Athens, OH

JOSEPHINE KAHLER, EDD, RN, CS
Dean/Professor

College of Health & Behavioral Sciences
Texas A&M University-Texarkana
Texarkana, TX

MARY KAMIENSKI, PHD, RN, APRN-C, FAEN
Assistant Dean Graduate Nursing Programs
University of Medicine and Dentistry

Newark, NJ

PATRICIA MARTINEZ, MD
Chief Quality Officer
Asante Health System
Medford, OR

SHARON MCLANE, MBA, RN, BC

Director Nursing Informatics

University of Texas MD Anderson Cancer Center
Houston, TX

DEBRA A. MORGAN, EDD, RN

Assistant Professor and Coordinator of the RN
to BSN and RN to MSN Programs

Wilson School of Nursing

Midwestern State University

Wichita Falls, TX

CAROLE A. MUTZEBAUGH, EDD, NP, CNS
Consultant, Care Management Associates
Director, Foundation for Care Management
Foundation for Care Management

Vashon, WA

MARY E. O’KEEFE, RN, PHD, JD
Legal Nurse Consultant

Mills Shirley L.L.P.

Galveston, TX

CARLA G. PHILIPS, PHD, RN
Ohio University School of Nursing
Athens, OH

DENISE TOP RHINE, MED, RN, CEN
Professor

Oakton College

Des Plaines, IL

CAROL SEAVOR, EDD, RN
President

Jefferson College of Health Sciences
Roanoke, VA

SUSAN SPORTSMAN, PHD, RN

Dean

College of Health Sciences and Human Services
Midwestern State University

Wichita Falls, TX

GEORGIANNA THOMAS, EDD, RN
Dean and Associate Professor
West Suburban College of Nursing
Oak Park, IL

THERESA M. VALIGA, EDD, RN, FAAN
Chief Program Officer

National League for Nursing

New York, NY

SHARON WALKER, MA
Career Planning Specialist
Our Lady of the Lake College
Baton Rouge, LA



reviewers

JOAN MANNING BAKER, RN, MSN, CCRN
Assistant Professor

Molloy College

Rockville Centre, NY

THOMAS BEEMAN, RN, PHD
Director, Undergraduate Nursing
University of Texas

El Paso, TX

MARY HILL, RN, DSN
Associate Professor
University of Mississippi
Jackson, MS

SUSAN MEYER, RN, MSN
Assistant Professor
Mount St. Mary’s College
Los Angeles, CA

KAY MUGGENBURG, RN, PHD
Assistant Professor

University of Kentucky
Lexington, KY

VIVIAN SCHRADER, PHD, RN
Associate Professor

Boise State University

Boise, ID

PAMELA WHEELER, RN, PHD
Associate Professor

Linfield College

Portland, OR

JOYCE M. WOODS, RN, PHD
Nursing Instructor

Mount Royal College
Calgary, AB, Canada

POLLY GERBER ZIMMERMANN, RN, MS, MBA,

CEN

Assistant Professor, Department of Nursing

Harry S Truman College
Chicago, IL

xvii



This page has been left intentionally blank.



acknowledgments

A special thanks to Caryn Abramowitz and Mary
Horton Elliott, DNSc, RN, Associate Professor,
West Suburban College of Nursing, Oak Park, IL,
for their assistance in the development of the ancil-
lary materials.

Xix



This page has been left intentionally blank.



contents

Part 1 Understanding the Theory
of Leading, Following, and
Managing, 1

Part 4 Skills for Being an
Effective Manager, 221

Chapter 1 Leadership and Followership, 3
Chapter 2 Management Theory, 13

Chapter 3 Motivating Yourself and Others
for a Satisfying Career, 29

Part 2 Understanding
Organizations 39

Chapter 4 Understanding Organizational
Structures, 41

Chapter 5 Legal and Ethical Knowledge for
Nurses, 57

Chapter 6 Regulating Nursing, 69
Chapter 7 Economic Influences, 95

Chapter 8 Organizational Communication,
113

Chapter 9 Informatics, 131

Part 3 Skills for Being an
Effective Leader, 149

Chapter 14 Planning and Marketing for a
Healthy Organization, 223

Chapter 15 Managing Quality and Patient
Safety, 239

Chapter 16 Budgeting, 265
Chapter 17 Staffing and Scheduling, 279

Chapter 18 Maximizing Employee
Performance, 297

Chapter 19 Nursing Celebrates Cultural
Diversity, 315

Chapter 20 Constructive Conflict
Management, 329

Chapter 21 Delegation: An Art of
Professional Practice, 345

Part 5 Skills for a Successful
Career, 357

Chapter 10 Enhancing Your Critical
Thinking, Decision Making, and Problem
Solving, 151

Chapter 11 Nurses Leading Change, 167

Chapter 12 Building Teams for Productivity

and Efficiency, 183
Chapter 13 Power, Politics, and Policy, 201

Chapter 22 Manage Yourself for a More
Fulfilling Career, 359

Chapter 23 Getting Your First Job, 375
Chapter 24 Career Development, 389

Chapter 25 Managing Your Professional and
Financial Future, 415

Index, 431

Xx1



This page has been left intentionally blank.



UNDERSTANDING
IHE THEORY
~ OF LEA DlNG




This page has been left intentionally blank.



Leadership and
Followership

THERESA M. VALIGA, EDD, RN, FAAN
SHEILA GROSSMAN, PHD, APRN-BC

CHAPTER MOTI

“Cantious, careful people always casting about to preserve their reputation and
social standing, never can bring about a veform. Those who are veally in

earnest must be Wiﬂing to be anything or nothinﬂ in the worlds estimation.”
Sisan B. Anthony

m Distinguish between leadership and management.

m Compare characteristics of effective followers with those
of leaders.

m Discuss how all nurses can provide leadership in and for the
profession.
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I)day’s climate demands individuals who are
flexible, creative, and able to empower others to be
flexible and creative. With the nursing shortage,
managed care, higher patient acuity, fewer
resources, highly diverse demographics, and outside
influences, nurses need to be more effective leaders
than ever as they manage patients in various set-
tings.

But what is an effective leader without effective
followers? This is also a time when nurses need to
be effective followers, knowing who to follow,
when to follow, how to follow, and how to use the
follower role most powerfully. Because most of us
are followers more often than we are leaders, the art
of followership is a concept that needs to be
explored in any contemporary discussion of leader-
ship and management.

Burns (2003) viewed leadership as “a master dis-
cipline that illuminates some of the toughest prob-
lems of human needs and social change” (p. 3).
Others suggest that leadership is about having a
vision and getting people to follow, using the art of
persuasion. Then there are some who equate lead-
ership with management and use the words inter-
changeably. Bennis and Nanus (1985) described the
phenomenon of leadership as well studied, with
each interpretation providing a sliver of insight but
none providing a holistic and adequate explanation.
Sashkin and Sashkin (2003) took a rather simplis-
tic, but helpful, perspective on leadership, stating
that leadership that matters is the critical factor that
makes a difference in people’s lives and organiza-
tions’ success.

Many experts have described leadership as
encompassing the leader’s personality, the leader’s
behavior, the talents of the followers, and the situa-
tional context in which leadership takes place.
These experts also tend to agree that leadership can
be learned. Knowing that leaders are not necessar-
ily born but made, therefore, is an important con-
cept when one considers that all nurses must be
looked to as leaders in and for the profession.

Nursing’s focus today is on delivering quality
and cost-effective patient care rather than on
accomplishing a list of nursing tasks. This focus
requires that nurses fulfill both leadership and fol-
lower roles effectively. This chapter will explore
the concepts of leadership and followership and dis-
cuss how nurses can improve their abilities to lead
and follow.

Leadership Theories—
Past and Contemporary

In order to understand the phenomenon of leader-
ship and how contemporary perspectives shape
leadership behaviors, it is helpful to know how
views about leaders and leadership have changed
over time. A brief outline of several of the more sig-
nificant leadership theories provides such a context.

GREAT MAN THEORY

Just by reading the name of this theory, Great Man,
one can imagine that it is not widely accepted today.
Yet this was precisely how the world thought of
leaders for many years. This theory assumed that
all leaders were men and all were great (i.e., of
the noble class). Thus, those who assumed leader-
ship roles were determined by their genetic and
social inheritance. It was not conceivable that those
from the “working class” could be leaders, that lead-
ership could be learned, or that women could be
leaders.

TRAIT THEORIES

During the early part of the 20th century, several
researchers studied the behaviors and traits of indi-
viduals thought to be effective leaders. Studies
revealed that these leaders possessed multiple char-
acteristics. Although there were commonalities
among them (e.g., they tended to be taller, be more
articulate, or exude self-confidence), there was no
standard list that fit everyone or that could be used
to predict or identify who was or could be an effec-
tive leader.

SITUATIONAL OR
CONTINGENCY THEORIES

These theories embodied the idea that the right
thing to do depended on the situation the leader
was facing. The most well-known and used situa-
tional theory involves assessing the nature of the
task and the follower’s motivation or readiness to
learn and using that to determine the particular
style the leader should use. Despite widespread dis-
cussion and use of this theory, however, little
research exists to support its validity.



TRANSFORMATIONAL THEORY

A new way of thinking about leadership emerged in
the mid-1970s when James McGregor Burns
asserted that the true nature of leadership is not the
ability to motivate people to work hard for their pay
but the ability to transform followers to become
more self-directed in all they do. Transformational
leaders, therefore, “look for potential motives in fol-
lowers, seek to satisfy higher needs, and engage the
full person of the follower. The result is a relation-
ship of mutual stimulation and elevation that con-
verts followers into leaders and may convert leaders
into moral agents” (Burns, 1978, p. 4).

Barker (1990) asserted that transformational
leaders need to have a heightened self-awareness
and a plan for self-development. This positive self-
regard satisfies the leader’s self-esteem needs and

Practice to Strive For 1-1

Nurses who function as leaders in clinical practice are not
necessarily in positions of authority. They are not necessarily
the charge nurses, nurse managers, or chief nursing officers,
although they may very well be in such positions.

Nurse leaders, regardless of the position they hold in an
organization, are the individuals who continually question
the status quo, offer suggestions about how to improve
patient care, and entice (not demand or require) colleagues
to work toward a new level of excellence. These individuals
are familiar with what is being written by experts in the field
and draw on this literature to formulate a vision for improv-
ing their own area of practice (e.g., care of cancer patients,
the homeless, patients undergoing surgery, or poor children
in school). These individuals have a high degree of energy
and are passionate about practice. In other words, they
never give up. They challenge our thinking, propose alterna-
tive approaches to care, and are creative.

In many ways, nurse leaders make people uncomfortable
because they do not allow others to remain in their “safe lit-
tle corner of the world.” Instead, they challenge others to
grow, seek out new experiences, strive for excellence in the
care they provide, and expand their horizons (e.g., working
with an interdisciplinary team, serving on institutional com-
mittees, or proposing new legislation). But leaders also help
and support colleagues as they face these new challenges
and opportunities.

These are the practices to strive for if nursing is to secure its
rightful place in health care. Every nurse has the potential to
provide leadership. We simply need to stop putting limits on
ourselves and our nurse colleagues.
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tends to result in “self-confidence, worth, strength,

capability, adequacy, and being useful and neces-
sary” (Barker, 1990, p. 159).

NEW SCIENCE LEADERSHIP

Wheatley (1999) took this paradigm a step further
when she described leadership as a method of
thinking in a different way, a way that is not stan-
dard, orderly, or goal-oriented, Instead, she suggests
we think about leadership in a way that reflects
naturally occurring events: free-flowing, dynamic,
and accepting of an anything-can-happen philoso-
phy. She recommended we think of leadership
through a new perspective. Leadership comprises
naturally occurring events in which leaders have
knowledge and serve as leaders when needed.
Thus, there is no need for others to direct and con-
trol what we do.

Leadership Practices and Tasks

Kouzes and Posner (1995) asserted that leaders
should follow five practices of leadership to assist in
transforming followers to realize their own visions
and become more self-directed: challenging the sta-
tus quo, inspiring a shared vision, enabling others
to act rather than to react, being a role model, and
encouraging the heart. These practices were identi-
fied from an analysis of the memoirs of hundreds of
managers, who were asked to reflect on what they
perceived as their own best leadership experience.
The findings from this research were similar to
Bennis and Nanus’ (1985) notions of what consti-
tuted leadership strategies: the management of risk;
the management of attention; the management of
communication; the management of trust, or credi-
bility; and the management of respect. In addition,
the work of Kouzes and Posner and Bennis and
Nanus is consistent with that of Sashkin and
Sashkin (2003) who, after 20 years of research,
designed a four-dimensional model of transforma-
tional leadership that addresses communication
leadership, credible leadership, caring leadership,
and risk leadership (a concept they later renamed:
creating opportunities).

Gardner (1990) also researched the concept of
leadership and identified several tasks that leaders
perform. Those tasks are as follows:
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m Envisioning goals—pointing the group in a
new direction or asserting a vision.

m Affirming values—reminding the group mem-
bers of the norms and expectations they share.

m Motivating—promoting positive attitudes.

m Managing—keeping the system functioning
and the group moving toward realizing the
vision.

m Achieving a workable unity—managing the
conflict that inevitably accompanies change
and growth.

m Explaining—teaching followers and helping
them understand why they are being asked to
do certain things.

m Serving as a symbol—acting in ways that con-
vey the values of the group and its goals.

m Representing the group—speaking on behalf of
the group.

m Renewing—Dbringing members of the group to
new levels.

These tasks provide specific guidelines for people
interested in increasing their leadership ability, and
they highlight the importance of leaders working
closely with followers.

Perspectives on Followership

Although Gardner (1990) and others have
acknowledged the importance of leaders and fol-
lowers working together in order to realize a vision,
the literature typically pays little attention to the
concept of followership, and there are no “theories”
of followership.

Perhaps one of the earliest discussions of follow-
ership was presented by Kelley (1992, 1998), who
outlined four types of followers: sheep, “yes” peo-
ple, alienated followers, and effective or exemplary
followers. Sheep are passive individuals who com-
ply with whatever the leader or manager directs but
are not actively engaged in the work of the group.
“Yes” people, in comparison, are actively involved
in the group’s work and eagerly support the leader;
they do not, however, initiate ideas or think for
themselves. Alienated followers do think for them-
selves and often are critical of what the leader is
doing; they do not, however, share those ideas
openly, they seem disengaged, and they “rarely
invest time or energy to suggest alternative solu-
tions or other approaches” (Grossman & Valiga,
2005, p. 47). The individuals who are engaged, sug-

dest new ideas, share criticisms with the leader, and
invest time and energy in the work of the group are
referred to as effective or exemplary followers.

Pittman, Rosenbach, and Potter (1998) also
described four types of followers: subordinates, con-
tributors, politicians, and partners. Subordinates are
similar to Kelley’s “sheep,” doing what they are told
but not actively involved. Contributors are like
Kelley’s “yes people,” supportive, involved, and
doing a good job, but not willing to challenge the
ideas of the leader. Politicians are willing to give
honest feedback and support the leader, but they
may neglect the job and have poor performance lev-
els. Like Kelley’s effective or exempry followers, the
partners described by Pittman, et al. (1998) are
highly involved, perform at a high level, promote
positive relationships within the group, and are seen
as “leaders-in-waiting” (p. 118).

Because leaders cannot be leaders unless they
have followers, the role of the follower is extremely
important in any discussion of leadership. In addi-
tion, the characteristics that describe effective/
exemplary followers or partners are quite similar to
those outlined for effective leaders themselves.
Although the term “follower” “conjures up images
of docility, conformity, weakness, and failure to
excel” (Chaleff, 1995, p. 3), those who are effective
in the role are independent, critical thinkers, inno-
vative, actively engaged, able and willing to think
for themselves, willing to assume ownership, self-
starters, and able and willing to give honest feed-
back and constructive criticism (adapted from
Grossman & Valiga, 2005, pp. 49-50).

Effective followers are not employees who sim-
ply “follow the rules” and accept whatever manage-
ment decides. In fact, the concept of effective
followers may not even be compatible with perspec-
tives on management that assume a complacent,
nonquestioning employee. But it is clearly aligned
with the concept of leadership, because effective fol-
lowers are seen as partners with the leader, working
collaboratively to realize the vision they share.
Thus, it is helpful to outline the differences
between leadership and management.

Differences Between
Leadership and Management

Leadership and management are related phenom-
ena but they are not the same. It is important to



realize that (a) not all individuals in management
positions are necessarily leaders, and (b) leadership
is not necessarily tied to a position of authority.
While only those in management positions are
expected to be managers, leadership can and needs
to be exercised by each of us wherever we may be.
In other words, even though an individual does not
hold a management position, she can still be a
leader on a clinical unit, in an institution, in her
community, or in the profession as a whole.

In a classic article written in 1977, Zaleznik
asserted that “leaders and managers are very differ-
ent kinds of people: they differ in their motivations,
in their personal history, and in how they think and
act; they differ in their orientation toward goals,
work, human relations, and themselves; and they
differ in their worldviews” (Zaleznik, as quoted in
Grossman & Valiga, 2005, p. 5). For example, lead-
ers are creative, innovative, and risk-takers; man-
agers often are more concerned with maintaining
the status quo and taking few risks. In addition,
managers often have a short-range perspective and
are concerned about the “bottom line,” whereas
leaders have a long-range, visionary perspective and
are concerned about moving toward realization of
that vision.

It is important to remember that these distinc-
tions point out the extremes of perspectives to illus-
trate the points that not all managers are leaders
and not all leaders are managers. Despite the differ-
ences outlined by Zaleznik and others, however,
many individuals are able to function as both lead-
ers and managers simultaneously and effectively.

Indeed, our practice world is greatly enhanced
when leaders are able to manage and managers are
able to lead. Bennis and Nanus (1985, p. 21) have
been quoted often as saying “leaders do the right
thing, and managers do things right.” In nursing
practice, we must both do the right thing and do
that thing right. For example, we apply standards of
care to our practice that must be followed and acu-
ity quotients that, in most cases, must be assessed in
order to make decisions about staffing, admissions,
and supports needed. Thus, we must do the thing
right. But perhaps we also need to ensure that we
are doing the right thing by evaluating if the stan-
dards fit our patient population and if the acuity
and staffing ratios are relevant to our needs. If they
are not, leaders need to step forward to create stan-
dards that do fit and that are relevant.

All nurses need to lead and manage effectively in
patient care settings in order to accomplish tasks
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W ot topic:
Leader vs. Manager

Zaleznik (1977) wrote a classic piece on the comparison
of leaders and managers, in which he described how
each relates to other people, the organizations in which
they work, and their goals. These differences are
explained in terms of how managers and leaders view
work, solitary activity, conflict, and the status quo.

He concludes that managers are generally viewed in
terms of the organization they represent and are influ-
enced by others’ opinions. Leaders are more individual-
istic and really do not “belong” to organizations. He
does, however, agree that leaders can be managers,
and managers can be leaders.

Grossman and Valiga (2005, p. 7) summarized the differ-
ences between an “ideal” leader and an extremely
“organization-focused” manager in terms of the follow-
ing: position, power base, goals/vision, innovative ideas,
risk level, degree of order, nature of activities, focus, per-
spective, degree of freedom, and actions.

and achieve maximum care quality. All need to
share their visions of how patient care can be
improved, and all need to learn from the leaders
who have gone before them.

Nursing Leaders

The nursing profession claims many true leaders.
They have expressed bold visions, invested enor-
mous amounts of energy to realize those visions,
effectively engaged followers in the quest, been pas-
sionate about the futures they hoped to create, and
absorbed criticism, setbacks, and opposition on the
road to success.

Florence Nightingale, for example, demonstrated
how a healthful environment could promote heal-
ing and recovery, fought for the proper care of sol-
diers, and provided careful documentation of
interventions and outcomes that laid a foundation
for future research activities. Lillian Wald, who lit-
erally walked the rooftops of New York tenement
buildings to provide care to the poor and helpless,
created the concept of public health and demon-
strated how nursing care could make a significant
difference in the lives and well-being of individuals
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and communities. In nursing education, Isabel
Stewart was a leader in establishing standards of
quality for educational programs and instrumental
in creating a program of study to prepare individu-
als for the teaching or faculty role.

In more recent years, nursing leaders have
helped us establish ourselves as researchers, expert
clinicians, influencers of public policy, theorists,
and entrepreneurs. The development of nursing
theories occurred through the passionate work of
individuals such as Hildegard Peplau, Ida Jean
Orlando, Dorothea Orem, Betty Neumann, Jean
Watson, Imogene King, and Martha Rogers.
Madeleine Leininger has enhanced cultural aware-
ness and competence of all nurses. The creation of
associate degree nursing programs was the result of
research conducted by Mildred Montag, and its
widespread implementation was realized through
her efforts and those of individuals like Verle
Waters and Elaine Tagliareni. The ability of nurses
to influence public policy evolved from the leader-
ship provided by Shirley Chater, Jessie Scott, Doris
Block, Mary Wakefield, and Ada Sue Hinshaw.

Our profession has developed the science of
nursing practice through the efforts of such indi-
viduals as Mary Naylor, Donna Diers, Nancy
Fugate Woods, and Dorothy Brooten. The science
of nursing education has been advanced through
the sustained work of Nancy Diekelmann, Pamela
Ironside, Marilyn Oermann, and Chris Tanner.

In nursing administration, the following individ-
uals have provided significant leadership in chang-
ing the work environment for nurses: Leah Curtin,
Barbara Donoho, and Joyce Clifford. Our nursing
organizations have been successful in charting pre-
ferred futures for our profession through the lead-
ership of their officers, including Lucille Joel,
Nancy Langston, Sr. Rosemary Donnelly, and
Angela Barron McBride.

We know the names and accomplishments of
these talented nurses because each of them articu-
lated a vision of a better future, was passionate
about working to realize that preferred future, was
successful in enlisting nurses in the effort, was will-
ing to take risks, accepted criticism and suggestions,
spoke eloquently, exhibited enormous amounts of
energy, and was unwilling to accept the status quo
or settle for “second best.” In other words, each of
these individuals was a leader. None of them started
out as leaders, but their vision and passion helped

Practice Proof Tl

May (2001) conducted a study of 508 women in the
Houston area to identify the skills and attributes those
women believed would be needed to succeed in
leadership positions in the 21st century. Data from the
263 women who responded to the questionnaire, 137 of
whom completed both the first and second rounds of the
study, yielded six skills (listed in order of importance to
the respondents) seen as the most important skills and
attributes of leaders: personal integrity, strategic
vision/action orientation, team building/communication
skills, management and technical competencies, people
skills, and personal survival skills (e.g., political sensitivity,
self-direction, courage).

QUESTIONS:

1. To what extent are the skills and attributes needed by
leaders in the 21st century that have been identified
by participants in May's study consistent with those
needed by nurses?

2. For those who do not possess these six strengths or
need some assistance in improving their skills, how
could nurses develop and/or improve them?

them become leaders. This same opportunity awaits
each of us.

It we have a vision, if we are passionate about
realizing it, and if we invest a great deal of energy to
create our preferred future, then each one of us
might be included in a list of “nursing’s leaders” at
some point in the future. We do not need to be in
positions of authority right now. We do not need to
hold a doctorate. We do not need to be published
researchers with major grants. We do not need to be
over the age of 50 or teach in a university. What we
do need, however, is to exhibit the qualities of a
leader.

Leadership Qualities

Gardner (1990) identified several attributes of
leaders, including physical vitality and stamina,
intelligence, good judgment, willingness to accept
responsibilities, task competence (i.e., knowing
what needs to be done), understanding of followers’
needs, ability to work effectively with others, a need
to achieve, ability to motivate others, and courage.



COMPETENCIES

In a presentation at the April 2004 American
Society of Association Executives Foundation
Forum, one of the most influential individuals in
the area of leadership, Warren Bennis, offered his
ideas about exemplary leaders. He asserted that
leaders have the following six competencies:

1. Leaders must foster a clear vision with
an endowed purpose that is owned by the
people involved with the leader. To illus-
trate this competency, Bennis gave the follow-
ing example of how Howard Schultz, founder
of the Starbucks Coffee conglomeration,
views his company’s vision: “We aren’t in the
coffee business serving people; we’re in the
people business serving coffee.”

2. Getting people to support a vision or mission
takes work. Leaders must “keep reminding
people of what is important [because]
people really can forget what they are
there for.” Followers also need regular recog-
nition in order to maintain their engagement
with and commitment to the vision.

3. Leaders must be optimistic and see possi-
bilities. Leaders must be adaptive to the con-
stant change in our society, which “takes a
hardiness attitude that allows [them] to face
challenges and adapt all of it in a way that
results in alignment.”

4. Leaders must create a culture of candor.
Bennis asserted that such a culture requires
integrity, which evolves from a balance of
ambition, competence, and having “a moral
compass.” When ambition surpasses compe-
tence or overrides one’s moral compass, for
example, integrity is lost, a culture of candor
cannot be created, and one cannot be an effec-
tive leader.

5. Leaders must mentor others and
acknowledge their ideas and accomplish-
ments. Bennis said, “Drawing out the leader-
ship qualities [of others] is the way of the true
leader.”

6. Good leaders must be in tune to getting
results. Bennis shared a conversation he
had with Jack Welch, previous CEO of
General Electric. This highly successful cor-
porate manager and leader noted that “getting
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results depends on customer satisfaction,
employee satisfaction, and cash flow. If T have
those three measurements, I can win.” Thus,
vision, good intentions, and strong desires are
not enough; leaders are leaders because they
make things happen.

GENDER DIFFERENCES

Today there are more women than ever before who
are effective leaders, and it is expected that the
number of women leaders, particularly those from
minority groups, will continue to increase (Bennis,
Spreitzer, & Cummings, 2003). There are more
women governors, senators, and representatives.
There are more women leaders in sports, science,
business, education, and many other fields than
ever before. In nursing, women have always led the
profession toward change and development.

It is reported that women have different styles
than men in many things, and because of these dif-
ferences, it is assumed that women are better at some
things (e.g., child-rearing, nursing) and men are bet-
ter at others (e.g., sales, construction work). But
when it comes to leadership, the styles of men and
women allow both to be successful, particularly if
stereotypical maleness is combined with stereotypi-
cal femaleness. A more androgynous perspective on
leadership—one that combines the best of “female-
ness” and the best of “maleness” and draws on the
strengths of each style—therefore, is most helpful.
The androgynous leader “blends dominance,
assertiveness and competitiveness [often thought to
be “male” characteristics]| . . . with concern for rela-
tionships, cooperativeness, and humanitarian values
[often associated with a “female” style]” (Grossman
& Valiga, 2005, p. 112). Such a combination is criti-
cal in a world characterized by declining resources
and increasing chaos and uncertainty.

GAINING POWER

McClelland and Burnham (1976) determined that
power is a definitive aspect of leadership because it
motivates individuals and contributes to their
charisma. The concept of power is discussed more
fully in Chapter 13 so it will not be examined in
depth here. But it is important to look at power as a
component of leadership.
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The two primary sources of power are one’s
position in an organization and one’s personal qual-
ities. McClelland and Burnham (1976) asserted that
hierarchical power, or the amount of authority one
has in an organization, and the ability to provide
rewards or “punishments” to others are used to
attain organizational goals. They also noted that
personal power, deriving from one’s knowledge,
competence, and trustworthiness, or from follow-
ers’ respect for and desire to be associated with the
leader, is used to influence others.

It is only when one’s personal power is well
established that one can exert transformational
leadership. Transformational leaders with highly
developed power are comfortable with themselves,
have high self-efficacy, and empower followers to
attain their own goals and, ultimately, the goals of
the group or organization. We are well aware of the
many disadvantages of people abusing their power,
but when power is used in the service of others,
positive results are realized. Greenleaf (1977) and
Block (1993) used the term stewardship to describe
the phenomenon of directing one’s power toward
the service of others, and they asserted that such
a quality is essential in leaders. Stewardship is
“the willingness to be accountable for the well-
being of the larger organization by operating in
service, rather than in control, of those around us”
(Block, 1993).

Similar notions of building relationships through
nurturing and empowerment, gaining power
through community networking, and leading
groups based on values of cooperation were offered
by Chinn (2004). Chinn advocated for building
one’s personal power base so that it can be used
to enhance the group’s ability to achieve its goals
and realize its vision, thereby using it to fulfill
the leader role.

BECOMING A NURSE LEADER

Nurses need to view themselves as leaders, develop
their leadership abilities, and embrace the chal-
lenges that face them in health care today
(Grossman & Valiga, 2005). In order to become
leaders, however, nurses must learn about leader-
ship in their academic programs (Fagin, 2000),
through on-the-job experiences, through mentors,
or through other avenues. In order to develop their
leadership skills, it is imperative for nurses to
observe expert leaders, work hand-in-hand with

such individuals, and receive constructive feedback
on their performance. Having a “shadowing,” or
preceptor, experience with a leader, for example,
allows nursing students to understand the context
of an organization, develop their negotiation skills,
think more broadly, communicate more effectively,
collaborate more effectively, and be empowered
(Grossman, 2005). Personal involvement, immer-
sion in a situation, learning by doing, and practicing
in the clinical setting with an experienced nurse
have been cited as important to learning generally.
They are also strategies to be used to help individu-
als learn how to be leaders.

Bennis and Thomas (2002) reinforced the
notion that in order to become an effective leader
an individual must be able to define her uniqueness
or what makes her special. She must then continu-
ally grow and increase her expertise in that unique
area so that she can be a leader who influences pol-
icy development, evidence-based practice, and dis-
semination of new understandings.

Many health-care organizations have leadership
programs for their managers and those aspiring to
become managers. Leadership skills can also be
learned as part of the professional development of
all nurses. Many professional organizations have
leadership institutes and seminars at their annual
conferences. When the nursing profession realizes
that nurses need leadership skills as much as
patient care and management skills and that every
nurse, from the entry-level staff nurse to the chief
executive nurse, needs to become an effective
leader, we can expect that patient care outcomes
will be enhanced and that nursing will most effec-
tively influence health care.

All Good Things "

The mantle of leadership does not fall to only a few.
Indeed, all nurses must think of themselves as a
leader, act as a leader, and take on the challenges of
a leadership role. All leaders are not managers or
organizational office holders; many of them are
staff nurses, faculty, and individuals on the “front
lines” of patient care. By the same token, all man-
agers are not leaders. Nurses also need to be effec-
tive followers, knowing who to follow, when to
follow, and how to follow. It is only through the
exercise of leadership and effective followership



that nurses will be able to influence health care and
create a preferred future for the profession.

Those of us who are leaders in the field must
guide, support, and encourage those who aspire to
this role. Those who aspire to genuine leadership
must learn about this role, take the risks associated
with expressing and moving forward to achieve a
vision, and allow passions to drive actions. The
patients, families, and communities we serve
deserve nothing less.

Let’s Talk

1. How can one be a leader as a staff nurse?

2. Suppose you are often dissatisfied with the way
things are done in your institution but are afraid
to speak up or propose alternative ways of doing
things. Does this mean you can never be a leader
in nursing?

3. It seems that leaders and effective followers may
be more alike than leaders and managers. Is
that so?

NCLEX Questions

1. Great Man leadership theory assumes that:
A. All leaders are great men.
B. Leadership is determined by genetic and
social inheritance.
C. Leaders are from the working class
D. A and B.

2. Situational and Contingency theory:

A. Embodies the idea that the leader does the
right thing based on the situation.

B. Involves assessing the nature of the task and
the follower’s motivation to determine the
particular style the leader should use.

C. Involves assessing contingent courses of
action.

D. Is based on the concept that leader character-
istics must fit the situation.

3. Transformational leadership theory:
A. Was developed in the mid-1970s by Warren
Bennis.
B. Is the ability to transform followers to
become more self-directed in all they do.
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C. Involves leaders who look for potential
motive in followers, seek to satisfy higher
needs, and engage the full person of the fol-
lower.

D. Band C.

. New Science leadership:

A. Thinks of leadership through a new perspec-
tive of naturally occurring events.

B. Is based on ethics, biology, and chemistry.

C. Involves leading based on the situation.

D. Involves a laissez-faire leadership style.

. Kouzes and Posner (1995) asserted that leaders

use the following practice(s) of leadership:

A. Challenging the status quo.

B. Inspiring a shared vision.

C. Enabling others to act rather than to react.
D. All of the above.

. Gardner (1990) identified the following tasks

that leaders perform:

A. Representing the group by speaking on its
behalf.

B. serving as a symbol by acting in ways that
convey the values of the group and its goals.

C. Motivating and promoting positive attitudes.

D. All of the above.

. Kelley (1992, 1998) outlined types of followers

as:
A. Sheep, or “yes,” people.

B. Alienated followers.

C. Effective, or exemplary, followers.
D. All of the above.

. Pittman, Rosenbach, and Potter (1998)

described types of followers as:

A. Subordinates who do what they are told but
who are not actively involved.

B. Contributors who are supportive, involved,
and doing a good job but who are not willing
to challenge the ideas of the leaders.

C. Politicians willing to give honest feedback
and support the leader.

D. All of the above.

. Gardner identified several attributes of leaders

as:
A. Including physical vitality and stamina.
B. Intelligence and good judgment.

C. Understanding followers’ needs.

D. All of the above.
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10. Warren Bennis asserted that leaders have the
following competencies:

A. Foster a clear vision with an endowed pur-
pose that is owned by the people involved
with the leader.

B. Must keep reminding people of what is
important because people really can forget
what they are there for.

C. Must mentor others and acknowledge their
ideas and accomplishments.

D. All of the above.
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CHAPTER MOT

“The furst and paramount responsibility of anyone who purports to manage
is to manage self: ones own integrity, character, ethics, knowledge,
wisdom, temperament, words, and acts. 1t is 4 complex, wnending,

and incredibly difficult, oft-shunned task.”

Dee Hock, 2000, in The Art of Chaondic Leadershiy

m Discuss the evolution of management theories and their
relevance to nursing.

m Use selected management theories to develop strategies for
managing challenges inherent in the charge nurse, clinical
manager, and other leadership roles.

m Compare the strategies for managing nursing units from the
perspectives of scientific management and chaos theory,
noting the different approaches that would be used.

m Describe the roles assumed by nurse leaders.

m Practice decision making, communicating, negotiating, and
delegating through the learning activities suggested in the
chapter and its supplementary materials.
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N urses manage care for individual clients, fami-
lies, and communities in hospitals, outpatient set-
tings, clinics, health departments, home health
agencies, long-term care facilities, and rehabilita-
tion centers as well as in other specialized health-
care organizations. The strategies they use to
organize care are drawn from leadership and man-
agement theories. The approaches to leadership
and management reflect the dynamic state of
health-care delivery as nurse managers and leaders
strive to empower nurses to provide care that pro-
duces optimal outcomes. Management and leader-
ship have evolved and continue to evolve from a
hierarchical structure based in early management
theory to a more flattened and inclusive approach
that incorporates concepts from the physical and
social sciences. In the early 1900s, these theories
drew from newtonian science that viewed the
world from a mechanistic, functional point of view.
From the late 1980s until the present, the scientific
view has shifted to include chaos theory and
complexity science. Complexity science is based
upon discoveries in physics and biology that empha-
size emergent relationships and recognize the
self-organization inherent in complex, adaptive sys-
tems. Management theorists have been incorporat-
ing these concepts into new approaches to the
complex world of business and health care. This
chapter provides a chronology of this evolution and
presents a foundation for nurse leaders in the 21st
century.

Managers have traditionally been responsible for
the control of resources required to accomplish
organizational goals. These responsibilities include
budgeting, staffing, and maintaining the functions
of the organization while simultaneously balancing
fiduciary responsibility for the resources of the
organization. Rowland and Rowland (1997) define
management as a five-step process:

1. Planning

2. Organizing
3. Directing

4. Coordinating
5. Controlling

The manager is employed by an organization and
given the responsibility to accomplish specified
goals for the organization. Managers are expected to
teach workers the best way to perform the job;
match the employee to the job; provide motivational

incentives to workers; see that time, energy, and
materials are used efficiently, and ensure that the
organization fulfills its objectives. At the same time,
managers seek to enhance efficiency, develop
resources required to reach the goals of the organi-
zation’s strategic plan, and manage across bound-
aries in the organization (Huber, 2000).

Nursing management roles in the hospital vary,
and the work to be accomplished depends on the
span of authority inherent in a particular position.
Nurses occupy such positions as chief nursing
officer, vice president for patient care, and director
of nursing, and are sought to serve on the executive
councils of hospitals, public health organizations,
and other places that deliver or impact patient care.
In many cases they are responsible not only for
the nursing units in the organization but also for
those areas that support patient care, such as phar-
macy, respiratory care, physical therapy, cardiac
rehabilitation, and other such departments. The
span of control for nurses in these roles is broad,
encompassing supervision of other nurse managers
who focus on delivery of care within patient units
as well as of managers in other disciplines who
direct the delivery of care in ancillary departments
important to overall patient care. Collaboration
with other professionals on the patient care deliv-
ery team is an important part of these manage-
ment roles.

Newly graduated staff nurses assume respon-
sibility for leading a team of direct care providers
and, therefore, need to know how to manage a
patient care team effectively. This team often
includes nursing assistants, patient care techni-
cians, licensed vocational/practical nurses, and
other registered nurses. In this role of team leader,
the nurse is responsible for identifying outcomes
that must be reached by the end of the shift and
assigning work that is appropriate to the prepara-
tion, scope of practice, and expertise of those on the
patient care team. Within a few months of gradua-
tion, new nurses are likely to find themselves in the
role of charge nurse, in which they must employ
management skills to ensure delivery of care to an
entire patient unit. All nurses, with few exceptions,
will find themselves in positions in which accom-
plishment of their functions requires coordinated
effort of a team that they must lead.

Nursing students often conceptualize manage-
ment roles as those of clinical manager, head
nurse, director of nurses, or chief nursing officer



and do not envision themselves in such positions of
leadership. Although it is true that students do not
immediately occupy these roles, the roles newly
graduating nurses will assume do require knowledge
and application of management and leadership
strategies. Therefore, students should examine man-
agement principles very carefully, learn how to use
them effectively, and implement them upon gradua-
tion and entry into practice. This chapter presents
the evolution of management theories, their applica-
tion to nursing practice, and the roles that nurse
managers assume in managing time, money, and
people to accomplish the mission and goals of the
organization.

Management and
Leadership Revisited

During the late 1980s and early 1990s, a debate
began regarding whether management or leader-
ship was the better approach to accomplishing the
goals of an organization. In reality, management
and leadership are two sides of the same coin.
There is no doubt that management is an important
function of any leadership position; both are
required for the organization to function effectively.
There is a lack of consensus about whether man-
agement is a subset of leadership or whether lead-
ership is a subset of management. Often, leadership
is conceptualized as the broader of the two con-
cepts, with managing including such tasks as con-
trolling resources, budgeting, and staffing. It is
apparent that nurses in leadership positions are
responsible for such activities, but their most
important role involves the development of mission
and goals for their areas of responsibility that sup-
port those of the organization. Development of mis-
sion and goals is necessarily a collaborative effort,
and the leader must engender support for their
development. Once developed, the leader must cast
the vision in such a way that it garners support
from the staff. Effective leadership calls to mind
the notion of a manager with vision, who uses
power in positive ways, challenges others to join
with the team to accomplish the vision or mission,
and creates a synergistic environment.

In his book On Becoming a Leader, Warren
Bennis contrasts the concepts of management and
leadership in this way:
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m The manager administers; the leader inno-
vates.

m The manager maintains; the leader develops.

m The manager focuses on systems and struc-
ture; the leader focuses on people.

m The manager relies on control; the leader
inspires trust.

m The manager has a short-range view; the
leader has a long-range perspective.

m The manager asks how and when; the leader
asks what and why.

m The manager has his eye on the bottom line;
the leader has his eye on the horizon.

m The manager imitates; the leader originates.

m The manager accepts the status quo; the leader
challenges it.

m The manager is the classic good soldier; the
leader is his own person.

m The manager does things right; the leader does
the right thing (Bennis, 1994, p. 45).

Whereas Bennis sees leadership and manage-
ment as two distinct concepts, with leadership being
the more desirable, it is our belief that both manage-
ment and leadership are essential to organizational
life and growth and frequently reside within the
same individual. The juxtaposition of the manager
as being “bottom line-oriented” with the leader as
“vision oriented” can and must occur simultane-
ously to keep the organization healthy. For example,
one cannot ignore the budget and the available
resources in favor of developing new strategies for
meeting organizational needs. Both are necessary.

The principles required to achieve the goals
of organizations are continuing to evolve as our
society and our knowledge of the principles of our
universe expand. Table 2-1 examines Bennis’ juxta-
posed ideas to see how they could be combined in
light of knowledge in the 21st century.

The current state of health-care delivery in
the United States clearly calls for innovation and
the development of original solutions that chal-
lenge the status quo. Complexity theory, which will
be discussed later in the chapter, recognizes that
small changes “nudge” organizations in the right
direction. As this transformation of the health-
care delivery system takes place, it remains
vitally important that nurse leaders manage
resources to foster the adaptation that must occur to
sustain the current systems that support patient
care.
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TABLE 2-1 | Management and Leadership: 21st-Century View

The manager administers; the
leader innovates.

The manager maintains; the
leader develops.

The manager focuses on systems and
structure; the leader focuses on people.

The manager relies on control; the leader
inspires trust.

The manager has a short-range view;
the leader has a long-range perspective.

The manager asks how and when;
the leader asks what and why.

The manager has his eye on the bottom

line; the leader has his eye on the horizon.

The manager accepts the status quo; the
leader challenges it.

The manager is the classic good soldier;

All participants in the organization can be innovators who contribute to
meeting the goals of the organization.

At the same time that new developments are occurring, there are existing
processes that must be maintained. Effective leaders and managers are
involved in both.

People are a part of systems, and they must be considered together.

These must coexist within an organization; for example, expenses must be
controlled to allow for financial solvency, but there must be trust that the
funding will be present for required expenses.

Managing an organization is similar to driving a car: one must be cognizant
of other cars with which a collision could occur while making sure one’s car
is on the right road to reach the desired destination. To be effective leaders,
managers must possess both long- and short-term perspectives.

When the “what” and “why” have been determined, then the “how” and
"when" become imperative to accomplishing the vision.

If one keeps one’s eye only on the horizon, then the bottom line may go
into negative numbers.

Chaos theory suggests that equilibrium, much the same as the status quo,
is a stage preceding the demise of the organism. Living means that things
are changing continuously. To manage effectively, managers must be open
to change.

Members of an organization at all levels need to seek authenticity.

the leader is his own person.

The manager does things right; the
leader does the right thing.

It is important not only to do the right things but to do them in the right
way once a course of action is determined.

To get a better sense of the essence of leadership
and management and their interaction with one
another, knowledge of management theory is essen-
tial. Understanding current management thought
requires an appreciation for the development of
management theory across the time span of the late
18th, 19th, 20th, and early 21st centuries. The next
section will paint a broad picture of the evolution of
management theory.

Drucker (2001) makes the following comment
about leadership in the 21st century: “One does not
‘manage’ people. The task is to lead people. The goal
is to make productive the specific strengths and
knowledge of each individual” (p. 81). He believes
that this perspective is necessary to creating a cli-
mate that supports the productivity of the “knowl-
edge worker.” Rather than being subordinates,
knowledge workers are associates; for the organiza-

tion to work effectively, the knowledge workers
must actually know more about their own jobs
than their boss knows. The desired relationship is
more like that between an orchestra conductor and
the musicians than the traditional concept of the
“superior-subordinate” dyad. In his book The
Essential Drucker (Drucker, 2001), Drucker con-
trasts this current opinion of management with that
in his 1954 book The Practice of Management. The
assumption he held at that time was, “There is one
right way to manage people—or at least there
should be” (p. 77), which he now believes is at odds
with reality and productivity. How is it possible that
one of the most respected management theorists
changed his view so drastically? This question is
best answered by examining from a historical per-
spective the changes that have occurred in manage-
ment theory.



TRADITIONAL MANAGEMENT METHODS

Prior to the mid-19th century, in preindustrial
times, skilled artisans or craftsmen oversaw their
trades. They accepted apprentices to work with
them and taught them the skills of the trade. The
master craftsmen made decisions about how and
when to initiate and complete work. The master
was in charge of the work, which typically was con-
ducted in what became known as “cottage indus-
tries,” in which only a few people worked together
to create goods. Once the industrial age arrived in
the mid-1800s, this worldview of work began to
change (Nixon, 2003). Three genres of traditional
management theory have evolved: scientific man-
agement, general administrative management, and
bureaucratic management.

The Scientific Management Movement

Frederick Winslow Taylor (1856-1915) is known
as the father of scientific management. He detailed
his principles on increasing the productivity of
workers in the Midvale Steel Works plant in
Pennsylvania (Taylor, 1911). His principles included
the ideas that:

1. a worker’s job could be measured with scien-
tific accuracy;

2. workers’ characteristics could be selected
scientifically and could be developed to inves-
tigate the causes of and solutions to work
problems;

3. productivity would be improved through sci-
entific selection of and progressive develop-
ment of the worker; and

4. there should be continuing cooperation of
management and workers (Inman, 2000).

The Industrial Revolution gave rise to large fac-
tories and created the need to organize the efforts of
the supervisors and workers in the factories.
Management theory developed to organize and
teach work process in a scientific manner, fulfilling
the all-important desire for profit (Taylor, 1911).
Taylor’s scientific management principles were
based on managing time, materials, and work spe-
cialization. For example, he developed the concept
of the time and motion study, with the idea that
wasted time and effort could and should be elimi-
nated. He analyzed workflow and created an inven-
tory of stored materials. By controlling these
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variables, he was able to decrease production costs
and increase productivity. These strategies are
highly effective for managing task-oriented work.
In the early 1980s, hospital facilities sought to use
time and motion studies to determine patient:nurse
ratios and staffing needs. Nurses and other health-
care workers were shadowed by analysts who tried
to determine the amount of time required to provide
patient care. However, the application to a profes-
sion such as nursing failed to capture the critical
thinking, decision making, and judgment required
for patient care.

Taylor believed that organizational function was
optimal when the roles of individuals were designed
to be highly specialized, thereby taking advantage of
a particular skill set that existed within a worker.
To achieve this level of specialization, he imple-
mented the concept of functional foremanship, in
which each worker would fall under a foreman
responsible for each area of specialization. This
emphasis on specialization was an early impetus for
the development of specialty certification in nurs-
ing and was really an extension of the master
apprentice paradigm.

General Administrative Theory

Henri Fayol (1841-1925) was a Frenchman who
is remembered for the development of general
administrative theory. He developed his manage-
ment strategies in the mining industry and was
writing at about the same time as Taylor.
Management, according to Fayol’s work, includes
five overriding concepts: (1) prevoyance, or the
anticipation of the future and the development of
a plan of action to deal with it; (2) organization
of people and materials; (3) command of the activ-
ity among personnel; (4) coordination of the parts
of the organization into a unified whole; and (5)
control through application of rules and proce-
dures. In order for an organization to be produc-
tive, leaders must participate actively in all five
of these areas.

Fayol is remembered for his 14 principles of
management, which he felt supported the accom-
plishment of the overriding concepts. Although he
did not specify which of the principles he believed
to be directly related to each of the concepts, we
have developed a table to illustrate how these prin-
ciples help accomplish each of the required con-
cepts. See Table 2-2 (Inman, 2000).
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TABLE 2-2 | The Relationship Between Fayol’s Concepts and Principles of Management

CONCEPT

PRINCIPLE

RATIONALE

Prevoyance

Organization of
people and materials

Command of activity
among personnel

Coordination of parts
into a unified whole

Control through rules
and procedures

Subordination of the
individual interest to
the corporate good
Esprit de corps

Initiative

Division of work

Order

Unity of command

Unity of direction

Centralization/
decentralization
Stability of tenure
of personnel

Authority

Discipline

Scalar chain
Remuneration

Equity

The goals of the organization are of paramount importance and
take precedence over the individual's particular needs.

Development of high morale is important, and it is the responsibility
of the manager at the top to have a vision and to communicate it
to the employees in a way that motivates them to achieve it.
Employees should be able to develop and implement plans on their
own.

Division of work was emphasized to increase workers' efficiency
levels.

Both employees and materials need to be at the right place at the
right time.

Fayol advocated having only one manager, with no conflicting line
of command.

There must be one agreed-upon plan both up and down the
hierarchy.

This decision should be made based on organizational needs.

The more stable the personnel and the managerial structures, the
more successful the business.

Authority gives the “right” to issue commands and includes
responsibility for the consequences.

Employees must obey and respect the rules that govern the
organization. Good discipline involves the judicious use of penalties
for breaking the rules.

The line of authority is drawn from highest management to lowest
ranks, and communication moves up and down this line.

Money is an important motivator, and a fair wage is to be paid for
work performed.

Justice and understanding are important to developing a fair and
equitable system.

These principles introduced some ideas that con-
tinue to be used. For example, in the 21st century,
hospital personnel departments continue to have a
pay scale that strives to provide fair remuneration
based on educational preparation and years of expe-
rience. Every organization strives to retain its staff
because of the cost of recruiting, training, and ori-
enting new employees. The development of “esprit
de corps,” or team spirit, continues to be important
in today’s workplace. Teamwork remains essential
to providing optimal patient care, and high morale
is conducive to the levels of collaboration and team-
work that are required in the complex health-care

environment. Patient care is delivered by a collabo-
rative team of knowledge workers including nurses,
physicians, and therapists from a variety of disci-
plines, all of whom are necessary to the outcome of
optimal patient care.

Bureaucratic Management

Max Weber (1846-1920) was a German sociologist
who developed what was known as the “ideal
bureaucracy.” The ideal bureaucracy includes the
concepts of division of labor, authority hierarchy,
formal selection, formal rules and regulations,



impersonality, and career orientation. He recog-
nized that it would be impossible for people to be
completely impersonal in their relationships at
work, but he believed that impersonality would be
optimal and would remove favoritism. Weber
believed that the more impersonal, rational, and
regulated the work environment, the more likely
the employees were to be treated fairly, and the
more likely the organization was to reach its objec-
tives. Weber focused on what it was that made peo-
ple respond to authority. He perceived that only
through concentrating power in the hands of a few
people in a hierarchical structure could an organi-
zation be managed effectively and efficiently. While
he did not necessarily agree that bureaucracy was
the best strategy, because it removed autonomy
from the individual, he believed it was the only way
to assure the overall success of an organization
(Inman, 2000).

During the early 20th century when Taylor,
Fayol, and Weber developed these approaches to
management, the worldview was still based upon
17th-century science science. Classical physics had
been established as Newton synthesized the work
of Copernicus, Galileo, and Kepler. Newton’s laws
of motion and universal gravitation, along with the
development of calculus to compute planetary
orbits, set the stage for a framework of cause and
effect and a reliance on prediction through formu-
lae (Whittemore, 1999). It was from this perspec-
tive that the early management theorists developed
their management strategies for the Industrial Age.
The emphasis of management was to master the
world of work through controls designed using the
principles of classical physics and science as they
were understood at that time.

Within health-care organizations today, one sees
the continuing influence of traditional management
theory in, for example, job descriptions that outline
the responsibilities of each person, thereby dividing
the labor, and in organization charts that depict the
hierarchical structure and the areas of authority for
particular positions. Job descriptions emphasize the
functions to be associated with each job, and one of
the functions of the manager is to avoid overlap
between positions and to delineate clearly the func-
tions expected. These methods are helpful in that
job descriptions let workers know the expectations
and responsibilities associated with the positions
they occupy. However, it is also true that work
would not get done if the only functions carried out
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each day were limited to those outlined on the job
description. The work to be accomplished is too
complex to be listed in a document of any reason-
able length. In addition, the complexity of the
health-care environment is such that people need
to be treated as knowledge workers and allowed to
have both the responsibility and the authority
to make decisions about operational issues.

In general, traditional management styles have
their advantages and disadvantages. The prime
advantage is that they enhance the organization and
efficiency of industry. The disadvantages of tradi-
tional management include rigid rules, top-down
decision making, and authoritarianism. In other
words, traditional management theory created an
environment that was less optimal from a humanis-
tic perspective. Thus, at the end of the 1920s, the
stage was set for the era of behavioral management.
The pendulum would swing from an emphasis on
the structure and organization of management to a
focus on the people who work in the organization.

THE BEHAVIORAL
MANAGEMENT MOVEMENT

The recognized beginning of the behavioral move-
ment was a much cited study that lent its name to
the Hawthorne Effect. Elton Mayo (1887-1957),
a clinical psychologist working at the Harvard
Business School, conducted studies at the
Hawthorne plant of the Western Electric Company
from 1927 to 1932. Mayo designed a study in which
light levels in the workplace were first increased,
during which time worker productivity increased.
Subsequently, he lowered the light levels, and yet
worker productivity continued to improve. His con-
clusion was that the environmental changes were
not responsible for the increasing level of produc-
tivity but rather the fact that the workers received
attention from the experimenters, which increased
levels of self-esteem and group pride, which led to
increased production. It was from this study that
Mayo concluded that management must be con-
cerned with preserving the dignity of the workers,
demonstrating appreciation for their accomplish-
ments and, in general, recognizing workers as social
beings with social needs (Mayo, 1953). This has
great implications for research because it is always
possible that results may be altered by the very acts
of observation and increased attention. This threat
to validity has become known as the Hawthorne
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Effect, after the name of the company where Mayo
conducted his research.

Another well-known behavioral theorist, Doug-
las McGregor (1960), developed Theory X and
Theory Y. Theory X represented the traditional
viewpoints of management, which hold managers
responsible for organizing money, materials, equip-
ment, and people as well as for directing workers’
efforts and motivating workers, controlling their
actions, and modifying their behavior to fit the
needs of the organization. Theory X suggests that,
without active intervention by management, work-
ers would be passive and nonproductive in their
roles in the organization. Theory Y assumes that
the desire to work is just as natural as the desire to
play or rest, that external control and threat or pun-
ishment are not required to achieve organizational
objectives because workers are self-motivated, and
that the capacity to work creatively to solve prob-
lems is widely distributed in the workforce.
McGregor believed that these were the two major
managerial attitudes about employees and that
these approaches directly affect how the employee
responds to managerial leadership (Marquis &
Huston, 2006).

THEORY Z: JAPANESE
MANAGEMENT STYLE

In 1981 William G. Ouchi wrote a book on Japanese
management style, entitled Theory Z. In this book
he discussed the management methodologies used
by Japanese corporations. This approach to man-
agement relied on principles that were diametrically
opposed to those used in businesses in the West,
including America, England, and Europe. Employ-
ment in the Japanese corporation is described as
being lifelong, dependent upon the development of
consensus, collaborative work, incentives for group
work, and pride in the product or service being
developed or provided.

See Table 2-3 for a comparison of the principles
of the Japanese management style with Western
management style.

Henry Mintzberg (1999) chairs an international
Masters of Practicing Management program in
which Japanese professors teach a module entitled
Managing People: The Collaborative Mind-Set. The
module emphasizes gaining contributions from all
the people in the organization and on reaching con-
sensus. Ouchi (1981) says that there are three com-

TABLE 2-3

Comparison of Japanese and
Western Management Styles

JAPANESE
MANAGEMENT

WESTERN
MANAGEMENT

Lifetime employment Short-term employment

Slow evaluation
and promotion

Rapid evaluation and

promotion
Nonhierarchical Hierarchical

Nonspecialized
career paths

Specialized career paths

Implicit control
mechanisms

Explicit control mechanisms

Collective decision
making

Individual decision making

Collective responsibility Individual responsibility

Holistic concern for
employees

Segmented concern

Ouchi, 1981, pp. 48-49.

ponents to a valid consensus: (1) I believe that you
have heard and understand me, (2) I have heard and
understand your point of view, and (3) I can sup-
port the decision we have made together.

In Japan, the word kaizen refers to the principle
of encouraging all people in the organization to con-
tribute improvement ideas on a biweekly basis
(Bodeck, 2002). This results in 24 improvement
ideas per employee each year, compared with one
idea per employee per year in the United States and
one idea per 6 years, on average, in the United
Kingdom. Organizational growth has been shown
to be directly related to innovation. The more lead-
ership encourages participation and ownership
among the employees, the more productive the
organization becomes. Ouchi (1981) discusses the
importance of encouraging group contributions. In
Japan, individuals rarely desire personal recogni-
tion because they believe that nothing is possible
without everyone’s contributions. Although in
the United States the predominant values focus
on individual accomplishments, it is increasingly
recognized that shared governance, which recog-
nizes the importance of contributions from every
employee, is the desired model. The American
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Faculty members are increasingly embracing chaos theory
as the framework within which decisions are made. The
faculty at one nursing school adopted the shared
governance model as the modus operandi. That
organization has moved over the past 5 years from a quasi-
participative model to a true shared governance approach.
As this change occurred, faculty became more inclusive of
divergent viewpoints among faculty members, more
accepting of student input, and more comfortable with the
faculty role.

This faculty “owns” the curriculum. Over the past 3 years
and probably before that time, faculty began to work with
the notion that changes needed to occur within the second
senior semester of the curriculum. “Nudges” came from
faculty members who were concerned with the amount of
time devoted to and the character of the management
clinical experiences. At that time, the course was a seven-
semester credit course encompassing 4 lecture and 9
clinical hours each week. Nudges also came from students
who expressed the same concerns as the faculty when
offered the opportunity to voice experiences during exit
interviews. The clinical decision-making course, which was
at that time a three-semester credit hour lecture-only
course, was intended to be the critical thinking culminating
capstone experience in the last semester. Faculty members
were concerned that there was not a clinical component
associated with the course and that there was no medical-

Nurses Credentialing Center (ANCC) has empha-
sized the importance of shared governance through
its Magnet Hospital program. This type of manage-
ment is becoming more acceptable for the knowl-
edge worker in the nursing profession in the United
States.

21ST-CENTURY MANAGEMENT THOUGHT

Management theory in the first decade of the 21st
century is influenced by a new worldview, which
has, once again, had its roots in the physical
sciences. Managers are beginning to recognize that
the direct cause and effect relationships, to which
they held in the past, frequently do not exist in
reality. Additionally, management theories are
being promulgated in more complex systems and
in professional systems, in contrast to the earlier

surgical clinical component during the last semester of
study. Additionally, this factor was thought to influence
NCLEX-RN first-time pass rates. These nudges found voice
through faculty discussion occurring in various venues,
some of which occurred in the copy room, over lunch, and
in nursing faculty organization meetings. Faculty involved in
the courses issued a proposal to transfer 2 semester credit
hours (6 clinical clock hours) from the management course
to the clinical decision-making course. The proposal was
brought to the faculty as a whole for formal approval
through the Undergraduate Curriculum Committee, where
it found unanimous approval. The process by which this
change occurred was characteristic of chaos theory in that
all the members of the communities of interest had been
involved in discussions. The change emanated from
multiple sources and was guided by the mission and goals
of the school of nursing, which serves as the attractor to
keep the organization focused on a “student-centered,
collegial environment.” It is important to note that this
school has long relied on the principles of shared
governance that are congruent with chaos theory, parti-
cularly with the concept of self-organization. Because all
communities of interest had input and participated in the
decision-making process through both formal and informal
venues, the change was readily embraced. This change has
produced excellent outcomes both in NCLEX-RN first-time
pass rates as well as faculty and student satisfaction.

management theories that began to emerge during
the manufacturing environment of the 17th cen-
tury. During that time, the worldview incorporated
the strict “cause and effect” ideas that originated
from newtonian science. Chaos theory and com-
plexity theory, which have emerged from quantum
physics, now underscore our understanding and
interpretation of the work people do in organiza-
tions. Hock (2000) has even coined a new term for
management based in complexity science: chaordic
(kay-ordic). The word borrows the first syllable of
the word chaos and the word order. He defines the
term chaord as “any self-organizing, self-governing,
adaptive, nonlinear, complex organism, organiza-
tion, community or system, whether physical, bio-
logical or social, the behavior of which blends
characteristics of both chaos and order” (p. 22).
Organizations have elements of both chaos and
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order, with innovation and progress occurring “at
the edge of chaos.”

Complexity science “is not a single theory. It is
the study of complex adaptive systems—the pat-
terns of relationships within them, how they are
sustained, how they self-organize, and how out-
comes emerge. Within the science there are many
theories and concepts. . . . Complexity science is
highly interdisciplinary including biologists,
anthropologists, economists, sociologists, manage-
ment theorists and many others in a quest to
answer some fundamental questions about living,
adaptable, changeable systems” (Zimmerman,
Lindberg, and Plsek, 2001, p. 5.) The idea that sys-
tems in nature are self-organizing lends support for
the knowledge worker supported by Drucker in
that individuals within an organization can build a
better system, bringing order out of chaos, when
allowed to self-organize. Small changes occur that
move the system into ever-evolving patterns. Ideas
from complexity theory, such as chunking, attrac-
tors, self-organization, distributed control, and
leveraging incremental changes, can be used in
health-care organizations. See Table 2-4 for terms
used in complexity science.

Application of complexity science represents a
significant divergence from the traditional manage-
ment notion that employees are “machines” to be
controlled by management through specific job
descriptions and charts. Organizations become “liv-
ing entities” encompassing all of the traits and
foibles of the individuals of which they are com-
posed. Employees, managers, and organizations are
rapidly changing and becoming more flexible in
their interactions with each other. As stated earlier,
it has been long understood that if an employee
adhered rigidly to a job description, over half of the
work to be accomplished would be left undone.
Unstated in a job description is the expectation that
the employee engage in the critical thinking, inno-
vation, and interpersonal relationships required
to accomplish the goals and objectives of the posi-
tion. This shift is evidenced through the changes in
Peter Drucker’s perception of management refer-
enced in the beginning of the chapter. He originally
thought that there was one and only one way to
manage people. He revised his thinking to recognize
that in the 21st century employees are actually
“knowledge workers” who necessarily know more
about their area of responsibility than do their man-
agers. The knowledge worker must be able to make

TABLE 2-4

The Language of Complexity
Science

Attractor The attractor, or strange attractor,
brings organization to chaos. As a
mission statement is embraced by
individuals within an organization,
it can form a strange attractor that

resonates throughout the system.

The components of a living system
(including people in a health-care
organization) are capable of
organizing themselves to create
change that moves the organ-
ization toward growth and
accomplishment of the mission.

Self-organization

Edge of chaos The state between stasis and chaos
is “the edge of chaos.” It is at this
place that the organization is at its
most open to innovation.

Distributed Control leads to stasis and

control maintenance of the status quo.

Distribution of information, power,
and control to the individual
members of the organization
brings innovation and adaptation.

Small changes can generate big
effects.

Leveraging incre-
mental changes

Bifurcation Tendency of systems to move from
one attractor to another.
Fractals Complex, repeating, self-similar

patterns.

decisions and implement strategies that work; these
changes can be made more effectively and effi-
ciently at the point of contact of the worker with the
environment than by management removed by sev-
eral layers.

If employees are self-organizing, what does this
leave the manager to do? Hock (2000) says man-
agers first must manage themselves to ensure their
own integrity, character, ethics, knowledge, wis-
dom, words, and acts. He thinks this should take
about 50% of managers’ time. Second, Hock says
that 25% of managers’ time should be spent man-
aging the people who have authority over them to
ensure that they will have higher-up support. The
support and consent of those managers above are



vital for achieving goals and desired results. Third,
25% of managers’ time must be spent managing
peers, competitors, and customers. This is done
through developing collaborative relationships that
result in outcomes that are good for all and tailored
to meet the needs of peers and customers. This
leaves no time for the people over whom the man-
ager has authority. Hock’s idea is that managers
should hire ethical people who are in tune with the
goals of the organization and then unleash them to
do what they were hired to do. This idea matches
well with the concept of a knowledge worker who
is the specialist in the designated area of work.
Complexity theory does not disregard previous
management theories; instead, it borrows concepts
from many theories, modifying them as part of the
evolutionary process. Management using complex-

Box 2-1

In their article, The Five Minds of a Manager (2003), Gosling

and Mintzberg include the ideas that:

1. Managing yourself relies on a reflective mind-set. The
manager has to take time to think about the patterns
seen to gain a perspective on the work environment.
Reflective journaling facilitates this strategy (Morgan,
Johnson, & Garrison, 2005).

2. Managing your organization requires an analytical
mind-set. The manager needs to seek to really
understand what is going on within the organization.
The goal is to look at the needs of the organization
from new perspectives so as to identify issues and
move the organization toward action and change.
Data collection and analysis are parts of this mind-set,
but data must be interpreted in light of the mission,
goals, and relationships within the organization.

3. Managing your context depends on a worldly mind-
set. Seek to understand the organization and its
relationship to the community and world from diverse
perspectives. This means that the manager needs to
spend time outside the organization looking at the
environment in which it exists and at the role it needs
to fulfill.

4. Managing relationships requires a collaborative mind-
set. The manager’s job is not to manage people as
individuals. Rather, it is to create structures and portray
an attitude that encourages teamwork.

5. Managing change calls for an action mind-set. The
manager first identifies pertinent factors within and
outside the organization and then needs to
communicate these factors in ways that move the
organization in the right direction to accomplish its
mission and goals.
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ity theory is neither totally mechanistic nor behav-
iorist. Instead, it is a new, ever-changing process.

The manager has much in common with the
artistic director of a ballet production who choreo-
graphs the dance moves, selects the music, and
plans lighting and scenery. During the production,
however, the dancers make the magic of the move-
ments come to life. The entire performance is much
more than the sum of the individual movements
and roles. Another analogy is found in the coach of
a team who works day after day to make a game
plan that, at the time of the game, must be acted out
and adjusted by the players on the field in response
to the opposing team (Hock, 2000).

It is clear that management has moved beyond
the mechanistic views of organizations and people
that characterized management theories in the
Industrial Age. The application of complexity the-
ory, with its reliance on self-organization, offers
solutions for nursing and today’s health-care orga-
nizations. Strategies for applying this new science
will continue to evolve. The next section of the
chapter applies some of management concepts to
the identified roles of managers.

Management for Nurses

The nurse manager has many varied formal and
informal roles, which involve team building, deci-
sion making, communication, negotiation, delega-
tion, and mentorship. Whether managing a group of
patients or functioning in the role of charge nurse,
clinical manager, director of nursing, vice president
of patient care, or president of the local chapter of
the American Nurses Association, nurses fulfill
these tasks in order to lead and manage success-
fully.

TEAM BUILDER

In order to lead and manage effectively, a nurse
must be able to build a strong team. The delivery
of health care is a team activity, involving profes-
sionals and unlicensed personnel from a variety of
disciplines. Based on traditional management mod-
els, the emphasis was on individuals in the work-
place and was more likely to value individual
performance. New management strategies empha-
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size the importance of self-organizing teams
and the value of group activity. In the complex
world of health-care delivery, each individual’s par-
ticipation as a team member is a requirement; fail-
ure to work as a team creates fragmentation of
patient care.

Managers must first recognize that the workers
they “supervise” are knowledge workers who can
and will make the right contributions to patient
care. Managers must communicate to all team mem-

Practice to Strive For 2-1

® All participants in the organization are innovators who
contribute to meeting the goals of the organization.

® [eaders/managers are involved in new developments
while existing processes are maintained.

® People are a part of the systems, and they must be con-
sidered together.

® Revenues and expenses must coexist within an organiza-
tion; for example, expenses must be controlled to allow
for financial solvency, but there must be trust that the
funding will be present for required expenses.

® To be effective leaders, managers must possess both
long- and short-term perspectives. They must manage
daily operations while planning for the future.

® |eaders/managers determine the “what and why”; thus,
the “how and when” follow naturally to accomplish the
organization’s vision.

® [eaders/managers must be open to change and manage
change effectively.

® |[eaders/managers must always seek authenticity.

® [eaders/managers do the right things in the right way
once a course of action has been determined.

® [eaders/managers lead people.

® |[eaders/managers manage peers, competitors, and cus-
tomers by developing collaborative relationships that
result in outcomes that are positive for all yet tailored to
meet the needs of the constituent groups.

® [eaders/managers use reflective journaling to facilitate
reflection and think about patterns to gain a perspective
of the work environment.

® [eaders/managers have an analytical mind-set. Data are
collected and interpreted in the light of the organization’s
mission, goals, and relationships.

® [eaders/managers have a worldly mind-set by under-
standing the organization and its relationship to the
community and world from diverse perspectives.

bers their belief in the ability of the team to work
well together. Because health-care systems have tra-
ditionally been very hierarchical, employees may
not be accustomed to being allowed to organize
their own work or solve their own problems. When
members of a team indicate their unwillingness to
participate or their lack of faith in other team mem-
bers, the leader must listen carefully and avoid say-
ing too much. The objective is to help the concerned
individuals assess their own contributions to the
team and their expectations of other team members.
Then, the manager must communicate a strong
belief in the team’s contributions to the goals of the
organization. This conversation serves the purpose
of empowering each team member to contribute
fully to the work that is to be accomplished. Chaos
theory supports the notion that small inputs can
create a ripple effect with far-reaching conse-
quences. Each input affects the system, and the sys-
tem is altered in response to each input. The team
leader, rather than being the purveyor of change,
has the responsibility of ensuring that the changes
are aligned with the organization’s mission, goals,
and objectives.

The mission and goals of the organization unify
the team and should reflect the goals of the mem-
bers of the organization. A mission of “providing
excellent care to the patients on the ABC unit” is a
good starting point. For example, through the use of
attractors, the leader can help the team focus and
move forward in the use of the knowledge and
expertise of its members.

DECISION MAKER

The leader is well served to recall Drucker’s (2001)
comments about the knowledge worker of the 21st
century. The individual who does the work of the
organization is the one who knows the most about
it. Participative and transformational leaders
enter into relationships with the professionals in
their organizations. They share information, discuss
values, and collaborate on decisions. The self-
esteem of team members correlates with involve-
ment with decision making.

Sometimes decisions need to be made quickly,
but even in those circumstances the leader is ill-
advised to make the decision without gaining input
from those who will be affected by the decision. If
the decision will involve the need for change, the



greater the number of people whose views have
been considered, the greater will be the support for
the change. A paradox that exists within organ-
izations is that frequently there is an artificial
time constraint placed on decision making, suppos-
edly to move the organization along more rapidly.
A decision made quickly without adequate consid-
eration and input can often result in an excessive
amount of time being required to respond to the
problems associated with rapid, uninformed
change. A wise leader negotiates for the time to
make a well-informed decision and thus avoids the
frustration and time associated with negative out-
comes of hasty decision making.

COMMUNICATOR

Information is power. Current literature recognizes
the importance of keeping the members of an organ-
ization informed about issues with which they are
involved. Many health-care organizations function
around the clock, which can make the role of com-
municator more complex. Personal face-to-face
communication is optimal, so managers must make
every effort to stagger their hours in the organ-
ization to allow this communication on a regular
basis. Both formal and informal communication is
important. Managers who make time for informal
communication will have a more accurate under-
standing of the issues with which the knowledge
workers are dealing; will develop more open, trust-
ing relationships within the organization; as well as
a greater understanding of factors affecting morale.
In the past, communication books were used as a
way to enhance “asynchronous” communication
among various shifts of workers. Today’s computer
technology supports communication through list-
serves, e-mail, and discussion boards. If an organi-
zation is not taking advantage of the technology
that is available, the manager should investigate the
availability and understanding of that technology.
An important aspect of communication is that it
must be mutual. In bureaucratic organizations
information often flows only downward, and there
is a propensity for the information to fail to reach
the unit level. Moreover, information rarely moves
from the unit level up the hierarchy, leaving the
higher-ups out of touch. This type of communica-
tion is a sure recipe for disaster. Under these cir-
cumstances, the knowledge workers on the unit are
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lacking important information about their environ-
ment, and their contributions cannot be fully
informed. Likewise, individuals responsible for
guiding the overall vision of the organization are
uninformed about day-to-day happenings, which
makes it difficult to create realistic strategies.

NEGOTIATOR

The nurse manager must exhibit excellent negotia-
tion skills. These skills are important in helping a
team arrive at decisions, gaining organizational sup-
port for a new plan, gaining the cooperation of
another department or organization, and in many
other facets of the manager’s role.

The first rule of negotiation is to understand the
positions of the stakeholders, including nurses,
patients, interdisciplinary professionals, community
members, families of patients, unlicensed assistive
personnel, and administration. Communication is
an important part of negotiation, and one of the vital
attributes of a negotiator is to encourage discussion
and trust among group members. Many times, nego-
tiation surrounds a decision in which it is perceived
that there will be “winners” and “losers.”
Negotiation focuses on understanding who the per-
ceived winners and losers are; the best negotiations
result in win-win solutions. Ask the question,
“Under what circumstances do you think this goal
can be accomplished?” This question frequently
moves participants from a defensive position to one
of creativity and innovation, and it uses the concept
of establishing an attractor, which causes people to
come together to discuss possibilities.

DELEGATOR

Delegation is no longer a “top-down” activity.
Instead, the leader will recognize the wisdom of
members of the health-care team, support the inter-
connectedness of team members in the health-care
delivery system, and embrace a more fluid, innova-
tive system. The manager will foster an environ-
ment that supports the notion of associates (1)
being partners in the delivery of health care, (2)
being accountable for evaluating the outcomes of
their interventions, (3) having the equity in the
organization to make “point of service delivery”
decisions, and (4) feeling a sense of ownership in
the organization (Wilson & Porter-O’Grady, 1999).
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TABLE 2-5 | Roles and Competencies of Nurse Managers

ROLES AND COMPETENCIES ACTIVITIES RELATED

OF THE MANAGER TO COMPETENCIES
Personal Self-management Values clarification; lifestyle management; goal setting; alignment with
organizational mission, goals, and objectives.
Collaborator Nurtures relationships with organizational leadership and other key per-
sonnel within the organization.
Networking Develops strong liaisons with health-care leaders in the community.
Client Advocate Recognizes needs of clients in area of responsibility.

Provider of care
Coordinator of care

Maintains evidence-based practice behaviors.

Assesses and recognizes the needs of the client population and applies
appropriate principles of delegation, interdisciplinary team care, educa-
tion, and evaluation of outcomes.

Member of the
profession

Organizational Represents the organization to the community, serves as a mentor to
new nurses, encourages professional behavior in others, role-models
professional nursing, holds membership in professional organizations,
and supports continuing education.

Communicates the organization’s mission, goals, and objectives to the

staff and community; facilitates communication and negotiation among

Communicator

members of the organization.

MENTOR

It is often said that effective managers are always in
the business of replacing themselves so their profes-
sional development and advancement can continue.
Mentorship is the process to accomplish this. The
identification of potential protégés can occur
through a variety of methods. Team members who
express an interest in leadership, individuals who
have recently taken on new leadership roles, and
professionals who show promise in the area of lead-
ership through their interactions with others are all
likely candidates. Mentoring relationships can be
formal (assigned through an organization) or infor-
mal (simply a handshake agreement between a sea-
soned leader and an aspiring one). Sigma Theta Tau
International, the nursing honor society, is an
example of an organization that seeks to foster for-
mal mentoring relationships, as does the American
Association of Colleges of Nursing.

Whether a mentoring relationship is formal or
informal, there are a few guidelines for success.
Mutual respect, goal setting, accountability to each
other, and open dialogue are hallmarks of an effec-
tive mentoring relationship. The mentoring rela-
tionship must be mutually rewarding; it must

involve the opportunity for real work and stimulat-
ing challenges; there must be agreement on owner-
ship of any projects created through the partnership;
and the relationship must remain on professional
grounds at all times. The mentor has the responsi-
bility to create opportunities for professional growth
and involvement, whereas the protégé is responsible
for responding to these opportunities. The mentor
has the responsibility to provide opportunities for
the protégé to gain recognition for the work accom-
plished; the protégé is accountable for being respon-
sible and reliable with the work accepted. The
mentor empowers, encourages, and challenges
the protégé. All nurses have a professional respon-
sibility to mentor new members of the profession.
See Table 2-5.

All Good Things...

Management has evolved from its emphasis on con-
trol and measurement as conceptualized by Taylor,
Fayol, and Weber. These strategies were helpful
during the industrial revolution, but in the 21st cen-
tury they are less useful for organizations that rely



on the daily contributions of knowledge workers.
The evolving management theories recognize the
complexity of the work involved in professions
such as nursing. “The uncertainty of healthcare
flows from the quantum and chaotic nature of the
world over time. Therefore, we should stop trying to
plan every step and predict each happening. Indeed,
we must realize that we can never come close to
knowing all there is to know about a topic or plan-
ning every step. . . . Hence we have to accept that
no matter how much we know about the world,
there are far more questions than there are answers,
and uncertainty is a natural part of our lives”
(Grossman & Valiga, 2005, p. 125).

NCLEX Questions

1. Which of the following theorists represents a tra-
ditional management viewpoint?
A. Fayol.
B. Hock.
C. Ouchi.
D. Hawthorne.

2. The individual recognized as the “father of sci-
entific management” is:
A. Fayol.
B. Weber.
C. Taylor.
D. Ouchi.

3. Traditional management theory was designed to
provide control and structure to which types of
organizations?

A. Hospitals.

B. Scientific laboratories.

C. Manufacturing industry.

D. Institutions of higher education.

4. Complexity science has developed from the field
of:
A. Health professions.
B. Business.
C. Industry.
D. Quantum physics.

5. In complexity science, the movement of an
organization as it changes from one attractor or
mission statement to another is known as:

A. Leverage.
B. Bifurcation.
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C. Chaos.
D. Order.

6. Japanese organizations are known for their:
A. Short-term commitment to their employees.
B. Individual approaches to decision making.
C. Rapid promotion of employees.
D. Development of consensus.

7. Fayol’s principle of esprit de corps refers to:
A. Subordination of individual interest to the
common good.
B. Development of a high level of employee
morale.
C. Encouragement of initiative and risk taking.
D. Emphasis on goal setting.

8. Max Weber is known for the development of
which management theory?
A. Bureaucratic management.
B. Scientific management.
C. Humanistic management.
D. Transformational leadership.

9. Which of the following management theorists
conducted the famous experiment at the
Hawthorne Electric Plant in which employee
productivity increased regardless of the type of
intervention implemented at the plant?

A. Weber.
B. Mayo.
C. McGregor.
D. Hock.

10. Dee Hock recommends that managers spend
what percentage of their time managing the
employees for whom they have direct responsi-
bility?

A. . 0%.

B. 50%.
C. 75%.
D. 100%.
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and Others for a
Satisfying Career
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CHAPTER MOT

“How does one motivate emyloyees when so many are being asked to
do more with less? The answer is, in a large part, to make the

z 144
employee feel secure, needed and appreciated.
Benson & Dundis, 2003

m Describe the various theories of employee motivation.
m Discuss the relationship between motivation and job
satisfaction.

m Explore the effect job satisfaction has on organizational
effectiveness.
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Is motivation as simple as Benson implies?
Perhaps not, but the heart of motivation is for
employees to believe that their work is meaning-
ful and that it offers them a reasonable standard
of living. Mosley, Megginson, and Pietri (2005) said
it well when they defined motivation “as the will-
ingness of individuals and groups, as influenced by
various needs and perceptions, to strive toward a
goal” (p. 191).

Why is it important to understand motivation?
When health-care workers are motivated and sub-
sequently satisfied with their jobs, motivation leads
to patient satisfaction and, ultimately, organiza-
tional effectiveness. Employee motivation holds a
critical key to organizational success. If leaders and
managers understand and take action to motivate
their employees, the organization will increase its
bottom line. This chapter will discuss theories of
motivation and explore the links between motiva-
tion, job satisfaction, and patient outcomes.

Theories of Employee Motivation

Many theoretical perspectives have been used to
explain worker motivation.

MASLOW

One theory, well known to nurses and other profes-
sionals, is Maslow’s Hierarchy of Needs. Maslow
(1970) stated that lower order needs, such as physi-
ological and safety needs, must be met before higher
order needs, such as love and belonging, esteem, and
self-actualization, can be fulfilled. The physiological
needs include such things as the need for food and
sleep. Safety needs involve the need to be free from
fear and to feel secure. Love, self-esteem, and self-
actualization are the higher order psychological
needs. Maslow’s theory views individuals as holistic
beings. This theory has been quite popular in mana-
gerial literature, despite the fact it was developed
from observations of psychotherapists and not for
the workplace environment. It does provide a frame-
work to help managers understand the complexities
of human behavior. A manager might use this the-
ory, for instance, to help understand why an
employee with financial difficulties may not have
the motivation to undertake a complex work project
that might bring some personal acclaim. While the

theory can help explain human behavior, research
findings have not clearly supported the theoretical
model’s utility in the job environment (Porter,
Bigley, & Steers, 2003).

ALDERFER

Alderfer (1972) revised Maslow’s theory and
applied it specifically to the organizational context
(Porter, et al., 2003). His ERG theory (existence,
relatedness, growth) classifies worker needs into
three categories: existence needs, which are similar
to Maslow’s physiological needs; relatedness needs,
which are similar to Maslow’s belonging needs; and
growth needs, which encompass Maslow’s esteem
and self-actualization needs. There are two impor-
tant differences, however, between the theories of
Alderfer and Maslow. An employee does not have
to move through the need levels sequentially in
Alderfer’s theory. Unlike Maslow, Alderfer states
that an employee can be motivated by more than
one need category at the same time and not neces-
sarily in a sequential fashion. For example, a nurse
can have multiple motivations for working, includ-
ing salary and self-esteem. If fulfillment of self-
esteem mneeds is thwarted because staffing
negatively affects the quality of care given, the
nurse may focus on a lower order need, such as
belongingness, and ignore the need to deliver high-
quality care. For the manager, this change in moti-
vation may help to retain the nurse for the time
being, but quality care will continue to suffer until
the staffing issues are addressed.

HERZBERG

Another well-known theory is Frederick Herzberg’s
Two-Factor, or Motivation-Hygiene, Theory (1966).
Although his theory has been criticized for not tak-
ing into consideration an employee’s individual
needs, Herzberg’s work has fostered much research
on work motivation and is used widely by managers
to foster a motivating work environment (Porter et
al., 2003). Herzberg’s theory is built on the proposi-
tion that workers have two sets of needs: intrinsic
and extrinsic. The intrinsic needs (or motivators)
are growth, advancement, responsibility, the work
itself, recognition, and achievement. The extrinsic
needs (or hygiene factors) are security, status, rela-
tionship with subordinates, personal life, relation-
ship with peers, salary, work conditions, and



Practice Proof 3-1

Timmreck, T.C. Managing motivation and developing job
satisfaction in the health care work environment. (2001).
Health Care Manager, 2001, 20(1), 42-58. Copyright: Aspen
Publishers, Inc.

[Note: Article is available as a full-text article via libraries
that have subscriptions to Health Business Full Text
through the EBSCO database.]

Using Herzberg's Motivation-Hygiene Theory as a
framework for his questionnaire, the author surveyed

99 midlevel managers, including nurses and others in
managerial positions. He asked the managers to what
extent they believed certain factors served to motivate
people; he also asked to what extent they used these
factors to motivate employees. Each factor was rated

on a Likert Scale of 1 to 5. He explored to what extent
the managers used “negative motivators” such as guilt,
threats, power, rebellion, and control. These factors could
be identified as elements of hygiene deprivation
according to Herzberg. Results showed that 37% believed
that guilt should never be used as a motivator, and 42%
never used guilt as a motivator. Four percent believed
that guilt was a motivator, and one participant used guilt
to motivate employees. Fifty-three percent believed
rebellion should never be used as a motivator, and 65%
never used it. Threats were never used by 55% of the
managers, and 51% believed they should never be used.
Power was believed effective by 23%, and 8% actually
used power as a motivator. Timmreck used his findings
to point out that managers often mistakenly believe that
fear of hygiene deprivation can be used to motivate
employees effectively. He reinforced the idea that
promoting the use of motivators results in a high

level of job satisfaction.

1. What negative motivators did the managers use in
the study?

2. What were the findings related to hygiene factors and
motivation?

relationship with supervisor, supervision, company
policy, and administration. It is possible for an
employee to be satisfied intrinsically but dissatisfied
extrinsically. For example, a nurse may find herself
enjoying her responsibilities and a recent promotion
while at the same time bemoaning her coworker’s
unwillingness to be part of a team. What this means
is that the nurse is satisfied with the work itself but
is dissatisfied with her interpersonal relationships
within the workplace environment. In order to
be motivated, employees should be satisfied both
extrinsically and intrinsically. Herzberg (2003)
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points out that many human resource consultants
focus on facts that satisfy extrinsic needs, such as
compensation and human relations. Job enrich-
ment, on the other hand, should not be overlooked.
It promotes motivation and thus job satisfaction.
For example, a nurse manager could send a staff
nurse for training in a new procedure, thereby
enhancing the staff nurse’s knowledge and enabling
her to grow in her position.

VROOM

Maslow, Alderfer, and Herzberg assume that moti-
vational factors—whatever they may be—are global
in scope or the same for all employees. Vroom
(1964), on the other hand, recognized that motiva-
tion is more individualized and tailored to what
individual employees expect from the job itself.
According to Vroom, workers weigh their options
and engage in behaviors that will bring about
desired rewards or outcomes termed positive
valences. If the worker sees that a certain behavior
might bring about a negative outcome, Vroom called
this negative valence. Behaviors, negative or posi-
tive, are reinforced if the expected outcome is
achieved. In essence, if an expected outcome occurs,
then the workplace behavior will continue. For
example, Nurse Jones is late for work at least 2 days
each week. The nurse manager counsels Nurse
Jones and states the next time she is late a formal
disciplinary notice will be placed in her personnel
file. Nurse Jones is not late again because she knows
what the negative outcome will be.

McCLELLAND

David McClelland (1971) also recognized that indi-
vidual employees have different motivational needs
and that managers could use information about
individual employees to create a motivating work
environment. McClelland stated that the three need
categories are achievement, power, and affiliation.
Those who have high achievement needs are moti-
vated by task accomplishment. For many, the tasks
need to be challenging, not routine (Porter, et al.,
2003). Those that have a need for power might be
more fulfilled in supervisory roles, and those that
have a high need for affiliation have a strong need
to be liked and to work in an environment that is
friendly towards them and that involves team work.
See Box 3-1 to learn about additional motivational
theories.
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Box 3-1
Additional Theorists*

The Porter-Lawler Model: Porter and Lawler (Porter,
Bigley, & Steers, 2003) built upon Vroom's (1964)
Expectancy Model. One key difference in their approach
is that they assume that the link between effort toward
anticipated job performance outcomes and employee
behavior is not direct. Rather, this link is influenced by
employee skill level and the task to be accomplished. If
the tasks provide intrinsic rewards, such as a sense of a
job well done, the employee may be more motivated
than if the task provides just extrinsic rewards such as
paid time off.

Equity Theory: The main assumption of Equity Theory
(Adams, 1963; Mowaday & Colwell, 2003) is that employ-
ees are motivated by a sense of fairness of rewards and
punishment in the workplace. For example, if the same
work brings about lower pay than when done by a fellow
worker, then the worker receiving the lower pay might
not be motivated to perform at a high level.
Self-Efficacy Theory: Self-Efficacy Theory is grounded in
social-cognitive theory (Bandura, 1997). Self-efficacy is
shown in the employee’s belief that a job can be per-
formed at a certain level. If employees have faith they can
perform at a high level, they will be motivated, then, to
perform. Self-efficacy is influenced by the difficulty of the
task and the strength of the belief in one’s abilities to
perform the task. A task may be difficult, but if an
employee has a strong belief that the task can be
accomplished, then the employee will be motivated to
complete the task.

Control Theory: Control Theory (Carver & Scheier, 1981)
demonstrates that an employee will be motivated if what
needs to be accomplished helps to reach the goal the
employee wishes to achieve. For instance, if an employee
wants to learn more about critical care, the employee will
be motivated by an assignment to take care of critically ill
patients.

*Adapted from Porter, Bigley, and Steers, 2003.

GENERATION AFFECTS MOTIVATION

Generational differences can also account for vari-
ability in worker motivation (Atkinson, 2003;
Billings & Kowalski, 2004; Cordeniz, 2002; Hill,
2004; Izzo & Klein, 1998). Baby Boomers are inter-
ested, for the most part, in job security. If an
employee from this generation knows that perfor-
mance will lead to long-term employment, the
employee will work to maintain that employment.

Unfortunately, recent layoffs at major corporations,
including health-care corporations, have challenged
the notion that good performance leads to job secu-
rity. Baby Boomers, born largely between the
post—World War II era and 1964, grew up in era in
which they learned to challenge those in power and
authority (Cordeniz, 2002). Thus, Baby Boomers
often question what others tell them to do and want
to know the reasons why decisions have been made.
Rules are not motivators for behavior for Baby
Boomers.

Generation X’ers, born between 1965 and about
1977, grew up in an era when technology became
paramount. This group works primarily for per-
sonal satisfaction and growth (Cordeniz, 2002).
Balancing work and personal life is an important
goal for this group. Whereas their parents valued
organizational loyalty, members of this group
change jobs when the work environment no longer
challenges or satisfies them (Cordeniz, 2002; Hill,
2004). Money is more of a motivator for this group
than for earlier generations.

The Net Generation is just now coming into
the workforce. These workers were born in the
1980s. In McClelland’s terms, these workers are
motivated by affiliation. They prefer to work in
groups and teams and are hands-on learners
(Billings & Kowalski, 2004). Unlike earlier gen-
erations, they grew up in a very diverse society
(Hill, 2004). The Net Generation is more motivated
and satisfied when working within diverse group
settings. This group is also most comfortable
with technology; cell phones and e-mail have
always existed for them. Exposed to a wide array of
technology, the Net Generation is motivated by set-
tings where the technology is advanced and current.

Motivation can be complex, and it differs by the
individual. In order to maximize organizational
effectiveness, the task for leaders and managers is
to discover what motivates individual workers and
to create a work environment that capitalizes on
these motivations.

Motivation Yields Job
Satisfaction Yields More
Successful Organizations

Job satisfaction occurs when a nurse’s motivational
needs are met. Nurses and other employees work in



Chayter star

(The following is based on interviews with real people,
but names have been changed.)

“Marilyn Jones is the unit manager on a general
surgical unit. Her unit is noted for delivering high-
quality care. Surgeons seek to have their patients on
her unit, and the unit has been rewarded by being
designated the Unit of the Quarter. Another measure
of her success is the fact that voluntary turnover on her
unit is lower than 7%. When asked how she creates
a climate that promotes high-quality care and low
nurse turnover, she states: “As for motivation, | think
involvement is the driving force. Staff DO NOT buy into
the process unless they have input of ideas and decision
making. | have a unit team of three licensed nurses from
days and nights and one unlicensed staff member. We
meet monthly to discuss our scores and what we are
doing right and wrong. These team members are my
cheerleaders as well as my messengers. When | post new
survey scores, | expect them to draw attention to these
scores so the other staff see how we are doing. | am
always talking survey scores. The staff also knows that
when | make patient rounds—another very important
component—I ask the patients if the staff is checking
armbands, answering questions they have about their
care, and showing concern about patient privacy. | also
ask the patients and their families if they are having a
VERY GOOD stay. If they say a good stay, | ask what we
can do to make it a VERY GOOD stay. With the 1600 vital
signs, staff members ask all patients to rate their care
today on a scale of 1 to 5. When | come in the next day
and find any 4 or below, | go see that patient right away
to see how we can make it a 5. ...I'm always giving
awards, pats on the back, hugs, and verbal public
recognition to my employees. | keep a ledger of who
I recognize; | wouldn't want to go overboard on one
and not on another. ... | always ask what THEIR
SOLUTION is when they come to me with a problem.
This keeps them on their toes.”

order to have certain needs met, such as finan-cial
and growth needs. When those needs are met,
employees express satisfaction with their jobs. This
crucial link between motivation and job satisfaction
has far-reaching consequences for an organization.
In short, if nurses and other health-care employees
are satisfied, personnel turnover decreases, the
quality of patient care increases, and the organiza-
tion’s financial outlook improves.
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JOB SATISFACTION FOR NURSES

What leads to job satisfaction for nurses and
other health-care workers? Herzberg (2003) and
Timmreck (2001) suggest that money is not the
primary motivation for job satisfaction for nurses.
Of course, nurses and others need to make a decent
living, but other factors masy play a more important
role in job satisfaction. McNeese-Smith (1999)
found that while nurses did derive some satisfaction
from salary, benefits, and the ability to balance work
and family life, the most satisfying part of the job
was patient care itself. Factors that inhibited job sat-
isfaction were those that hindered the ability to
accomplish patient care, including lack of supplies,
feeling overloaded, and difficulties in communicat-
ing with physicians. Relationships with coworkers
could cause satisfaction or dissatisfaction as well.

Control over work environment and autonomy
in decision making also contribute to job satisfac-
tion (Freeman & O’Brien-Pallas, 1998). Allowing
nurses to decide how patient care is to be delivered
and the opportunity to use their skills promotes a
satisfying work climate.

Hackman and Oldham’s (1980) Job Characteris-
tics Model of Work hypothesizes that the combina-
tion of core job dimensions, such as skill variety,
task identity, task significance, autonomy, feedback
on job performance, perceived meaningfulness
of work, and knowledge of and responsibility for
outcomes, leads to job satisfaction. Edgar (1999)
used this model to confirm that autonomy, mean-
ingful work, and opportunity to use a variety of
skills promote job satisfaction for nurses who work
in hospitals.

Autonomy and work enrichment are also impor-
tant for nurses who work in community-based set-
tings. Laamanen, Broms, Happola, and Brommels
(1999) found that work motivation and job satis-
faction did increase when home health nurses had
autonomy and variability in tasks. They became dis-
satisfied when the workload became unmanageable.
Likewise, school nurses have ranked autonomy as
the most important job satisfier (Foley, et al., 2004).
School nurses ranked the other following factors as
important to job satisfaction: interaction with
coworkers, professional status, pay, organizational
policies, and task requirements. A study of hospice
nurses also revealed that autonomy was positively
linked to job satisfaction, as was positive supervi-
sory support (DeLoach, 2003).
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ORGANIZATIONAL AND
PATIENT OUTCOMES

Knowing what promotes job satisfaction for nurses
is significant because the level of job satisfaction has
been connected to patient outcomes (Scott,
Sochalski, & Aiken, 1999). In a series of studies of
magnet hospitals, Aiken and her colleagues discov-
ered a clear link between organizational character-
istics, including nurse job satisfaction, and patient
outcomes. According to Scott et al., magnet hospi-
tals are characterized by lower nurse turnover,
more nursing autonomy and control over practice,
and better nursing relationships with physicians.
Scott et al. noted that magnet hospitals also have
lower patient mortality and higher patient sat-
isfaction. More recently, Aiken, et al., (2002)
reported that organizational characteristics such as
high patient to nurse ratios contributed to nurse
burnout, job dissatisfaction, and higher patient
morbidity and mortality rates. Aiken and col-
leagues’ work demonstrates that attending to job
satisfaction is a necessity in order to achieve posi-
tive patient outcomes.

On an international scale, Tzeng and Ketefian
(2002) demonstrated in an exploratory study con-
ducted in Taiwan that nurse job satisfaction was
related in part to some measure of patient satisfac-
tion, such as satisfaction with pain management
and arrangement for follow-up care post-discharge.
This study confirms that nurse satisfaction does
influence customer satisfaction, which is critical
because if customers are not satisfied with care they
receive, they will go elsewhere, and that health-care
organization will suffer financially.

Nurse satisfaction also affects the bottom line of
health-care organizations. If nurses become dissat-
isfied and subsequently leave their jobs, the organi-
zations suffer. According to Atencio, Cohen, and
Gorenberg (2003), the cost of turnover is up to two
times the nurse’s salary. For example, if the average
nurse’s salary in an organization is $46,000 and 10
nurses leave in a year’s time, the cost to the organi-
zation is close to a million dollars.

As Herzberg’s theory suggests, nurses will leave
organizations if the dissatisfiers outweigh the moti-
vators (Herzberg, 1966). Davidson, Folcarelli,
Crawford, Duprat, and Clifford (1997) report that
intent to leave was predicted by poor communi-
cation within the organization and heavy workload
(Hinshaw & Atwood, 1983; Pearlin & Schooler,

1978; Price & Mueller, 1981). Additionally, Cline,
Reilly, and Moore (2003) confirm that nurses
will leave when management is nonsupportive, the
pay is unsatisfactory, and staffing ratios are poor.
They point out that nurses will tolerate under-
staffed and perceptually unsafe settings for only
a limited amount of time. If nurses cannot get
their concerns addressed, they will leave the organ-
ization.

Leadership Makes a Difference

One of the critical determinants of job satisfaction
for nurses is relationships with supervisors. Being
able to communicate effectively with supervisors
can, in and of itself, serve as a motivating factor
for nurses. Early on, McGregor (1960) described
the relationship between leadership style and
worker motivation. According to McGregor, a
Theory X management style presupposes that
humans inherently dislike work, do not want to be
accountable and responsible for their actions, and
need to be prodded to do work. Managers who
espouse Theory X use such strategies as rewards,
threats, and punishment to get workers to do their
jobs. A Theory Y leadership style, on the other
hand, assumes that workers can achieve their per-
sonal goals by integrating their goals with those of
the organization. The Theory Y manager’s job,
then, is to foster this integration by using a variety
of human relations approaches. For example, a
nurse who wants to work for a master’s degree
in nursing may choose an organization that pro-
motes educational mobility. The nurse’s supervisor
might work with the nurse to develop a schedule
that will facilitate this goal. A manager who
espouses the Theory Y approach is more likely to
attract employees than a Theory X manager who
rules with an iron fist.

One particular human relations approach was
tested in research conducted by Mayfield, Mayfield,
and Kopf (1998). They demonstrated that if a leader
used motivating language in giving direction and
sharing feelings, nurses expressed a higher level of
job satisfaction and job performance. One such
example of motivating communication could be
telling a nurse in front of peers that he did a good
job with a particular patient. They caution, how-
ever, that communication is not enough to sustain



job satisfaction. Rather, communication plus orga-
nizational behavior, such as providing meaningful
rewards, help to improve employee performance
and job satisfaction.

Leadership style can also be characterized by
whether leaders are transformational or transac-
tional. Transformational leaders direct by role mod-
eling, promoting employee development, providing
a stimulating work environment, and inspiring
optimism. Transactional leaders lead by being task-
focused, focusing on the daily work of the organiza-
tion, setting employee goals for them, and focusing
on the reward system (Marriner-Tomey, 2004).
Morrison, Jones, and Fuller (1997) found that

Practice to Strive For 3-1

The link between motivation, job satisfaction, and positive
organizational outcomes is clear, but how to promote that
link as a leader/manager is not as clear. Quint Studer
(2003), a management consultant, provides some direction
in this regard. He says that leaders must become “Fire
Starters,” or people who have the passion to keep an organ-
ization going. Fire Starters are those who use specific strate-
gies (some focusing on employee satisfaction) to promote
organizational success. One such strategy Studer names
“Rounding for Outcomes.” As a leader/manager, instead of
going on patient rounds, go on employee rounds. Ask your
coworkers what they need in order to do their jobs well.
Show nurses, unlicensed personnel, and physicians that you
are approachable and will work hard to provide the tools
necessary to do a good job. On employee rounds, build rela-
tionships with employees; ask about families, school, and
other items of interest to them. Ask what is going well for
them in the job and what they need to do the job better.
Focus on the positive to help structure a climate that is
focused on improvement, not negativity. Show apprecia-
tion, and thank people when they do a good job.

Studer (2003) suggests that after rounding for outcomes
with employees, leaders should round for patient outcomes.
Bring employees into the process, and ask them for patient
updates before entering patient rooms. In addition to ask-
ing patients if they have any concerns, Studer suggests ask-
ing patients, “Is there anyone you would like to recognize for
a job well done?” Effective communication is one key to job
satisfaction for nurses. Managers should discuss openly
with staff both positive and negative findings from rounds.

Studer’s recommendations are aimed at inpatient organi-
zations, yet his template could be used in ambulatory set-
tings as well. Managers could survey clients via telephone or
when clients present for services.
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job satisfaction was higher when leaders were
perceived as both transformational and transac-
tional but that the relationship between nurses and
transformational-style managers was stronger. Only
transformational leadership was positively related
to empowerment (intrinsic task motivation). An
interesting finding was that the relationship
between job satisfaction and transformational lead-
ership style was more powerful for unlicensed per-
sonnel. These findings may suggest that different
categories of employees are motivated by different
leadership styles.

Leaders who maintain a positive work environ-
ment also have more success in keeping employees
satisfied. Spence-Laschinger, Finegan, and Shamian
(2001) suggest that work environments that
empower nurses to use their expert decision mak-
ing promote trust within the organization and lead
to job satisfaction. Nurse leaders/managers are cru-
cial in promoting trusting work environments.
Aside from staff nurse perceptions of the impor-
tance of leadership, nurse leaders, by their own
admission, know that being accessible and fostering
a professional practice environment that promotes
teamwork are crucial to nurse job satisfaction
(Upenieks, 2003). Like Frank, Eckrick, and Rohr
(1997), Upenieks also noted that leaders play a crit-
ical role in obtaining resources for the delivery of
optimal patient care, which in turn promotes job
satisfaction. If leaders fail to promote teamwork
and acquire the needed resources for quality patient
care, job satisfaction and quality of patient care
decrease.

All Good Things...

In this chapter, we have explored ways that nurse
leaders/managers can motivate employees to deliver
high-quality care. Motivating employees, while not
a simple task, has significant payoffs both for the
employees and the organization as a whole. A vari-
ety of theories can be used by leaders/managers to
guide them in promoting a climate that fosters job
satisfaction and subsequent quality patient care.
Leaders/managers need to be cognizant of the fact
that what motivates one employee may not moti-
vate another. Therefore, they may need to use a
variety of motivational strategies in order to achieve
positive patient and organizational outcomes.
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Let’s Talk

1. Think of a time when you have been very
satisfied with a job you have held. What made
that job satisfying? Also think of a time when
you have been dissatisfied with a job you have
held. What made that job dissatisfying?

2. Think of a manager for whom you have worked.
What did the manager do to promote job
satisfaction amonyg the employees in the
organization?

3. Identify a nursing unit where you know good
patient care is given. Discuss what factors in the
environment promote the delivery of high-quality
patient care. Pay particular attention to how the
leader motivates the employees on the unit.

NCLEX Questions

1. According to Herzberg’s theory, which job factor
would be considered a motivator?
A. Money.
B. Vacation policies.
C. Quarterly parties.
D. Recognition of achievement through a clini-
cal ladder.

2. Which theorist helps a manager understand why
an employee who does not feel safe on the job
cannot perform his or her job duties well?

A. Maslow.
B. Herzberg.
C. Vroom.
D. Alderfer.

3. Joe, the nurse manager for CCU, counsels
Registered Nurse Bob about his errors in chart-
ing and tells Bob that the next time an error is
made, a formal warning will be put in his per-
sonnel file. Bob does not make any more errors.
Which theorist helped Joe to frame his discipli-
nary action?

A. Maslow.

B. Herzberg.
C. McClelland.
D. Vroom.

4. Which employee is most likely to be a represen-

tative of Generation X?

A. Mary, who has worked at the hospital for 10
years and would not think of quitting.

B. Sue, who is motivated by money and will
change jobs when she is no longer chal-
lenged.

C. Bill, who is a hands-on learner and likes
teamwork.

D. Jeff, who always wants to know why an
action is being taken.

. Which core job characteristic promotes job satis-

faction for nurses?

A. Rigid rules.

B. Autonomy in decision making.

C. Hierarchical decision making.

D. Lack of communication with physicians.

. According to Herzberg, a nurse is apt to leave a

job if:

A. Interpersonal relationships with coworkers
are bad.

B. Opportunities for promotion are rare.

C. Achievements are not recognized.

D. No clinical ladder is available.

. Research by Aiken et al. on magnet hospitals

shows:

A. Job satisfaction has no impact on an organi-
zation’s effectiveness.

B. Magnet hospitals have high turnover rates.

C. Job satisfaction is positively related to posi-
tive patient outcomes.

D. Job satisfaction is not related to turnover
rates.

. Which statement might have been made by a

manager who espouses the Theory X approach

to management?

A. “Employees on my unit are very goal-directed
and need little supervision to get the job
done.”

B. “Susie is a great worker, and I like to give her
challenging things to do.”

C. “Most of my employees only work for the
money and will do what is right only if I dis-
cipline them.”

D. “I work hard to get employees to go back to
school.”



9. Which manager uses a transformational leader-

ship style to motivate employees?

A. Dick, who works daily to get the task done
and gives “to do” lists to employees.

B. Martin, who is known for seeing that a thor-
ough job is done and done correctly.

C. Emily, who focuses on goal setting and
rewards goal achievement.

D. Jeanette, who is optimistic and makes a con-
scious effort to be a good role model.

10. Which statement best describes which theoret-
ical perspective nurse managers should use to
motivate their employees?

A. Each employee has individual needs, so no
one theory applies to all employees.

B. Each employee has individual needs, but
providing for autonomy and growth is sup-
ported by a number of theories.

C. If a manager uses Herzberg’s theory, most
employees will be satisfied.

D. A manager should use the theory that makes
the most sense and fits his or her personal
style.
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CHAPTER MOT

“The 50/11 of most organizations—certainly of }ohilanthm}oic organizations—

is not just to deliver services, but also to foster change and improve lives.”
Peter Dricker

m Compare and contrast the different theories of organizations.
m Describe the purpose of an organization chart.

m Define the components included in an organization chart.
m Differentiate between organizational culture and climate.
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Organizational mergers and health-care changes
are rampant in the 21st century. In health care
today, organizational structures are affected by the
economic, political, social, and technological pres-
sures in society (Marriner Tomey, 2000, p. 231).
The structure identifies the authority, the responsi-
bility, and the decision-making processes. Today’s
structures are no longer simple and hierarchical;
they are complex systems with cross-functional
teams and communications and interactions occur-
ring at many levels. The structure of the organiza-
tion is representative of its mission, vision, and
values and how it functions.

Nursing is an integral and major component of
the health-care organization, with nursing being the
largest group of employees within the health-care
setting. As a result, it is essential that nurses know
their organization, the structures within which
they function, and be able to relate this to their
individual clinical unit. As health-care delivery
expands, organizations will continuously take on a
new look and approach to structure. By studying
and learning the organizational structure, nurses
will better understand their role within it. The
nurse is the key person at the bedside, coordinating
the care for the patient. Registered nurses work
within a matrix of systems within the health-care
organization, being a gatekeeper of information
that can improve outcomes for the organization.

In this chapter, the reader will learn about orga-
nizational theory and its role; review the character-
istics and the different types of health-care
organizations; and understand how the corporate
vision, mission, values, and philosophy guide the
organization. The chapter also presents informa-
tion on governance models, the different types of
health-care delivery settings, and the importance of
continuity of care for the health of the organization.
The chapter concludes with predictive future
trends related to organizations.

Organizational Theory

Organizations consist of groups of people coming
together for a common purpose. An organization
can be defined as “a group of persons with specific
responsibilities who are acting together for the
achievement of a specific purpose determined by the

organization” (Huber, 2000, p. 454). It is “the struc-
ture that supports the organizational processes,”
according to Yoder-Wise (2003). Organizations
comprise people who are given specific tasks to com-
plete within their defined job role.

Organizational “theory,” technically, dates back
to biblical times, when thought was given to how
groups were organized. Pharaoh utilized theories to
build the pyramids of Egypt. Workers were organ-
ized into specific groups with specific tasks to be
completed for the success of the structure. Modern
organizational theory began during the Industrial
Revolution. Many theories have been reviewed to
demonstrate the how and the what of organizational
structure. Today’s view of the structure emphasizes
the relationships of the groups within the organiza-
tion, the people, and how work is accomplished in a
self-organized system (Crowell, 1998).

It is important to understand the different theo-
ries of how organizations have come to be because
the theory serves as the foundational component
and the driving force for how groups are formed
and function in today’s health-care arena. As we
discuss the theories, it will reveal the transitions
and variations that shape organizational functions
today. By studying organizational theories, the
reader will understand the functionality of organi-
zational structures.

CLASSICAL THEORY

The Classical Theory, dating to the 1890s, is one
of the oldest theories regarding organizational
structure. The focus of this theory was on the struc-
ture of the formal organization: it examined the
efficiency of the organization as a by-product of the
design of the system. The concept was that the peo-
ple of an organization will be productive if they are
given a well-defined task to complete. By dividing
work into tasks and requesting employees to com-
plete the same task every day, the theory proposed
that productivity would increase because of the rep-
etition of the task. This worked from an industrial
perspective.

Results of this theory have come to be known
as the classical principles of organizational design.
These principles examine how members are divided
into work teams, who reports to whom, the number
of people for whom the managers are responsi-
ble, and the shape of the structure. From classical
principles, Max Weber, called the Father of



Organizational Theory, created the bureaucratic
model of organizational structure. Weber’s model
consists of the following components:

m Organizational structure

m Division and specialization of labor
m Chain of command

m Span of control

The organizational structure concerns the
arrangement of the work groups within the organi-
zation and is intended to support the organization’s
survival and success. The structure determines
accountability and responsibility. It dictates who
makes the decisions and who has authority and
oversight of workers. The structure shows who
reports to whom and gives a pictorial view of the
organization. In the Classical Theory, workers were
placed into departments in relation to the work
they were assigned to complete.

Specialization of labor dictates that the work
of the organization be divided into tasks and
employees be assigned a specific task to complete.
Limiting the number of tasks assigned to each
individual increases the efficiency and improves
the organization’s product. Just as in an assembly
line, the worker who puts steering wheels on a
car every day will become very proficient at the
task. The risk of error is reduced, and efficiency is
increased.

Chain of command refers to the formal line of
authority and responsibility within the organiza-
tion. Authority is the power to guide and direct
workers within their specific area. This authority is
usually depicted by vertical lines on an organization
chart. This linkage is from the key position on top
to the positions directly below. Responsibility refers
to the obligation to produce or to complete the task.
Each worker is responsible to finish the task
assigned by a superior.

Span of control refers to the number of employ-
ees who report to a manager or a supervisor. A wide
span of control indicates that many employees
report to a supervisor; a narrow span means that
few employees report to one. The number of people
reporting determines the organizational structure
(Altaffer, 1998). A narrow span of control is indica-
tive of a tall structure because each manager has
only a few people in the reporting structure. There
are many managers responsible for a limited num-
ber of people, which results in many layers to get to
the top of the organizational structure. There are
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often many layers for the change of command, and
the span of control is narrow. A wide span of con-
trol is indicative of fewer managers and more
reporting workers, resulting in a flat organizational
structure.

Many organizations still base their structure on
the Classical Theory principles, utilizing some of
the components to make up their structure. As
organizations begin to function leaner with limited
resources, other approaches and options to organize
the employees are being implemented. The Classical
Theory is based on the concept that the employee
does one job and will learn it well. In health-care
organizations today, multiple tasks are being man-
aged and completed by fewer employees.

NEOCLASSICAL THEORY
(HUMANISTIC THEORY)

The Neoclassical Theory became popular in the
1930s. It placed emphasis on cooperation and par-
ticipation in the workplace (Sullivan & Decker,
2001). The key factor in this theory is motivation.
A motivated employee will produce better output in
the job setting (see Chapter 3 on motivation in this
book). If employees are given satisfactory working
conditions and have opportunities to socialize with
other employees, job satisfaction will improve, and
the employee will be more motivated.

The Neoclassical Theory links with a democratic
style of leadership because the employees are
encouraged and allowed to participate in the func-
tions of the organization and the decision-making
process. For example, employees may participate on
committees related to patient education and care
outcomes. Nurses and other members of the health-
care team have a voice in the decision-making
process. The Neoclassical Theory relates to a flat
organizational structure. Processes are decentral-
ized, and member involvement is encouraged.

SYSTEMS THEORY

Systems Theory is based on the work of Von
Bertalanffy (1968). This theory asserts that systems
are a whole and that organizations should be
viewed as a whole, considering the relationships
within the structure of the organization. A system
is a complex mix of intertwined elements, including
inputs, throughputs, and outputs. Inputs are the
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S\ ot topic:
Nurses and the Public

Nurses today have many opportunities to expand their
services to the public domain. In the past, private duty
nursing was common; nurses provided services for a fee
or in exchange for room and board. Essentially, the
nurse was considered a free agent and could take her
services just about anywhere. Today, nurses have many
more chances to incorporate their services and provide
care for a fee. The nurse can still function as a free
agent. One example is the nurse anesthetist. This nurse
can work for a variety of hospitals and free-standing
surgical centers at the same time. The nurse can incor-
porate the services provided and have contracts with
many agencies at the same time.

Another example is the consultation nurse. The nurse
may have expertise in the area of technology and sign
contracts with a variety of health-care institutions to
assist them with their technology development.
Forensic nursing is still another example. The forensic
nurse possesses expertise in investigating crime, evi-
dence gathering, and providing health-care services to
victims of crime. A nurse with this type of background
can contract with prison systems, emergency rooms,
lawyers, and the legal system.

Free agency for nursing is not a forgotten topic. In the
21st century, it is an opportunity to expand services to
the public as well as to gain independence within the
selected specialty. Nurses today have many opportuni-
ties to become autonomous within their practice and
to develop and expand their potential.

items being put into the organization to create the
product. The throughputs are the processes put into
place to assist with the creation of the outputs.
These elements work together to accomplish spe-
cific goals within the organization. Changes in one
part of the system affect the other parts of the sys-
tem, creating a ripple effect. The resources are
inputs, such as the employees, patients, materials,
money, and equipment imported from the environ-
ment. The work is considered the throughput. This
is the work within the organization, transforming
energy and resources to yield a product. The prod-
uct (the output) is then exported to the environ-
ment. The organization is a constant recurring
cycle of inputs, throughputs, and outputs.

CHAOS THEORY

The Chaos Theory stresses the importance of
change within organizations. Change is the stimula-
tion of the organization, and it is constant in health
care today. Change can create stress or relief for
organizations, depending on how it is perceived and
interpreted (see Chapter 11 on leading change).
Leaders must constantly assess the organizational
environment and determine whether there is con-
sistency within the structure. Organizational lead-
ers working under the Chaos Theory will excel with
change and creativity (McGuire, 1999). Manage-
ment is flexible and will reward those organiza-
tional members who thrive on adaptive behaviors
and innovation. The overall goal of the organization
is to be successful in an environment of constant
change. This theory works well with health-
care organizations today. Change is inevitable, and
employees must learn to adapt and excel to remain
employable in health care.

CONTINGENCY THEORY

The concept within the Contingency Theory is
that the organization’s structure must match the
working of the environment. The most common
aspect of the Contingency Theory recognizes the
style of the leader and how this influences the situ-
ation. How the leader leads will determine how the
organizational structure is established. There is
variation in leadership style to gain expected out-
comes. There is no one leadership style that fits
every situation; a good leader will learn how to
adapt to each situation to support the desired out-
comes. The organizational structure based on this
theory is flexible and varies based on the needs of
the organization and the leader.

LEARNING ORGANIZATIONS

In a learning organization, the people and the
systems respond and expand their capabilities to
obtain the results that are desired. The basic con-
cept is that in situations of change, the organization
that is adaptive to the change will thrive. Learning
organizations are becoming more popular in busi-
nesses today. Members of organizations have the
ability to create and manage the changes (Senge,
1999). Particular people are employed because



of their commitment to the organization, and this
commitment serves as a resource for the success of
the organization. Peter Senge (1990) identifies five
disciplines for a learning organization to be suc-
cessful: systems thinking, personal mastery, mental
models, building a shared vision, and team learning.

Systems thinking is the ability to examine an
organization as a whole entity, not separate units,
and to see the interrelationships between the units.
Successful organizations explore systems as a whole
and as very dynamic processes. Personal mastery
refers to a continuous learning process by each indi-
vidual. It is based on self-discipline and the idea
that individuals never stop learning. Mental models
refer to an individual’s ability to see things differ-
ently and work with pictures within the mind to
influence how a given situation is seen and inter-
preted. This means taking a situation and being
able to view all sides of it to discover the objectivity
of it. Building a shared vision is the ability of the
organization to create a shared idea of the future
goals and dreams. This vision creates energy for the
members of the organization to work together as a
team and meet the goals of the organization. The
final component, team learning, refers to the orga-
nizational members’ ability to unite as a whole for
the betterment of the organization. This will
improve organizational results. When members
work together, processes improve, and outcomes are
enhanced.

Organizational theory plays an important role in
the productivity and success of the organization.
The theory helps determine the type of organiza-
tional structure and how the organization will func-
tion. It is important for managers and leaders to
understand the theories, how they relate to their
organizations, and how they can influence the
members of their organization.

Organizational Components
and Planning

Health-care organizations have been transformed
by the many changes in social, structural, political,
and human resource allocations (Bolman & Deal,
2003). Some specific factors that have contributed
to these changes include quality care issues, increas-
ing health-care costs, and the focus on patient satis-
faction. These factors affect how the organization is
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run and contribute to changes within the structure.
Organizations with a strong value set, mission,
vision, and philosophy will be more prepared to suc-
cessfully meet these ever-changing events. Goals
and objectives, policies and procedures, and strate-
gic planning are also key components of facile orga-
nizational operation.

ORGANIZATIONAL VALUES

The stated values of an organization give meaning
to its existence and help its members act in concert
with its motives. The values clarify what is impor-
tant to the organization in regard to its customers,
products, and/or services. Values set the standards
for behavior within the organization and support
the mission and the strategic plan. Organizational
leaders determine a set of values that align with the
mission and the vision of the organization.

The values for the organization serve as the
foundational cornerstone for the events and activi-
ties of the facility. Organizational values are related
to the success of the organization and determine
how it will function when working with its cus-
tomers. For example, if a hospital as an organization
values service, the members will work hard on
methods to improve their patient satisfaction sur-
veys. A client who returns for future care at the
hospital is usually one who is pleased with the type
of service given. Leaders of the organization express
these values on a daily basis within their work and
responsibilities to the system. Values can be an
implicit or explicit part of the mission statement
and are incorporated implicitly into the organiza-
tion’s culture. See Box 4-1 for some examples of
organizational values.

MISSION STATEMENTS

The purpose or the mission statement encapsulates
the intent and goal of the organization. It explains,
in a short statement, the core reasons behind the
organization’s existence and a primary focus on a
single strategic thrust for the organization. The pur-
pose of each area of the organization is to pursue
the stated mission of the organization. The mission
statement sets standards for the organization’s phi-
losophy and its goals and objectives; it is the base-
line for decisions of the organization. The mission
statement drives the organization’s existence and is



46 Understanding Organizations

BoxX 4-1

Organizational Values

Integrity Caring
Quiality Respect
Service Competence

a reflection of the culture. See Box 4-2 for an exam-
ple of a mission statement.

VISION STATEMENTS

The vision statement incorporates an organiza-
tion’s mission and values. It serves as the future-ori-
ented plan for the organization, the wish list of
future development ideas, and the plan to set this
wish list into motion. The vision statement serves
as the dream of the organization and provides guid-
ance on where an organization wants to be 10-15
years into the future. See Box 4-3 for an example of
a vision statement.

ORGANIZATIONAL PHILOSOPHY

The philosophy of an organization is derived from
its mission and incorporates the organizational val-
ues that direct the behavior of the organization. The
information provided in the philosophy—the values
and principles of the organization—provides the
framework for the decision-making process of the
organization and shapes the social and professional
development of the organization. The philosophy
serves to allow employees to achieve common goals
(Wendenhof & Strahley, 1995). The philosophy
underlies the goals and objectives of the organiza-
tion, so it is imperative that nurses understand and
know their organization’s philosophy. See Box 4-4
for a sample philosophy.

BoxX 4-2
Sample Mission Statement

Provide a personal approach to the services offered

by demonstrating a commitment to quality health care
and offering services that promote well-being of the
community through education and advanced
technology.

BoX 4-3
Sample Vision Statement

To be the premier leader in quality health-care education
and service.

ORGANIZATIONAL GOALS
AND OBJECTIVES

The specific goals and objectives of the organization
provide more concrete information on what and
how the organization plans to provide/act, under
the guiding hands of its established mission and
philosophy. The organizational goals are the broad
statements of intent, and the objectives are the spe-
cific ways to accomplish the goals. Goals are a part
of the planning process, which is one of the func-
tions of management. Generally, the goals and the
objectives explain the services offered, the resource
allocation, the future plans, and the responsibility
to the customer (Box 4-5).

ORGANIZATIONAL POLICIES
AND PROCEDURES

Each organization also has established policies and
procedures. A policy is a written plan stating how
the organization will function and work together.
Policies help the organization to accomplish the
established goals and directives and provide cohe-
sive guidance for the members of the organization.
The procedures are the methods and direction on
how the policy will be implemented. Procedures

BoX 4-4
Sample Philosophy

Hospital and Health-Care Organization, in conjunction
with the Board of Trustees and entire health-care staff,
believe that human beings are unique and holistic, having
value and worth as individuals with individualized health-
care needs. The health-care team at Hospital believes in
providing the best possible care and education (using
enhanced technology) to the community it serves. Each
client has diverse learning needs and individualized goals
to meet health-care needs. The focus of care is on well-
ness, caring, and the highest standards of customer
service and quality.



BoX 4-5
Sample List of Goals

m An environment will be established that is conducive
to patient teaching and learning.

m Nursing staff will identify the patient’s need for
independence and foster relationships to develop this.

m Quality nursing care will be provided within all levels
of the organization.

m Annual development and assessment plans will be
implemented with all employees of Hospital.

offer step-by-step guidance as to how to implement
and carry out the policy. Policies and procedures are
used during employee orientation, daily routines,
and decision making. Both establish interdepart-
mental consistency within the organization. The
policies and procedures familiarize employees with
the rules and also serve to provide guidance and
organizational direction.

ORGANIZATIONAL STRATEGIC PLANNING

Many organizations do strategic planning 3-5 years
(see Chapter 14) out for the purpose of preparing to
reach future goals. Strategic planning begins with
analysis of where the organization stands currently
and where it wants to be in the future.

The strategic plan has to have value for the mem-
bers of the organization, and it needs to fit with the
vision and mission of the organization. The strategic
plan may include new services for patients, building
opportunities, and other growth for the organiza-
tion. It serves as the blueprint for the future. The
strategic plan maps out ideas from the vision while
focusing on the mission of the organization.

Implementation of the strategic plan requires
strong leadership and managerial skills, support
from the board of directors, administrative accept-
ance, and an understanding by all employees. It is
critical that members of the organization under-
stand what the strategic plan contains and where it
will guide them for the future. Many organizations
hold informational sessions to obtain employee
input and feedback. Informed employees are happy
employees, and there will be greater acceptance
when all understand and participate in creating the
goals for the organization’s future.
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The Organization Chart

The organization chart outlines the formal working
relationships and the way people interact within
the given structure. The organization chart estab-
lishes the following:

m Formal lines of authority—the official power
to act

m Responsibility—the duty or assignment

m Accountability—the moral responsibility

The chart displays the decision-making authority
within the organization, illustrating who has the
power to make and enforce decisions for the organ-
ization. Organizational leadership has the unique
ability to implement and follow the values, mission,
vision, philosophy, and strategic plan in order to
ensure the organization’s future. The leadership of
the organization is identified and described in the
organization chart.

The formal channels of communication are iden-
tified as well as how members fit within the given
structure. The chart demonstrates the formal rela-
tionships within the organization but does not
demonstrate the informal communication and rela-
tionships that often develop as a result of working
within the organization. The chart shows how the
organization is supposed to run and how depart-
ments support one another in this process. Charts
change frequently and require updating at least
annually so that they represent what is really hap-
pening within the organization. Organization
charts generally reflect the components displayed in
Figure 4-1.

CHAIN OF COMMAND

Chain of command demonstrates who formally
reports to whom within the organization. The ver-
tical lines in the chart represent chain of command.
It is a formal line of authority and communication
within the organization and the structure.
Authority and responsibility are delegated down
through the chain of command. This philosophy
works well, as organizations are attempting to
decrease the number of layers within their struc-
tures in order to decrease the number of manage-
ment positions and save money.
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Line Positions

Line positions are depicted by the solid vertical
lines within the organization chart. These lines
demonstrate who is responsible to whom within the
organization. The positions with the most decision-
making power are near the top of the organiza-
tion chart. An example of a line position would be
the Nurse Manager of the Pediatric unit, who has
power and authority over the staff nurses on the
unit. Another example would be the vice presi-
dent of the organization who reports directly to the
president.

Staff Positions

Staff positions are broken horizontal lines or
dashes within the organization chart, showing
the relationship between two people who work
together to support objectives within the organiza-
tion. These positions are primarily advisory in
nature, with no direct authority over the people
they are working with. The staff positions support
each other within the organization by consultation,
education, role modeling, and development. An
example would be the vice presidents of the organi-
zation with respect to one another. These members
advise and consult with each other but report to a
person in a higher position, through the vertical
line connection.

Nursing Operations Business and Finance |
Cardiac |[<€— Facilites |<€— Accounting |<€——
Medical Information | Human
E Technology | Resources
Surgical |<€— Food | ¢ Development |<€—
Services
Maternity |<— Environmental | |
Services

FIGURE 4-1 Organizational components.

Organizations would be hard-pressed to function
without staff positions. Managers usually work
closely with people in staff positions to support a
specific cause or opportunity for the unit. For exam-
ple, the manager works closely with the nursing
educator to support the educational needs of the
nursing unit. The manager would find it difficult to
do this task without the educator’s assistance and
expertise. The educator does not necessarily report
to the manager, nor do the staff nurses directly
report to the educator. This is an example of the
advisory nature of the staff position.

Unity of Command

The concept of unity of command is central to the
hierarchy of the organization. The overall thought
is that each person on the organization chart has
one manager or one boss. This is observed on the
chart by the vertical solid lines that connect posi-
tions on the chart. As health-care organizations
continue to grow and increase in complexity, there
may be more than one person to whom an employee
must report.

Span of Control

Span of control is denoted on the chart as the num-
ber of people reporting to each manager. The span of
control determines how the organizational structure



will appear on paper (Altaffer, 1998). A wide span
of control indicates that many people are reporting
to a manager, and a narrow span of control indicates
that only a few people are reporting to the manager.
In the 1990s, many managers were let go, and their
positions were combined to cover many different
units in an effort to reduce management costs. Due
to the hierarchical nature of the chart, the higher a
leader resides within the organizational structure,
the fewer the people who report, but the greater the
overall responsibility that leader has within the
organization. As health-care organizations change
and consolidate, upper-level managers are taking on
a greater span of control (Altaffer, 1998).

DECISION MAKING

Organization charts also depict how decisions are
made within an organization. Centralized decision
making occurs when a few people at the top levels
of the organizational structure make decisions.
Such a chart will appear tall and hierarchical on

Practice to Strive For 4-1

Today's organizations face many challenges with changes
in health-care technology, reimbursement, and practice.
The organizational leader’s jobs are to formulate an organi-
zational culture and climate that is supportive of the vision,
mission, and values of the organization. One main point to
strive for is autonomy for the nursing staff. The culture
should provide the members opportunities to grow and
develop within their profession, such as with shared gover-
nance practice models and magnet status. Both affect
nurses and how they will function within the organiza-
tional structure. The culture surrounding magnet status is
one of care centers, with leaders who work with the staff to
plan and evaluate the organization’s services to meet the
needs of the community.

Magnet status allows the nursing staff to participate and
share in the development of policies and procedures
through committees detailing research, practice, and edu-
cation. Quality care and indicators are a part of all perform-
ance appraisal processes and patient satisfaction surveys.
The overall nursing structure includes autonomy, collabora-
tion, and delegation as key processes within the nursing
philosophy. Nurses participate in all levels of decision mak-
ing within the shared governance model. Organizations
strive for excellence and ensure this within all of the services
and activities offered. This philosophy is threaded through-
out within the vision, mission, and values.
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paper. Decentralized decision making occurs
when decisions are made throughout the organ-
ization, at the lowest level possible within the
organization. Such an organization chart takes on a
flattened appearance. In decentralized decision
making, authority, responsibility, and accountabil-
ity are given to the person closest to the problem to
resolve the issue. This method increases employee
morale and job satisfaction. Employees given such
authority tend to be more motivated and feel valued
as members of the organization (Huber, 2000;
Marquis & Huston, 2003).

The management and the leadership of the
organization have to be comfortable with the type
of decision making that will evolve with the organ-
ization. The method used to make decisions is influ-
enced by the mission, the vision, the values, and the
philosophy. The size of the organization may also
influence what method is used.

Type of Organizational
Structures

Health-care providers should be familiar with the
type of structure used within their organization.
The structure affects communication patterns, rela-
tionships, and authority within the health-care set-
ting (Marquis & Huston, 2006). The structure
provides stability for the mission, the vision, the
values, and the goals of the organization. The struc-
ture aligns itself with the goals of the organization
and provides efficiency for the organization.

The structure provides stability for decision
making within the organization. The structure
determines how the decision will be made. The
organization chart depicts the lines of authority and
chain of command and identifies communication
patterns and relationships for the employees of the
organization.

TALL/CENTRALIZED/BUREAUCRACY

The centralized structure, a tall structure, also
known as the bureaucracy, is a hierarchical struc-
ture (Fig. 4-2). Decision making and power are held
by a few people within the top level. Each person
who has some power and authority is responsible
for only a few people. There are many layers of
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FIGURE 4-2 Bureaucracy.

departments, and communication tends to be slow
as it travels through this type of a system. This type
of structure is noted for its subdivision and special-
ization of labor. Advantages to this type of structure
are that managers have a narrow span of control
and can maintain close supervision of their employ-
ees. A disadvantage is that there may be a delay in
decision making due to the many layers of people
that the decision must pass through to get to the top
administrative level. It predisposes leaders to an
autocratic style of leadership because many deci-
sions must go to the top of the organization or the
higher-level supervisor for an answer.

FLAT/DECENTRALIZED STRUCTURE

The decentralized structure is flat in nature, and
organizational power is spread out throughout the
structure (Fig. 4-3). There are few layers in the
reporting structure, and managers have a broad span

of control. Communication patterns are simplified,
and problems tend to be addressed with ease and
efficiency at the level at which they occur.
Employees have autonomy and increased job satis-
faction within this type of structure. A disadvantage
is the broad span of control, which may make it hard
for management to process information quickly and
efficiently for the employees. This is especially true
for decisions that need to span the whole structure.
Management at all levels takes on a greater sense of
responsibility within this structure, so education
across teams is important. Managers may be super-
vising areas with which they are not familiar or
have limited working experience.

AD HOC/ADHOCRACY STRUCTURE

The organic or adhocracy structure of organi-
zation is an open, free-form system. This system
has resulted from behavioral research based on job

Nursing Administrator

v

r v

Maternity Pediatric Surgery
Supervisor Supervisor Supervisor
v v v v r v v v v
Nurse Nurse Nurse Nurse Nurse Nurse Nurse Nurse Nurse

FIGURE 4-3 Decentralized structure.



satisfaction and efficiency. This type of structure is
used with specialized teams to complete a specific
task. From an organizational perspective, the entire
organization consists of specialized teams, each
assigned to complete a specific task. The major dis-
advantage of this type of structure is the lack of a
formal chain of command. The teams work
together, but when problems are encountered there
is no assigned person within the structure on whom
they can rely for resolution.

MATRIX STRUCTURE

The matrix structure is a combination of two struc-
tures, consisting of the product (output) and the
function, linked into one structure. The function
consists of all of the activities and duties needed to
produce an end product, and the product is the
result of the function. The structure works to bal-
ance the function and service of the organization
into one operational outcome. The functions are the
tasks required to complete the product. The man-
ager of the product division works with the manager
of the function division, creating two lines of
authority, accountability, and communication. The
team approach is incorporated, and there is a
decrease in the number of formal rules for this type
of structure. Issues with the matrix structure
include the vague chain of command and goal vari-
ation between the two structures. This type of struc-
ture implements the use of resources efficiently.

STRUCTURES SPECIFIC TO HEALTH CARE

As health-care organizations continue to change
and reorganize services to meet the needs of the cus-
tomer, so will the look of the structure. Many ser-
vices are changing and becoming more accessible for
the patient entering the complex health-care arena.

Integrated Health-Care System

Integrated health-care systems can be defined as
innovative, patient-centered hospital delivery sys-
tems that continuously improve quality and use
resources cost-effectively (Effken & Stetler, 1997).
This type of system evolved as a result of changes in
reimbursement and managed care. An integrated
health-care system is a network of structures com-
bined into one to provide better continuity of care
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for patients in the most applicable setting. The net-
works share the risks associated with the cost to
provide care to the patients (McCarthy, 1997). By
providing services in the most appropriate setting,
the costs can be contained, which allows for a bet-
ter patient outcome.

The push for an integrated system stems from
the need to improve the quality of care within
organizations, to reduce costs associated with
health care, and to ensure patient/customer satis-
faction (Wolf, Hayden, & Bradle, 2004). The single
hospital of yesterday is now a component of a much
larger system, offering a wide range of services for
the consumer. Integrated health-care systems
attempt to keep costs down and keep dollars for
care within their own systems. This type of consol-
idation also assists and prepares for managed com-
petition. One example of a cost control measure
includes redesigning practice to serve the organiza-
tional and patient needs better. Management sys-
tems look collaboratively at patient care and
outcomes of care. It is important for nurses to know
and understand how these systems work and what
can be done to enhance them.

The services offered can include a combination
of any of the following: hospital, clinics, home
health, community health, school nursing, long-
term care, and rehabilitation services. When ser-
vices vary like this, it is known as vertical
integration, which provides a range of health-care
services across the life span (Newhouse & Mills,
1999). When the integrated system consists of a
chain of similar services, such as all hospitals or
clinics, this is known as horizontal integration.

TYPES OF HEALTH-CARE SERVICES

There are three types of health-care services on the
health-care continuum. Integrated systems often
provide all three types. The shift to managed care
has also changed the focus from secondary and ter-
tiary care to primary health care. Primary health
care prioritizes the importance of health promotion
and illness prevention. This is the first line of
defense for health care. Examples of health-care
services provided in primary care include physician
visits, immunization clinics, mammography, and
teaching and education for clients. Primary health
care covers services that prevent illness. Secondary
health-care services focus on treating disease
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through intervention. The patient has a health
alteration and seeks treatment to improve the cur-
rent state of health. Secondary health-care settings
include the acute care setting, such as inpatient hos-
pitals, surgical centers, and birthing centers.
Tertiary health-care services focus on the restora-
tion and rehabilitation services for patients with
chronic health-care needs. The goal is to maintain
the current state at the best possible level of health.
Health-care settings include long-term care facili-
ties, hospice, and rehabilitation centers.

Managed care is the umbrella term that is used to
address the financing and risk management for
services provided in integrated health-care systems.
Managed care unites the financing groups with the
providers of care. The goal of managed care is to
establish programs that benefit all key participants,
including the insurance companies and the physi-
cians. The push for managed care was evident as
the health-care industry continued to become more
complex and difficult for patients to maneuver and
understand. Intensifying these concerns was the
increase in cultural diversity served by the private
sector (Valanis, 2000). The managed care model is
the only health-care delivery model formulated
from market and customer response, as compared
with government and legislative initiatives (Kelly-
Heidenthal, 2003; Liberman & Rotarius, 2001).

Managed care involves a prepaid mechanism,
which means that a predetermined dollar amount is
established to cover the cost of the health-care serv-
ice. Care that is rendered is selective and requires
prior authorization. There are many types of man-
aged care products in use currently. The most com-
mon is the health maintenance organization
(HMO). The HMO plan offers health care for its
members for a fixed prepaid amount. An enrolled
group of patients participates in the plan, and the
provider is considered an employee. The provider
receives a fixed payment for the services from the
subscriber and assumes the financial risk. The
advantage of a managed care program is cost reduc-
tion. There is a gatekeeper for the patient, usually
the primary care physician. The gatekeeper’s role is
to oversee and coordinate services for the patient in
the mix of the system. A disadvantage to managed
care includes limitations to specialized care needs;
some organizations are profit-driven and limit their
services. Patients in health care today are dis-
charged quicker and sicker, with only limited ser-
vices available outside of the acute care setting.

Professional Practice Models

In organizations where nurses are employed and
valued, management has developed and imple-
mented opportunities for professional, autonomous
nursing practice. Shared governance is defined as
“structures... based on a set of principles about the
relationship between the worker and the work-
place” (Porter-O’Grady, 2003, p. 251). The push
was for decentralized nursing leadership and deci-
sion making for professional nurses. Such a struc-
ture is based on the values of interdependence and
accountability for nursing practice. The objective is
to empower the nursing staff through involvement
in decisions that affect their specific work areas
(Erickson, Hamilton, Jones, & Ditomassi, 2003).
The outcome from implementation of a profes-
sional practice model is that nurses have control
of their nursing practice. Nursing staff participates
in nursing committees that cover topics such as
education, community involvement, research, qual-
ity control, and staffing, scheduling, and hiring
practices.

The uniqueness of this structure is that nurses
gain control and autonomy over their professional
nursing practice. Governance models are designed
to link values and nursing practice beliefs to achieve
quality care (Anthony, 2004). There are more
opportunities to be involved in decision making and
have a voice within the organizational structure. As
the nursing staff members serve on the various
committees, they plan and organize the care of the
patients and establish standards for nursing care
based on research and evidenced-based practice.

MAGNET STATUS

The American Academy of Nursing (AAN) began
to review and identify as magnet hospitals those
hospitals that had solid organizational structures
and a decentralized, open management style. This
concept became popular in the 1980s in rela-
tion to professional practice model concepts. The
goal of the magnet organization was to demon-
strate autonomous nursing practice through self-
governance, appropriate staffing, clinical expertise,
and clinical ladder career opportunities (Upenieks,
2003).

To obtain magnet status, hospitals demonstrate
that the structure in place is exemplified through a
professional practice model that promotes excel-



lence in nursing. Compliance with the identified
standards must be demonstrated at all levels of
nursing care within the organization (McClure,
Poulin, Sovie, & Wandelt, 1983). Multiple days of
onsite evaluations to assess organizational magnet-
ism are conducted by the accrediting organization,
American Nurses Credentialing Center, to deter-
mine if magnet status can be awarded. Status is
awarded for 4 years. To achieve magnet status,
there must organizational and nursing leadership
linkages. There are 14 criteria necessary to obtain
magnet status:

i

Quality of nursing leadership
Organizational structure
Management style

Personnel policies and programs
Professional models of care
Quality of care

Quality improvement
Consultation and resources
Autonomy

Community and the hospital

. Nurses as teachers

Image of nursing

. Interdisciplinary relationships
. Professional development
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Organizational Culture
and Climate

All organizations have an informal structure that is
not identified on the organization chart. It com-
prises the social networks and relationships that
develop in the work setting. It provides a sense of
belonging within the organization, also known as
the culture and climate of the organization. These
concepts provide insight into the organization and
help influence change.

ORGANIZATIONAL CULTURE

Culture can be defined as the assumptions and
beliefs that organizational members have in com-
mon. It is the “shared values and beliefs within the
organization” (Huber, 2000, p. 437). The culture of
the organization contains the norms that character-
ize the environment (Sleutel, 2000). The culture
gives a sense of identity to its members and their
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commitment to the organization, and it helps to
determine the behavior of the organization. It
drives the work and the quality of the care within
the organization (Gershon, Stone, Bakken, &
Larson, 2004).

Culture also means that there are things in the
environment that are constant, unspoken, and
rarely subject to change. The culture consists of
things that are not written down but are known by
all members. The organizational culture affects
the outcomes of quality for the organization. The
culture is learned through the relationship between
behaviors and the consequences (Jones & Redman,
2000).

ORGANIZATIONAL CLIMATE

The climate of the organization is the “perception
of how it feels to work in a particular environment”
(Snow, 2002, p. 393). Components of the climate
are specific and easy to measure. Some characteris-
tics of climate include amount of involvement mem-
bers can have, supervisor support given, amount of
respousibility given, commitment of the members,
flexibility of the work setting, and standards set for
improving practice. The key assessment question to
ask regarding the climate of an organization is
“Would I want to work here? Why or why not?”
The climate comprises the social aspects of the
organization that make the members feel like they
are a part of the team.

All Good Things...

Health-care organizations face many changes in
today’s world. Nurses are a major component of a
health-care organization, and it is imperative they
understand the structure in which they provide
nursing care. The structure of the organization is
defined by the organization chart. This chart indi-
cates who reports to whom and who is responsible
and accountable for the functions of the organiza-
tion. The organizational structure defines the
arrangement of the work groups. Organizations
today that have a strong value set, mission, vision,
and philosophy are better prepared to meet ever-
changing events and the needs of their customers.
This chapter defines organizational theories, differ-
ent types of structures, lines of authority and
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accountability, and the components of the organiza-
tion chart. These are all elements that help mem-
bers understand their work environment. Nurses
need to be knowledgeable and comfortable within
the culture and the climate of the organization.
Many organizations are improving their work envi-
ronment through shared governance and magnet
status for the nurses. This provides autonomy and
demonstrates the importance of a professional prac-
tice environment for the registered nurse.

Let’s Talk

1. Determine what your personal values are, and
compare them with those of a local health-care
setting. Do you see a fit with your values and
those of the organization?

2. Think of the last position you had or the current
job you are in. What type of organizational
structure was in place? Was it working for the
organization? Did you feel comfortable within
the structure?

3. Describe the type of culture and climate you
believe will best serve your needs as a practicing
registered nurse.

NCLEX Questions

1. Which theory emphasizes the importance of
cooperation and participation in the workplace?
A. Chaos Theory.

B. Systems Theory.
C. Classical Theory.
D. Neoclassical Theory.

2. When reviewing an organizational chart, what
represents the formal line of authority and
responsibility within the organization?

A. Specialization of labor.
B. Chain of command.

C. Span of control.

D. Organizational structure.

3. The basic concept behind a learning organiza-
tion is:
A. The popularity to change.

B. The people change.
C. The adaptation to change.
D. The resources of change.

. Which one of the following sets the standards

for behavior within the organization?
A. The mission.

B. The values.

C. The philosophy.

D. The vision.

. Line and staff positions are identified on the

organization chart. What does the line position

denote?

A. Who is responsible to whom within the
organization.

B. Advisory relationships between employees.

C. The number of people reporting to each
manager.

D. How the decisions are made by the employer.

. Which type of structure has decision making

and power being led by a few people?
A. Flat.

B. Integrated.

C. Matrix.

D. Tall.

. What is characteristic of a flat structure?

A. Narrow span of control.

B. Fewer layers in the reporting structure.
C. Combines two structures into one.

D. Is cost-effective with use of resources.

. A patient was admitted to the hospital for an

outpatient surgical procedure. Discharge was on
the same day, and recovery continued at home.
This is an example of what type of health care?
A. Primary.

B. Secondary.

C. Tertiary.

D. Quarterly.

. Professional practice models allow for auton-

omous nursing practice. This concept is based
on the relationship between the worker and the
workplace. An example of a professional prac-
tice model is:

A. Matrix.

B. Integrated health care.

C. Shared governance.

D. Nursing care delivery.



10. Organizational culture and climate are impor-
tant aspects of the organization. Which of the
following are characteristic of the culture of the
organization?

A. Supervisor support given.

B. Flexibility of the work setting.

C. Responsibility given.

D. Determines the behavior of the organization.
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Legal and Ethical
Knowledge for Nurses

SHIRLEY GARICK, PHD, RN, MSN, ABQARP Diplomate, Legal Nurse Consultant (LNC)

CHAPTER MOT

“Mercy and Justice balance the scales of yustice;
if mercy fails then ustice must prevail.”

Anonymous

Discuss foundations of the law.

Describe general areas of the law.

Explain the difference between civil and criminal law.
Define ethics.

Describe ethical principles and theories.

Discuss the interrelationship between law and ethics.
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Understanding the legal and ethical issues
involved in nursing practice is critical for all nurses,
especially managers and leaders. Legal and ethical
issues are intertwined in many ways, but the two
entities are distinct bodies of thought and practice.
Ethics and laws both derive from societal values.
Ethics is a branch of philosophy that involves clari-
fication of the “shoulds” and “oughts” of individuals
and society. Ethical decision making entails a dis-
tinctive choice between undesirable options. Ethical
algorithms help to guide decisions by looking at mul-
tiple dimensions of the situation under review.
Laws, on the other hand, are set down by the state
or federal governments, administrative agencies, or
courts, to establish boundaries of behaviors for soci-
ety. The legal process constantly questions and
debates the law on both legal and ethical planes.

To clear some of the confusion that often sur-
rounds ethics and law, it is important to point out
that ethics deals with the “should and should nots”
that are related to behavior or actions taken by an
individual. Ethics also deals with the questions of
why an action is reprehensible or not reprehensible
(Fry & Veatch, 1992). The legality of these choices
is always a strong consideration when attempting to
resolve ethical dilemmas. Ethical dilemmas in
health care come up frequently, and they often
address life and death issues. Nurse leaders must be
prepared to address these issues in order to guide
the members of their nursing staff. This chapter
considers the aspects of the legal system with which
the nurse leader must become familiar and then
explores the foundations of ethics and ethical deci-
sion making.

The Legal System

The American legal system is based on the early
English system of common law. Common law
refers to case law that is directed and made by a
judge rather than by a governmental legislative
body. This type of law is set by precedent or the
principles of stare decisis, along with the factual sce-
nario of a given case. These laws build from one
case to the next, as each judge’s decision sets the
precedent for future cases. In addition to federal
law, Pohlman points out that each state court sys-
tem has it own “case law [emphasis added] based

on the interpretation of its respective statutes”
(Pohlman, 1990, p. 296). State and federal legisla-
tive bodies create statutes according to societal
need. Administrative agencies detail the implemen-
tation of these statutes, and the courts interpret
confusion over the meaning of the statutes.

FEDERAL LEGISLATION

Federal laws affect nursing practice by setting min-
imum standards of care for all agencies receiving
federal funding. Nurses must become familiar with
federal legislation, such as the Health Insurance
Portability and Accountability Act, which guaran-
tees the privacy of a patient’s personal health infor-
mation; the Emergency Medical Treatment and
Active Labor Law (EMTALA), and the Americans
With Disabilities Act (ADA). According to Moy
(2003), EMTALA prohibits refusal of care for indi-
gent and uninsured patients seeking emergency
care in the emergency department. It prevents hos-
pitals from “dumping” indigent individuals on
other hospitals. The ADA also affects nursing inti-
mately. This law proscribes any discrimination
against individuals with disabilities by offering
them the same opportunities as individuals without
disabilities. For instance, if an individual with dis-
abilities is the most qualified individual for a job but
requires reasonable accommodations by the
employer in order to take the job, the employer
must make these accommodations. See Box 5-1 for
others federal laws affecting nurses.

STATE LEGISLATION

State laws also regulate nurses. Nurse practice
acts (NPAs) are created by state legislatures to
define, limit, and oversee nursing practice. Nurses
must be familiar with the NPA in the state in which
they are practicing. NPAs set the requirements for
becoming licensed as a nurse in a given state, for
renewing one’s license, and for continuing educa-
tion. They define the duties and responsibilities of
nurses in the state and limit the scope of practice.
Many NPAs include safe harbor laws, which limit
nurses to practicing only in their area of expertise.
For example, they prevent a rehabilitation nurse
from being pulled into intensive care because of a
staff shortage. Other NPAs include good samaritan
provisions, which protect nurses from liability for



BoxX 5-1
Other Selected Federal Laws Affecting Nurses

The Wagner Act (National Labor Act of 1935) allowed
the establishment of unions and the National Labor
Relations Board.

Taft Hartley Act, 1947, balanced power between
management and unions.

Age Discrimination in Employment Act, 1967, prohibits
hiring and promotion discrimination against workers age
40 years or older.

Occupational Safety and Health Act (OSHA), 1970,
ensures a safe physical work environment for employees.
Civil Rights Act, 1964, prohibits sexual harassment as well
as employment discrimination based on race, color,
religion, gender, or national origin.

Equal Pay Act, 1963, establishes that paying a lower
wage to workers based on gender is illegal.

The Patient Self-Determination Act, 1990, dictates that
hospitals and all health-care organizations, if they accept
Medicare/Medicaid funding, must comply with
requirements relating to client advance directives.

volunteering to help in an emergency situation.
These provisions apply, for example, if a nurse stops
at the scene of a car accident to assist victims. If
something goes wrong, the victims of the car acci-
dent could not sue the nurse for malpractice. NPAs
also address charting and physician orders. They
specify that nurses must be skillful, correct, timely,
and thorough in their charting. With respect to
physician orders, most NPAs make nurses responsi-
ble for ensuring that orders are clear and accurate.
If the nurse needs clarification, she must seek it
from the physician giving the orders. The nurse is
obligated to follow the physician order, but if she
believes that doing so would be dangerous to the
health of the patient, she is responsible for contact-
ing her supervisor and following through with the
institution’s policy regarding physician orders.

COMMON LAW

Along with federal and state statutes, common
law guides nursing practice. In order to understand
how common law works in practice, consider the
precedent-setting case of Utter v. United Hospital
Center, Inc. (Giordano, 2003). This case involved a
patient developing compartment syndrome after his
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arm was put in a cast. The nurse caring for this
patient failed to acknowledge and recognize the
signs and symptoms of compartment syndrome and
did not request medical intervention. This case set a
legal precedent that is still followed by other courts:
nurses are required to exercise independent judg-
ment to ensure patient safety and to prevent harm.
Case law touches on a range of issues that involve
nursing practice, including nursing malpractice,
practicing medicine without a license, wrongful ter-
mination, legal challenges to a nurse’s license, and
questions regarding collective bargaining and labor
laws. Nurse managers must work in collaboration
with risk managers to make staff nurses aware of
and educated about relevant case law.

There are two major categories of common law
that nurses must understand: civil and criminal
law. Civil law involves violations between people
regarding everyday matters. Criminal law regulates
offenses against individuals and society, violations
made with criminal intent. Tort law is one of the
major branches of civil law. Contracts is the other
major branch. According to Hall (1990), a tort is a
wrongdoing or injury that is committed against a
person’s property or person. The basis of this type
of action is the liability by one individual against
another. Contracts law revolves around an offer and
acceptance of terms between two or more individu-
als or organizations. The law specifies when these
agreements should be upheld and when they should
not be upheld.

Torts

There are two types of torts: unintentional and
intentional.

Unintentional Torts

Unintentional torts include the two types of tort
that most frequently affect nurses, negligence and
malpractice. Negligence is the failure to act as a rea-
sonable or prudent person would act in the same or
similar circumstances. Malpractice is a form of neg-
ligence committed by a professional, such as a
nurse, by which professional misconduct, unrea-
sonable lack of professional skills, and/or noncom-
pliance with accepted standards of care causes
injury to the client (Creighton, 1986).

There are a number of elements involved in both
negligence and malpractice (Box 5-2). In order to
establish liability for negligence, the existence of a
duty must first be established. This duty and/or
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BoX 5-2
Elements of Malpractice

Duty to client Owed to the client by nature of
employment and standards of care
by which the nurse must practice.

A failure to meet the standard of care

owed to the client.

Breach of duty

Causation A direct relationship between the
failure to meet the standard of care
and the client’s harm.

Damages It must be proved that the client/

patient has incurred harm through
the unsafe nursing practice.

The nurse must recognize or have prior
knowledge that failing to meet a
standard of care may cause this type
of harm to the client/patient.

Forseeability

obligation from the nurse to the patient is created by
law, standards of practice, or contract (Creighton,
1986). For instance, if a nurse is late to shift change,
the nurse waiting for the nurse running late may
not leave or abandon the clients in their care until
the other nurse arrives because that nurse has
a legal duty to the clients. If there is an urgent rea-
son that the nurse on duty must leave, then the
manager or supervisor must be notified so that
another nurse may fill the position until the late
nurse arrives. This leads to the second element
needed to establish negligence, a breach of duty by
the nurse. If the nurse breaches a duty (i.e., left the
clients without waiting for the late nurse to arrive
and without finding a replacement), there is evi-
dence of the second element of negligence (Fry &
Johnstone, 2002).

The third element needed to establish liability for
malpractice is causation, or proximate cause.
Causation means that the nurse’s breach of duty is
reasonably close to or causally connected to the
injury or damage to the client. Damage or actual
harm is the fourth element needed to prove mal-
practice. Without harm or injury, no cause of action
exists. This harm may be physical, emotional,
and/or financial (Furrow, et al., 1991). There must
be proof of a direct relationship between not meet-
ing a standard and the injury sustained by the client.

The fifth and final element of malpractice is the
forseeability of an event. Foreseeability in this
context means that the damages must be a reason-
ably expected result from the breach of duty.

Nurse executives/managers need to be aware of
the current trend toward the criminalization of pro-
fessional nurses’ negligence. A nurse-attorney
shares a personal communication of May 14, 1997,
reported by Burkhardt and Nathaniel (1998). The
communication is as follows:

“Until recently, the risk of criminal prosecution
for nursing practice was non-existent unless nurs-
ing action arose to the level of criminal intent, such
as the case of euthanasia leading to murder charges.
However, in April, 1997, three nurses were indicted
by a Colorado grand jury for criminally negligent
homicide in the death of a newborn. Public records
show that one nurse was assigned to care for the
baby. A second nurse offered to assist her colleague
in caring for the baby. A third nurse was a nurse
practitioner working in the hospital nursery.
Because the baby was at risk for congenital syphilis,
the physician ordered that the nurse give 150,000
units of intramuscular penicillin, which would have
required five separate injections. In relation to other
problems the same day, the baby was subjected to a
lumbar puncture, which required six painful
attempts. To avoid inflicting further pain, Nurse
Two asked the nurse practitioner if there was
another route available for administration of the
penicillin. Nurse Two and the nurse practitioner
searched recognized pharmacology references and
determined that IV administration would be accept-
able. The nurse practitioner had the authority to
change the route and directed Nurse Two to admin-
ister the medication intravenously rather than
intramuscularly. Unrecognized by the nurses, the
pharmacy erroneously delivered the medication
prepared and ready to administer in a dose ten
times greater than was ordered—1.5 million units.
As Nurse Two was administering the medication
IV, the baby died. The Colorado Board of Nursing
initiated disciplinary proceedings against Nurse
Two and the Nurse Practitioner, but not against
Nurse One. The grand jury indicted all three nurses
on charges of criminally negligent homicide, but
did not indict the pharmacist” (Burkhardt &
Nathaniel, 1998, p. 124). This is a very disturbing
example of the criminalization of negligence. The
case should be made that the nurses should have
double-checked the medication, but there really
does not seem to be criminal intent involved.
However, recklessness can rise to the level of crimi-
nal negligence, and in this case recklessness, not
intent, became the issue. Extreme cases of negli-



dence that rise to the level of recklessness, however,
can sometimes replace the need for criminal intent.

Vicarious liability arises when other parties
are held responsible for causes of negligence. In
these cases, employers become responsible for
employees’ actions. Most employees are supervised,
so employers, by virtue of their oversight responsi-
bilities, are held accountable for negligent acts
employees commit in the course of employment.
Employers also tend to have “deeper pockets” than
individual employees, so the doctrine of vicarious
liability affords injured clients a greater pool of
resources from which to draw. There is often the
temptation by nurses to believe they are protected
by their employer, but they need to keep in mind the
principle of indemnification when practicing.
Under this doctrine, the institution may in turn sue
the nurses for damages paid out for substandard
care. Nurse managers play an important role in
avoiding corporate liability problems by ensuring
that employees are delivering high-quality care to
their consumers. They must recognize the signifi-
cance of information gathered, reports, implemen-
tation of plans, and evaluation of care on an
ongoing basis. This includes client satisfaction sur-
veys and/or other tools, which give information on
the consumers’ perception of the care they have
received in the institution.

Intentional Torts

Intentional torts are “willful or intentional acts
that violate another person’s rights or property”
(Berzweig, 1996). There are basically three compo-
nents to intentional torts:

m The acts are intended to interfere with the
plaintiff and/or the plaintiff’s property.

m The acts are intentional by the defendant.

m The acts cause the consequences.

There is no legal requirement for the act causing
injury or damage, only proof of intention is suffi-
cient for the courts (Fiesta, 1988). Intentional torts
include fraud, assault, battery, informed consent,
false imprisonment, invasion of privacy, and
defamation, which includes slander and libel. This
section briefly describes each in turn.

Fraud is deliberate deception to gain unfair or
unlawful advantage of a situation. Fraud may occur
if a nurse falsifies her employment record or any
records at her disposal. According to Guido (2001),
civil assault is a threat to touch an individual with-
out consent and causing an immediate fear of harm.
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The touch does not have to take place; the individ-
ual just has to be fearful that it will take place.
Battery, on the other hand, is the actual and unlaw-
ful touching of the individual’s body or clothes or
anything attached to the individual without the
individual’s consent. The nurse manager must
make sure that their employees understand these
two intentional torts and the differences. Fiesta
(1988) presents an interesting case in which a
Christian Scientist client refused medication and
treatment. This client was nonetheless forced to
take medication, which the courts ultimately ruled
was a battery and awarded remuneration.

Interestingly, one of the most common examples
of battery in a hospital setting is surgery being per-
formed without informed consent. Informed con-
sent is the process whereby a client is informed of
all possible outcomes, risks of treatments, and alter-
natives in order to be able to consent freely to the
recommended procedure. This means the client has
the opportunity and the freedom to make choices in
health-care treatment. Confusion arises when the
patient is not mentally competent to make decisions
about treatment, when there is a language or cul-
tural barrier to understanding the explanation of
the treatment and risks, when the patient has not
reached legal age to consent but is an emancipated
minor, in emergency situations, and when patients
refuse to consent despite expected dire conse-
quences for refusal. State laws vary on these sub-
jects. Informed consent is an active and complex
area of litigation. Nurses should ensure that valid
informed consent exists before performing or assist-
ing with any procedure or treatment. Otherwise,
nurses risk possible cause of action for battery.

According to Creighton (1986, p. 197), false
imprisonment is the unjustifiable and unlawful
detention of a client within fixed boundaries or an
act with the intention to keep the individual in such
a confinement. There are many cases involving
false imprisonment. In Big Town Nursing Home, Inc.
v. Newman (1970), a 67-year-old man was brought
to the nursing home by a nephew, and when he
tried to leave, the staff restrained him and denied
him use of the telephone or his clothes. The court
found the reckless actions of the nursing home will-
ful and malicious in detaining him.

Invasion of privacy is the right to be left alone or
free from unwanted publicity. Fiesta (1988)
describes four types of privacy invasion: the intru-
sion of the client’s physical and mental solitude,
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public disclosure of private facts, any type of pub-
licity that puts the client in the public eye under
false pretenses, and any type of appropriation that
is a benefit due to the client’s name or likeness (p.
160). The case of Bethiaume v. Pratt involved a
dying client who had cancer of the larynx and was
repeatedly photographed for use by the physician.
The client asked not to be photographed, but these
wishes were ignored, and the court found the physi-
cian liable for invasion of privacy (Fiesta, 1988, p.
160). Nurse leaders and managers must make sure
that a client’s privacy is not invaded during their
care. This includes ethical as well as legal overtones
in client care delivery. Confidentiality is one of the
ethical principles that nursing practice upholds via
the American Nurses Association Code of Ethics
with Interpretative Statements (2001). Nurse man-
agers must make certain that the privileged infor-
mation regarding clients in their care is kept
confidential. Nurses are privy to highly confidential
information regarding client care. Information
should be disseminated exclusively on a need-to-
know basis. Nurse managers should also caution
their staff not to discuss interesting client cases in
open areas. Nurse managers are charged with the
maintenance of nursing standards within the ranks
of their nursing staff.

Contract Law

The area of contract law most relevant to nurse
managers is employment. Most employment rela-
tionships between nurses and employers are “at
will,” which allows the employees to quit “at will”
and the employer to terminate “at will,” for no rea-
son. An actual employment contract between
employee and employer is more binding, however.
The nurse promises to provide specific nursing
services in exchange for financial reimbursement. If
either side violates its promises under the contract,
the contract has been breached, and the other part
may seek damages.

Contracts also come into play in the labor law
arena. Many nurses work under the auspices of a
union. The Massachusetts Nurses Association
(2003) points out that 35% of nurses with union
affiliation make a higher wage and work less
mandatory overtime than nonunion nurses. This
brings into play collective bargaining agreements,
which protect the nurse and will not allow the dis-
charge of a nurse without “good cause.” Nurse

Practice to Strive For 5-1

Catalano (1991); Guido (1997); and Mitchell & Grippando
(1993) all point out Best Practices for Reducing the Risk of
Malpractice Litigation:

I. Maintain good communication with the clients in your
care. This means being courteous and respectful; listen-
ing carefully; not making value judgments; assessing the
ability of your client to follow and understand and then
explaining treatments, orders, and medications at the
level of understanding and in the language the client
understands. Always verify and clarify telephone orders;
optimally, do not take any telephone orders or give
instructions or advice over the phone.

II. Always keep your knowledge and skills up to date. Do
not administer any medication with which you are not
familiar, and always practice within the professional
standards and statutory span of your practice.

lll. Follow and know your institution’s policies and proce-
dures, and always pay close attention to your clients’
changing health status. Keep close attention to all
details surrounding your clients, and document thor-
oughly, accurately, objectively, and in a timely manner.

IV. Always seek attention for a client’s changing health sta-
tus, and question physician orders if they are unclear or
not in keeping with the client’s condition. Remember to
challenge policies or bureaucratic structures that may
threaten your client’s welfare.

supervisors are not allowed to participate in collec-
tive bargaining.

Ethical Foundations

Ethics is a philosophy based on moral values and
reasoning. It contains distinct conduct rules that

Administrative Law

Administrative law includes the regulatory and
adjudicatory power that is placed in the hands of
agencies like the state boards of nursing. For example,
state boards of nursing are given authority to further
define state-legislated nursing practice acts by setting out
the needed preparation for nursing practice and
disciplinary actions for nurses who fail to follow the rules
governing the practice of nursing.



S\ ot topic:
Advance Directives

Advance directives include living wills, do not resusci-
tate (DNR) orders, and durable power of attorney for
health care. Patients and their families as well as nurse
managers and leaders must be conversant in these top-
ics. Advance directives allow the individual who is of
sound mind to make decisions regarding end-of-life or
emergency treatment before situations arise. Advance
directives may be executed through a living will, which
designates the type of care the individual would like to
receive in circumstances in which the individual is no
longer able to decide.

Because living wills sometimes do not hold legal valid-
ity, many individuals execute a durable power of attor-
ney for health care, which names a person who will be
responsible for end-of-life decision making and care.
Nurses are obligated to ask patients about advance
directives, living wills, and durable power of attorney.
The Patient Self-Determination Act directs all health-
care institutions receiving Medicare/Medicaid funds to
inform adult patients of their right to determine their
care. This includes informing them of advance direc-
tives and their right to have an advance directive.
Health practitioners have a duty to follow medical
directives, out of respect for patients’ wishes. The physi-
cian must adhere to state statutes when writing these
orders, and the nurse must follow these orders. In fact,
nurses have been sued for not observing these orders
(Tammelleo, 1997). Claims that may be lodged against
the nurse for violating DNR orders include battery and
negligence.

regulate particular choices of actions or decisions
(Mappes & DeGrazia, 2001). These rules are based
on philosophical theories. Ethics and ethical deci-
sion making stem from works of major philoso-
phers, such as Immanuel Kant, Rawls, and Mill
(Brannigan & DeGrazia, 2001). Deontology, or for-
malism, is a theory that focuses on an individual’s
motives rather than on the consequences of actions.
Deontology encompasses natural law and incorpo-
rates dutiful actions of the individual (Hill & Zweig,
2003). Kant further recognized that reasoning is
sufficient in leading an individual to moral actions
and that these actions should be commenced as
ends in themselves rather than as means to an end
(Raphael, 1994). For example, a physician asks a
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nurse to monitor a depressed 40-year-old patient
who has been placed on a new, experimental anti-
depressant medication. The nurse monitors the
patient and tells the physician that the patient said,
“The medication makes me feel nauseated all of the
time,” but the depression has lifted. The physician
makes the decision to maintain the patient on the
medication because of the need to continue testing
on this new medication. The physician is using the
patient as a means to an end rather than demon-
strating concerns for the patient’s needs and feel-
ings. Kant insisted that moral actions be placed
within the boundaries of reason. He further pointed
out that an action is not right unless it has the capa-
bility of becoming a binding law for everyone. For
instance, in truth telling, if the caveat of telling a lie
to please a patient exists, then to tell the truth is not
a categorical imperative for everyone.

The other major ethical theory is teleology, or
consequentialism. Utilitarianism, which is part of
teleology and supports the “the greatest good for the
greatest number of people,” considers consequences
of actions (Beauchamp & Childress, 2001). For
instance, if there were to be a flu epidemic and flu
vaccine was limited, the decision would be to allow
the greatest number of individuals who would be
affected to receive the vaccine first. If after their
vaccinations, more vaccine became available, then
the remainder of the population could be vacci-
nated. Utilitarianism truly considers real-life and
commonsense approaches. John Stuart Mill
expressed the view that pleasure and happiness
have different qualities. This followed with the
distinction that applying the golden rule in one’s
conduct takes precedence over immediate gratifi-
cations. Mill thought that the greatest happiness
must involve everyone concerned, not just an indi-
vidual. Therefore, the emphasis of this principle is
based on groups aimed at producing the most hap-
piness, focusing on utility, consequences, and
means to an end (Raphael, 1994).

Another ethical theory is the more contemporary
ethics of care. Mappes and DeGrazia (2001) point to
the history of this ethical theory as being based on
the moral experiences of women, with a focus on
personal relationships and responsibilities of the
relationship. Munson (2004) determines that indi-
viduals who prescribe to the care ethic think in
terms of specific circumstances by using individual
context rather than universal rules and principles.
Furthermore, in resolving ethical dilemmas and
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accepting complex circumstances, the people
involved must utilize critical thinking within the
context of solving or coming to a resolution of the
ethical situation.

Mappes and DeGrazia (2001) also considered
virtue ethics as part of the ethical picture. Virtue
ethics, according to these authors, originated with
Aristotle and is based on the character of the indi-
vidual. Virtue ethics deals with the good or virtuous
character traits that may be engendered within the
individual. Aristotle named courage as a virtue,
striking a balance between excess courage (rash-
ness) and appropriate courage within a situa-
tion. The Greek philosophers always strove for bal-
ance between two ends of excesses. Balance was
always considered the best approach in dealing with
virtues. Aristotle also believed that virtues were
attained and developed through training and routine
practice. In understanding virtue ethics, it would be
reasonable to believe that virtuous individuals fac-
ing complex ethical dilemmas would make the right
decisions due to their virtuous character.

Beauchamp and Childress (2001) laid the foun-
dation for ethical dilemma resolution in their first
edition of Principles of Biomedical Ethics. This book
is now into its fifth edition and continues to act as
a guide for ethical decision making. Nurse lead-
ers/managers need to consider the following ethical
principles in their decision-making process or if
they are participating on an ethical committee.

ETHICAL PRINCIPLES

The principles listed in Box 5-3 act as a basic foun-
dation for ethical decision making. The first princi-
ple is autonomy, which involves the right to
self-determination and to make independent per-
sonal decisions regarding care. Beauchamp and
Childress (2001) imply that the principle of auton-
omy is sometimes described as respect for auton-
omy. An example in health care is the patient’s right
to refuse treatment. The only restriction on auton-
omy that may preclude this right would be a com-

Box 5-3
Ethical Principles

Autonomy Fidelity

Beneficence Veracity
Nonmaleficence Sanctity of human life
Justice

municable disease, in which case the patient’s
autonomy would be restricted. Devettere (2000)
points to the Patient Self-Determination Act of
1990 as the first federal initiative that was intro-
duced and designed to educate patients on the use
of advance directives. Currently, hospitals and other
institutions provide education and paperwork for
patients being admitted who have not implemented
an advance directive.

Beneficence is a principle that speaks to deeds
of charity, mercy, and kindness toward the individ-
ual. It also means promoting the welfare of others
(Beauchamp & Childress, 2001) or doing good.
Nurses, by the nature of nursing practice, perform
beneficent acts.

Nonmaleficence literally means to not harm the
patient. Munson (2004) believes this is the overrid-
ing principle in the care of patients. Aiken and
Catalano (1994) declares that nonmaleficence is the
other side of beneficence but that the two cannot be
considered independent of each other. Nurses may
sometimes violate this principle in the short term in
order to give a positive long-term result. An exam-
ple is chest compressions in the event of heart stop-
page in an elderly patient; ribs may be broken,
and/or sternal fractures may occur that are harm-
ful, but recovering the patient’s life takes prece-
dence over the harm.

The principle of justice is actually the deontolog-
ical ethical theory. According to Beauchamp and
Childress (2001), it encompasses the entire field of
ethics and refers to the right to be treated justly,
fairly, and equally. Munson (2004) points out that
justice in health care often refers to distributive jus-
tice and/or the distribution of scarce health-care
resources. Social justice becomes a part of this;
Munson continues that it implies fairness in the
treatment of individuals. Nurses should be aware
that when indigent patients arrive in the emergency
department, they must be treated in an equitable
way and that if persons require emergency service
due to trauma, nurses must proceed to deliver the
service as deemed appropriate. This goes along with
Rawls’ concept of a Theory of Justice (1971).
Brannigan and DeGrazia (2001) cited Rawls’ two
principles of equality and justice: (1) that everyone
should be given equal liberty no matter what adver-
sities exist; and (2) that differences among people
ought to be recognized by being inclusive of the
least advantaged and given their share of improve-
ments. Others have explored this concept in health
care, according to Brannigan and Boss, by proposing



equitable health-care systems, benchmarks, and
accessible points of entry.

Fidelity focuses more on the delivery of health
care and literally means keeping one’s promises or
obligations to an individual. Munson (2004) sug-
gests that keeping these commitments becomes of
paramount importance when considering patient
care standards that are to be met by the nurse.
Likewise, nurse managers are bound by their com-
mitments to their employees. In particular, a verbal
commitment involving a shift change is a contract
with the employee and should be considered as such
by the manager.

Veracity involves truth telling by all concerned in
patient care. The nurse certainly has an obligation
to tell the truth, for instance, when a patient asks
about his or her condition. This, however, can take
on tones of nonmaleficence when, for example, a
cancer patient asks the nurse how long he might
live. In this instance, it may be the duty of the nurse
not to take hope away from the patient and to pro-
vide a positive answer to this question. The answer
might include the idea that no one is able to predict
death and that there is always hope in life. Here
again the balancing of beneficence and nonmalfea-
sance within the boundaries of veracity is impor-
tant in the nurse’s actions (Munson, 2004).

The sanctity of life principle is a part of ethical
decisions when it comes to withholding or with-
drawing life-sustaining treatments or assisting sui-
cide. Sanctity of human life is defined as the
obligation not to take human life (Fry & Veatch,
2000). The American Nurses Association (ANA)
implies that nurses caring for patients should direct
their care toward the relief and prevention of the
suffering that is often associated with the process of
dying (ANA, 1985, p. 4). This brings into focus the
ANA’s position statement (1994) on active
euthanasia and its position statement on withhold-
ing nutrition and hydration for the patient (ANA,
2001). The latter position should be made by the
client or surrogate with the health-care team. The
ANA carefully considered the benefit-and-harm
relationship of withholding nutrition, recognizing
that, sometimes, living causes more harm to the
individual than dying. The ANA differentiates
between artificial nutrition and the individual being
able to consume food and water by mouth. The
ANA states that only artificial nutrition may or
may not be justified. If the individual is unable to
make decisions, then the surrogate must be relied
upon. Nurses must continue to give good care and
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educate client family members about the dying
process and provision of comfort measures (ANA
Ethics and Human Rights Position Statements,
April 2, 1992).

ETHICAL DECISION MAKING

Nurses must learn how to make ethical decisions,
and nurse managers/leaders must direct and guide
nurses in making such decisions. Nurses, in
increasing numbers, are being invited to participate
on ethical committees. These committees are
structured with members of the health-care team,
administrators, risk managers, attorneys for the
institution, and others. A popular ethical decision
model called MORAL was put forward by Thiroux
(1977) and Halloran (1982). This model offers
a very concise and systematic way of making ethi-
cal decisions (Box 5-4). It is most important that

Box 5-4

MORAL Model of Ethical Decision Making

M—Massage the dilemma. Identify and define the issues
in the dilemma. Consider the options of all the major
players in the dilemma and their value systems. This
includes patients, family members, nurses, physicians,
clergy, and any other interdisciplinary health-care
members.

O—Outline the options. Examine all of the options,
including those that are less realistic and conflicting.
This stage is designed only for considering options and
not for making a final decision.

R—Resolve the dilemma. Review the issues and options,
applying basic principles of ethics to each option.
Decide the best option, based on the views of all those
concerned in the dilemma.

A—Act by applying the chosen option. This step is usually
the most difficult because it requires actual
implementation, whereas the previous steps require
only dialogue and discussion.

L—Look back and evaluate the entire process, including
the implementation. No process is complete without a
thorough evaluation. Ensure that those involved are
able to follow through on the final option. If not, a
second decision may be required, and the process
must start again at the initial step.

Modified from Thiroux, J. (1977). Ethics: Theory and practice.
Philadelphia: Macmillan; and Halloran, M.C. (1982). Rational
ethical judgments utilizing a decision making tool. Heart and
Lung 11, 566-570.




66 Understanding Organizations

Box 5-5
Essential Values and Behaviors

Altruism is a concern for the welfare and well-being of
others. In professional practice, altruism is reflected by the
nurse’s concern for the welfare of patients, other nurses,
and other health-care providers. The professional behaviors
involved with this essential value include: understanding of
cultures, beliefs, and perspectives of others; advocacy for
patients, particularly the most vulnerable; risk taking on
behalf of patients and colleagues; and mentoring other
professionals.

Autonomy is the right to self-determination. Professional
practice reflects autonomy when it respects patients’ rights
to make decisions about their health. The professional
behaviors involved with this essential value include:
planning care in partnership with patients; honoring the
right of patients and families to make decisions about
health care; and providing information so patients can make
informed choices.

Human dignity is respect for the inherent worth and
uniqueness of individuals and populations. In professional
practice, human dignity is reflected when the nurse
values and respects all patients and colleagues. The
professional behaviors involved with this essential value
include: providing culturally competent and sensitive care;

American Association of Colleges of Nursing, 1998.

protecting patients’ privacy; preserving the confidentiality of
patients and health-care providers; and designing care with
sensitivity to individual patient needs.

Integrity is acting in accordance with an appropriate code
of ethics and accepted standards of practice. Integrity is
reflected in professional practice when the nurse is honest
and provides care based on an ethical framework that is
accepted within the profession. The professional behaviors
involved with this essential value include: providing honest
information to patients and the public; documenting care
accurately and honestly; seeking to remedy errors made by
self or other; and demonstrating accountability for own
actions.

Social justice is upholding moral, legal, and humanis-
tic principles. This value is reflected in professional prac-
tice when the nurse works to ensure equal treatment
under the law and equal access to quality health care.
The professional behaviors involved with this essential
value include: supporting fairness and nondiscrimination
in the delivery of care; promoting universal access to
health care; and encouraging legislation and policy
consistent with the advancement of nursing care and
health care.

ethical decisions be reached in a timely manner.
and the use of this model certainly facilitates the
process.

Ethics and ethical decision making have become
a thread that is followed throughout the nursing
curriculum. The American Association of Colleges
of Nursing (AACN) has presented a set of nursing
values for nursing students to internalize into their
nursing education (Box 5-5). These essential values
follow closely the aforementioned ethical principles
as a guide for the profession and provide a founda-
tion for future nursing leaders and managers to
build upon.

All Good Things...

Legal and ethical issues are moving to the forefront
of professional nursing practice. The current socie-

tal values are changing, and there is an increasing
abundance of litigation in the health-care arena.
Along with this, the rapid changes in technological
advancement keep health professionals in a con-
stant state of training. Nurse executives and man-
agers must know the law and ethics as well as
understand the ramifications of making sure their
employees are also knowledgeable of the law and
ethical dilemmas. The laws that affect nurses are
critical for nurse executives to understand and fol-
low by making their employees knowledgeable
about the pitfalls that may arise due to not meeting
standards of care in their units and what may hap-
pen to them legally due to this failure to meet stan-
dards of care. Along with the legalities of practice
and care go the ethical issues involved in practice.
Understanding ethical foundations, ethical decision
making, and ethical committees is an important
part of the nurse executive/managerial role.



Let’s Talk

1. Discuss the interrelationship of law and ethics.

2. Discuss federal laws affecting nursing and
their impact on the profession.

3. Describe the difference between the two types of
common law.

4. Discuss the elements of malpractice, and give
an example of each.

5. Give an example of the criminalization of
negligence.

6. What are the three components of intentional
torts?

7. Give an example of an intentional tort of
battery.

8. Give one example of a best practice for reducing
the risk of malpractice litigation.

9. Discuss advance directives and claims that
may be lodged for not following them.

10. Give an example of each of the seven ethical
principles.

11. Discuss the five steps of ethical decision making
in the MORAL model.

NCLEX Questions

1. Legal and ethical issues are intertwined but:

A. They are not distinct bodies of thought or
practice.

B. They are individual and distinct bodies of
thought and practice.

C. Have no effect on each other.

D. Are not of great influence on each other.

. Ethics is a body of knowledge that deals with:

A. Primarily legal aspects of health care.

B. Trying to get individuals to behave correctly.

C. The “shoulds” and “should nots” of individ-
ual behavior or actions.

D. Religion only.

7.

10.
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. Common law refers to:

A. Laws that societies have in common.
B. Ethical ideas only.

C. Statutes.

D. Case law.

. Some of the federal laws affecting nurses are:

A. Not important because only state laws
impact nursing.

B. Age discrimination act and equal pay act.

C. Very important but not relevant to practice.

D. The nurse practice acts.

. It is important for nurses to know the Nurse

Practice Act in their state because:
A. Tt affects their practice.

B. It authorizes their licensure.

C. Neither a nor b.

D. Both a and b.

. Nonmaleficence actually means:

A. For the nurse to take care of the client.
B. There is negligence.

C. To not harm the patient.

D. Malpractice.

Deontology encompasses:
A. Duty.

B. Natural law.

C. Utilitarianism.

D. All of the above.

. Ethic of care is:

A. Part of all health-care philosophy.

B. Consequentialism.

C. Formulated by John Mill.

D. Based on the moral experiences of
women.

. Ethics is:

A. Based on moral values and reasoning.
B. Only part of the legal system.

C. Not as important as the legal system.
D. Important to philosophical studies.

Ethical principles are:

A. Autonomy, fidelity, veracity.

B. Only abstract ideas.

C. Not used in practice.

D. Not applicable to legal situations.
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Regulating Nursing

MARY O’KEEFE, RN, PHD, JD

CHAPTER MOTI

“The nurse promotes, advocates for, and strives
to protect the health, safety, and vights of the patient.”"

Disclaimer’

m Explore nursing regulation through nursing practice acts.

m Define nursing standards and competencies.

m |dentify nursing standards specific to advanced practice,
management, and informatics.

m Analyze evidence-based nursing practice as the standard of care.

m Analyze nursing research as the mechanism to provide
evidence-based nursing and best practice.

m Explore accreditation as nursing regulation.
m Explore policies and procedures as nursing regulation.

m Explore regulations of staffing to provide standardized patient
care.

m Discuss state and federal legislative and administrative
regulation of nursing.

!American Nurses Association. (2001 June). Code of Ethics for Nurses. Retrieved

December 14, 2004, from http://www.nursingworld.org/ethics/chcode.htm

2The information contained in this chapter is not intended to be legal advice. Further, this information related to regulating nursing
is dynamic, and may have changed or be changing at any point. Therefore, when seeking legal advice regarding any of the
information contained in this chapter, retain the legal counsel of an attorney.

69



70 Understanding Organizations

N ursing practice is regulated on the state and
federal level. Nursing regulation “began as a simple
registry process to protect the nursing title and the
public” (Flook, 2003, p. 160). The primary purpose
of nursing regulation today is not only protecting
the public through a defined nursing practice but
also regulating nursing education and “overseeing
the competence of nurses through licensing and
disciplinary rules and regulations” (Flook, 2003,
p. 160). The authority to license and discipline the
nursing profession is granted to each state’s board
of nursing, often called the board of nurse exam-
iners (BNE) through state legislation creating a
nursing practice act and mechanisms for licensure.

The Nursing Practice Act

At the state level, nursing is regulated by the nurs-
ing practice act, which provides for licensure as a
registered nurse. A state’s act defines nursing and
the standards of care. The nurse is licensed to prac-
tice under the state’s act. The act defines specifically
what the reasonable nurse is licensed to do to meet
the standards of patient care.

STANDARD OF CARE FOR
THE REGISTERED NURSE

The standard of care (Box 6-1) is “that degree of
care, expertise and judgment exercised by a reason-
able and prudent nurse under the same or similar
circumstances [through] use of nursing process”
(O’Keefe, 2001, pp. 552-553).

Licensure is the “mechanism by which a state
establishes and verifies compliance with [nursing]
standards” (O’Keefe, 2001, p. 542). The act regu-
lates nursing through the BNE, which oversees the
nurse’s compliance with the nursing standards and
grants licensure.

Certification acknowledges nursing compe-
tence at an advanced level of practice. Gunn (1999,
p. 135) believed that society and patients in general
have grown skeptical of the willingness of the nurs-
ing profession to police itself. In the 1970s, skep-
ticism coupled with a malpractice crisis forced
regulators of nursing practice to move beyond
“one-time testing for a lifelong credential, to other
alternatives for assuring competency in nursing

BoxX 6-1
BNE Rule 217.11: Standards of Nursing

Practice for the Registered Nurse (22 Tex.
Admin. Code 217, Part 11, 2004)

The Texas Board of Nurse Examiners is responsible for
regulating the practice of nursing within the State of
Texas for Vocational Nurses, Registered Nurses, and
Registered Nurses with advanced practice authorization.
The standards of practice establish a minimum acceptable
level of nursing practice in any setting for each level of
nursing licensure or advanced practice authorization.
Failure to meet these standards may result in action
against the nurse’s license even if no actual patient injury
resulted.

(3) Standards Specific to Registered Nurses. The registered
nurse shall assist in the determination of healthcare
needs of clients and shall:

(c) Utilize a systematic approach to provide
individualized, goal-directed, nursing care by:
(d) performing comprehensive nursing assessments
regarding the health status of the client;
(i) making nursing diagnoses that serve as the basis
for the strategy of care;
(iii) developing a plan of care based on the
assessment and nursing diagnosis;
(iv) implementing nursing care; and
(v) evaluating the client's responses to nursing
interventions;

(B) Delegate tasks to unlicensed personnel in
compliance with 22 Tex. Admin. Code
chapter 224, relating to clients with acute
conditions or in acute care environments,
and chapter 225, relating to independent
living environments for clients with stable
and predictable conditions.

practice.” Currently, the focus varies on a state-by-
state basis, from voluntary to mandatory require-
ments for continuing education as a mechanism for
either continuing certification or recredentialing.
Certification involves “examinations developed by
professional organizations which provide certifica-
tion of a claim to competence at a certain level of
practice” (O’Keefe, 2001, p. 532). The graduate
nurse must possess the competence to practice
independently, a declaration that must be demon-
strated and supported by documentation (Texas
Board of Nurse Examiners, 2004). A nursing
competency is the skill and behavior required to
perform the role of a nurse.



STANDARDS OF CARE FOR
ADVANCED NURSING PRACTICE

By definition, an advanced practice nurse (APN)
is “a registered professional nurse who is prepared
for advanced nursing practice by virtue of knowl-
edge and skills obtained through a post-basic or
advanced educational program of study, [and] acts
independently and/or in collaboration with other
health care professionals in the delivery of health
care services” (O’Keefe, 2001, p. 529).

Regulating Advanced Practice

Advanced nursing practice is regulated by and built
upon standards of care for the registered nurse,
identified within each state’s nursing practice act.
See Box 6-2 for the definition of an APN in Texas.

Prior t01971, most states made it illegal for any
nurse to perform diagnosis or prescribe treatment.
Regulation of APNs and programs for their prepa-
ration by boards of nursing vary from state to state.
Fenton and Thomas (1998) reported that boards
have authority only to regulate advanced practice
through: (1) the recognition of the APN and (2) the
setting of standards and scope of practice. Fenton
(1998, p. 78) noted the “lack of consistent APN
educational program standards and experiences and
criteria for recognition of APNs was problematic at
the levels of accreditation, certification, and regula-
tion.” As a consequence, the Texas Board of Nurse

Box 6-2
BNE Rule 221.1(3): Definition of an Advanced

Practice Nurse (22 Tex. Admin. Code
221.1(3), 2001)

(3) Advanced practice nurse—A registered nurse
approved by the board to practice as an advanced
practice nurse based on completing an advanced
educational program acceptable to the board. The term
includes a nurse practitioner, nurse-midwife, nurse
anesthetist, and clinical nurse specialist. The advanced
practice nurse is prepared to practice in an expanded role
to provide health care to individuals, families, and/or
groups in a variety of settings including but not limited
to homes, hospitals, institutions, offices, industry, schools,
community agencies, public and private clinics, and
private practice. The advanced practice nurse acts
independently and/or in collaboration with other health
care professionals in the delivery of health care services.
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Examiners developed a model designed to ensure
the education and recognition of the APN, empha-
sizing both professionalism and public safety
(Fenton & Thomas, 1998).

For example, APNs practice via protocols or
other written authorizations. See Box 6-3 for a def-
inition of these protocols and other written author-
izations under the Texas Nursing Practice Act.

Roemer (1977) reported that states have been
increasingly liberalizing the scope of nursing func-
tions, making it possible for the APN to assume
functions formerly not within the nurse’s scope of
clinical practice. In some states, some of these
advanced practice functions are allowed under doc-
tor’s supervision. In other states, especially in rural
areas, the APN may function independently. The
independent action, however, such as dispensing
medications, may be limited to a single course of
treatment.

Midwives tend to function independently.
According to Roemer (1977), nurse-midwives have
been accepted as extensions of scarce medical facili-
ties, generally authorized to provide prenatal and
postpartum care, handle normal deliveries, and do
family planning work, including fitting diaphragms
and inserting and removing IUDs. Moreover,
courses for family planning nurse practitioners have
been set up across the United States. Graduates may,
with medical direction: (1) perform bimanual pelvic
examinations and breast examinations; (2) prescribe
contraception; (3) fit diaphragms, insert IUDs, and
examine vaginal secretions microscopically; and (4)
refer patients with problems to physicians.

Roemer (1977) also reported a California pro-
gram of both registered and nonregistered nurses
trained as women’s health specialists, who make
routine examinations in both pregnant and non-
pregnant women, to give family planning advice.
Non-RN family planning specialists being trained
included (1) licensed vocational nurses, (2) bac-
calaureate degree holders in non-nursing fields, and
(3) qualified persons with less formal education.
This 24-week course was authorized under the
California State Department of Health. According
to Roemer, the use of the APN would (1) help make
family planning and well-baby services more gener-
ally available and (2) conserve valuable physician
time for those cases that need greater skill and
training.

As standards of nursing care vary from state to
state, so does the regulation of the APN. Ponto,
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Box 6-3

BNE Rule 221.13: Core Standards for Advanced Practice (22 Tex. Admin. Code 221.1(3), 2001)

(a) The advanced practice nurse shall know and conform
to the Texas Nursing Practice Act; current board rules,
regulations, and standards of professional nursing; and
all federal, state, and local laws, rules, and regulations
affecting the advanced role and specialty area. When
collaborating with other health care providers, the
advanced practice nurse shall be accountable for
knowledge of the statutes and rules relating to advanced
practice nursing and function within the boundaries of
the appropriate advanced practice category.

(b) The advanced practice nurse shall practice within the
advanced specialty and role appropriate to his/her
advanced educational preparation.

(c) The advanced practice nurse acts independently and/or
in collaboration with the health team in the observation,
assessment, diagnosis, intervention, evaluation,
rehabilitation, care and counsel, and health teachings
of persons who are ill, injured or infirm or experiencing
changes in normal health processes; and in the promo-
tion and maintenance of health or prevention of ill-
ness.

(d) When providing medical aspects of care, advanced
practice nurses shall utilize mechanisms which provide
authority for that care. These mechanisms may include,
but are not limited to, Protocols or other written

authorization. This shall not be construed as requiring
authority for nursing aspects of care.

(1) Protocols or other written authorization shall promote
the exercise of professional judgment by the advanced
practice nurse commensurate with his/her education
and experience. The degree of detail within
protocols/policies/practice guidelines/clinical practice
privileges may vary in relation to the complexity of the
situations covered by such Protocols, the advanced
specialty area of practice, the advanced educational
preparation of the individual, and the experience level of
the individual advanced practice nurse.

(2) Protocols or other written authorization:

(A) should be jointly developed by the advanced
practice nurse and the appropriate physician(s),

(B) shall be signed by both the advanced practice nurse
and the physician(s),

(Q) shall be reviewed and re-signed at least annually,

(D) shall be maintained in the practice setting of the
advanced practice nurse, and

(E) shall be made available as necessary to verify
authority to provide medical aspects of care.

(e) The advanced practice nurse shall retain pro-
fessional accountability for advanced practice
nursing care.

Sabo, Fitzgerald, and Wilson (2002) report that
many other state boards of nursing are examining
advanced nursing practice to determine a process to
recognize and regulate such practice for the purpose
of eventual uniformity of the nursing law. For exam-
ple, in 1999, Minnesota state law was redesigned to
define and provide protection for advanced prac-
tice registered nurses. The Minnesota Board of
Nursing convened to develop (1) recommendations
regarding issues of certification, (2) criteria for
determining acceptable certifying organizations, (3)
procedures in the event of examination failure, and
(4) a process for communicating this information to
the nursing community (Ponto et al., 2002).

Scope of Practice for Clinical
Nurse Specialists

A clinical nurse specialist (CNS) is an APN who
has specialized education and training in one clini-
cal area. For example, the psychiatric CNS focuses

on treating the patient in the clinical area through
patient or staff education, consultation with psychi-
atric nursing or other staff, and structuring patient
therapies. See Box 6-4 for the scope of practice for
the APN.

Heitkemper and Bond (2004) believed that the
CNS is critical to providing leadership to improve
patient care, advancing nursing practice, and
strengthening health-care delivery systems.

The scope of nursing practice has been expanded
to encompass nursing via various technologies. For
example, with the advent of telenursing, states must
now extend the scope of practice across state
boundaries.

The Effects of Telenursing Upon

Expansion of Nursing Practice Acts

Nursing practice acts—developed by the individual
states—traditionally have regulated the nurses that
practice within the state. Telenursing challenges
this boundary-driven regulation. Telenursing is



BoX 6-4
BNE Rule 221.12: Scope of Practice

for the Advanced Practice Nurse
(22 Tex. Admin. Code 221.12, 2001)

The advanced practice nurse provides a broad range of
health services, the scope of which shall be based upon
educational preparation, continued advanced practice
experience and the accepted scope of professional
practice of the particular specialty area. Advanced practice
nurses practice in a variety of settings, and according to
their practice specialty and role they provide a broad
range of health care services to a variety of patient
populations.

(1) The scope of practice of particular specialty areas
shall be defined by national professional specialty
organizations or advanced practice nursing organiza-
tions recognized by the Board. The advanced practice
nurse may perform only those functions which are
within that scope of practice and which are consistent
with the Nursing Practice Act, Board rules, and other
laws and regulations of the State of Texas.

(2) The advanced practice nurse’s scope of practice shall
be in addition to the scope of practice permitted a
registered nurse and does not prohibit the advanced
practice nurse from practicing in those areas deemed
to be within the scope of practice of a registered nurse.

the “electronic transfer of nursing data, nursing
information, and nursing expertise between two
points” (O’Keefe, 2001, p. 552). Because nurses are
now able to practice outside of their state without
actually traveling, telenursing has had a consider-
able impact on the expansion of nursing practice
acts. Hutcherson (2001, p. 4) opined: “During the
last century the world has become increasingly
reliant on a variety of technologies to manage infor-
mation needs. Escalation in deployment of remote
technology to enhance health care, accompanied by
expanded public and private reimbursement for dis-
tant care, indicates increasing acceptance of these
technologies. Yet many legal and regulatory ques-
tions regarding the provision of health care using
these technologies remain.”

The age of informatics has opened a new era for
nursing practice, taking advantage of advances in
telecommunications technology that has allowed
nurses to provide patient care in different geo-
graphic locations throughout the country (Hardin
& Langford, 2001). The state-based system of nurs-
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M hot fopic:

National Health Care: Is Nursing Ready?

Health care and nursing have been transformed, by
technology and other external forces, into a national
and international system that has (1) reshaped profes-
sional nursing practice to cross state boundaries, (2)
facilitated nursing regulation on a multistate level, (3)
enabled the implementation of the national interstate
practice model, and (4) placed nursing within the global
health-care marketplace (Fernandez & Herbert, 2004).

The National Health Care Program (NHCP) is often
referred to as “socialized medicine,” as the government
will administer, regulate, and control health care by pro-
viding for health and hospital care for the public. Other
terms for NHCP are “universal health care” and “single
payer health care.”

Currently, only those older than 65 years are the benefi-
ciaries of government-paid medical benefits through
Medicare. Through NHCP, payment for all public health
care will be subsidized by public funds. Health-care
providers will be subject to salaries, as all providers will
work for and receive their salaries from the government.

National and international health care exists in the geo-
graphic sense for nursing, through federal and state
government regulations, such as the Nursing Licensure
Compact (NLC). Has the NLC created the structure for
nurses to participate in a national health care program?
Are levels of nursing practice and competencies clearly
identified in preparation for an NHCP? Can levels of
competencies be standardized across state boundaries
to nationalize basic nursing competencies in prepara-
tion for an NHCP?

ing practice acts is being challenged by this new
practice environment.

The Nurse Licensure Compact

To accommodate new technology, states have
created the interstate compact (Hardin &
Langford, 2001). An interstate compact “is an
agreement between two or more states established
for the purpose of remedying a particular problem
of multi-state concern” (National Council of State
Boards of Nursing, 2005, citing Black’s Law
Dictionary). In this instance, the compact, devel-
oped by the National Council of State Boards of
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Nursing, “allows nurses to practice outside their
state of licensure, as long as the nurse adheres to the
nurse practice act in the state in which he/she prac-
tices” (O’Keefe, 2001, p. 541).

The compact utilizes the mutual recognition
model, which is a model of nursing licensure that
“gllows a nurse to have one license (in the nurse’s
state of residency) and to practice in other states, as
long as that individual acknowledges that he or she
is subject to each state’s practice laws and discipline.
Under mutual recognition, practice across state lines
is allowed, whether physical or electronic, unless the
nurse is under discipline or a monitoring agreement
that restricts practice across state lines. In order to
achieve mutual recognition, each state must enter
into an interstate compact, called the Nurse
Licensure Compact (NLC or Compact)” (National
Council of State Boards of Nursing, 2005).

The NLC grants the nurse a multistate licen-
sure privilege, meaning “the authority to practice
nursing in any compact state that is not the state of
residency,” without the need of an additional
license. See Box 6-5 for a listing of states currently
participating and/or pending participation in the
NLC.

But the NLC also provides that the nurse is
accountable for complying with the nursing prac-
tice laws, regulations, standards of care, and compe-
tencies in the state where the patient is located at
the time care is provided (National Council of State
Boards of Nursing, 2005). This is a daunting task
because the terminology within the nursing prac-
tice acts varies from state to state.

NURSING PRACTICE ACTS LACK
UNIFORMITY FROM STATE TO STATE

The terminology used within the acts differs and
varies from state to state. For example, Lavin,
Meyer, and Carlson (1999) reviewed the use of the
term “nursing diagnosis” in the nursing practice
acts in the United States. They divided the nursing
practice acts of the 50 states and the District of
Columbia into those that did or did not include
within a nursing context: (1) the term “nursing
diagnosis” or (2) the word “diagnosis.” The find-
ings revealed that 33 of the 51 nursing practice acts
used the term “diagnosis” within the nursing con-
text. They concluded (p. 57): “The majority of prac-
tice acts now define the practice of professional

BoX 6-5
Nurse Licensure Compact Implementation

(National Council of State Boards of
Nursing, 2005)

The following list shows which states have enacted the
RN and LPN/VN Nurse Licensure Compact. Please note
that although New Jersey, New Hampshire, and South
Carolina have enacted the Nurse Licensure Compact,
these states have not yet implemented (passed into law)
the compact. On April 25, 2005, the states of lowa and
Utah agreed to mutually recognize APRN licenses. No
date has been set for the implementation of the APRN
Compact.

COMPACT STATES IMPLEMENTATION DATE
Arizona 7/1/2002
Arkansas 7/1/2000
Delaware 7/1/2000
ldaho 7/1/2001
lowa 7/1/2000
Maine 7/1/2001
Maryland 7/1/1999
Mississippi 7/1/2001
Nebraska 1/1/2001
New Mexico 1/1/2004
North Carolina 7/1/2000
North Dakota 1/1/2004
South Dakota 1/1/2001
Tennessee 7/1/2003
Texas 1/1/2000
Utah 1/1/2000
Virginia 1/1/2005
Wisconsin 1/1/2000

If you are seeking Compact licensure, please contact your
state board of nursing for primary state of residence
requirements.

Compact States Pending Implementation
PENDING COMPACT STATES STATUS
New Jersey Signed by Governor

New Hampshire Signed by Governor
South Carolina Signed by Governor

nursing as including the diagnostic act, although
the manner in which they use the term varies.”
Marrs and Alley (2004) conducted a descriptive
study to explore related regulatory terminology
used in nurse practice acts from the 50 states and
Washington, DC. They discovered, for example, that
although terms such as moral turpitude, moral char-
acter, and morality were used by approximately half



of the states, the terms typically were not defined.
They suggested (p. 54): “Agreement among states
on uniform definitions and standards of nursing
practice can be a step toward aligning practice acts,
bringing consistency to disciplinary actions, and
informing the public about the profession’s stan-
dards for practice.”

DISCIPLINE AND REHABILITATION
UNDER THE TERMS OF THE NURSING
PRACTICE ACT

Nursing regulatory boards have the power to take
disciplinary action against licensees who have vio-
lated the state’s act. Typically, license suspension is
a common penalty. For examples of violations of an
act and grounds for disciplinary action, see Box 6-6.
Disciplinary action in most states is a function of
the state board of nursing. But boards also promote
rehabilitation for nurses while they regain compe-
tence. Lewallen and McMullan (2001) reported that
as part of the disciplinary process, the state board of
nursing may require licensees to take courses in
legal-ethical decision making and/or pharmacology.
They indicate that this form of rehabilitative disci-
pline redevelops nursing competence in the follow-
ing manner: (1) during the courses, the licensees
must acknowledge their specific violation and
explore the reasons for occurrence and strategies
for prevention and (2) on completion of the
courses, instructors submit required course materi-
als that are used for consideration of relicensure
decisions. These rehabilitation courses, designed to
return the nurse to competence, are developed
based on nursing standards and required competen-
cies identified in the state’s nursing practice act.

Nursing Competencies

The graduate nurse must possess the competence to
practice independently, a declaration that must be
demonstrated and supported by documentation
(Texas Board of Nurse Examiners, 2004). A nurs-
ing competency is the skill and behavior required
to perform the role of a nurse.

Carlson, Kotze, and van Rooyen (2003, p. 30)
have noted “the clinical learning environment cre-
ates many opportunities for student learning and
the development of critical competencies in the
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Box 6-6

Texas Nursing Practice Act: Grounds for
Disciplinary Action (301 Tex. Occ. Code

452, 2005) Sec. 301.452. Grounds for
Disciplinary Action

(a) In this section, “intemperate use” includes practicing
nursing or being on duty or on call while under the
influence of alcohol or drugs.

(b) A person is subject to denial of a license or to
disciplinary action under this subchapter for:

(1) a violation of this chapter, a rule or regulation not
inconsistent with this chapter, or an order issued
under this chapter;

(2) fraud or deceit in procuring or attempting to
procure a license to practice professional nursing
or vocational nursing;

(3) a conviction for, or placement on deferred
adjudication community supervision or deferred
disposition for, a felony or for a misdemeanor
involving moral turpitude;

(4) conduct that results in the revocation of probation
imposed because of conviction for a felony or for
a misdemeanor involving moral turpitude;

(5) use of a nursing license, diploma, or permit, or the
transcript of such a document, that has been
fraudulently purchased, issued, counterfeited, or
materially altered;

(6) impersonating or acting as a proxy for another
person in the licensing examination required under
Section 301.253 or 301.255;

(7) directly or indirectly aiding or abetting an
unlicensed person in connection with the
unauthorized practice of nursing.

nursing profession.” They conducted a study that
“revealed that the students experience uncertainty
due to the lack of opportunities to develop compe-
tence in providing nursing care.” Four factors these
researchers identified as contributing to the stu-
dents’ ability to develop essential nursing compe-
tencies included (1) availability and accessibility of
competent staff; (2) sufficient equipment to fulfill
nursing duties and meet the needs of patients; (3)
consensus in the expectations of nursing school and
clinical nursing personnel in hospitals on the
patient standard of care; and (4) awareness among
faculty of the needs and problems of first-year nurs-
ing students in the clinical health-care environment
in meeting standards of care. Unfortunately, stu-
dents often find that the very nature of the clinical
learning experience may interfere with their ability
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to develop nursing competencies, as the guidance
and support by nursing personnel in the clinical
learning environment are often inadequate due to
the current critical nursing shortage.

The development, measurement, and documen-
tation of essential nursing competencies will be dis-
cussed through exploration of (1) essential nursing
competencies, (2) measurement of competencies in
clinical practice, (3) competencies critical to nurs-
ing management, (4) competencies critical to
advanced nursing practice, and (5) competencies in
nursing informatics.

ESSENTIAL NURSING COMPETENCIES

Nursing competencies to be developed, docu-
mented, and validated in the student’s clinical set-
ting include (1) the core competency of caring, (2)
competencies essential to patient care, and (3) com-
petencies in specialty practice.

The Core Competency of Caring

Care is a competency often elusive of measurement
and/or validation. But caring in professional nurs-
ing has been described as the essence of nursing
(Sadler 2003). Woodward (2003, p. 215) postulated:
“Human caring, while instinctive, can also be
taught, learned, and measured through the nursing
education system ... suggest[ing] people enter nurs-
ing because they value interpersonal relationships,
altruism, and a desire to help others.”

This “caring ethic” can be built upon. Woodward
(2003) believes that nursing students can be profes-
sionally trained to develop the competency of caring
through the concepts of modeling and role model-
ing. Modeling is “the process used by the nurse to
develop an image and understanding of the client’s
world—an image and understanding developed
within the client’s framework and from the client’s
perspective.” This simply means to “walk a mile” in
the patient’s shoes. “Role modeling” was defined as
utilizing “the facilitation and nurturance of the
individual in attaining, maintaining and/or promot-
ing health through purposeful interventions”
(Woodward, 2003, p. 215; citing Erickson, Tomlin,
& Swain, 1983, p. 95).

But Sadler (2003) measured the self-reported
competency of caring in baccalaureate nursing stu-
dents, using the Coates Caring Efficacy Scale (CES)

(2003). Sadler found that “final semester seniors
identified their families as making the greatest con-
tribution to their development of caring; only a few
reported the influence of the nursing curriculum”
(Sadler, 2003, p. 295). Regardless of its origin, the
competency of caring appears to be the basis and
framework for the development of other essential
nursing competencies.

Competencies Essential to Patient Care

Part of the challenge of preparing new graduates for
practice is ensuring skill in providing a broad con-
tinuum of patient care. Utley-Smith (2004, pp.
166-170) identified six categories of competencies
for new baccalaureate graduates in today’s health-
care environment:

1. Health Promotion Competency: involves
interventions initiated by the nurse to pro-
mote and improve health in individuals, fam-
ilies, and communities. The focus of the
intervention “is on assisting clients to maxi-
mize their health potential and enhance their
well-being.” Therefore, client assessment and
intervention are equally important parts of
this competency.

2. Supervision Competency: involves the gradu-
ate nurse’s ability to coordinate the imple-
mentation of a nursing care plan, by ancillary
or subordinate members of the health-care
team who are responsible for carrying out
specific aspects of the health plan.

3. Interpersonal Communication Competency:
“encompasses relationship skills that enable
the nurse to work effectively on a team ...
such as communication, negotiating, prob-
lem-solving, and collaboration.”

4. Direct Care Competency: encompasses the
psychomotor skills necessary to deliver patient
care including, for example, medication
administration, wound care, and injections.
Essentially, these competencies are those skills
that “require the nurse to use hands or body to
manipulate equipment and the client.”

5. Computer Competency: “refers to the ability
of the nurse to use electronic and technologi-
cal equipment to access, retrieve, and store
information that assists in the delivery of
effective nursing care.”



6. Caseload Management Competency: concerns
the nurse’s ability to coordinate care for a spe-
cific number of clients. This may involve
direct care as well as time and resource man-
agement over a particular period.

These findings identify and encompass critical
outcome competencies that define the standards of
care for the graduate nurse in both the classroom
and clinical settings (Utley-Smith, 2004). Graduate
nurse will also have the opportunity to develop spe-
cialty competencies within their traditional course-
work.

Competencies in Specialty Practice

RN-to-BSN specialty courses often move from a tra-
ditional model to a competency-based model,
according to Foss, Janken, Langford, and Patton
(2004). For example, within a psychiatric nursing
program, a student may be assigned to work with a
probate court as the court’s visitor, assessing the
ward’s psychiatric status and need for continuing
guardianship. Specialty competencies as a court vis-
itor are then used to measure the student’s course
learning outcomes, such as the student’s ability to
determine if the psychiatric ward meets the stan-
dard of care for the psychiatric patient. Faculty can
then document not only student learning outcomes
but also mastery of competencies within this spe-
cialty area of practice.

MEASUREMENT OF COMPETENCIES
IN CLINICAL PRACTICE

Staff development professionals and continuing
education instructors have always been concerned
with maintaining continued competency of the clin-
ical practitioner in nursing practice. Waddell (2001)
reported that the issue of competence reached new
levels of significance because of proposals made by
the Pew Commission Taskforce on Health Care
Workforce Regulation and the National Council of
State Boards of Nursing.

Waddell (2001, p. 2) believed that these two pow-
erful organizations have forced the nursing pro-
fession to re-examine the question, “How do we
promote and assure continued competence?”
Waddell believed competence should be assessed via
(1) mandatory continuing education, (2) peer
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Box 6-7

Pew Commission Taskforce on
Health Care Workforce Regulation:

Ten Recommendations for Reform
(Gragnola & Stone, 1997)

1. “States should use standardized and understandable
language for health professions regulation and its
functions to clearly describe them for consumers,
provider organizations, businesses, and the
professions.”

2. “States should standardize entry-to-practice
requirements and limit them to competence
assessments for health professions to facilitate the
physical and professional mobility of the health
professions.”

3. "States should base practice acts on demonstrated
initial and continuing competence. This process must
allow and expect different professions to share
overlapping scopes of practice. States should explore
pathways to allow all professionals to provide services
to the full extent of their current knowledge, training,
experience and skills.”

4. "States should redesign health professional boards
and their functions to reflect the interdisciplinary and
public accountability demands of the changing
health care delivery system.”

5. “Boards should educate consumers to assist them in
obtaining the information necessary to make decisions
about practitioners and to improve the board’s public
accountability.”

6. “Boards should cooperate with other public and pri-
vate organizations in collecting data on regulated
health professions to support effective workforce
planning.”

7. "States should require each board to develop,
implement and evaluate continuing competency
requirements to assure the continuing competence of
regulated health care professionals.”

8. "States should maintain a fair, cost-effective and
uniform disciplinary process to exclude incompetent
practitioners to protect and promote the public’s
health.”

9. “States should develop evaluation tools that assess the
objectives, successes and shortcomings of their
regulatory systems ad bodies to best protect and
promote the public’s health.”

10. “States should understand the links, overlaps and
conficts between their health care workforce
regulatory systems and other systems which affect
the education, regulation and practice of health care
practitioners and work to develop partnerships to
streamline regulatory structures and processes.”




78 Understanding Organizations

review, and (3) practice or process audits used to
assess continued competence. But Waddell sug-
dested that the actual measurement involved in
the assessment and verification of nursing compe-
tence should be established by (1) utilization of
appropriate measurement scales; (2) selection of
accurate measurement instruments, i.e., a reliable,
validated competency scale; and (3) interpretation
of the measurement data by nurses qualified in
informatics.

Nursing competence may be measured and vali-
dated by utilizing a variety of mechanisms to docu-
ment compliance, including the (1) videotaping, (2)
preceptors’ record of competency-based orientation,
(3) development of a portfolio of competence in
clinical practice, (4) nurse’s self-assessment of com-
petence, and (5) utilization of the hospital intranet.

Videotaping to Assess and Document
Competencies and Course Outcomes

The challenge in nursing education, according to
Winters et al. (2003, p. 472), is how to develop a
mechanism for “effectively teaching competencies
and allowing students to safely practice essential
nursing skills.” They suggested videotaping, as this
medium “offers a safe way ... to practice skills and
develop confidence prior to actual performance ...
[it] is a teaching-learning strategy used to
help...develop effective communication, physical
assessment, and selected psychomotor skills
[and] also provides ... a mechanism for detailed
instructor feedback to improve performance.” For
example, the graduate nurse or registered nurse,
both required to attend annual cardiopulmonary
resuscitation training exercises, may provide video-
taped documentation of either attainment or updat-
ing of this competence.

The Preceptors’ Record of
Competency-Based Orientation

According to Harper (2002, p. 198, quoting
Alspach, 1995): “Competency-based orientation is
[a program that is| learner focused ... based on the
attainment of core [nursing] competencies ... that
are necessary for new employees to function in
their [health care| role at the completion of the ori-
entation period.”

Harper (2002) conducted a research study
designed to describe preceptors’ perceptions of a

competency-based orientation. The results of a 26-
item questionnaire indicated that the majority of
preceptors agreed on the following components as
necessary to meet standards for a basic nursing ori-
entation: (1) attainment of core competencies that
are role- and unit-specific, (2) sufficient time for
attainment and completion of core competencies,
and (3) a preceptor to ensure that competencies are
in fact attained and validated, e.g., via an orienta-
tion checklist.

Development of Portfolios of
Competence in Clinical Practice

A portfolio is a set of documents that “captures
learning from experience, enables an assessor to
measure student learning, acts as a tool for reflec-
tive thinking, illustrates critical analytical skills and
evidence of self-directed learning and provides a
collection of detailed evidence of a person’s compe-
tence” (Scholes, et al., 2004, p. 595).

The purpose of a portfolio is to document and
verify achievement of the clinical competencies
required to meet the standard of patient care in the
area of practice to which the nurse is assigned.
They concluded (p. 595): “To achieve maximum
benefit from the portfolio as a learning tool to link
theory and practice, there needs to be a clear fit
between the model of portfolio and the professional
practice that is to be assessed.”

When designing a portfolio, nurses, faculty,
and/or nursing students must match learning out-
comes and/or competencies to their practice, recon-
structing those clinical experiences into the format
required for portfolio documentation, such as a
skills checklist. Through this process, nursing fac-
ulty and students undergo a process of deconstruct-
ing learning outcomes/competencies, then fitting
this information into their unique practice.
Competencies are then reconstructed to fit the
structure of the portfolio.

According to the University of Michigan School
of Nursing (2005), when comparing a résumé
with a portfolio: “A career portfolio ... is a much
more in-depth document, and supplements—not
replaces—your résumé ... a key feature is the inclu-
sion of artifacts ... [or] tangible objects that demon-
strate your work ... [such as] care plans, brochures,
outlines of training sessions, manuals, spread-
sheets, memos, etc., that you created by yourself or
as part of a group effort.”



These portfolios can be in many formats, includ-
ing paper or electronic, Web pages, PDF documents,
and even PowerPoint. Included within the portfolio
may also be documents addressing the nurse’s good
faith self-assessment of competency.

A Nurse’s Self-Assessment of Competence

Self-assessment tools can also be utilized to docu-
ment and measure competence in clinical practice.
Meretoja, Isoaho, and Leino-Kilpi (2004, p. 124)
reported that “self-assessment assists nurses to
maintain and improve their practice by identifying
their strengths and areas that may need to be fur-
ther developed ... encourag[ing] them to take an
active part in the learning process of continuing
education.”

Meretoja, Eriksson, and Leino-Kilpi (2002, p.
95) collected descriptive data addressing competent
nursing practice in a variety of settings. The data
came from staff nurses, head nurses, and nursing
directors in an acute 1000-bed university hospital.
The descriptive data obtained were then analyzed
to identify a set of clinical indicators for generic
competencies that could be applied to all clinical
practice environments.

The Nurse Competence Scale, an instrument uti-
lized to measure the level of nurse competence, was
then designed and developed by Meretoja et al.
(2004). The 73 competencies were categorized into
the following seven roles and functions: (1) helping
role, (2) teaching-coaching role, (3) diagnostic func-
tions, (4) managing situations, (5) therapeutic inter-
ventions, (6) ensuring quality, and (7) work role.

Categories of the scale were derived from
Benner’s From Novice to Expert competency frame-
work. The results revealed that the higher the fre-
quency of using competencies, the higher the
nurse’s self-assessed level of competence. Age and
length of work experience had a weak positive cor-
relation with level of competence (Meretoja et al.,
2004). See Box 6-8.

The nurses’ self-evaluation of competence in
their own job performance may be conceptualized
as an indicator of the standards for the quality of
nursing care. Tzeng (2004) clustered nursing com-
petencies into the following three general groups:
(1) basic-level patient care skills, (2) intermediate-
level patient care and fundamental management
skills, and (3) advanced-level patient care and
supervision skills. The results of the study revealed
“that nurses’ self-assessment of intermediate
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Box 6-8

Nurse Competence Scale: Helping Role

. Planning patient care according to individual needs.

. Supporting patient’s coping strategies.

. Critically evaluating own philosophy in nursing.

. Maodifying the care plan according to individual needs.

. Utilizing nursing research findings in relationships with
patients.

. Developing the treatment culture of own unit.

7. Decision making by ethical values.
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Adapted from Meretoja et al., 2002.

patient care skills, the difference between nurses’
self-assessment and job demands for basic patient
care skills, and nurses’ overall satisfaction with
their own nursing competencies were three signifi-
cant predictors of overall satisfaction with nurses’
own job performance. Nurses’ self-assessment on
basic patient care skills and advanced patient care
skills contributed to nurses’ levels of overall satis-
faction with their own nursing competencies.
These results suggest a relationship between com-
petency and performance” (Tzeng, 2004, p. 487).
Based on these findings, academic nursing
courses and on-the-job training programs may be
amended to place emphasis on these competencies
required to provide high-quality patient care
(Tzeng, 2004). Further, self-assessments demon-
strate to nursing regulatory bodies good faith in the
nurse’s efforts to either achieve or maintain compe-
tencies essential to meet the standard of practice.

Utilization of the Hospital Intranet to
Validate and Document Compliance
With State Competency Standards

Currently, regulatory agencies require hospitals to
provide evidence that employees are in compliance
with state-mandated competencies. Wolford and
Hughes (2001, pp. 188-189) identified “Intranet-
delivered computer-based training as an effective
and efficient method of providing and documenting
training to meet regulatory requirements.”

For example, regulatory agencies require compe-
tency in adapting nursing care standards to the
developmental needs of patients. Although Welton,
Nieves-Khouw, Schreiber, and McElreath (2000)
suggested that training programs on age-specific
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care competencies vary widely in format, content,
and method, these authors developed computer-
based training (CBT) programs on age-specific care
competencies, using traditional self-paced learning
modules. The authors converted printed modules to
CBT and pilot-tested experiences of using CBT with
clinical staff, ultimately implementing an organiza-
tion-wide CBT deployment for age-specific care
competency and other mandatory training.

COMPETENCIES CRITICAL
TO NURSING MANAGEMENT

Nursing management has its own set of unique
competence functions. Connelly, Yoder, and Miner-
Williams (2003) categorized a total of 54 charge
nurse competencies within the following four cate-
gories: (1) clinical/technical competencies, (2) crit-
ical thinking competencies, (3) organizational
competencies, and (4) human relations skills.
These researchers believe that these competencies
define the standard for leadership and management
skills required to function as effective, front-line
charge nurses. See Box 6-9.

Kleinman (2003) noted, “nurse managers are
often less well prepared to manage the business
activities than the clinical activities.” The nurse
managers and nurse executives who were subjects
of this research identified staffing and scheduling,
management, and human resources as the three
most important competencies for nurse managers.

BoxX 6-9
Categories of Generalist Versus Specialist

Nursing Competencies

1
2
3
4
5
6
7
8

. Decision-making competencies

. Developing practice competencies
. Health education competencies

. Interpersonal competencies

. Knowledge “how to" competencies
. Knowledge “about” competencies

. Organizing competencies

. Practice/intervention competencies
. Professional responsibilities competencies
10. Personal qualities competencies
11. Teaching competencies

12. Values competencies

el

Adapted from Gibson et al.,, 2003

Based on the results of Kleinman’s research (p.
451), and in an effort to develop and validate
knowledge of the regulations and standards of prac-
tice for a nurse manager that encompass not only
the organizational but also the clinical/technical
competencies, the subjects of this research sug-
gested: “Strategies nurse executives may employ to
develop nurse manager business knowledge include
traditional undergraduate and graduate degree pro-
grams, online programs, certificate programs, con-
tinuing education, in-service education offerings,
seminars, and mentoring activities.”

COMPETENCIES CRITICAL TO
ADVANCED NURSING PRACTICE

The level and type of competence and education
required in advanced nursing practice depend on
the area of specialty practice and vary from state to
state. The following section discusses (1) generalist
versus specialist nursing competencies and (2) com-
petencies required in critical care.

Generalist Versus Specialist
Nursing Competencies

A generalist nurse is one who has a duty to comply
with the standards of nursing practice as identified
in the nursing practice act of the state of licensure.
A specialist nurse has a duty to comply with the
state’s standards of nursing practice and a duty to
comply with the standards of practice as identified
in the specialty area, e.g., psychiatric nursing.

This distinction between the standards of prac-
tice for generalist versus specialist nursing requires
analysis of the “characteristics of knowledge, skills,
abilities, values and qualities displayed in the con-
text of professional work for both groups of nurses”
(Gibson, Fletcher, & Casey, 2003, p. 591). These
authors conducted a research study to determine if
there was a difference between the basic competen-
cies of a generalist versus those of a specialist nurse.
They ordered 198 competencies into 26 subcate-
gories that were then classified into 12 categories.
See Box 6-10.

In conclusion, the researchers noted: “There is a
significant common element in these two areas of
nursing practice, and generalist preparation in ...
nursing is the foundation of specialist ... nursing
practice. Generalist knowledge and skills are



BoX 6-10
Charge Nurse Competencies:

Clinical/Technical Competencies

Responsibilities directly related to patient care or some
technical aspect of working on a clinical unit:
1. Calculate patient acuities and enter them in the
computer (or ensure these are done).
2. Complete administrative duties (examples: complete
24-hour report, pre-op charts, up-date
census/assignment board).
. Assist staff in completing their work.
. Act as a clinical resource, sharing knowledge.
. Use computer skills to chart and complete reports.
. Delegate workload appropriately and fairly.
. Check emergency equipment, handle unit
emergencies.
. Conduct initial unit-wide patient assessments.
9. Use knowledge of medical equipment to provide
care.
10. Use knowledge of available clinical resources when
needed.
11. Use knowledge of unit, type of patients, procedures,
etc, to plan work.
12. Maintain a safe, clean physical unit environment.
13. Provide direct patient care as needed, balancing
patient care with charge nurse duties.
14. Provide for patient safety.

NO U bhw

(o]

Adapted from Connelly, et al., 2003.

expanded in specialist practice and there is also evi-
dence of specialist practice that is beyond the scope
of general nursing practice” (Gibson et al., 2003,
p. 591).

Competencies Required in Critical Care

Nationally accepted critical care competencies have
not been formulated. Therefore, critical care
programs in each educational institution tend to
redefine the essential competencies necessary to
meet the standards of practice in the area of critical
care, resulting in variations in accepted practice
from state by state basis and within practice.

But core critical care competencies can be identi-
fied on a national basis. Jones (2002) conducted a
research study designed to elicit core critical care
competency statements from a sample of nurses
working in London, England, in critical care.
According to Jones, a core critical care competency
framework can be developed by expert nurses draw-
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ing on their own experience and knowledge of crit-
ical care nursing. The author suggested that this
process would be useful to (1) educationalists
designing competency-based curricula, (2) critical
care managers as a tool for recruitment and reten-
tion and for education and training of staff, and (3)
individual critical care nurses to facilitate continu-
ous professional development.

Competencies Required
in Nursing Informatics

Informatics is the “application of computer and
statistical techniques to the management of infor-
mation” (University of New Castle upon Tyne,
2004). The standards on which nursing informatics
competencies are based are still evolving. Some of
the essential nursing informatics competencies will
be categorized according to their relevancy to (1)
national nursing education strategies designed to
develop nursing informatics competencies, (2)
nurses at four levels of practice, (3) risk assessment,
and (4) computerization of records

National Education Strategies Designed to Develop
Nursing Informatics Competencies

Herbert (2000) proposed that advances in the
sophistication of information and communication
technologies offer the nurse practitioner opportuni-
ties for (1) better information management, (2)
more complete documentation of work, and (3)
knowledge development to support evidence-based
nursing practice. Herbert suggested a shift in
emphasis from specialists in nursing informatics
(NI) to NI being integrated into all domains of nurs-
ing clinical practice, pointing to the need for nursing
informatics education strategies on a national level.

According to Herbert (2000), steps in developing
a plan to implement an education program on infor-
matics competencies and standards must include (1)
recognizing the role and history of the NI
specialists, (2) defining NI and the required NI com-
petencies, and (3) adapting the educational infra-
structure required to support this initiative. A
national committee, the National Nursing Infor-
matics Project, was working on a plan to address
these competencies in nursing informatics (Herbert,
2000). This project ultimately demonstrated, how-
ever, that informatics does not seem to be as suc-
cessful in providing evidence-based research for
establishing standards and competencies for prac-
tice as individual nursing researchers, such as
Staggers, Gassert, and Curran (2002).
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Informatics Competencies for Nurses
at Four Levels of Practice

Bickford (2002) noted that, although nurses
have always dealt with data, information, and
knowledge, the standard for nursing now requires
core competencies not only in computer skills but
also in data and information management.
Informatics competencies differ according to the
nurse’s level of skill.

Staggers, Gassert, and Curran (2002, p. 383) con-
ducted a research study designed “to produce a
research-based master list of informatics competen-
cies for nurses and differentiate these competencies
by level of nursing practice.” The four levels of prac-
tice were identified as the beginning nurse, the
experienced nurse, the informatics specialist, and
the informatics innovator. Based on a comprehen-
sive literature review and item consolidation, an
expert panel of informatics nurse specialists defined
initial competencies for the beginning informatics
nurse. See Box 6-11 for a master list of valid com-
puter competencies for the Level 1 Beginning
Nurse.

The results of the research of Staggers, et al.
(2002) indicated that: (1) computer skills are only
one set of competencies within the larger category
of informatics standards, and (2) programming
skills or competencies of the third-level informatics
specialist nurse are generally not a necessary stan-
dard for the first-level beginning and/or second-
level experienced nurse.

Thus, Staggers, et al. (2002) agreed with
Herbert’s (2000) conclusion that general, not spe-
cialized, informatics should be the standard
for integration into all areas of clinical nursing
practice.

Informatics Utilized in
Regulating Safety Standards

Nursing informatics may be utilized to design or
redesign computerized risk assessment programs
that monitor whether patient safety standards have
been met. Browne, Covington, and Davila (2004)
reported that such computerized tools provide (1)
an accurate assessment of the safety risk to each
patient; (2) indicators that are embedded into rou-
tine assessment documentation, eliminating added
charting time and ensuring safety; (3) tailored
interventions for specific patient safety risks; (4)
an integration of fall-risk information into the care

BoxX 6-11
Level 1 Beginning Nurse: Master List

of Valid Computer Competencies

Computer Skills—Administration: applications for
structured patient data entry

Computer Skills—Communication (e-mail, Internet,
telecommunications)

Informatics Knowledge—Data access: for patient care

Informatics Knowledge—Documentation of patient care

Computer Skills—Education of patient, instruction of staff

Computer Skills—Monitoring patient systems

Computer Skills—Basic desktop software: uses word
processing

Computer Skills—Systems: use of peripheral devices, e.g.,
CD-ROM; knows basic components of the current
computer system

Computer Skills—Data to improve nursing practice

Computer Skills—Impact: requires time, persistent effort,
and skill for computers to become an effective tool

Computer Skills—Privacy/security: describes patients’
rights as they pertain to computerized information
management

Adapted from Staggers, et al., 2002

plan, report sheets, and care conferences; and (5)
an interdisciplinary communication network
regarding the standards of care for safety.

Informatics Utilized in Establishing
the Standard of Care

A descriptive study, designed by Scott and Elstein
(2004) using the Nursing Home Quality Initiative,
found that the standard of nursing care may be
achieved, regulated, and maintained through nurs-
ing informatics by (1) utilizing quality measure-
ment methods and tools in monitoring patient care,
(2) utilizing quality data to ensure desired patient
care outcomes, (3) monitoring organizational and
cultural factors affecting utilization of quality data
in the clinical setting, (4) utilizing informatics sys-
tems to gather and implement quality data, and (5)
documenting and measuring impact evaluation and
research outcomes. The findings of this study may
be generalized to establish the standard of care,
ensuring quality nursing care. Thus, the nursing
standard becomes regulated through evidence-based
research.
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Level 3 Nursing Informatics Specialist: Master List of Valid Computer Competencies

Computer Skills-Basic Desktop Software: develops/writes
spreadsheets used for complex problems

Computer Skills-Project Management

Computer Skills-Quality Improvement: determines data
indicators, quality and effectiveness of nursing
informatics practice

Computer Skills-Systems: integrate different applications or
programs

Informatics Knowledge-Data: demonstrates fluency in
informatics and nursing terminologies

Informatics Knowledge-Education: plans and develops
application/system training programs for users, clients

Informatics Knowledge-Impact: interprets current
legislation, research, and economics affecting
computerized information management in health scope
of user passwords, devises strategies to protect the
confidentiality of computerized information

Informatics Knowledge-Regulations: incorporates relevant
law and regulations into informatics practice

Informatics Knowledge-Systems: applies theories that
influence computerization in health care; evaluates
applications/systems available in health care

Informatics Knowledge-Usability: applies human factors and
ergonomics to the design of the computer screen,
location and design of devices, and design of software

Informatics Skills-Analysis: applies principles and techniques
of systems analysis; interprets information flow within the
organization

Informatics Skills-Data/Data Structures: constructs data
structures and maintains data sets; integrates nursing
taxonomies, unified nomenclatures and other data
needed by nurses within database design

Informatics Skills-Design, Development: develops screen
layouts, report formats, and custom views of clinical data
by working directly with clinical departments and

Adapted from Staggers, et al., 2002

individual users; coordinates the development of
integrated computer-based patient record technologies;
maintains database (e.g., adding, deleting fields,
structuring input for others, relational database)

Informatics Skills-Evaluation: existing technologies for cost-
effectiveness; evaluates hardware, software, and vendor
support

Informatics Skills-Fiscal Management: uses strategies to
optimize application use after implementation (benefits
realization)

Informatics Skills-Implementation: devises strategies for
installing applications/systems

Informatics Skills-Management: determines project scope,
objectives, and resources for each proposed application,
system or enhancement; functions as a project manager

Informatics Skills-Privacy/Security: develops policies related
to privacy, confidentiality, and security of patient and
client data

Informatics Skills-Programming: applies principles of
computer programming to communicate with software
developers

Informatics Skills-Requirements: modifies information
technologies to meet changing data requirements/needs

Informatics Skills-Role: consults about informatics with
clinical, managerial, educational, and/or research entities

Informatics Skills-Systems Maintenance: assists in the
resolution of basic software problems

Informatics Skills-System Selection: designs evaluation
criteria and strategies for selecting applications and
systems

Informatics Skills-Testing: conducts tests of information
management applications, systems.

Informatics Skills-Training: produces short-term and long-
term training plans, materials, and operating manuals
tailored to the organization.

Evidence-Based Practice:
The Standard of Care

Evidence-based nursing practice is an expected part
of the nursing standard of care. Evidence-based
nursing practice utilizes the best current clinical
evidence or research when implementing the nurs-
ing process. Evidence-based practice is the basis
upon which nursing standards are developed. Thus,
evidence-based nursing practice is a clinical

decision-making process that is integrated into the
nursing process. This scientific, step-by-step process
combines (1) the best available research evidence,
(2) the nurses’ clinical expertise, and (3) the
patient’s preferences for patient care.

Nurses integrate evidence-based nursing into the
nursing process by doing the following:

1. Identifying the patient’s care need by assess-
ment, based on analysis using current nursing
knowledge, expertise, and clinical practice.
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2. Researching the literature for best evidence
relevant to meeting the patient care need.

3. Evaluating the research, or best evidence, for
interventions specific to the patient care need.

4. Choosing the best intervention designed to
meet the patient care need, justifying the
selection based on valid, reliable research
(University of Minnesota, 2004).

Evidence-based practice challenges nurses to
develop patient care interventions and expand the
relevant knowledge, based on the best research. But
van Meijel, Gamel, van Swieten-Duijfjes, and
Grypdonck (2004) reported limited literature on
the development of evidence-based nursing inter-
ventions. They presented a model for developing
evidence-based nursing interventions, designed to
guide the process of developing and testing complex
nursing interventions while incorporating the expe-
rience of the client.

The model consisted of four stages: (1) problem
definition, (2) accumulation of building blocks for
intervention design, (3) intervention design, and
(4) intervention validation.

The model allowed for the accumulation of
empirical evidence and theory development during
the formulation of the evidence-based intervention.
The authors suggested (p. 84) that the “use of the
model could facilitate effective communication
among nurses, researchers and educators when dis-
cussing the development and testing of nursing
interventions.”

Plouffe and Seniuk (2004) promoted evidence-
based clinical practice as the goal of professional
nursing. Unfortunately, they reported (p. 14) that
“linking research to the clinical realm appears logi-
cal and sounds simplistic, yet frequently our pre-
conceived thoughts and ideas of ease of change do
not equate with the reality of the situation.”
Although relevant research may exist, and the
patient care need may be there, the question
remains of “how shall the two meet?”

For example, a study was designed by Olade
(2004), whose purpose was: (1) to identify the
extent to which rural nurses utilize evidence-based
practice guidelines from scientific research in their
practice, (2) to describe previous and current
research utilization activities, and (3) to identify
the specific barriers they face in their practice set-
tings. The results of the study revealed that only
20.8% of the participants, nurses with bachelor’s
degrees, were involved in research utilization. The

two most common areas of research were pain man-
agement and pressure ulcer prevention and man-
agement. Barriers to research identified by Olade
included rural isolation and lack of nursing
research consultants.

But Winch, Creedy, and Chaboyer (2002, p. 56)
commented that evidence-based nursing practice
either will or does direct nursing practice, arguing:
“It is possible to identify the governance of nursing
practice and hence nurses across two distinct axes;
that of the political (governance through political
and economic means) and the personal (governance
of the self through the cultivation of the practices
required by nurses to put evidence into practice.) ...
Evidence-based nursing is an emerging technology
of government that judges nursing research and
knowledge and has the capacity to direct nursing
practice at both the political and personal level.”

EVIDENCE-BASED PRACTICE
THROUGH NURSING RESEARCH:
THE ROAD TO BEST PRACTICE

Best practice is the process through which compe-
tence and evidence-based practice lead to the
desired health-care outcome. Nursing research is
the mechanism to provide evidence-based practice.
Thus, for desired patient outcomes and to ensure
cost-efficient and effective best practice, application
of nursing research findings is essential to the estab-
lishment and regulation of the standard of nursing
practice.

Many variables affect regulations and standards
that are the subject and/or outcome of nursing
research. Olsen (2003) identified Health Insurance
Portability and Accountability Act (HIPAA) pri-
vacy regulations, which became effective April 14,
2003, as having had the most significant current
impact on nursing research. The privacy require-
ments of the regulations have affected nursing
research in (1) the research process, (2) accessing
data (including recruitment and using medical
records), (3) creating data (including intervention
studies, survey, and interview research), and (4)
disclosing data to others, such as nursing colleagues
at other health-care institutions.

Hodge, Kochie, Larsen, and Santiago (2003)
identified a “research-practice gap,” a situation in
which research findings that should become best
nursing practice are not implemented. In an



attempt to diminish the research-practice gap via
evidence-based nursing practice, the authors stud-
ied ways to implement best practice. A patient care
research utilization committee was formed to
review and revise each patient care policy and pro-
cedure, based on best research evidence. The impe-
tus for the project was a belief that current patient
care policies and procedures were (1) based on tra-
dition rather than on science and (2) did not pro-
vide best practice in patient care, missing skills
required for new equipment, treatments, and
research findings. The beneficial outcomes of this
research project included (1) a revision of patient
care policies and procedures, based on scientific evi-
dence; (2) generation of new research questions,
based on gaps in the nursing literature; and (3) an
increase in the number of clinical nurses involved
in using research to provide best practice.

Staff education is another important component
of best practice. A research utilization project was
designed by Cruz, Abdul-Hamid, and Heater (1997)
for the purpose of (1) selecting and implementing a
research-based restraint education program, (2)
reducing the use of restraints in an acute care set-
ting, and (3) changing the perception about
restraints in the direction of decreased importance.
The existing restraint policy and procedure and
new restraint products and alternative restraint
methods were reviewed by a multidisciplinary
team. Based on the evidence provided by a review of
the literature on restraint education programs, the
multidisciplinary team concluded that education
was the key component in promoting best practice.
Education programs could be monitored by risk
management and quality assurance to ensure best
practice in accordance with nursing regulations.

Accreditation as Nursing
Regulation

Accreditation is a voluntary process of compliance
with a set of standards established by a nongovern-
mental organization (University of New Castle
upon Tyne, 2004). Accreditation is the process uti-
lized by an organization, such as a school of nursing
or health-care facility, to verify a competent educa-
tional or health-care program, respectively. For
example, the state’s governing board for nursing
typically provides accreditation for schools of nurs-
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ing, providing validation that the educational pro-
gram is in compliance with the state’s standards of
instruction for teaching qualified students how to
provide standardized nursing care. Private accredit-
ing agencies like the Joint Commission on Accredi-
tation of Healthcare Organizations (JCAHO)
monitor compliance with state and federal stan-
dards, but utilization of these private accrediting
agencies is voluntary, not mandatory.

JOINT COMMISSION ON ACCREDITATION
OF HEALTHCARE ORGANIZATIONS (JCAHO)

Established over 50 years ago, JCAHO is an inde-
pendent, not-for-profit accreditation organization.
Governed by a board that includes physicians,
nurses, and consumers, JCAHO sets the standards
by which quality of health care provided in hospi-
tals is measured in the United States and around the
world (JCAHO, 2004).

Hospitals and ambulatory surgery centers may
voluntarily choose to apply for accreditation
through JCAHO or other such organizations.
According to Saufl and Fieldus (2003), before
accrediting a hospital, JCAHO requires compliance
with its standards regarding the environment of
care, provision of care, and quality of care. Quality
of care is ensured by JCAHO conducting regular
surveys of each agency’s performance. The value of
the accreditation, according to the authors (p. 152),
is that this process “... certifies to the health care
community and the community-at-large that the
facilities meet mnationally accepted standards
through a recognized accreditation program.”

JCAHO is committed to improving and regulat-
ing safety in patient care by providing (1) standards
of patient care, (2) survey evaluations on the health-
care provider’s status in meeting standards of care,
and (3) professional consultative and educational
services on mechanisms for meeting the standard of
patient care (Saufl & Fieldus, 2003). To meet
JCAHO standards, nursing standards and operating
strategies of health-care organizations must be in a
continual state of readiness, including perfor-
mance improvement practices. Gantz, Sorenson,
and Howard (2003) believe that nurses have a
unique role in identifying and guiding the nursing
process, central to quality care, and the commit-
ment to establishing and maintaining quality care,
as identified by JCAHO. They believe that the para-
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digm of health care must be shifted from just meet-
ing the standards to continual readiness and per-
formance  improvement  throughout  the
organization.

COMPLIANCE WITH POLICIES
AND PROCEDURES

A policy is a stated system by which health care is
administered. A procedure is a step-by-step process
by which a health-care outcome is achieved.

The American Nurses Association (ANA) plays
a significant role in the development of model poli-
cies and procedures on both the state and national
levels. Standards of care also affect the development
of policies and procedures regulating nursing prac-
tice. Policies and procedures must meet or exceed
minimum standards of care as set by nurse practice
acts and other sources.

For example, the ANA provides a foundation for
policies and procedures related to patient safety by
(1) developing and disseminating policies and pro-
cedures to meet the standard for patient safety, (2)
lobbying for legislation and regulations that protect
and serve users of nursing services, and (3) advo-
cating for patients and issues that affect a nurse’s
ability to meet the standards for safe care.

Policies and procedures are designed to regulate,
standardize, and drive nursing practice (Zeitz &
McCutcheon 2002). Evidence-based nursing prac-
tice is essential in developing policies and proce-
dures. Zeitz and McCutcheon (2003) reported that
although evidence-based nursing is the mechanism
for achieving best practice in the clinical setting, in
reality it has had very little impact on the clinical
practice that nurses deliver on a daily basis. For
example, the authors noted that although the collec-
tion of vital signs is a ubiquitous component of prac-
tice in the postoperative general surgical setting,
there is little evidence, in the form of evidence-based
policies and procedures, to support this practice.

Further, they indicated that nursing policies and
textbooks, in general, present traditional, routine-
regulated clinical practice without an evidence base.
Traditional policies and procedures are being used
to (1) control rather than support evidence-based
practice and (2) limit opportunities for clinicians to
make patient-specific decisions. They suggested
that evidence-based practice, and ultimately best
practice, may be achieved through creation of poli-
cies and procedures based on (1) rigorous relevant

evidence that supports standardized nursing inter-
ventions, (2) the nurse’s clinical expertise, and (3)
the changing and expanding environment in which
nurses develop and practice. One of the most impor-
tant environmental factors affecting nursing prac-
tice is the level of staffing.

Compliance With Staffing Requirements

Regulation of staffing affects productivity, the deliv-
ery of patient care, and thus the standard of nursing
care. Bednar, Haight and Street (2003, p. 47)
reported that: “... state-mandated staffing ratios,
coupled with restrictive nurse practice acts, may be
impacting the delivery of care to ... patients.” They
found that patient-to-staff ratios vary state by state.
Mark, Harless, McCue, and Xu (2004) conducted
a study designed to evaluate previous research find-
ings exploring the relationship between nurse
staffing and quality of care. In evaluating this rela-
tionship, they examined the effects of change in reg-
istered nurse staffing on change in quality of patient
care from 1990 to 1995 They found (p. 279) that
“improving registered nurse (RN) staffing uncondi-
tionally improves quality of care.” Levels of regis-
tered nurse staffing must also comply with state and
federal legislative and administrative regulations.

Legislative and Administrative
Regulation of Nursing

Nursing practice is regulated through state and fed-
eral legislative and administrative laws and agencies.
The state and federal legislatures develop and pass
laws. Federal administrative agencies, such as the
Veterans Administration, oversee compliance with
regulations by their agencies. Some examples of fed-
eral administrative regulatory agencies include the
Centers for Medicare and Medicaid Services (CMS),
the Occupational Safety and Health Administration
(OSHA), and the Centers for Disease Control and
Prevention (CDC). State administrative agencies,
such as state boards of nursing, create regulations to
accompany, detail, and implement state laws.

CENTERS FOR MEDICARE
AND MEDICAID SERVICES (CMS)

The CMS administers the Medicare program and
collaborate with states to administer Medicaid, the



State Children’s Insurance Health Care Program,
and HIPAA. CMS is specifically responsible for sim-
plification of standards for implementation of and
HIPAA and maintenance of quality standards for
health care through its surveys and certification
functions (CMS, 2004).

HEALTH INFORMATION PORTABILITY
AND ACCOUNTABILITY ACT (HIPAA)

CMS oversees implementation of HIPAA standards
and regulations. Title I of HIPAA is designed to pro-
tect health insurance coverage for workers and
their families when they change or lose their jobs.
Title II of HIPAA, The Administrative Simplifica-
tion provisions, “requires strict security measures
to protect the electronic health data of patients”
(Follansbee, 2002, p. 42). Consequently, nursing
policies and procedures associated with the man-
agement of health-care information have changed
dramatically (Follansbee, 2002).

Requirements under HIPAA require nursing
service to comply with privacy standards by (1)
developing appropriate policies and procedures, (2)
providing notice of privacy practices and other
forms, (3) implementing measures to secure pri-
vacy, (4) contracting with business associates to
secure privacy, and (5) training all nursing staff
involved in patient care (Lucas, Adams, & Wachs,
2004). According to these authors (pp. 178-179):
“HIPAA’s privacy regulations are considered ‘the
floor’ or minimum standard for the protection of
PHI [protected health information]|. As such, it is
likely that these privacy regulations will become the
‘industry standard’ to which all health care profes-
sionals will be held.”

Research in Long-Term Care:
Issues, Dilemmas, and Challenges

Scott and Elstein (2004) reported that as the
American population ages, already sizable long-
term care expenditures are likely to increase. The
CMS, as the largest purchaser of health care for the
aging population, is continuously working to
improve the standard of long-term patient care
through (1) quality monitoring and enforcing of
patient care standards, (2) providing information to
beneficiaries about the standard of patient care, and
(3) enhancing resources to improve standardized
patient care.

Regulating Nursing 87

Medicare and Medicaid also establish program
requirements in long-term care facilities. For exam-
ple, according to regulations created by CMS (CMS,
2003, September), long-term care facilities may, in
specific circumstances, utilize paid feeding assis-
tants to supplement the services of certified nurse
aides. The training and certification of the feeding
assistants must have occurred under standardized
guidelines, established by CMS.

OCCUPATIONAL SAFETY
AND HEALTH ADMINISTRATION

The Occupational Safety and Health Administration
(OSHA, 2004) is a federal agency whose mission
is designed to: “assure the safety and health of
America’s workers by setting and enforcing stan-
dards; providing training, outreach, and education;
establishing partnerships; and encouraging contin-
ual improvement in workplace safety and health.”

OSHA provides a foundation for understanding
workplace health and safety by producing publica-
tions, pamphlets, audiovisual programs, computer
access programs, and other documents designed to
promote compliance with safety standards (Nester,
1996). OSHA works to build partnerships between
occupational safety and health-care administration,
according to Nester (1996). For example, the Office
of Occupational Health Nursing within OSHA is an
active advocate for health-care workers, such as
nurses, assisting with the establishment of stan-
dards that protect and provide for the safety of
patients and all health-care providers.

The OSHA Pathogens Standard

In 1991 the OSHA standard designed to protect
health-care providers from exposure to blood and
other potentially infectious materials became
mandatory. According to Goldstein and Johnson
(1991), health-care employers were required to
institute an infection control plan based upon this
OSHA standard, which included universal precau-
tions, engineering and work practice controls, per-
sonal protective equipment, and housekeeping.
Occupational health nurses (1) coordinated the
development, maintenance, and revision of this
infection control program, in compliance with the
OSHA regulations, (2) educated management about
the hazards of blood-borne pathogens, and (3) pro-
vided assistance to ensure compliance with the
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OSHA standard, resulting in a safe and healthy
work environment for the health-care provider.

Nursing plays an active role in OSHA’s func-
tions. Nurses are not only regulated/protected by
OSHA standards but also play an important role in
their implementation to meet standards for patient
safety.

CENTERS FOR DISEASE CONTROL (CDC)

The Centers for Disease Control and Prevention
(CDC, 2004) is the leading federal agency for pro-
tecting the patient’s health and safety both at home
and abroad. The CDC is responsible for (1) devel-
oping and applying disease prevention and control,
(2) maintaining environmental health, and (3) pro-
moting health and education activities designed to
improve the well-being of the people of the United
States. But research has demonstrated that more
nursing expertise is needed in the area of disease
control, as this environmental concern is a “front
line” patient care safety issue in nursing practice.

Disease Control: A Safety
Issue in Nursing Practice

According to Larson and Butterfield (2002), clients
often use nurses as their primary contact for
expressing concerns about health problems related
to environmental disease control. In response to this
need, core competencies for nursing expertise in the
field of environmental disease control were devel-
oped by the Institute of Medicine, Agency for Toxic
Substances and Disease Registry, and National
Institute of Nursing Research. These core disease
control competencies comprise a baseline of knowl-
edge and awareness as well as a standard by which
nurses intervene to prevent and minimize environ-
mental disease. Nursing standards for disease con-
trol focused on the following four competencies:

1. Basic knowledge and disease control con-
cepts: “Understanding scientific principles
[of] ... basic mechanisms of exposure...pre-
vention and control strategies ... applied
research, and the interdisciplinary nature of
environmental health.”

2. Assessment and referral: “Completing a com-
prehensive environmental exposure history
and making appropriate referrals ... locating

and providing appropriate scientific informa-
tion for individual patients and communities.”
3. Advocacy, ethics, and risk communication:
“Understanding the role of advocacy, princi-
ples of environmental justice, and risk com-
munication in addressing environmental
health issues.”
4. Legislation and regulation: “Understanding
. environmental health policy as well as
state and national regulations” (Larson &
Butterfield, 2002, pp. 301-308; quoting Pope,
Snyder, & Mood, 1995).

Establishing Safety Protocols Based
Upon CDC and OSHA Recommendations

In 1987 OSHA was petitioned by the ANA and
labor unions to issue an emergency infection con-
trol standard, subsequent to the first documented
reports of occupationally acquired human immuno-
deficiency virus (HIV) in health-care providers
(Miramontes, 1990). OSHA responded by enforc-
ing voluntary guidelines developed by the CDC
4 years earlier. Subsequently, OSHA drafted regula-
tions containing the final set of HIV safety protocols
in1991.

According to Miramontes (1990), OSHA estab-
lished HIV safety standards and protocols to be uti-
lized by all health-care providers, addressing (1)
types of protective clothing and equipment, (2)
housekeeping and laundry areas, (3) infectious
waste disposal, and (4) tracking employees, pre-
and postexposure. In enforcing these standards,
hospitals stress continued education and training in
order to increase compliance. Miramontes (pp.
561-562) cited a research study that found “after a
two-year training/evaluation period, physician
compliance with infection control procedures
increased from 20 % to 80 %, and nurse compliance
rose from 50 % to 86 %.”

All Good Things...

Nursing practice is regulated on the state and fed-
eral levels. On the state level, nursing is regulated
via the state’s nursing practice act, which provides
for licensure as a registered nurse. Subsequently,
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Best practice is the process through which competence and
evidence-based practice lead to the desired health-care out-
come. Brief, concrete tips to promote best practice in con-
sideration of the previously identified nursing regulations,
which focus on combined competence and evidence-based
practice, include:

1. Knowing the standards of practice in your state’s nurs-
ing practice act for the registered nurse and/or for
advanced practice.

2. Knowing the definition of unprofessional conduct in
your state’s nursing practice act.

3. Knowing the grounds for disciplinary action by the gov-
erning board for nursing practice.

4. Knowing whether your state participates in the nurse
licensure compact and your multistate licensure privi-
leges under the compact.

5. Knowing the competencies required to perform your
role as a nurse, whether a generalist or a specialist.

6. Documenting attainment of, compliance with, and/or
updating of competencies.

7. Developing nursing informatics competencies.

8. Practicing evidence-based nursing by utilizing the best
current clinical evidence or research when implement-
ing the nursing process.

9. Knowing the standard of care as defined in the
employer’s policy and procedures.

10. Working with accrediting agencies to provide certifica-
tion that the health-care provider meets nationally
accepted standards for patient care.

11. Ensuring the staffing necessary to deliver and meet the
standard of patient care.

12. Complying with federal regulations regarding the stan-
dard of care related to privacy of health-care data.

13. Complying with federal regulations regarding the stan-
dard of care related to workplace health and safety

certification acknowledges nursing competence at
an advanced level of practice.

The nursing practice act establishes the standard
of care and scope of practice, which are monitored
by the state’s governing board, usually the board of
nursing examiners. The nursing practice act also
regulates advanced practice; for example, the clini-
cal nurse specialist. The scope of nursing practice
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has been expanded by telenursing, requiring the
development of the Nurse Licensure Compact
(NLC). The NLC creates standardization within
nurse practice acts that vary and lack uniformity
from state to state, providing more standard meth-
ods of compliance, discipline, and rehabilitation.

Nursing has been developed upon the core com-
petence of caring, a concept difficult to measure,
document, or legislate. Other essential competen-
cies, which appear to be measurable behaviors,
include health promotion, supervision, interper-
sonal communication, direct care, computer, and
case load competencies. Competencies may be doc-
umented with videotaping, orientation records,
portfolios, self-assessment tools, records of manda-
tory intranet training courses, and continuing
education records. Advanced areas of nursing prac-
tice have more specialized sets of competencies.

Specific competencies are required in nursing
informatics at four levels, consisting of the begin-
ning, experienced, informatics specialist, and
informatics innovator nurse. Informatics may be
integrated into the nursing standards.

Evidence-based nursing practice is the expected
standard of care. Nursing research is the mecha-
nism to provide evidence-based practice. The nurse
may integrate evidence-based practice into the nurs-
ing process, for example, by following a four-step
clinical decision-making process. Policies and pro-
cedures also establish the standard of care and thus
regulate nursing practice.

Independent organizations, such as JCAHO,
monitor a health-care provider’s compliance with
state and federal laws and regulations. Accredita-
tion is the process utilized by an organization, such
as a school of nursing or health-care facility, to ver-
ify competency of its educational or health-care pro-
gram, respectively. Staffing and productivity must
also be regulated under these accreditation guide-
lines to meet the standard of care.

Legislative and administrative regulation of
nursing occurs on the federal level; for example,
through CMS. CMS oversees the administration of
HIPAA, a federal law that regulates confidentiality
issues related to patient care. OSHA is a federal
agency that promotes standards for patient safety in
the health-care environment. The CDC is the fed-
eral agency that develops and promotes disease pre-
vention and control.
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Let’s Talk

1. What is the nursing standard for advanced
practice, management, and informatics?

2. Do you believe that nurses should seek
certification? If so, why?

3. In what areas can a nurse specialize that are
considered advanced practice?

4. How has telenursing expanded nurse practice
acts?

5. Does an interstate compact have to exist for a
nurse to practice telenursing in those states?

6. How does lack of uniformity in state nurse
practice acts affect interstate compacts and
telenursing?

7. What can influence student nurse learning of
competencies in the clinical area?

NCLEX Questions

1. A nursing competency:
A. Is a skill that the nurse has to perform.
B. Is a specific behavior that a nurse must
demonstrate.
C. A and B.
D. Is the proficiency level that the nurse must
obtain.

2. A standard of care:

A. Requires use of the nursing process.

B. Is the degree of care, expertise, and judgment
exercised by nurses under similar circum-
stances.

C. A and B.

D. Is the number of patients that a competent
nurse can care for on any given shift.

3. What affects nursing regulation?
A. A state nurse practice act.
B. Accreditation by an official body.
C. Policies and procedures.
D. All of the above.

4. The goal of state and federal legislation is to:
A. Protect the public.
B. Regulate nursing education.

10.

C. Oversee nurse competency via licensure and
discipline.
D. All of the above.

. A nurse practice act:

A. Governs the role of the nurse.

B. Governs nursing education.

C. A and B.

D. Prescribes the competencies for the nursing
role.

. Certification is:

A. An examination.

B. Developed by a professional organization.

C. Aids a nurse in demonstrating compe-
tency.

D. All of the above.

. What types of disciplinary action can a board of

nursing take?

A. License suspension.

B. Licensure denial.

C. Mandate that the offender take courses in
legal ethical decision making or pharmacol-
ogy.

D. All of the above.

. An advanced practice nurse:

A. Ts a registered nurse.

B. Has studied in a post-basic or advanced edu-
cational program of study.

C. Acts independently of other health-care pro-
fessionals in the delivery of health-care serv-
ices.

D. All of the above.

. Portfolios:

A. Can be used to demonstrate to state boards
of nursing that one is qualified to be a regis-
tered nurse.

B. Can be designed to demonstrate one’s com-
petence.

C. Consist of documentation that captures
learning from experience.

D. Band C.

Modeling:
A. Ts the facilitation and nurturance of an indi-
vidual.

B. Assists one in attaining, maintaining, and
promoting health.

. Is a purposeful nursing intervention.

. Is a process used by nurses to develop an
understanding of the client’s world.

g Q
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CHAPTER MOTI

“Leaders owe their nstitutions vital fmancial health, and the velationships
and veputation that enable continmuity of that fmancial health.”

Max De Pree

m Describe economic changes in the health-care industry and the
resulting challenges to managers.

m Discuss who pays for health-care services and the unique
complexities of payment methods to health-care organizations.

m Explore the challenges of balancing supply and demand for
health-care services and understand what factors managers can
influence.

m Review the two primary forms of business organizations and
focus on their different goals and objectives.

m Discuss the current forms of health-care rationing.
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Leadership is a challenging job as described by De
Pree above. Leaders are asked to be stewards for
their organizations’ assets, which range from finan-
cial resources and human resources to the overall
reputation of the organization. Leaders keep the
organization continually moving forward by look-
ing for ways to improve while managing the delicate
balance between the goals of the customer and
those of the organization. This chapter describes
why health economics is important to managers
within the health-care industry and some of the
unique challenges facing those managers. Health
economics has received increased focus in recent
years due to the increase in technological innova-
tions, the greater availability of data, and the surge
in health-care spending. The need for managers to
be effective stewards has never been greater.

Current Status of Health
Care in the United States

In order to understand the current turmoil in the
U.S. health-care system, a brief review of several
dramatic changes that have occurred over the last
40 years is warranted. The emphasis of medical
care shifted from diagnosis of the illness to inter-
vention and, now, has shifted to prevention of the
illness. New technologies have revolutionized the
ways in which health care is practiced. A few exam-
ples of these innovations include organ transplants,
radiation and chemotherapy treatment plans for
cancer, in vitro fertilization, and vast enhance-
ments in drug treatments. The role of health insur-
ance coverage has risen dramatically from less than
10% of the U.S. population in 1940 to more than
84 % today (Weisbrod, 1991). In addition, in 1935
when Social Security was enacted as a benefit for
older citizens, only 5% of the population lived past
the age of 65 years. Social Security did not antici-
pate life expectancy increases and the resulting
need for longer-term use (Cypher, 2003). Finally,
health-care expenditures continue to grow in pro-
portion to the gross domestic product, making up
15.3% of total spending in the U.S. economy in
2003, or $1.7 trillion annually, up from 5.3 % in the
1960s. Health-care spending is outpacing growth in
the overall economy by 3 percentage points
(Highlights—National Health Expenditures, 2003).
See Figure 7-1.

Why is there so much focus on the increase
in health-care spending? One reason is that the
United States spends more on health care per
person than any other major industrialized country
but fares worse on key health indicators such as life
expectancy and infant mortality rates. (Anderson,
1997). In addition, the continuing growth in health-
care spending leaves a smaller proportion of
national income for other purposes, such as educa-
tion or defense. This has prompted the federal
government and employers to question whether
the benefits of this increased spending are war-
ranted, which has spurred the current discussions
of how to reform the health-care system. Central
to the reform debate is how much to pay for health
care. In order to understand the issues fully,
an overview of the current payment systems is
necessary.

OVERVIEW OF HEALTH-
CARE PAYMENT SYSTEMS

Who pays for medical care? In most industries, the
process of obtaining payment for services or prod-
ucts is fairly straightforward. A customer will pur-
chase a product or service and be presented with a
bill that represents the quantity of goods or services
received, multiplied by an appropriate price.
Discounts may encourage sales of slow-moving
inventory; however, the basic method is a fixed
price per unit set by the business. But health care
does not follow this simple process. In the United
States, there is a complex structure in place for
obtaining payment for health-care services, due to
various contractual relationships with third parties
(Cleverley & Cameron, 2003). As seen in Figure
7-2, 83% of all payments come from third parties.
Nevertheless, it is important that managers remem-
ber that the consumer is the ultimate payer for
health-care services. Although most consumer pay-
ments are indirect in the form of insurance premi-
ums or taxes, increases in health-care costs will
force consumers to spend less on other goods and
services and more on items like insurance benefits.
Reactions to increases in health-care costs can vary,
such as consumers dropping their health insurance
coverage, employers reducing the health insurance
benefits offered to employees, or insurance compa-
nies reducing payments for services. Even insured
consumers are required to make some direct pay-
ments for health-care services, often referred to as
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National Health Expenditures

Private Funds Public Funds
GDP Amount Amount Percent Amount Percent
Calendar in in Per  Percent in Per of in Per of
Year billions billions  Capita of GDP billions Capita Total billions Capita Total
1965 $720 $41.0 $205 5.7 $30.6 $154 75.1 $10.2 $51 24.9
1966 759 451 324 5.7 31.6 156 69.9 13.5 67 30.1
1967 834 50.7 249 6.1 31.8 156 62.8 18.9 93 37.2
1970 1,040 731 348 7.0 45.4 216 62.2 27.5 131 37.8
1975 1,635 129.6 590 7.9 74.8 340 57.6 55.0 250 42.4
1980 2,795 245.8 1,067 8.8 140.9 512 57.3 104.8 455 42.7
1981 3,131 255.1 1,225 9.1 153.9 704 57.5 121.2 521 42,5
1982 3,259 321.0 1,366 9.8 186.7 794 55.2 134.3 571 41.8
1983 3,535 353.5 1,489 10.0 206.1 868 55.3 147.5 621 417
1984 3,933 390.1 1,628 9.9 229.3 957 55.6 160.6 671 41.2
1985 4,213 425.8 1,765 10.1 252.2 1,043 59.1 174.6 722 40.9
1986 4,453 457.2 1,672 10.3 256.9 1,093 55.4 190.4 760 416
1987 4,742 496.0 2,020 10.5 259.3 1,174 55.1 208.8 847 41.9
1988 5,106 558.1 2,243 10.9 331.7 1,333 59.4 225.4 910 40.5
1989 5,449 622.7 2,477 11.3 370.9 1,476 59.6 251.8 1,002 40.4
1990 5,803 696.0 2,738 12.0 413.5 1,627 59.4 262.5 1,111 40.6
1991 5,956 761.8 2,966 12.7 441.3 1,718 57.9 320.6 1,248 421
1992 6,319 827.0 3,184 13.1 458.5 1,503 56.6 358.5 1,380 43.4
1993 6,642 888.1 3,381 13.4 497.7 1,895 55.0 390.4 1,486 44.0
1994 7,054 937.2 3,634 13.3 509.8 1,922 54.4 427.3 1,611 45.6
1995 7,400 990.1 3,967 13.4 532.5 1,968 53.8 457.7 1,709 46.2
1996 7,813 1,039.4 3,647 13.3 557.5 2,063 53.6 481.9 1,784 46.4
1997 8,318 1092.7 4,007 131 589.2 2,160 53.9 503.5 1,845 46.1
1998 8,781 1,150.0 4,178 13.1 626.4 2,283 54.6 521.6 1,895 454
1999 9,274 1,219.7 4,392 13.2 659.7 2,411 54.9 550.0 1,960 451
2000 9,825 1,310.0 4,672 13.3 718.7 2,563 54.9 591.3 2,109 45.1
2001 10,082 1,425.5 5,035 141 777.9 2,749 54.6 646.7 2,265 454

NOTES: These data reflect Bureau of Economic Analysis Gross Domestic Product as of October 2001. Per capita is calculated
using Census resident based population estimates. November 2003

FIGURE 7-1 National health-care trends in public versus private funding in selected years. (Source: U.S. Bureau of the Census, U.S.
Department of Commerce, Bureau of Economic Analysis)

dilemma is discussed in more detail in the review of
reimbursement methods.

out-of-pocket payments, co-pays, or deductibles.
Some out-of-pocket payments are for services that
are not covered by the policy or for services in
excess of the policy’s coverage limits.

Most health-care organizations have a master
price list referred to as the charge description

Uninsured Consumers

Currently, about 16 % of the population (45 million

master (CDM). The CDM has the specific charges
for a defined unit of service, such as an x-ray, spe-
cific laboratory test, or 1 hour of surgery time. The
unique aspect of pricing in the health-care industry
is that often the payment for a specific unit of serv-
ice in no way relates to the charge that actually
appears on the patient’s bill from the CDM. This

people) does not have health insurance (Centers
for Medicare and Medicaid Services, 2005). These
consumers must pay for their health-care needs
from their own resources. Customers without
insurance are expected to pay the total billed
charges, based on the health-care organization’s
price list, while insured customers receive dis-
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Personal Health Care Expenditures by Source of Funds:

Selected Years 1960-2000

Over the last several decades, the public sector share of health spending
has increased, while the share from out-of-pocket spending has declined.

Dollars in Billions

$23.3 $63.1 $214.5 $609.3 $1,130.4
100 —
27.1% 225% 17.2%
80 — % 5.0%
39.7% ] 5.0%
55.2% 4.3%
= 60 2.8% 34.6%
8 28.3% 33.4%
9] % 223%
o 40 20% 7.3%
21.4% 11.9% 10.0%
15.7% 19.2%
20 — 16.9% 17.6%
21.4% 1.5% o
= 8.0% 11.5% 11.4% 168%
1960 1970 1980 1990 2000
Calendar Year
Total Public Total Private
[ other Public [ out-of-Pocket FIGURE 7-2 Personal health-care expen-
[ Medicare ] Other Private ditures by source of funds. (Source: CMS
[ Total Medicaid, SCHIP expansion [ Private Health Insurance Office of Actuary, National Health Statistics
and SCHIP Group)

counts for services based on contracts their insur-
ance companies have negotiated with the providers.
When personal resources are not adequate, often
the uninsured consumer must rely on charity care
or do without the service. The rising share of the
population without medical insurance is seen as a
major problem in the United States and one of the
key issues driving the need for health-care reform.
See Figure 7-3.

Reimbursement Models

Health-care managers need to understand the basic
payment methods for customers with insurance.
There are two main categories of payment methods:
fee-for-service and capitation.

Fee for Service
In fee-for-service payment methods, reimburse-
ment increases based on the number of services
provided. There are three primary methods of
reimbursement: cost-based reimbursement, charge-
based reimbursement, and the prospective payment
system

Cost-based reimbursement is not frequently
encountered in practice today; Medicare reimbursed

health-care providers in this manner from 1966 to
1983. Under cost-based reimbursement, the payer
agrees to reimburse the provider for the costs
incurred in providing services to the insured popu-
lations. The payment is limited to allowable costs,
which is defined as costs directly related to the pro-
vision of health-care services (Gapenski, 2003). For
example, if the hospital’s cost to care for a patient
delivering a baby included 2 days in the hospital at
a nursing cost of $480 per day, medical supplies of
$200, drugs of $125, and equipment use of $250, the
hospital would be reimbursed the sum of all these
costs, $1,535.

Charge-based reimbursement was common in
the early days of health insurance, when payers
reimbursed providers on the basis of billed charges.
The current trend is away from paying on billed
charges; however, some payers now reimburse
based on a discount of billed charges ranging 20 % to
40% (Gapenski, 2003). For example, if the patient
bill for the same 2-day maternity stay included
charges that totaled $3,500, the hospital would be
paid some percentage of this amount under charge-
based reimbursement.

In the prospective payment system (PPS) a
predetermined rate is paid for services. Reimburse-
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Private Insurance

Any private 68.6%"
plan 69.6%
Employment- 60.4%"
based 61.3%
Direct- 9.2%
purchase 9.3%

Government Insurance

26.6%"
25.7%

Any government
plan

/

13.7%"
13.4%

Medicare

12.4%"
11.6%

Medicaid

=

3.5%
3.5%

Military
health caref

2003
2002

Not covered

(I

No Insurance
15.6%"
15.2%

A

* Statistically different at the 90-percent confidence level.
T Military health care includes: CHAMPUS (Comprehensive Health and Medical Plan for

FIGURE 7-3 Coverage by type of health insurance:
2002 and 2003. (Source: U.S. Census Bureau,
Current Population Survey 2003 and 2004, annual
social and economic supplements)

ment of services is based on a per-unit payment,
such as diagnosis, procedure, day, or episode. Sev-
eral common PPS examples follow:

1. Per-procedure reimbursement, which is com-
monly used in outpatient settings.

2. Per-diagnosis reimbursement, in which diag-
noses that require a higher resource utiliza-
tion have higher reimbursement rates.
“Medicare pioneered this basis of payment in
its diagnosis related group system, which was
first used for hospital reimbursement in
1983” (Gapenski, 2003). For further discus-
sion, see the Medicare section below.

3. Per-day reimbursement, in which the health-
care provider is paid a fixed amount for each
day that service is provided, regardless of the
nature of the services.

4. Global pricing, which is a single payment that
covers all services delivered in a single
episode of care. For example, one payment is
made for maternity services, covering physi-

Uniformed Services)/Tricare and CHAMPVA (Civilian Health and Medical Program of the
Department of Veterans Affairs), as well as care provided by the Department of Veterans
Affairs and the military.

Note: The estimates by type of coverage are not mutally exclusive; people can be
covered by more than one type of health insurance during the year.

cian visits prior to and following delivery and
hospital care for the delivery.

Capitation

The second major category of reimbursement is
capitation, in which the provider is paid a fixed
number per covered life per period (usually a
month), regardless of the number and type of serv-
ices provided. Although similar to the prospective
payment system, a capitated payment system pays a
fixed number per month for all services provided to
an individual versus per procedure or episode
under the PPS. Initially, everyone believed that cap-
itation would become the dominant method of pay-
ment; however, the popularity of capitation plans
has declined and became popular only in certain
geographic locations. The administrative skills and
data demands required to manage risks appropri-
ately are quite substantial. In addition, the financial
risks to the insurer are greater under capitation due
to the importance of accurately projecting the
appropriate payment per member. Currently, fee-
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for-service plans continue to be the most common
form of reimbursement (Gapenski, 2003).

Financial Incentives and Risk

Each of the reimbursement methods provides dif-
ferent financial incentives to providers of health-
care services. In cost-based reimbursement, for
example, providers are paid more if their costs are
higher; therefore, no incentive exists to contain
costs. In charge-based reimbursement, on the other
hand, providers have an incentive to increase their
prices because that results in higher payments.
Generally, in a competitive marketplace, consumers
will only be willing to pay so much for a service, but
because most payments for health-care services
come from third parties, providers have limited abil-
ity to pass on higher charges. As third-party payers
transition to a discount charge-based methodology,
providers have an incentive to manage costs to
maintain the same level of profit. Additional costs
are no longer able to be recouped through increas-
ing charges for services, as only a portion of the
charges will be reimbursed.

In all of the prospective payment methods,
regardless of the unit of payment (procedure, diag-
nosis), an incentive exists to reduce costs because
the payment is fixed. The overall incentive under
the PPS is to work more effectively by managing
costs and increasing the utilization of the most prof-
itable services. Under global pricing, for example,
one payment is made for an entire episode of
services, so a strong incentive exists for the physi-
cians and hospitals to work together to offer the
most effective treatment. Finally, under capitation,
the key to profitability is to increase efficiency and
decrease utilization. In a capitation setting, pro-
viders have the incentive to practice preventive
medicine rather than just treating the illness so they
can limit unnecessary utilization of services.

Health-care providers also face several financial
risks created by the reimbursement methods in
place. The risks create some uncertainty regarding
the profitability of the organization. First, providers
now bear the risk that costs will exceed revenues.
Due to reimbursement for services being somewhat
fixed under current payment methods, providers
can no longer increase revenues to offset additional
costs. Revenues can be increased, but the reim-
bursement will be the same, regardless of the
charge. A key difference among the reimbursement

methods is the ability of the provider to influence
the profit of each service by setting the prices above
the costs. In the PPS, risk is increased due to the
payment being fixed regardless of the charge to the
patient. The PPS payment is based on the resource
utilization necessary for the average patient, and
because some patients need more intensive treat-
ments than others, the health-care provider is at
greater risk to manage costs to maintain profitabil-
ity. It is important to realize that the recent trends
in reimbursement represent a shift in risk from the
insurers to the providers. By implementing a fixed
payment for services regardless of patient charges,
the providers are now responsible for managing
costs to ensure a profit is made on services.

Major Third-Party Payers

There are two broad categories of third-party pay-
ers, which provide insurance coverage to the popu-
lations: private insurers and public programs.
Currently, approximately 54 % of all hospital pay-
ments come from private sources, with the remain-
ing 46 % coming from governmental programs such
as Medicare and Medicaid. Over the last several
decades, the trend has been toward an increase in
public sector funding of health-care spending, with
public funding projected to be 49 % of total funding
by 2014 (USA Today, 2005).

PRIVATE INSURERS

The major private insurers include Blue Cross/Blue
Shield, commercial insurers, and self-insurers.
During the Depression, the Blue Cross/Blue
Shield concept emerged as a way for patients to
afford care at hospitals and from local physicians.
Blue Cross was created by Justin Ford Kimball;
1300 school teachers were allowed to finance 21
days of hospital care by making small monthly pay-
ments to the Baylor University Hospital (Flanagan
& Kjesbo, 2004). Blue Shield was emerging in the
Pacific Northwest as a result of serious injuries and
chronic illness in the lumber and mining camps.
“Employers who wanted to provide medical care for
their workers made arrangements with physicians
who were paid a monthly fee for their services”
(History of Blue Cross/Blue Shield, 2006). These



organizations developed across the country as inde-
pendent not-for-profit corporations. Today, the var-
ious Blue Cross/Blue Shield plans continue to
operate as independent organizations and are
members of a single national association that sets
standards. In 1986 Congress eliminated their tax-
exemption status because the organizations were
offering commercial insurance. As a result, several
plans have converted to for-profit status; due to the
complexities involved in converting from not-for-
profit to for-profit status, others maintain their not-
for-profit status (Gapenski, 2003). Because all Blue
Cross/Blue Shield corporations operate indepen-
dently, reimbursement methods vary by state. Just
as with Medicare, the trend has been toward a
prospective payment methodology. Many private
insurers have adopted Medicare’s diagnosis-
related group (DRG) system and developed their
own payment rates based on specific diagnoses.
Several types of organizations, most often for-
profit insurance companies, offer commercial health
insurance. Traditionally, commercial insurers
have reimbursed providers for health-care services
on the basis of billed charges. As health-care costs
continue to grow, and as these organizations have
begun charging higher insurance premiums, a trend
has started toward more cost-effective reimburse-

Common Types of Managed Care Plans

Many private insurers have moved to offering managed
care plans. “Managed care plans are designed to control
healthcare costs through monitoring, prescribing or
proscribing the provision of healthcare to a patient”
(Cleverley, 2003). The two most common plans are health
maintenance organizations and preferred provider
organizations. There is much variability in how these plans
work; however, they both seek to change incentives in
several ways:

Limiting subscribers’ choices to a provider within the

network of providers.

Relying on the primary care physician to serve as the
gatekeeper for referral and approval of services.

Encouraging preventive care services by offering lower
co-pays.
Discouraging use of brand name drugs by higher co-pays.

Changing financial incentives for health-care providers to
limit the number of services ordered for patients

Implementing utilization review processes prior to
services being rendered.
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ment methods. As for-profits, these organizations
have an incentive to maximize their owners’ profits.
Another form of private insurance is where com-
panies set aside funds to pay for future health costs
of their own employees rather than using an outside
organization to provide their health insurance. This
form of insurance is referred to as self-insurance
and is very popular among organizations with a
large number of employees. The next section of the
chapter focuses on the two major government
insurance programs, Medicare and Medicaid.

Medicare

The Medicare and Medicaid programs were estab-
lished through the Social Security Act in the mid-
1960s. These programs were administered by the
Department of Health, Education, and Welfare
(HEW). “In 1977, the Health Care Financing
Administration (HCFA) was created under HEW to
effectively coordinate Medicare and Medicaid. In
1980, HEW was divided into the Department of
Education and the Department of Health and
Human Services. In 2001, HCFA was renamed the
Centers for Medicare & Medicaid Services (CMS)”
(Medicare Information Resource, 2005).

CMS is the federal agency that administers the
Medicare program. Currently, Medicare provides
coverage to approximately 40 million Americans.
Medicare is the national health insurance program
for:

m People age 65 years or older

m Some people younger than age 65, with quali-
fying disabilities that have been recognized by
the Social Security Administration

m People with end-stage renal disease, which is
permanent kidney failure requiring dialysis or
a kidney transplant

Medicare coverage is separated into two plans:

m Part A coverage provides hospital and some
skilled nursing home coverage.

m Part B coverage provides outpatient, physician,
ambulatory surgical, and several miscella-
neous services.

Most people do not pay a monthly Part A pre-
mium because they or their spouses are eligible for
Social Security, and it comes as a benefit of Social
Security. The Part A premium in 2005 for individu-
als not eligible for Social Security benefits was $375
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per month. Part B coverage is optional to all indi-
viduals who have Part A coverage. In 2005, the
monthly premium for Part B was $78.20 (HHS
Announces, 2005).

Until 1983 Medicare reimbursed providers for
health-care services based on provider costs. In 1983
the federal government implemented a new reim-
bursement system for Part A providers called the
PPS, discussed earlier. The objective of the PPS was
to curb Medicare spending and provide incentives
for providers to manage costs. The ultimate goal was
to curb growth in health-care spending and to free
up funds in the national budget for other services.
Unfortunately, over the years PPS payments have
not kept pace with hospital costs. To make matters
worse, the Balanced Budget Act (BBA) of 1997
placed significant restrictions on the growth in
Medicare spending. The Balanced Budget Relief Act
of 1999 restored some of the spending cuts from the
BBA, but payment growth is still below the growth
in operating costs (Gapenski, 2003).

In the PPS system, providers have an incentive to
look for ways to contain costs and maintain prof-
itability. From the early 1980s until 2000, outpa-
tient services continued to be reimbursed at cost
while inpatient services were reimbursed under the
PPS, so providers shifted services from inpatient to
outpatient. As a result, Medicare spending for out-
patient services grew quickly and offset some of the
expected savings from the PPS. As a result, in
August 2000, Medicare implemented a fixed pay-
ment system for outpatient services as well.

Medigap Plans

A Medigap policy is a health insurance policy sold by
private insurance companies that must follow state and
federal laws. Many people choose to buy these policies
because Medicare does not pay for all their health-care
costs. For example, consumers must pay for coinsurance,
co-pays, and deductibles, which are called gaps in
coverage, and they often choose to buy a Medigap plan
to cover these gaps. In addition, Medigap plans often
cover benefits that the original plan does not offer, such
as emergency health care while traveling. Monthly
premiums are paid to the private insurance company for
the Medigap coverage. There are 12 standardized plans
from which to choose that vary in cost, based on the
specific details of each plan, such as deductible and co-
pay limits and restrictions on which facilities can be used
(Medicare and You, 2006).

Inpatient Prospective Payment System

The foundation of Medicare’s inpatient PPS is the
DRG assigned to the patient at discharge from the
hospital. The DRG provides a way to classify
patients based on their primary diagnosis. The diag-
nosis is influenced by which medical diagnostic cat-
egory a patient is in. There are approximately 543
DRGs. Each DRG is assigned a relative weight,
which represents the average number of resources
used in treating the average patient with a certain
diagnosis. The average weight of all DRGs is
assumed to be 1, so DRGs with a relative weight
greater than 1 are more resource-intensive than
DRGs with a relative weight of lower than 1. The
Medicare case mix index of an institution is a
weighted average of all the different diagnoses being
treated at a particular organization. For example, a
case mix index of 1.5 indicates that a facility’s diag-
noses are more complex and resource-intensive than
a facility with a case mix index of 0.80. CMS reviews
the relative weights of specific DRGs annually and
makes adjustments based on changes in resource
consumption, treatment patterns, and technology.

The DRG payment assigned by Medicare is
based on standardized payment rates for labor and
nonlabor costs and the relative weight of the DRG.
The labor portion of the payment must be adjusted
for the local area wage index, which attempts to
reflect relative labor costs across the United States.
Local wage indices and standardized payment rates
are published annually by CMS. Table 7-1 contains
an illustration of this calculation for DRG 106
Cardiac Bypass with a PTCA for a hospital in
Atlanta, Georgia.

The inpatient PPS works fairly well when
patient costs are distributed symmetrically for each
DRG, and the payment should be sufficient to cover
the costs of an average patient. For example, if
within the DRG for pneumonia more patients have
a severe rather than a mild case, the charges would
be higher for the sicker patients yet the reimburse-
ment will be the same regardless. In the event that
certain hospitals treat sicker patients who require
more resources for certain DRGs, the PPS payment
will fall short in covering the costs of care. To pro-
vide some cushion for high-cost patients, the PPS
provides an additional outlier payment for patients
whose costs exceed certain thresholds.

The regular PPS payment covers only operating
costs. Because hospitals have to bear the costs of
financing assets necessary to provide services,



TABLE 7-1

Example of Inpatient PPS
Reimbursement*

DRG 106 CORONARY HOSPITAL:
BYPASS WITH PTCA ATLANTA, GA
National unadjusted labor payment $2,823.63
Wage index: Atlanta, GA X 9960
Wage-adjusted labor payment =$281234
National nonlabor payment + 1,730.62
Total adjusted payment for a relative = $4,542.96
weight of 1

DRG 106 relative weight X 7.3062
Total PPS payment for DRG 106 33,191.74

*The current labor payment rate is $2,823.63, which is multiplied
by the local wage index for Atlanta, Georgia, of .9960 to calculate
the adjusted labor payment rate. This amount is added to the
nonlabor payment amount to derive the adjusted hospital rate.
The adjusted hospital rate is an attempt by CMS to account for
differences in costs due to geographic location. Finally, the
adjusted hospital rate is multiplied by the DRG relative weight to
determine the hospital payment for DRG 106. Once the adjusted
hospital rate has been determined, it is relatively simple to
analyze the payment for any number of DRGs by multiplying the
appropriate DRG weight by the adjusted hospital rate to
determine the total payment.

Medicare provides additional dollars to assist in
covering capital costs. Currently, the capital pay-
ment rate is $416.53, which is multiplied by the
DRG relative weight, for each Medicare discharge
during the year. So hospitals receive additional
reimbursement equal to $416.53 X DRG weight X
the number of Medicare patients.

Outpatient PPS

On August 1, 2000, CMS implemented an outpa-
tient PPS based on ambulatory payment classifica-
tions (APCs). Services grouped under each APC are
similar clinically and in terms of the resources
required. A payment rate is established for each
APC, and hospitals may be paid for more than one
APC for an encounter. Currently, there are approx-
imately 350 APCs that specify surgical and nonsur-
gical procedures, visits to clinics and emergency
departments, and ancillary services.

The APC payment calculation is based on a stan-
dard national payment rate, the national Medicare
payment percentage, and the patient’s co-payment
amount. The national payment rate is divided into
labor and nonlabor components. Labor represents
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60 % of the payment rate and nonlabor the remain-
ing 40%. As in the DRG calculations, the labor
component of the payment rate is adjusted for the
hospital’s local wage index. The calculation of the
payment for an individual APC is fairly straightfor-
ward. Complications arise, however, when multiple
procedures are performed within the same visit for
a patient. The procedure with the highest value is
paid at 100% of the APC payment, and additional
procedures are paid at 50%. Certain outpatient
services are paid based on a fee schedule, such as
physical, occupational and speech therapy, ambu-
lance services, and diagnostic laboratory services.

In addition to inpatient and outpatient hospital
services moving to a PPS of reimbursement, nurs-
ing homes and home health agency payment meth-
ods have also been revised to shift more risk to
the health-care provider by capping payments for
services.

Medicaid

Medicaid was created under Title XIX of the Social
Security Act in 1965 as an entitlement program

Practice Proof 7-1

Popularity of new drug-coated stents exceed supply.
Cardiovascular Watch, July 21, 2003, p. 15.

Stents have been used since 1987 in conjunction with
angioplasties to help prevent arteries from reclosing from
plaque buildup. In the spring of 2003, Cordis Corporation
released a new stent that was coated with the drug
sirolimus. Research indicates that the drug-coated stents
prevent scar tissue from reclogging the artery, which
often results in another angioplasty within a year of the
first procedure. Demand for the new stents is outpacing
supply. At the time of this article, Cordis Corporation had
the only drug-coated stent on the market. It is anticipated
that Boston Scientific will receive approval from the
Federal Drug Administration (FDA) within the next year to
offer its own drug-coated stent. In addition, the Cordis
stents sell for approximately $2,100 more than the bare
metal stents, which is creating financial losses for some
hospitals on these procedures.
1. What are the factors driving the demand for the drug-
coated stents?
2. What are the possible rationing issues as a result of the
shortage? What are possible solutions to this dilemma?
3. Explain the potential reimbursement ramifications from
the new stents.
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jointly funded by the federal and state governments
to provide medical assistance for qualified individu-
als and families with low income and resources.
“Medicaid is the largest source of funding for med-
ical and health-related services for America’s poor-
est people” (Medicaid: A Brief Summary, 2005).
States have tremendous autonomy in how they
structure their Medicaid programs. States decide on:
Eligibility criteria
Type, amount, duration, and scope of services
Payment rates for services
Administration

Due to the flexibility each state possesses in
structuring its Medicaid programs, considerable
variations occur. For example, an individual may be
eligible for Medicaid in one state and not be eligible
in another state.

The federal government pays a portion of expen-
ditures under each state’s Medicaid program. The
percentage the federal government pays is updated
annually by comparing the state’s average per capita
income level with the national income average.
States with higher income levels are reimbursed a
smaller percentage. By law, federal payment cannot
be lower than 50 % or higher than 83 % of a state’s
Medicaid costs. In 2004, the overall average pay-
ment percentage was 60.2 %, ranging from 50 % in
12 states to a high of 77 % in Mississippi (Medicaid:
A Brief Summary, 2005). See Box 7-1 for an
example.

Basic Economic Theories
of Supply and Demand

Based on the current state of health-care spending,
there is little argument that resources are limited
and consumers (and professionals) are forced to
make decisions on how to allocate these resources
best. The study of economics helps managers ana-
lyze the allocation of scarce resources. Resources
are anything useful in the consumption or produc-
tion of a product or service, such as nursing care,
new equipment, surgical supplies and, of course,
money. For example, individuals must choose daily
how to allocate their resources for food, gas, enter-
tainment, and health care. Basic supply and demand
theories help illustrate how this allocation of

resources takes place. Managers can use these con-
cepts to make both broad strategic decisions and
detailed pricing decisions.

In a market system, price is used to ration goods
and services. A price system is easy to operate
because the price of a product or service self-
corrects when the quantity supplied exceeds the
quantity demanded. A price system allows individ-
uals with different preferences to make their own
choice. In the health-care industry, the market sys-
tem may appear to work unfairly, as when low
income consumers or individuals with preexisting
medical conditions are unable to afford needed
services (Lee, 2000).

DEMAND THEORY

Most organizations begin their annual strategic
planning process by projecting demand for their
products. In the health-care setting, the focus is on
predicting demand for the appropriate level of serv-
ices to provide, which also results in planning the
required staffing levels to meet this demand.
Managers routinely project revenues based on a cer-
tain volume of services at a given price. This type of
demand forecasting is an essential part of manage-
ment. It is very important to understand the rela-
tionship between price and quantity. The demand
curve describes the quantity of goods or services
that will be purchased at different prices when all
other factors are held constant. Generally, the
demand curve slopes downward, which means that
a price decrease will reflect more sales of a product.
See Figure 7-4. For example, in looking at Figure 7-
4, a consumer is willing to buy 80 units at a price of
$50 each; however, at a price of $100, consumers
are only willing to buy 60 units. Other factors that
may influence demand for health services include
consumer income, insurance coverage, perceptions
of health status, and changes in the prices of other
products (Lee, 2000).

The demand for medical care is more complex
than the demand for many products due to the:

1. Influence of insurance coverage on the price
of care.

2. Complexity in understanding the relationship
between the cost and value of a medical serv-
ice compared with the likely outcome or ben-
efit of the service. This is in part due to the



Box 7-1

The Medicaid Program in the State of New York
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Let's take a look at the state of New York's Medicaid plan to
learn more about eligibility requirements and services
covered. Citizens of New York may be eligible for Medicaid
if they have high medical bills, receive Supplemental
Security Income (SSI), or meet certain income, age, or
disability requirements. The following table illustrates the
2006 income and resource limits to qualify for Medicaid in
New York. Resources include property of all kinds, including
real and intangible property: e.g., retirement accounts, life
insurance policies, stocks, bonds, automobiles, and personal
property. Individuals may still qualify for Medicaid even if
they own a home, car, or personal property.

NUMBER IN MONTHLY NET

FAMILY INCOME RESOURCES
1 $692 $4,150

2 $900 $5,400

3 $1,017 $6,100

4 $1,025 $6,150

5 $1,034 $6,200

6 $1,134 $6,800

7 $1,275 $7,650

8 $1,417 $8,500

The above income levels are expanded for pregnant
women and children.

The following services are paid by Medicaid, but some
services may not be covered because of age, financial

circumstances, family situation, transfer of resource

requirements, or living arrangements. Some services have

small co-payments.

m Smoking cessation agents

m Treatment and preventive health and dental care

(physicians and dentists)

Hospital inpatient and outpatient services

Laboratory and x-ray services

Care in a nursing home

Care through home health agencies and personal

care

m Treatment in psychiatric hospitals (for persons under 21
or those 65 years and older), mental health facilities, and
facilities for the developmentally disabled

m Family planning services

m Early periodic screening, diagnosis, and treatment for
children under 21 years under the child/teen health
program

m Medicine, supplies, medical equipment, and appliances
(wheelchairs, etc.)

m Clinical services

m Transportation to medical appointments, including
public transportation and car mileage

m Emergency ambulance transportation to a hospital

m Prenatal care

m Some insurance and Medicare premiums

Citizens of New York may apply for Medicaid by writing,
phoning, or going by their local social services department
(New York State Department of Health: Medicaid, 2006).

lack of information related to these costs and
benefits.

3. Difficulty in making informed choices, which
leads consumers to turn to health-care pro-
fessionals for advice. These professionals
have significant influence on demand and
often make choices that reflect their own best
interests.

SUPPLY CURVE AND EQUILIBRIUM PRICE

The supply of services offered is based on how
much the producer is willing to sell at each price.
This relationship is graphically illustrated in Figure
7-4 by an upward-sloping supply curve, demonstrat-
ing that producers are willing to sell more as the
price increases. For example, at a price of $150 a

provider would be willing to supply 80 units; the
consumer is only willing to buy 80 units at a price
of $50. Markets generally move toward an equi-
librium price at which producers want to sell
the amount that consumers are willing to buy.
Movements along the demand curve describe the
different quantities that consumers are willing to
buy at various prices; however, certain circum-
stances can cause the entire demand curve to shift
to the right or left. An example of a situation that
would result in the entire demand curve shifting to
the right would be the expansion of insurance cov-
erage (i.e., insurance will pay a larger portion of the
bill, more people are covered by insurance, or possi-
bly a reduction in deductibles). The increased cov-
erage of mammograms or colonoscopies for patients
of a certain age has created a shift in demand for
these services. See Figure 7-5.
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FIGURE 7-4 Supply and demand at equilibrium.

A shift in the supply curve to the right indicates
that at every price a producer wants to supply a
smaller quantity. A change in regulations might
cause such a shift in the supply curve by making
care more expensive. For example, recent changes
in the approval process for freestanding ambula-
tory surgery centers in certain states have led to a
major shift to provision of services outside the
hospital (Lee, 2000). Hospitals saw a decrease in
the demand for their services, which caused a
reduction in the quantity of services offered. See
Figure 7-6.

Health-care managers face many challenges in
balancing the supply and demand for services. To
illustrate some of the unique challenges, compare
an automobile manufacturer with a health-care
organization. Prices are set in the competitive mar-
ketplace for automotive manufacturers. Con-
sumers have a choice among many suppliers of
automobiles, and there is easy access to information
to help distinguish between the qualities of compet-
ing models, such as Internet Web sites). The
assumption is that consumers make a rational deci-
sion based on the price and quality of the product.
In addition, consumers directly pay for the full
price of the purchase. In contrast, health-care organ-
izations often do not provide a wide array of serv-
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FIGURE 7-5 Shiftin demand due to expanded insurance coverage
of colonoscopies.
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FIGURE 7-6 Shift in supply due to change in regulations allowing
freestanding ambulatory surgery centers.

ices; for example, limited organizations offer open
heart surgery or organ transplant services.
Historically, it has been difficult to obtain necessary
information to compare services from one facility
with those of another. In addition, the information
is very complex, and consumers often seek the
advice of health-care professionals, which allows
the professionals to influence the choice of which
service to purchase. Finally, the payment for the
service, in the majority of cases, is made by a third
party, such as the federal government or private
insurance companies. Predicting supply and
demand for services is difficult for health-care
organizations because of the involvement of multi-
ple third parties in the decision process of where to
seek health-care services.

Health-care organizations are currently facing
additional pressures because of resource shortages
that do not meet demand. Services are constrained
by, for example, the current shortage of nurses and
the projected shortage of physicians. Consequently,
the prices (hourly rates, salaries) to attract nurses
and physicians are increasing, reducing profits even
further. In addition, the cost of drugs and medical
supplies has skyrocketed. Finally, a dramatic
increase in demand for health-care services is
expected over the next 20 years because of a
projected 72 % increase in the population over age
65, coupled with technological advances offering
more treatment options and extending the life
expectancy (U.S. Department of Health and Human
Services, 2003).

Maximizing Profits

As evident in the previous discussion of supply and
demand, producers of health-care services strive to



increase the demand for their services in hopes of
maximizing profits. Even if one is employed in a
not-for-profit organization, which does not explic-
itly seek profit maximization as a goal, it is impor-
tant to realize that profits are necessary to carry out
the mission of the organization.

Profits are dollars that are left over after total
costs are subtracted from total revenue. Managers
are able to influence profits by reducing costs and/or
expanding the quantity of services offered and
thereby increasing revenue. Reducing costs gener-
ally requires improvements in clinical management,
which focuses on how clinical plans are designed
and the associated resource usage. Reengineering
and quality management are two strategies that
some organizations have used to improve the per-
formance of their organization and thereby reduce
costs. Reengineering is generally a more radical
approach, in which all business processes are
reviewed and revised to improve the efficiency of
key organizational processes while reducing costs.
Quality management often focuses on improving
clinical processes and how the delivery of care to
the patient can be improved while saving costs. The
impact of the changes on the organizational culture
is a key factor that must be managed in order for the
improvements to be successful.

The second option for maximizing profits is
increasing the services offered in order to increase
revenue. As a general rule, it is profitable to expand
output as long as the additional revenue generated
is greater than the additional costs incurred.

FOR-PROFIT VERSUS NOT-FOR-
PROFIT HEALTH ORGANIZATIONS

Although all firms do not have maximizing profits
as a primary goal, profits are necessary to maintain
long-term financial viability in the increasingly
competitive health-care environment. Traditionally,
not-for-profit organizations have dominated the
health-care industry. A closer examination of the
differences between for-profit and not-for-profit
health-care organizations will provide a better
understanding of the overall goals and objectives of
these organizations.

For-profit organizations are often referred to
as investor-owned, which means that investors buy
shares of stock in the firm, representing ownership
interests. A primary goal of for-profit entities is to
maximize profits for their owners, keeping in mind

Economic Influences 107

Practice to Strive For 7-1

Cost reduction is a hot topic in the health-care industry,
and many articles have been written about how to redesign
clinical processes to increase profits. A recent article in
Healthcare Financial Management describes a success
story at Lucile Packard Children’s Hospital (LPCH) in
Stanford. This hospital improved patient flow, which
thereby increased bed capacity, profits, and patient
satisfaction. There are several strategies that managers

can take from this example and apply to their own
organizations.

A critical first step in clinical reengineering projects entails
an accurate assessment of the current environment.

At LPCH, a comprehensive assessment included detailed
observations, a review of historical data, and interviews
with all stakeholders, including physicians, housekeep-
ing, case managers, and many others. Actions that
resulted from this assessment included a comprehensive
implementation of strategies rather than a piecemeal
approach.

Because many of the improvements to patient flow
depended on changes to multiple processes in various
departments, a comprehensive rollout allowed larger bene-
fits to be achieved. The hospital created workflow and
reporting tools to provide daily and weekly key performance
measures for key stakeholders. In addition, communication
with staff to explain the process and create consent was
critical to the success of the project. LPCH saw significant
improvements within 11 months, such as a 7% increase in
capacity, increased operating income of $3.3 million, and
improvements in several bed placement and turnover
measures (Flanagan & Kjesbo, 2004).

Pricing Services

The manager of an outpatient cancer center was
approached by the local Veterans Administration (VA)
hospital to provide certain treatment unavailable at the
VA for $250 per treatment. The manager agreed to this
proposal because there was extra time in the schedule
that was already being covered by staff. This allowed the
manager to increase the department’s revenue without
adding any additional costs. Had the demand from the VA
grown beyond what could be fit into the existing
schedule, the manager would have had to reevaluate the
situation based on the projected revenue compared with
the additional staffing costs that would have been
required.
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that investors have many choices regarding how to
invest their money in today’s competitive market-
place. The investors in the firm are referred to as
stockholders and have several basic rights:

1. The right to vote for the firm’s board of direc-
tors and on other relevant issues.

2. A claim to the earnings of the firm, primarily
through cash or stock dividends.

3. In the case of bankruptcy or liquidation, the
stockholders are entitled to any proceeds that
remain after all other obligations have been
satisfied.

There are two basic types of for-profit organiza-
tions: publicly held firms and privately held firms.
Publicly held firms are owned by a large number
of investors, and the shares of stock in the firm are
traded through various mechanisms, such as the
New York Stock Exchange, American Stock
Exchange, or over-the-counter market. Examples of
publicly held health-care organizations include
Healthcare Corporation of America and Beverly
Enterprises. In contrast, privately held firms are
owned by just a few investors and are not publicly
traded. In general, for-profits are thought to be more
efficient because of the scrutiny by shareholders on
financial performance. In addition, for-profits can
readily access large amounts of capital by issuing
additional shares of stock to modernize their facili-
ties and compete for customers (Marsteller,
Bovbjerg, & Nichols, 1998).

An alternative form of ownership is the not-for-
profit organization, which is also referred to as a
tax-exempt or nonprofit corporation. Unlike the
for-profit entities, not-for-profit organizations tradi-
tionally had serving the community as their pri-
mary goal. The IRS Tax Code Section 501C (3) sets
forth the criteria that a firm must meet to qualify
for tax exemption as a charitable organization: if it
is formed for some defined public good and if none
of the net earnings will be disbursed to any share-
holder or individual as a “dividend” or share of the
net. There are several key characteristics of not-for-
profit organizations:

1. Historically, not-for-profit organizations
received significant revenues from charita-
ble sources and other donations. Non-
profits today receive a small portion of total
income from donations; they are being chal-
lenged to increase efficiency to gain access to

capital and remain competitive (Harrison &
Sexton, 2004).

2. Not-for-profit organizations have no share-
holders; therefore, a board of trustees, often
residents from the local community who are
not owners of the firm, exercise control over
the organization’s operations (Josephson,
1997).

3. Not-for-profit organizations have limited
access to capital because they cannot issue
shares of stock. Tax-exempt bond issues are
their primary source of funding for capital
needs.

4. In the event of liquidation or sale, proceeds
must be used for a charitable purpose.

5. Tax subsidies are often provided to not-for-
profit organizations through exemptions on
local, state, and federal taxes.

6. Not-for-profit organizations are expected to
provide free care for poor people, regardless of
their ability to pay.

7. Not-for-profit organizations are expected to
provide benefits to the community, such
as access to services that are not profitable,
medical education and research, community
education, and health screening (Josephson,
1997; Marsteller, Bovbjerg, & Nichols, 1998).
Patients expect that not-for-profit organiza-
tions will not reduce quality to increase prof-
its and that earnings above costs will be used
for beneficial services or other worthy invest-
ments (Marsteller, Bovbjerg, & Nichols,
1998).

8. In many small communities, the very exis-
tence of a hospital may be owed to its not-for-
profit status as substantial donations of
money and time from the community often
support the hospital. Local hospitals are a
valuable part of the community infrastructure
and have fostered community development
and civic pride (Marstellar, Bovbjerg, &
Nichols, 1998).

Not-for-profit hospitals represent 58 % of total
hospitals in the United States, according to a recent
American Hospital Association Survey (Fast Facts,
2005). Although not-for-profits clearly play a
dominant role in the health-care industry, many
federal and state policy makers are starting to ques-
tion the validity of the true differences between for-
profits and not-for-profits. With health-care costs



growing at the state and federal levels, policy mak-
ers, looking for additional sources of revenue as
a way to balance their budgets, are scrutinizing the
current tax subsidies that not-for-profits receive.
Several states, such as Texas and Utah, are now
requiring health-care organizations to meet mini-
mum levels of indigent care to maintain their tax-
exempt status.

All Good Things...

This chapter has provided a broad overview of the
unique challenges facing managers in the health-
care industry today. It is of vital importance for

b Wi fopic:

Health-Care Rationing
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managers to understand the economic pressures
facing health-care organizations and why their role
is so important in effectively managing their organ-
izations’ scarce resources. Even with the additional
complexities of health care, however, there are sev-
eral factors that managers can influence. Accurately
forecasting demand for services is a very important
management task, as is managing the costs of meet-
ing the demand for services. Cost management can
be as focused as staffing and supply utilization
within a particular unit or as broad as a clinical
reengineering project for a certain patient diagno-
sis. An understanding of the patients who utilize
the services is crucial to understanding how the
organization will ultimately be paid for the services
provided.

Rationing is one method that society uses to balance
demands with limited resources. Even though the United
States is viewed as a world leader in both scientific and
technological aspects of medical care, not all citizens have
access to basic health-care services. Current issues provid-
ing the context for rationing of health care are as follows:

1. Health-care services are restricted to individuals with
sufficient financial resources (Cypher, 2003).

. Health-care providers can choose not to accept
certain forms of insurance, such as Medicaid or
HMO plans, due to low payment (Cypher, 2003).

. High deductibles and increasing insurance premiums
are forcing many middle-income families to forego
health-care coverage. In addition, small businesses are
unable to supplement the cost of premiums for
employees or even offer health-care coverage (Cypher,
2003).

. Individuals with preexisting medical conditions
are restricted in their access to health-care
coverage.

5. Public policy covers only Medicare recipients.

The reality is that millions of Americans’ access to care is
limited either because they are unable to afford or qualify
for insurance coverage or the coverage they have does
not cover the services needed. Private insurance compa-

nies using a managed care system ration services through
such methods as primary care gatekeeping, financial
incentives to physicians, utilization review of services, and
capitation. Primary care physicians serve as the point of
access, or gatekeeper, to specialists, hospitalization, and
other services. Limiting services or having consumers
choose less costly treatments or simply no treatment at all
is a primary objective of the managed care system.
Physicians receive incentives that encourage them to
ration health-care services. In addition, most managed
care systems have a utilization review process in place,
which requires prior authorization before a nonroutine
service can be provided to a patient. Traditional insurance
programs also attempt to ration services by not covering
certain services in their policies. Often customers will avoid
these procedures because they have to pay for them from
their personal finances. Patients likewise self-ration their
use of services when they do not have insurance cover-
age. This is often referred to as price-based rationing,
because the patient has to evaluate the cost of receiving
the services versus the perceived benefits of care (Baur,
Wang, & Fitzgerald, 1996).

The potential legal and ethical issues surrounding the abil-
ity of citizens to receive needed health-care services is a
controversial topic without an easy solution. It is clear that
the current system is in need of a dramatic reform to cor-
rect these inequialities.
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Let’s Talk

1.

1.

What impact have recent trends in legislation
had on the health-care industry?

. What is the key difference in prospective

reimbursement methods? How would hospital
management policies differ for PPS
methodologies of reimbursement?

. Think of a time in your work experience when

services for a certain patient were limited.
What were the circumstances surrounding
this situation and details of how the deci-
sion was made? How did you feel about
it?

. Give an example of a time when your organ-

ization or department experienced a shift
in supply or a shift in demand for certain
services.

. Using Table 7-1 as a guide, calculate the hospi-

tal payment rate for DRG 371 Cesarean with-
out CC with a relative weight of .6221 for a
hospital in New York City with a local wage
index of 1.3595.

NCLEX Questions

In the United States, the majority of health-care
services are paid by:

A. Consumers.

B. Employers.

C. Insurance companies.

D. Financial institutions.

. Increases in health-care costs often lead to:

A. Consumers dropping insurance coverage.

B. Employers reducing health insurance bene-
fits.

C. Insurance companies reducing payments for
services.

D. All of the above.

. The primary reimbursement methods under the

fee-for-service category are:

A. Cost-based reimbursement.
B. Charge-based reimbursement.
C. Capitation.

D. A and B only.

. The advantages of a price-based market system

are:

A. Easy to operate because the price is self-
correcting.

B. Individual choice is limited.

C. Goods and services are allocated in a fair
manner.

D. All of the above.

. Predicting demand for medical care is more

complex due to:

A. Third parties paying for the majority of serv-
ices.

B. Difficulty in comparing cost and quality of
services.

C. Need for professional advice to make an
informed decision.

D. All of the above.

. Which of the following is NOT a characteristic

of a not-for-profit organization?

A. Unlimited access to capital.

B. Proceeds from liquidation must be used for a
charitable purpose.

C. Exemption from local, state, and federal
taxes.

D. Free care for poor citizens.

. Current health-care rationing issues include:

A. Restriction of services to individuals with
sufficient resources.

B. Providers choosing to accept only certain
forms of insurance.

C. Difficulty for individuals with preexisting
conditions to obtain insurance coverage.

D. All of the above.

. Which reimbursement method demonstrates a

shift in the financial risk from the insurer to the
provider?

A. Cost-based reimbursement.

B. Percentage of charges.

C. Prospective payment.

D. All of the above.

. Under the Medicare inpatient system a DRG

with a relative weight of 2.0 compared with a
DRG with a relative weight of .80 is:

A. More complex and resource-intensive.

B. Less complex and resource-intensive.

C. The same in complexity and resource usage.
D. None of the above.



10. Characteristics of the Medicaid program are as

follows:

A. Federally and state-funded program for low-
income individuals and families.

B. Federal government has specific guidelines
how the program is structured.

C. Eligibility for Medicaid is the same regard-
less of the state of residence.

D. The federal government’s share of the
Medicaid program’s cost has not changed
over the last several years.

REFERENCES

Anderson, G.F. (1997). In search of value: An international com-
parison of cost, access and outcomes. Health Affairs, 16(6):
163-171.

Baur, M., Wang, J., and Fitzgerald, J. (1996). Insurance rationing
versus public political rationing: The care of the Oregon health
plan. Public Budgeting and Finance, 16(1): 60-74.

Centers for Medicare and Medicaid services. Retrieved March
17, 2005, from http://www.cms.hhs.gov/charts/healthcare
system/chapter1.pdf

Cleverley, W., and Cameron, A. (2003). Essentials of health care
finance. Sudbury, MA: Jones & Bartlett.

Cypher, D. (2003) Healthcare rationing: Issues and implications.
Nursing Forum, 32(4): 25-34.

Fast facts on U.S. hospitals from AHA hospital statistics.
Retrieved February 11, 2005, from www.aha,org//aha/
resource_center/fastfacts/fast_facts_US_hospitals.html

Flanagan, S., and Kjesbo, A. (2004). Conquering capacity: By
improving its patient flow, one hospital has been able to admit
an additional 400 patients since January 2003 and expects to
maintain that potential. Healthcare Financial Management,
58(7): 92-97.

Gapenski, L. (2003) Understanding healthcare financial manage-
ment. Chicago: Health Administration Press.

Harrison, J., and Sexton C. (2004). The paradox of the not-
for-profit hospital. The Health Care Manager, 23(3):192-205.
Healthcare Tab Ready to Explode. (2005, February 24). USA

Today p. 1A.

HHS Announces Medicare Premium, Deductibles for 2005. United
States Department of Health and Human Services. Retrieved
March 23, 2005, from http://www.hhs.gov/news/press/
2004pres/20040903a.html

Economic Influences 111

History of Blue Cross Blue Shield. Retrieved February 6, 2006,
from http://www.bcbs.com/history/index.html/

Lee, R. (2000). Economics for healthcare managers. Chicago:
Health Administration Press.

Marsteller, J., Bovbjerg, R., and Nichols, L. (1998). Non-profit
conversion: Theory, evidence, and state policy options. Health
Services Research, 33(5): 1495-1500.

Medicaid: A Brief Summary. Centers for Medicare and
Medicaid Services. Retrieved March 23, 2005, from http://
www.cms.hhs.gov/publications/overview-medicare-
medicaid/default4.asp

Medicare and You. Retrieved February 4, 2006, from http://
www.medicare.gov/publications/pubs/pdf/10050.pdf

Medicare Information Resource. Centers for Medicare and
Medicaid Services. Retrieved March 23, 2005, from
http://www.cmc.hhs.gov/medicare/

New York State Department of Health: Medicaid. Retrieved
February 5, 2006, from http://www.health.state.ny.us/
health_care/medicaid/#income

U.S. Department of Health and Human Services. Centers
for Medicare and Medicaid Services. Office of Research,
Development and Information. CMS Publication No. 03445.
June 2003

Weisbrod, B.A. (1991). The health care quadrilemma: An essay
on technological change, insurance, quality of care, and cost.
The Journal of Economic Literature 29: 523-552.

BIBLIOGRAPHY

Barr, D. (2002) Where do we go from here? An introduction to U.S.
health policy: The organization, financing and delivery of health-
care in America (pp. 223-237). San Francisco: Benjamin
Cummings.

Health care costs. Agency for Healthcare Research and Quality.
Retrieved February 9, 2005, from www.ahrg.gov

Highlights—National Health Expenditures, 2003. Centers for
Medicare and Medicaid Services. Retrieved February 9, 2005,
from http://www.cms.hhs.gov/statistics/nhe/historical/high-
lights.asp

Josephson, G. (1997). Private hospital care for profit? A reap-
praisal. Health Care Management Review, 22(3): 64-74.

Random House Webster’s college dictionary. (1996). New York:
Random House.

Scott, J.S. (2004). Dare we use the word (gasp)—rationing?
Healthcare Financial Management 58(5): 32-34.



This page has been left intentionally blank.



Organizational
Communication

CARLA G. PHILLIPS, PHD, RN

CHAPTER MOTI

“The Jreatest yroblem in communication is the illusion
that it has taken ylace.”

George Bernard Shaw

m |dentify the communication process.

m Describe perspectives of communication as they relate to
organizational communication.

m Explore the relationship of organizational structure to
organizational communication.

m Discuss the importance of organizational communication to
patient safety and quality care.

m Distinguish between formal and informal channels of
communication.
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E ffective communication is essential to the well-
being of an organization. Communication is critical
to the strategic planning process of any organiza-
tion, and it is crucial for attainment of short- and
long-term organizational goals. Likewise, good com-
munication is pivotal to the day-to-day operation of
any organization, affecting patient safety and qual-
ity care, employee satisfaction, and customer rela-
tions and satisfaction. Adamson, Emswiller, and
Ollier (1991) recognize the importance of organi-
zational communication and point out that if
something cannot be communicated in a consistent
and inspiring way, it cannot be done, no matter how
well it is planned and financed.

Communication can be considered as occur-
ring along a continuum, from interpersonal
communication to small-group communication to
organizational communication. Interpersonal com-
munication occurs when the participants are face to
face. Although there is disagreement in the litera-
ture as to how many people can be involved in
interpersonal communication, it is generally agreed
that it involves only two or three people. According
to Trenhom (1991), because the interaction is face
to face, there is spontaneity to the communication,
and although the communication is focused, there
is no need for messages to be “prepackaged.” Small-
group communication becomes more complex than
interpersonal communication primarily because the
number of participants increases. Again, although
the exact number of participants in small-group
communication is not definite, the literature sug-
gests that it may range from two to seven or so par-
ticipants. Whereas small-group communication can
provide the same sensory impact and immediacy of
feedback as interpersonal communication, with
participants knowing and reacting to one another,
the possible combinations of relationships increase
dramatically, and messages may be sent via a vari-
ety of networks (Trenholm, 1991). Organizational
communication is different from the other two in
that the number of participants is greater, and the
communication occurs within the context of an
organizational hierarchy. Trenholm notes that orga-
nizational communication is usually highly struc-
tured and goal-oriented and that roles in the
communication process may correspond to roles
within the organizational hierarchy. Therefore,
because messages may be sent by a variety of people
in a variety of formats, the immediate feedback of

interpersonal and small-group communication is
not possible. In organizational communication,
messages are, by necessity, carefully planned and
structured. Trenholm states that “communication
within the organization involves a higher degree of
strategic planning than it does with a dyad or small
group” (p. 24).

This chapter focuses on organizational commu-
nication, although interpersonal and small-group
communication may also be used as part of the
overall communication strategy. This chapter pre-
sents an overview of the communication process, a
discussion of three theoretical perspectives relevant
to organizational communication, and other infor-
mation relevant to the understanding of effective
communication in organizations.

Communication Theories

Communication between humans is of critical
importance whether occurring between two indi-
viduals or between multiple people in an organiza-
tion, but communication is often difficult.
Communication is usually taken for granted; that is,
someone sends a message to another person, either
verbally or in writing, and assumes that the person
receiving the message understood the message
exactly as it was intended. When communicating
with a few people, it is fairly easy to validate
whether the message was understood as intended.
When communicating with many people in organi-
zations, it becomes more difficult to ascertain
whether a message was understood correctly.
Because communication is basic and constant in
the lives of humans, it has been studied for cen-
turies. If communication within organizations is to
be effective, it is important to have an understand-
ing of the underlying precepts of communication.
For example, in order for nurse managers to be
effective communicators, they should practice com-
munication founded on sound theoretical perspec-
tives. The following theories are summarized here:
the mechanistic perspective, the psychological per-
spective, and the interactionist perspective.

MECHANISTIC PERSPECTIVE

According to Trenholm (1991), the mechanistic
perspective of communication is a linear, one-



directional, sequential model of communication.
Trenholm explains the model by applying it to a
face-to-face spoken communication between two
people: “The two people become sender and
receiver. The sender encodes the message into units
of spoken language that are conveyed by sound
waves to the receiver, who decodes the message.
Any feature not intended by the sender but inad-
vertently included in the message is called noise”
(p. 33). Noise may interfere with the message so
that it is not received as intended. Whether com-
municating between two people or between groups
of people, it is important to consider the factors that
may hinder the clear transmission of a message:
environmental noise, the emotional content of the
message, and tone of voice as well as the nonverbal
behavior of the sender.

PSYCHOLOGICAL PERSPECTIVE

The psychological perspective builds on the mecha-
nistic perspective, acknowledging the sender,
receiver, and the message, but goes beyond the lin-
ear approach. The psychological perspective is
based, in large part, on learned behavior. It suggests
that when a message is received, it serves as a stim-
ulus to the receiver to respond to the message. This
process of give and take, in which (1) a message is
sent, (2) it stimulates the receiver to respond, (3) a
response is sent, which then (4) stimulates the
receiver to respond, is a learned behavior. Children
learn from an early age, as they develop their ability
to communicate, that when they are spoken to, they
are expected to respond either behaviorally or ver-
bally. This perspective recognizes that people con-
stantly receive and respond to stimuli. “All
respouses are elicited by stimuli, and all stimuli lead
to responses. Human beings are both senders and
receivers because we simultaneously react to and
produce stimuli” (Trenholm, p. 34). Trenholm fur-
ther theorizes that humans both seek out and
process stimuli according to learned responses. As
children are socialized, for example, they learn
which behaviors and actions are met with approval,
including their communication. Trenholm asserts,
“As communicators, we actively choose to attend to
certain stimuli, interpret them by means of our own
unique mental structures, and respond by emitting
certain behaviors capable of stimulating others” (p.
37). According to this perspective, a message is sent
by some means, and the potential for noise exists,

Organizational Communication 115

but the sender and receiver become joint senders
and receivers. For example, a person sends a mes-
sage to a receiver either verbally or by some other
means. When the message is received, it stimulates
the receiver to respond, and the receiver then
becomes the sender of a message, and so on.

INTERACTIONIST PERSPECTIVE

The interactionist perspective is based on the body
of work known as symbolic interactionism. This
perspective developed as a way to understand the
development of self as learned through a process of
interaction within the larger society/environment.
According to symbolic interaction, the self emerges
during interaction between an individual and the
environment beginning in infancy. The self
emerges as that which makes each person unique
and comprises a set of ideas, values, and experi-
ences, all arrived at through social interaction.
Trenholm (1991) notes that the concept of symbols
is foundational to this perspective and that symbols
are generally agreed upon by members of a group
and become socially significant because of this
agreement. She summarizes by stating, “Humans
exist in and through communication; human action
can be understood through the shared symbol sys-
tems that make action possible” (p. 39). Given that
people have different experiences, ideas, and values,
they are likely to interpret messages differently
based on their own unique socialization. This theo-
retical perspective has provided the basis for con-
tinuing research in the field of communication and
other disciplines. It provides the basis for managers
and others involved in organizational communica-
tion to understand that people will engage in the
communication process based, in part at least, on
their own experiences.

Symbols in Communication

Trenholm (1991) believes that “words are symbols,
and human language is a symbolic code, just as the
Morse Code, sign language, semaphore codes and
traffic lights are symbolic systems. The meanings of
these codes are established through convention;
their use is generally intentional” (p. 12). Dahnke
and Clatterbuck (1990) state that “one common
view of communication holds that it is a process in
which a message producer puts thoughts or feelings
into words and transmits those words to a hearer
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who then gets the information from them” (p. 24).
They further state that the notion of a code is essen-
tial to this viewpoint, with language being repre-
sentative of a code. Barnum and Kerfoot (1995)
state, “The act of putting meaning into symbolic
form is called encoding, and the act of extracting
meaning from symbols is termed decoding. The
degree of agreement between the message sent and
the message received will depend on the degree to
which the symbols have the same meaning for the
two parties” (pp. 296-297).

It is clear that in organizations messages are sent
through a variety of means to many categories of
workers, using words as symbols. Words and other
symbols often bear many different meanings. In
order for people to derive a common meaning from
a message, they must have a common understand-
ing of the symbols, in this case the words. For exam-
ple, assume a top governing body of a health-care
system is composed of both health-care profession-
als and a mix of lay people. When the administra-
tion of the health-care system brings proposals to
the group seeking approval for programs or equip-
ment, the proposals must not be filled with techni-
cal jargon that the lay members of the group cannot
understand. The administrative team presenting
the reports or proposals should present them in eas-
ily understandable terms or at least interpret the
technical language for the audience. This holds true
for messages sent throughout the organization.
Many people who work in health-care settings do
not have a clinical background and therefore cannot
interpret messages about clinical issues accurately.
By the same token, clinical people often lack a back-
ground in business or finance, so issues of budget
may pose difficulty if not presented in easily under-
standable terms. But executives and clinicians who
live with technical terms on a daily basis often for-
get that the audience does not share that same lan-
guage. Therefore, messages must be worded
appropriately for varied audiences and categories of
workers throughout an organization.

Organizational Structure
as It Influences Communication

In order to understand how communication can
occur in organizations, it is necessary to understand

what constitutes an organization and the impact of
the chain of command on communication in organ-
izations. (See Chapter 4 for a complete discussion of
organizations and their characteristics.) “An orga-
nization is a systematic arrangement of two or more
people or entities who fulfill formal roles and share
a common purpose” (Wolper, 2004 p. 653). All
health-care systems fulfill this definition of an
organization, regardless of their size or purpose.
Even though a public health agency has a different
purpose than a long-term care facility, each has its
own purpose and people who fulfill the roles neces-
sary to achieve the goals of the organization. Wolper
observes that hospitals usually have pyramidal, or
hierarchical, forms of structure in which people at
the top levels have a span of control and authority
that is passed down to other employees in the chain
of command. In such a structure, a manager may
delegate to two or three supervisors, who delegate
to several charge nurses, and so on. This hierarchi-
cal structure is common in most health-care orga-
nizations and becomes more pronounced in larger
organizations. This structure usually dictates how
communication flows within an organization. For
example, the nurse administrator may communi-
cate with nurse managers, who then pass the mes-
sage along to staff nurses.

The notion of the chain of command has to do
with the lines of authority throughout the organiza-
tion. Employees are expected to respect the chain of
command; a break in the chain suggests a violation
of authority, according to Wolper (2004). For exam-
ple, if an employee has an issue or concern, the
employee is expected to communicate the concern
to his or her immediate supervisor, who then takes
the message through the organizational hierarchy.
The manager should return to the employee with an
answer to the employee’s concern. Employees often
get frustrated as it takes time for an issue to be
taken up through the hierarchy and then back down
through the channels to the employee. The larger
the organization, the more time required for com-
munication to travel through the levels.

Because of the complexities of health-care organ-
izations, it is necessary that all functions are well
coordinated. Much of the coordination in hospitals
occurs at the level of middle managers. Effective
communication between people, units, and depart-
ments facilitates coordination of decision making
and the quality of the day-to-day operations.



Ruthman (Kelly-Heidenthal, 2003) states,
“Avenues of communication are often defined by an
organization’s formal structure. The formal struc-
ture of the organization establishes who is in charge
and identifies how different levels of personnel and
various departments relate within the organiza-
tion” (p. 126). For example, nurses on a unit may
have concerns about the transportation of clients to
surgery. They tell their concerns to the nurse man-
ager, who in turn discusses the issue with the nurse
manager of the surgery department or others within
the organization who could solve the problem. The
formal structure of the organization dictates who
has the authority to deal with certain issues and
to speak to others within the organization to resolve
problems. Marquis and Huston (2003) note the
impact the formal organizational structure has
on communication and observe that people in
lower levels are more likely to have inadequate
communication from higher levels. They state,
“This occurs because of the number of levels com-
munication must filter through in large organiza-
tions. As the number of employees increases
(particularly more than 1000 employees), the
quantity of communication generally increases;
however, employees may perceive it as increasingly
closed” (p. 337).

Often, employees see a great deal of communica-
tion coming down through the levels of the hierar-
chy and perceive that there is very little opportunity
for them to respond or to initiate communication
from their level. They are bound by the formal lines
of the organizational structure and must rely on
their immediate supervisor to relay their concerns
or input upward. Much communication in organi-
zations is designed to inform employees, but little
communication invites employee input. This may
be especially true in larger organizations where
there are many layers in the hierarchy.

Communication within organizations has
become more challenging as health systems have
grown in size and complexity. Advances in tech-
nology, greater acuity of patients, managed care,
diagnosis-related groups, and regulatory require-
ments have changed the way health-care organiza-
tions function. The pace of most health-care
organizations is faster than in the past, with many
regulatory requirements dictating organizational
performance. Effective communication is required
for the coordination, cooperation, and collabora-
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Interpersonal and Group Communication
in Organizations

Although interpersonal and group-level communica-
tions are at lower levels of organizational communi-
cation, they are major forms of communication. People
exchange vital information as they meet one on one
or in group meetings. For instance, a group of nurse
managers may meet with the nurse executive to work
through solutions to staffing problems, or the nurse
executive may meet with the chief of the medical

staff to address a clinical issue. Staff nurses may meet
to solve a problem on a nursing unit. Organizational
communication requires nurse executives, managers,
and employees to have the necessary skills to commu-
nicate at all levels within the organization to accomplish
goals.

tion necessary to achieve unit and organizational
goals. The complexities of the health-care environ-
ment require effective communication for keeping
employees informed of the status and challenges of
the unit and organization, the organizational goals,
and the unit expectations and responsibilities in
meeting those goals. Communication serves to give
employees the knowledge and guidance necessary
to do their jobs, build commitment to unit and
organizational goals, and make them feel that they
are an integral part of the organization

Nurse executives and managers must be able to
ascertain what and how many details need to
be provided to employees and make considered
judgments about the best means by which to pro-
vide that information. Nurse executives in partic-
ular may need to deliver the messages on the same
topic to several audiences and will need to tailor
the message to the audience. If seeking approval
for funding for a program from the governing board
of the agency, the nurse executive would provide
enough information for the board to make an
informed decision, usually in a formal presentation.
When presenting the program to employees who
will be responsible for implementing the program,
the level of specificity would increase and might
be communicated personally, through nurse man-
agers, in educational session, or by memo.
Employees must also understand their responsibil-
ity to be proactive in bringing nursing issues—
including problems and solution suggestions—to
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the attention of management, using the proper
chain of command.

Types of Organizational
Communication

Organizational communication includes verbal
and nonverbal means of communication through-
out the organization. Large, complex organizations
use a variety of channels of communication, includ-
ing vertical, horizontal, diagonal, and the
grapevine (Marquis and Huston, 2003).

Managers have to determine the best mode of
communication to be used to convey a particular
message. For example, layoffs or some other change
in the organization with strong, potentially negative
consequences for employees warrant a face-to-face
meeting so that management can provide immedi-
ate clarification and can receive feedback. The
immediate feedback and clarification may prevent
misunderstandings and rumors that misconstrue
the intent of the message. Other more routine infor-
mation may be communicated successfully by
memo or e-mail. Marquis and Huston (2003) note
that “a message’s clarity is greatly affected by the
mode of communication used” (p. 341).

VERBAL COMMUNICATION

Both face-to-face and written messages constitute
verbal communication. Written messages, including
e-mail, provide documentation of the message but
may be misinterpreted by the recipients and are
time-consuming for managers. People will likely
interpret written messages from their own perspec-
tives, experiences, and position in the organization,
making unlikely a common understanding of writ-
ten messages by all who receive them. Efficient and
effective writing skills are important for nurse man-
agers. Spears (1997) interviewed nurse managers
concerning their feelings about writing business
communications. Nurse managers reported that on
average they spent between 12.4 and 16 hours of a
40-hour work week writing. They noted the need
for good writing skills, and many expressed the
need for more education in developing writing
skills. They reported that often written requests

and recommendations garnered more attention
from top managers than oral messages. Written
requests, recommendations, and proposals also pro-
vide a record of the communication.

Marquis and Huston (2003) observe that face-to-
face communication is rapid but that fewer people
may receive the information. Common strategies
used by managers and nurse executives are to have
open meetings with staff on all shifts. However, it
would be rare if 100 % of the staff members were
able to attend these meetings at the times sched-
uled. Therefore, other means of conveying informa-
tion might be necessary, such as memos or written
summaries of the content of the meetings. None-
theless, nurse managers communicate face-to-face
in a variety of formats, including formal meetings,
presentations, and work groups. Top-level man-
agers typically spend many hours in meetings.
Barnum and Kerfoot (1995) state, “Person-to-
person communication has advantages such as forc-
ing the receiver’s attention to the issue, providing
immediate feedback and clarification, and allowing
the message to be adapted to a specific audience” (p.
300). Crow (2002) suggests that personal interac-
tion may build more trust than written communi-
cation, such as memos, and that it provides people
the opportunity to question each other.

Whatever mode of verbal communication is
used, several points are important. Messages should
be checked carefully for accuracy, completeness of
detail, and clarity. Some managers ask others to
read a message to evaluate these points before the
message is sent to the target audience. This review
becomes more important in light of a survey of 1000
“average” workers in the United States (Schumann,
2004). The study found that employees want truth-
ful information from their employer and that only
about half were satisfied with the information they
received. The researcher found that employees
want plain talk that is easy to evaluate on items that
are important to them. The tone of a message is also
of utmost importance. The message should convey
respect for the intended audience. Barnum and
Kerfoot (1995) state that it is a mistake for a man-
ager to write a message in anger. A communication
written or spoken in an angry, confrontational tone
almost always engenders a negative response from
employees. A message that conveys respect and
invites cooperation and collaboration is likely to be
well received. The tone must be appropriate for the



topic and the targeted audience, and both the short-
and long-term effects of the message must be con-
sidered.

NONVERBAL COMMUNICATION

In face-to-face communication, the spoken word is
accompanied by nonverbal behaviors. Sometimes
the nonverbal behavior is planned and calculated,
and other times it is unconscious on the part of all
parties involved in the communication process.
Communication is commonly considered a process,
with words as symbols and language representing a
code. When a person assumes a rigid posture and
shakes a fist at someone else, words are not neces-
sary to understand the meaning of the message. In
a work setting, an angry, frowning face may convey
a louder message than the words spoken or the tone
of voice used. Gillies (1994) states, “To compensate
for the inadequacy of verbal message information,
people unconsciously use facial expression, gesture,
touch, and vocal tone to amplify the meaning of
spoken communication” (p. 184). Nonverbal com-
munication includes appearance, tone of voice, ges-
tures, body movements, glances, facial expressions,
dress, smell, proximity, and gait (Dahnke and
Clatterbuck, 1990; Ruthman in Kelly-Heidenthal,
2003). Tone may be more important than the words
in a message, and facial expression may be more
important than either. Even if the content of a mes-
sage is fairly neutral and informative, if it is deliv-
ered by someone with an angry facial expression
using a sharp tone of voice, the content of the mes-
sage will most likely be overshadowed by the non-
verbal behavior of the sender. Because nonverbal
communication is usually unconscious, it is hard to
control. It is important for the nonverbal message to
be consistent with the verbal message. For example,
it would be inappropriate to deliver a serious mes-
sage of a planned layoff while smiling. Managers
and employees should be aware of their nonverbal
behavior and recognize its impact on all communi-
cation. Both managers and employees should moni-
tor their nonverbal behaviors. They may also find it
useful to seek feedback from others to determine if
their nonverbal behaviors are consistent with their
verbal messages and to determine the impact of
their nonverbal behavior on the overall impression
generated by their communication.
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Nonverbal Cues

Posture

Gait

Facial expression

Gestures

Body language

Tone, pitch, and volume of voice

Note: There may be gender and cultural differences in
communication that may impact/influence nonverbal
behavior

VERTICAL, HORIZONTAL,
AND DIAGONAL COMMUNICATION

In complex organizations, it is necessary for com-
munication to flow in a variety of directions in
order to attain organizational goals. Vertical, hori-
zontal, and diagonal communications are used to
communicate effectively.

Vertical Communication

Vertical communication is communication that
occurs between superiors and subordinates.
Vertical communication includes downward com-
munication, in which information and other types
of communication are sent by superiors to subordi-
nates. Downward communication reflects the hier-
archical structure of the organization. Downward
communication can occur in a variety of ways
depending, in part, on the content of the message.
For example, news that will please subordinates,
such as a bonus, would be delivered differently than
news that might be distressing to them, such as
upcoming layoffs (Barnum and Kerfoot, 1995).
Some messages may need to be delivered by a vari-
ety of modes, such as face-to-face, mediated forms
like video or audio, and written. For example, if a
procedure is being changed, it may be announced in
a unit meeting, reinforced by a memo to all employ-
ees affected by the change, and shown in a video
detailing the proposed change. The revised proce-
dure would then be written and placed on the nurs-
ing unit. The mediated and written messages also
serve to provide a record of the communication. If
employees do not adhere to the new procedure, they
cannot say they were not informed of the changes if
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it is clear that they received a written notification or
were present for a video detailing the procedure.
Mantone (2004) reports the case of a chief execu-
tive officer (CEO) who was nearly removed from
office because of great unrest in the medical staff
due to poor communication. Although the organi-
zation was providing information to and communi-
cating with the elected leaders of the medical staff,
the information was not reaching the actual med-
ical staff. The CEO learned that reinforcing the
message is as important as delivering it initially. It
is clear that the CEO should have communicated
not only with the leadership of the medical staff but
also with the medical staff as a whole, either in face-
to-face meetings or in written format.

Upward communication occurs when employees
or managers who are subordinate to top level man-
agement send messages up through the chain of
command (Marquis and Huston, 2003). Each
employee is expected to respect the chain of com-
mand and submit the communication to an imme-
diate manager. Organizations should establish a
culture that supports upward communication from
employees. Subordinates should be educated as to
how to use the chain of command to elicit informa-
tion, provide input, and express concerns. If the
immediate manager is unable to address the issue, it
must be clear how that manager should move the
message through the organization in order to
respond to the person who submitted the message.
Employees often feel that their input and questions
are not welcomed and complain that they do not
receive satisfactory responses, which may have a
negative impact on employee satisfaction and pro-
ductivity. It is generally easier to filter information
down through the layers than to filter information
upward (Keefe, 2004). For example, nursing staff
members may be concerned about inadequate
staffing on a unit. They bring their concerns to
their nurse manager, who listens to them and
assures them that their concerns are viable and will
be addressed. Several weeks pass, and the staff
nurses have had no further communication regard-
ing staffing from the nurse manager. They again
pose their concerns to the nurse manager, who
assures them again that the administration is aware
of the staffing difficulties and is working toward a
solution. Nurses are likely to become increasingly
frustrated when more time elapses with no defini-
tive communication from the nurse manager and
with no changes in the staffing patterns.

Horizontal Communication

Horizontal communication occurs when managers
and others communicate with people on the same
level in the organizational structure. Staff nurses
communicate with other staff nurses, or nurse
managers communicate with other managers.
Communicating with others at the same level in the
hierarchy is often more efficient than moving a
communication up and down through the chain.
Effective horizontal communication can facilitate
coordination between departments as well as prob-
lem solving and decision making. Horizontal com-
munication provides a direct, often expedient, way
of solving problems and addressing issues critical to
the effective functioning of the organization.

Diagonal Communication

In diagonal communication, managers interact with
managers, physicians, and groups of people in other
departments in the organization who are not on the
same level in the hierarchy (Marquis and Huston,
2003). This type of interaction is important to the
functioning of the organization and usually does
not occur through formal means. Diagonal commu-
nication serves much the same function of being an
expedient, direct route of decision making and
problem solving as horizontal communication but
encompasses a wider range of people throughout
the organization. Diagonal communication allows
managers to go directly to a person at a different
level in the bureaucratic structure to resolve issues.
For example, a nurse executive might work with the
leadership of the medical staff to address a clinical
issue.

FORMAL VERSUS
INFORMAL COMMUNICATION

Organizations have both formal and informal com-
munication networks. “Formal communication net-
works follow the formal line of authority in the
organization’s hierarchy. Informal communication
networks occur between people at the same or dif-
ferent levels of the organizational hierarchy but do
not represent formal lines of authority or responsi-
bility” (Marquis & Huston, 2003, p. 339). Formal
communication occurs when a nurse manager takes
a unit problem to an immediate superior. Much
communication occurs informally between employ-
ees who are not formally connected within the hier-



archy. For example, nurses may have lunch with
employees from the laboratory and discuss a process
or procedure. Informal communication can occur in
chance encounters within the organization but may
be useful in accomplishing goals. Duemer and
Mendez-Morse (2002) believe that people who hold
higher positions in the organization have access to
more formal communication, and those lower in the
organization participate more easily in informal
communication. The higher positions in the organi-
zational hierarchy provide more access to key people
in the organization, so formal communication can
occur fairly easily. Further, managerial and admin-
istrative people often conduct business in regularly
scheduled meetings. People who hold lower posi-
tions in the organization do not have the same
access to key people. Given the difficulty in upward
communication, employees may find it more expe-
dient and convenient to engage in informal commu-
nication networks. Informal communication may be
facilitated by proximity of employees to one
another, making communication convenient. Baker
(2002) observes that, traditionally, formal commu-
nication was considered to be the more effective
type of communication in large bureaucratic organ-
izations. Informal communication, traditionally
considered as interpersonal or horizontal, was
thought to hinder effective communication. Today,
however, both formal and informal communication
may be necessary for effectively conducting the
work of modern organizations. Astute nurse execu-
tives recognize the need to incorporate informal
communication into the communication network.
The nurse executive may use informal communica-
tion, however, to clarify a formal communication, to
provide or seek additional information on an issue,
or as a vehicle for negotiation and persuasion.

GRAPEVINE

A common vehicle for informal communication in
organizations is the grapevine. “The grapevine is
the informal and unsanctioned information net-
work within every organization” (Mishra, 1990,
p. 213). The grapevine is essentially the rumor mill
in an organization. Word is spread from one person
to another outside the formal communication
network. The grapevine is the spread of informa-
tion without regard for the traditional networks of
communication. Because management does not
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control the grapevine, it moves in every direction
within the organization. Dowd, Davidhizar, and
Dowd (1997) believe that in the absence of factual
information, employees will fill in the lack of infor-
mation with rumors. Grapevines carry both posi-
tive and negative messages. Rosnow (1983)
suggests that productivity and morale are decreased
when the grapevine consistently carries negative
messages. In those situations, Crampton, Hodge,
and Mishra (1998) believe management should
focus more on the conditions in the organization
that lead to the rumor rather than on the rumor
itself. They observe that rumors usually develop
when formal communication has been absent or
unclear. Rosnow suggests that the more anxious
people are, the more likely they are to participate
in rumors. When focusing on the conditions that
lead to rumors, managers should be aware of
employee satisfaction and employee concerns.
When employees believe they are being kept well
informed of issues important to them, they may
decrease the use of the grapevine. However, the
grapevine is not all negative. Rosnow uses the
example that if an employee is disciplined by a man-
ager for tardiness, word will spread rapidly, and tar-
diness across the organization or department is
likely to decrease. The grapevine is faster than
memos or distributing policy or other more formal
means of communication because the rumors are
spread without regard for the conventional net-
works of communication dictated by the organiza-
tional structure.

Dowd, Davidhizar, and Dowd (1997) also believe
that rumors may have the positive effect of relieving
tension and helping employees adapt to change. If
employees are concerned about a proposed change
in policy or procedure, hearing others talk about the
change may provide employees the opportunity to
become accustomed to the idea. Further, if employ-
ees are worried about an issue or do not have com-
plete official information about an impending
change, listening to and passing along what others
are saying or believing about the situation may
relieve some stress and tension.

It is clear that managers need both to moni-
tor and manage the grapevine as appropriate. If
misinformation is rampant and is causing unrest,
managers must intervene and provide factual infor-
mation quickly. The most astute managers not only
manage the grapevine but use it advantageously.
Leftridge et al. (1999) report a technique used for
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managing the grapevine at one hospital. Members
of management hung a grapevine wreath in the cor-
ridor of the nursing service and announced their
plan at a staff meeting. They encouraged staff to
write down any questions or rumors they wanted
addressed and post them anonymously to the
“srapevine.” Managers’ answers were written on
purple paper, posted by e-mail, answered in staff
meetings. and posted on the grapevine. This method
allowed employees to ask questions they might not
have asked in a formal setting. This exchange of
ideas and information between employees and man-
agers can be highly advantageous to the organiza-
tion. It serves as a means of providing factual
information and may serve to build trust between
employees and management. The grapevine is a fact
of life in every organization. The challenge becomes

chayter star

Nurse Manager M plans a staff meeting in order to share
organizational information with the staff of Medical Surgical
Unit 4 North. The information she received is vertical
information as it came from the Director of Nursing for all
medical-surgical areas, and there was no more opportunity
to provide feedback into the decision-making process. This
occurred during the budget preparation process. She
chooses the staff meeting because this is a formal monthly
meeting for her unit, and she has bad news about the next
year's budget for the unit. Nurse Manger M wants to
provide the information to her staff in a face-to-face meeting
in order to provide an opportunity for questions. Three
meetings are planned, one from 8 to 9 a.m. for the night
shift, one from 2 to 3 p.m. for the evening shift, and one
from 3 to 4 p.m. for the day shift. Evening staff members are
on a weekday schedule at the time the monthly staff
meetings are planned. Thus, everyone who works on the
unit receives the same information in 1 day. Refreshments,
drinks, and a nutritious snack are available at the beginning
of each meeting. Nurse Manager M begins each of the
three meetings in the same manner. She invites the
employees into the meeting room and encourages them
to have some refreshments. She is aware of her nonverbal
behavior to assure that she appears formal, cordial, and
open to staff members beginning casual conversation.

She begins the meeting with an announcement about
upcoming continuing education (CE) offerings. Then she
proceeds to the budget information for next year's budget.
She explains that, due to a projected lower census and

finding the best ways to use it to the organization’s
advantage.

Gender and Generational
Differences in Communication

Many factors can affect communication in organi-
zations where many people are involved in the
communication process. Two such variables
include gender and generational differences.

GENDER

It has long been recognized that men and women
differ in their communication styles and prefer-

change in Medicare reimbursement, the merit pool for the
unit will only be 3%. She explains this means that if people
are eligible for a merit raise, they can receive a maximum of
only 3% of their base salary, and there will be no bonuses.
She also informs staff that the education budget for the
unit has been decreased. Therefore, they will be funded

to attend only CE offerings hosted by the hospital CE
Department. There will be no funds for anyone to attend
any external conferences. Staff Nurse B asks her to explain
the merit pool again. She repeats the same information.
Staff Nurse B asks if employees will still be permitted
administrative leave to attend an external conference if
they pay their own way. Nurse Manager M responds that if
staffing is covered and they do not have to use overtime or
agency nurses to cover a vacancy, that could be a
possibility. The meeting ends. She sends every staff
member a written memo containing the key points that
were covered at the meeting. The memo closes with
information about how to reach her via e-mail if questions
arise and the address of the hospital intranet, where
members may read an electronic copy of the memo and
have an opportunity to share ideas or ask questions. Nurse
Aide C e-mails a question about changes in the paid time
off accrual plan. Nurse Manager M responds by e-mail that
there will be no changes for the next budget year and
proofs and spellchecks the message before pressing the
send button. Staff members post ideas for saving money
for next year's budget in order to replace the lost travel and
merit pool dollars.



ences. Tripp (2002) cites research by Nicotera and
Rancer in 1994, which suggests that males are
expected to and actually do exhibit more verbal
aggressiveness and are more argumentative than
females, which may place men in more credible
positions in the hierarchy. Vanfosson (1996)
reviewed the research on gender and communica-
tion and observed that men are more likely than
women to initiate interaction and are more likely to
interrupt other people than women. She ascer-
tained that in meetings men obtain the “floor” more
often and hold it longer than women. Vanfossen
notes that the significance of the findings is that
those who talk more in decision-making groups
tend to become leaders. People in more powerful
positions spend more time talking than people in
less powerful positions. Tripp suggests that social-
ization and acculturation account for the vast
majority of the differences in male and female com-
munication behavior. He further notes that these
findings in basic research are important to those
involved in organizational communication. It is
important for nurse administrators and managers
to be aware of the general differences in communi-
cation patterns between males and females. This is
particularly important because nursing is a disci-
pline consisting primarily of females functioning in
bureaucratic organizations potentially led by males.
Nurses need to be aware of their own and others’
communication styles so they can be equally effec-
tive within the organization as others. For example,
female nurses may be less willing to speak out in
meetings than their male counterparts but may find
it necessary to do so in order to have equal input
into important issues. When males are interacting
within groups composed primarily of females, they
may find it advantageous to modify their communi-
cation style to foster input from all members of the

group.

GENERATIONAL

An organization comprises people of many ages,
which can pose challenges for communicating
throughout the organization. People across genera-
tions have different socialization and experiences
that necessarily affect communication styles and
preferences. Generalizations about younger people
and older people and their attitudes about commu-
nication should be made cautiously, but some broad
generalizations may apply. Many older people com-
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plain that younger people are too casual, do not
value face-to-face communication, and are too tech-
nology-dependent. Many younger people complain
that older people are set in their ways and are not
computer-savvy (Lieberman and Berardo, 2005).
Even though all members of a generation may not
share the same values and traits, most people are
shaped by the important events in their early to
middle years (Executive Update, 2000).

People of different generations prefer different
methods of communicating and have different
comfort levels with technology (Burke, 2004).
According to this author, providing important infor-
mation in a variety of formats increases the likeli-
hood of people receiving the information in a
format that they prefer.

Because people of different generations hold dif-
ferent goals, beliefs, and experiential backgrounds,
misunderstandings occur in the workplace. These
intergenerational misunderstandings can create
tensions and strife, which results in unproductive
use of time and energy (Executive Update, 2000).
To decrease such tensions, managers may engage
employees in team-building activities that draw on
the strengths of each generation and provide learn-
ing opportunities for all members of the team.
Having employees of several generations in an
organization can bring a richness of experience and
perspectives to the organization. Managers should
strive to create a positive, empowering work envi-
ronment that is valued by all generations in the
workforce. Such a work environment can be
created by using team- and camaraderie-building
strategies and emphasizing communication. Man-
agement should provide information to employees
in a variety of formats and facilitate interaction
between people of all ages to foster mutual under-
standing and collaboration.

Information Technology
and Electronic Communication

Technology has transformed clinical practice and
has changed organizational communication itself.
Clinical information systems allow nurses to chart
at the bedside, eliminating duplicate documenta-
tion. Wireless technology allows nurses, for exam-
ple, to access patient records, answer call lights from
remote locations, and access databases for clinical
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practice. Technology also allows caregivers to have
access to data when needed (Newbold, 2003).

As new clinical or administrative technology
is being introduced, communication concerning
resulting changes may be an important determinant
of success. Simpson (1996) observes that when
implementing an information technology system,
organizational communication about the technol-
ogy must be tailored to the specific audience.
Employees should be kept well informed of the new
systems throughout the change process. If employ-
ees believe they have been a part of the change
process, they are more likely to accept the proposed
change.

ELECTRONIC HEALTH RECORDS

It has been widely recognized that information
technology systems have the potential to improve
safety and quality of patient care. Electronic health
record (EHRs) are an integral part of the informa-
tion technology system that can positively affect
patient care. Kauka (2005) recognizes several bene-
fits of EHRs, including facilitating faster and better
communication among providers, allowing for
faster and simultaneous access to patient data by
authorized providers, reducing errors resulting in
better outcomes and lower costs, and improving
patient confidentiality.

The Institute of Medicine of the National
Academies has identified a set of core functions that
EHRs should fulfill in order to promote patient
safety and increase quality and efficiency in health-
care delivery (The National Academies, 2003). The
eight functions fall into the categories of: (1) health
information and data, (2) results management, (3)
order entry/management, (4) decision support, (5)
electronic communication and connectivity, (6)
patient support, (7) administrative processes, and
(8) reporting and population health management
(Institute of Medicine, 2003). The National
Academies (2003) note that immediate access to
health information and data regarding patients’
diagnoses, allergies, medications, laboratory test
results, etc., is useful in timely decision making.
Results management speaks to the ability of
providers of care in multiple settings to have quick
access to new and past data, such as laboratory test
results, thereby increasing patient safety and quality
of care. Decision support includes computerized
decision support systems to facilitate compliance

with best practices. It uses reminders, prompts, and
alerts; identifies possible drug interactions; facili-
tates screenings and preventive practices; and facili-
tates diagnoses and treatments. The National
Academies go on to observe that electronic commu-
nication and connectivity include readily accessible
communication among providers and patients that
is secure, efficient, and readily accessible, which
reduces the frequency of adverse events through
timely diagnoses and treatment. Patient support
includes tools that assist patients in controlling
chronic conditions through home monitoring and
self-testing, having access to their health records,
and providing interactive patient education. Admin-
istrative processes include computerized tools that
improve provider efficiency. Reporting includes data
storage using uniform data standards, which help
health-care organizations fulfill reporting require-
ments. These functional categories will serve as a
basis for development of industry standards for
EHRs and will guide the development of software
that includes those functional areas (The National
Academies, 2003). Ideal EHRs are still in develop-
ment, and health systems and vendors alike con-
tinue to work toward refining them.

EHRs have the potential to alter the way patient
information is managed throughout the system
with positive effects on patient safety and quality of
care. Patients may view their medical records
through secure access using the Internet. Ross,
Moore, Earnest, Wittenvrongel, and Lin (2004)
state that such access to their medical records may
help patients in the management of chronic dis-
eases. They conducted a study to ascertain the
effects on patient care and clinic operations of
patient-accessible online medical records concern-
ing patients with congestive heart failure. They
used software that included an educational guide
and messaging system between patients and staff.
The sample included 107 patients, 54 of whom were
in the intervention group and 53 in the control
group. The researchers found that providing these
patients with an online medical record was not only
feasible but also improved treatment adherence
(Ross, et al., 2004).

The use of computerized systems has altered not
only methods of patient care delivery but also the
way people communicate in organizations. Norton
and Lester (1996) observed that electronic commu-
nication breaks down rigid organizational structure
and actually circumvents hierarchy because infor-



Practice Proof 8-1

Hassol et al. (2004) conducted a study to ascertain

patients’ attitudes toward access to their EHRs and Web-

based communication with providers. Most respondents
indicated that they found the system easy to use and
that their medical records were complete, accurate, and

understandable. The researchers found that only a

minority of the respondents were concerned about

confidentiality of their records or about seeing abnormal
test results after they had received an electronic expla-
nation of the results from their health-care provider.

The respondents preferred e-mail communication for

general medical information and prescription renewals

but preferred personal communication for getting treat-
ment instructions. They did not indicate a preference

for telephone or written communication for any of their

needs. However, the physicians were more likely to prefer

telephone communication to e-mail communication.

1. Why might patients prefer personal communication
for treatment instructions as opposed to general
medical information and prescription renewals?

2. |dentify at least one reason physicians may prefer
telephone communication to e-mail.

3. From the study, it is clear that EHRs must be complete,
understandable, and accurate if patients are to find
them useful. What other component is essential to
patients’ use of EHRs?

mation flows around rather than through the tradi-
tional organizational hierarchy. They note that
organizational culture and common sense can con-
trol such communication fairly well and that there
should be rules and procedures to govern use of
information technology. For example, if a commu-
nication is sent to staff from the chief nurse execu-
tive, it should be made clear whether the staff
members can respond to the communication
directly or if they should go through their supervi-
sor. In health care, there is always the overriding
issue of privacy, so each organization will have poli-
cies governing what information is accessible to cat-
egories of staff and under what circumstances.

INTRANETS

One way that organization-wide communication
has changed through technology is the establish-
ment of intranets using Web technology. Intranets
are private, in-house systems that allow people to
communicate and share information easily and effi-
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ciently (Cupito, 1997). Use of intranets varies, but
the commonality is that they improve communica-
tion. Notices that keep employees informed on a
given topic can be posted; information that is spe-
cific to the organization becomes accessible to staff,
such as policies, announcements, events, and so on.
White (2004) believes that in order to get the most
from an intranet, the intranet has to be a part of the
overall communication strategy of the organization.
He stresses the importance of people being able to
trust the information they obtain and being able to
find current and correct information on the system.
Sinickas (2004) reports on research from 20 orga-
nizations over 4 years. Of the employees surveyed,
only about 33% said they would like to rely on
the intranet exclusively for communication in the
workplace, and about 50 % said they would like it
to be a component of the communication system
in the organization. Only about 10 % of the employ-
ees stated that they did not wish to receive any
information through the intranet. These findings
point out the necessity for managers to use a vari-
ety of techniques when communicating to a diverse
population.

E-MAIL AS COMMUNICATION

Electronic mail (e-mail) is a widely accepted com-
munication technique. Organizations have come to
rely on e-mail as a fast, efficient means of commu-
nicating with large numbers of people or a single
person. Although e-mail allows the recipient to
answer when time allows, it is expected that e-mail
will be answered in a timely manner. A recent car-
toon depicted a manager standing at the desk of an
employee, stating that the employee should have
checked his e-mail more often as he was fired weeks
ago. This exemplifies two important points. E-mail
would be an inappropriate means of informing an
employee of something as serious as termination of
employment. It also points out the need for employ-
ees to read e-mails in a timely manner to stay
informed and receive current information.

E-mail allows large numbers of employees
to receive the same message at the same time.
However, e-mail is not a perfect way to communi-
cate and should only be part of an overall commu-
nication strategy. Simpson (1996) notes that an
e-mail cannot be sent to 100 people with an expec-
tation that the message will be commonly under-
stood and interpreted correctly by all of the
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recipients. Managers must understand that employ-
ees may not all interpret an e-mail in exactly the
same way. Interpretation will vary, depending on
the topic, complexity of the message, position of the
employee in the organization, and personal percep-
tion. Sinickas (2004) notes that electronic commu-
nication seems to reduce employees’ need for or
expectation of face-to-face communication more
than it decreases their desire for printed communi-
cation. With the use of e-mail, employees seem to
have fewer expectations that communications in
the organization will occur face-to-face. Many peo-
ple may still wish to have notices written and
posted or provided to them by some means other
than e-mail, however.

E-mail is an expedient way to communicate
within organizations but less confidential and
secure than some other forms of communication.
When using this mode of communication, there is
need for security to avoid unauthorized disclosure
of patient information or other privileged informa-
tion. Because the very nature of e-mail encourages
spontaneous communication, and because much
information in a health-care organization warrants
confidentiality, organizations should have an e-mail
usage policy. The policy should be designed to pro-
tect confidential information, ensure that the orga-
nization is in compliance with all relevant national
and state laws, and inform employees of the rules
that apply to their appropriate use of e-mail.
Organizations may establish rules that deal with
personal use of e-mail, including the kinds of mes-
sages and material that are suitable for transmission
in the workplace. Van Doren (1996) notes that
while employers consider monitoring of e-mail as
their responsibility to protect confidential informa-
tion, employees may view the monitoring as an
invasion of their privacy. Van Doren further
observes that e-mail communication of employees
in hospitals and long-term care facilities is being
obtained by the legal system and used as evidence
against them in lawsuits. The issue of liability
points out the importance of policies to govern use
of e-mail within an organization.

One major advantage of e-mail is that managers
can provide immediate information to many people
within the organization, for example, to counter the
rumors spread through the grapevine. Managers
should proofread their messages before they are
sent to be sure they are accurate and carry the

intended message. E-mail is a convenient way for
managers to keep employees feeling that they are
well informed of issues of importance to them.

Importance of Organizational
Communication

Effective communication is an essential compo-
nent of organizational functioning. It is generally
accepted that communication directly affects patient
safety and quality of care. “According to findings
from a study released in a national briefing of
healthcare stakeholders, the prevalent culture of
poor communication and collaboration among
health professionals relates significantly to contin-
ued medical errors and staff turnovers” (Kohn &
Henderson, 2005). Adubato (2004) observes that
many thousands of people die each year from med-
ical errors during their hospital stay. He states,
“These are not caused by high-tech medical equip-
ment breakdown, but by sloppy, downright poor
communication by health-care professionals who
should know better” (p. 33). Amatayakul and
Cohen (2004) believe that optimal communication
is as important in reducing medication errors as
computerized physician order entry and other
efforts to improve patient safety.

Hanlon (1996) says that poor communication is
often cited as a source of stress for nurses. He
believes that when nurses have repeated unsatisfac-
tory communication experiences, there is a cumula-
tive effect that creates stress. This stress, according
to Hanlon, may contribute to burnout, job dissatis-
faction, and increased turnover, all of which serve
to decrease the quality of care received by patients.
Similarly, Breisch (1999) believes that effective
communication, as well as accountability and recog-
nition, is necessary for motivating employees. She
explains that nurses’ responsibilities have become
more complex with greater patient acuity, more rig-
orous documentation requirements, and technolog-
ical advances. These factors support the need for
nurse managers to create a work environment
that supports the needs of the work group. In fact,
the importance of effective communication in the
organization is reflected in The Scope and
Standards for Nurse Administrators, which states
that the nurse administrator “creates a climate



of effective communication” (American Nurses
Association, p. 26).

PRACTICE TO STRIVE FOR

Adena Health System in Chillicothe, Ohio, devel-
oped an innovative way to meet the accred-
itation requirements of the Joint Commission
on Accreditation of Healthcare Organizations
(JCAHO). Effective organizational communication
was key to Adena’s innovative approach to the
accreditation process.

JCAHO instituted a new process whereby sur-
veyors selected approximately 11 active patients
and retraced their care through different depart-
ments. The surveyors observed care given, reviewed
policies and procedures, and questioned staff and
patients in different areas of the hospital. Because
of the uniqueness of each patient and the differ-
ences in each area of the hospital, preparing the
facility for a survey was challenging. The unpre-
dictable nature of tracer activities proved to be dif-
ficult for even the most experienced managers and
survey coordinators. Historically, Adena had used
mock surveys and electronic communication to pre-
pare the staff for the JCAHO visit, but these
methodologies had failed to generate any enthusi-
asm among the staff. Further, following the accred-
itation visit, most practices returned to the way
they had been prior to the visit.

The “Survivor Adena” concept was developed
based on the popular Survivor television series. The
objectives of Survivor Adena were to provide a
framework to motivate and engage the organization
in survey readiness to sustain the results of the
preparation. A tribal council was developed to
lay the groundwork for Survivor Adena, which
focused on innovative ways to communicate effec-
tively with staff to engage them in the accreditation
process, empower staff to make changes, and pro-
vide ongoing education needed to make the
required organizational changes. Adena’s staff was
given the task of developing over 120 “tribes.” Each
tribe had the challenge of picking an area of focus
that combined the concepts of JCAHQO’s “Shared
Visions” tracer methodology and any “hot button”
areas such as patient safety, medication manage-
ment, and infection control. Tribes were encour-
aged to collaborate with other departments and
collaborate on a common goal.
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Weekly, mini-challenges were electronically
mailed to Adena’s staff. The mini-challenges were
quizzes that focused on specific topics or standards
of care. It was mandatory for staff to complete the
weekly quizzes. A Survivor Adena Fair was held to
bring various departments together to provide edu-
cational booths and fun activities to promote sus-
tained excitement and motivation concerning the
upcoming survey. Complete participation was
expected from the staff, and 99 % indicated on a
survey that the fair was beneficial and provided a
good learning opportunity. Incentives were built
into the plan, with people and tribes earning tickets
that were cashed for various prizes at the end of the
18-month Survivor Adena project.

Adena had a successful survey and received very
few requirements for improvement. Dawn Allen,
Director of Quality Management and Medical Staff
Services at Adena, stated that the participation,
enthusiasm, and activity from the staff in preparing
for the JCAHO survey were unprecedented in this
system. She further noted that traditional methods
of a unilaterally driven project will no longer meet
the expectations of JCAHQO’s Shared Vision frame-
work and that creating a culture of continuous sur-
vey readiness is crucial. The system believes that
the shared vision at Adena of communicating effec-
tively with employees and encouraging communica-
tion between departments was instrumental in
developing ownership of the concept of continuous
survey readiness. The outcome of their efforts is a
system with a culture of safety and quality that is
imbedded within the organization.

All Good Things...

Communication is essential to the goal attainment
and overall success of an organization. Effective
organizational communication is challenging in
many ways, given the complexity of health-care
systems. Because good communication is such an
important component of successful operation, it is
well worth the time and effort it takes to develop
effective communication strategies. Nurse adminis-
trators and managers responsible for internal
communication must recognize that people inter-
pret messages differently, depending on several
factors, including their experiential background
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and position in the organization. Further, there are
gender and generational differences that must be
recognized and accommodated when communicat-
ing with many people in an organization. Managers
must choose the correct mode of communicating
messages depending on the intent of the message.
Some messages may need to be delivered face to
face, and others may be sent by memo, e-mail, in a
group setting in meetings, or some combination of
modes. Managers also have the obligation to ascer-
tain whether important information has been
understood correctly by diverse employee groups.
Employees must understand their responsibility
in the communication process and how the flow
of information is to occur from the level of the
employee to those at higher levels of the hierarchy.
Management is then obligated to address employee
concerns in a timely and effective manner.

Communication has been shown to require a
time commitment by managers in order for it to be
effective throughout the organization. This commit-
ment is well worth the effort as effective communi-
cation influences employee satisfaction, quality care,
and customer satisfaction. Effective communication
within an organization improves the coordination of
decision making and may decrease the use of the
grapevine. Excellent organizational communication
facilitates the attainment of organizational goals and
is necessary for almost every aspect of operations.
Effective communication within the organization
should be a priority of every nurse manager and is
an essential component of effective leadership.

Let’s Talk

1. Name at least two benefits of effective
organizational communication.

2. Think of an example of how interpersonal
communication, small-group communication,
and organizational communication can be
used in the organization.

3. Identify at least three factors that might
cause employees to interpret a message
differently.

4. Provide an example of vertical, horizontal,
and diagonal communication in a health-care
organization.

NCLEX Questions

1. A chief nurse executive sends a memorandum to
the nursing staff announcing a change in the
policy concerning absenteeism. This represents
an example of:

A. Horizontal communication.
B. Diagonal communication.
C. Upward communication.
D. Vertical communication.

2. Organizational communication involves relay-
ing information to many people in order to
accomplish organizational goals. Organizational
communication includes small-group communi-
cation and:

A. Interpersonal communication.
B. Repetition.

C. Discipline of employees.

D. Role development.

3. The act of extracting meaning from symbols is
termed:
A. Encoding.
B. Symbolic code.
C. Transmission.
D. Decoding.

4. When communicating within an organization,
employees are expected to respect the:
A. Use of technology.
B. Chain of command.
C. Decision-making method.
D. Time factor in the communication process.

5. From an employee perspective, the most difficult
communication mode is often:
A. Horizontal communication.
B. Diagonal communication.
C. Verbal communication.
D. Upward communication.

6. If a nurse manager finds it necessary to termi-
nate an employee, the most appropriate means of
delivering this message would be by:

A. E-mail.

B. Written letter.

C. Face-to-face discussion.
D. Memorandum.

7. Which type of communication is most likely to
be misinterpreted by employees?
A. Written messages.
B. Face-to-face communication.



C. Nonverbal communication.
D. Diagonal communication.

8. Nonverbal communication includes:
A. Facial expression.
B. Vocal tone.
C. Gestures.
D. All of the above.

9. Factors that may cause different interpretation
of messages by employees include personal
experiences, socialization, educational back-
ground, age, and
A. Years of service as an employee.

B. Gender.
C. Department in which employed.
D. Selective hearing.

10. Research has shown that e-mail seems to
decrease employees’ need for face-to face com-
munication but does not necessarily reduce
their desire for:

A. Group meetings.

B. More confidential means of communication.
C. Written communication.

D. Phone messages.
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CHAPTER MOTIV

“Without continual growth and progress, such words as improvement,

achievement, and success have no meaning.”
Benjamin Franklin (1706—1790)

APTER MOTIVES

m Define nursing informatics.

m Compare and contrast the nursing process and standards of
informatics practice.

m Describe the role of information system standards in supporting
communication between practitioners.

m Discuss the implications of nursing terminology to future
nursing practice.

m |dentify the six goals of information systems in the 21st century.

m |dentify ways in which nursing informatics influences clinical
practice.

m |dentify personal accountabilities with regard to informatics.
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N ursing informatics is a relatively new specialty,
which has been marked by rapid growth in terms of
numbers of practitioners as well in the explosion of
domain knowledge. Beginning with the Social
Security Act amendment of 1965, which estab-
lished Medicare and Medicaid, the growth in the
use of computers in health care was assured. This
act required documentation of care, most notably
nursing care, and the progression of nursing docu-
mentation in the medical record received a signifi-
cant boost (Thede, 2003).

The first nursing informatics specialists emerged
in 1981, when approximately 15 nurses identified
nursing informaticists as their practice specialty
(Saba & McCormick, 2006). Nursing informatics
was recognized as a specialty by the American
Nurses Association (ANA) in 1992, thereby denot-
ing it as a distinct nursing practice specialty with a
unique scope of practice. In 1994, ANA published
the first Scope of Practice for Nursing Informatics,
followed by the Standards of Practice for Nursing
Informatics in 1995. Once the scope and standards
of practice were clearly articulated, the American
Nurses Credentialing Center (ANCC) offered the
first certification examination in December 1995.
As of December 31, 2005, 566 nurses were certified
across the United States as Nurse Informaticists
(T. Norris, ANCC, personal communication, April
20, 2006).

Throughout the last two decades of the 20th cen-
tury, informatics grew as a specialty in health care
as well as within the nursing profession. As the use
of electronic documentation systems grew from
small, isolated demonstration projects to a main-
stream reality, it became clear to nursing leaders
that the profession needed to define taxonomies
and classification models and minimum data sets
that could be coded for documentation, storage, and
retrieval in electronic medical record systems.
Additionally, demand was growing for nursing pro-
tocols, innovative methods to support nursing and
patient education, and expert systems incorporat-
ing knowledge representation and decision support
and evidence-based practice. With these compelling
objectives, nursing informatics has a practice
agenda on which to focus for the foreseeable future
(Saba, 2001).

Definition of Nursing Informatics

Graves and Corcoran provided the first definition of
nursing informatics in 1989: “A combination of
computer science, information science, and nursing
science designed to assist in the management and
processing of nursing data, information, and knowl-
edge to support the practice of nursing and the deliv-
ery of nursing care” (Graves & Corcoran, 1989, p.
227). These two scholars also clarified that profes-
sional information systems serve as a foundation for
the dimensions of supporting decisions and advanc-
ing the knowledge of the discipline. The Graves and
Corcoran definition has been expanded by the ANA:
“Nursing informatics is a specialty that integrates
nursing science, computer science, and information
science to manage and communicate data, informa-
tion, and knowledge in nursing practice. Nursing
informatics facilitates the integration of data, infor-
mation, and knowledge to support patients, nurses,
and other providers in their decision making in
all roles and settings. This support is accom-
plished through the use of information structures,
information processes, and information technology”
(American Nurses Association, 2001, p. 17).

Several important factors are inherent in these
definitions. First, the definitions illustrate that
nursing informatics is a multidisciplinary science
practice. Second, the definitions clarify that nursing
informatics is not to be equated with the generic
term informatics; it is specific to nursing and nurs-
ing practice because of the inclusion of the nursing
science domain. Nurses specializing in nursing
informatics employ their nursing science knowl-
edge to mold, provide direction to, and influence the
design of nursing information systems. Another
core component is computer science. Nursing infor-
matics is not about computers but rather the core
elements derived from computers—data, informa-
tion, and knowledge—and how best to structure
nursing documentation systems to ensure that the
output will meet the needs of patient care and nurs-
ing science. We will discuss these three concepts
later, but it is important to note that computer tech-
nology is the tool by which the outputs of informa-
tion science are derived and which are an important
facet of nursing informatics.



Dr. James Turley suggested the addition of cog-
nitive science to the definition of nursing informat-
ics. Understanding the processes employed in
structuring knowledge; representing knowledge;
and employing knowledge in decision making,
recall, and perception are important dimensions in
the practice and application of informatics.
Ongoing research in the cognitive domain provides
important understanding to guide the design of
information system software, helping to create sys-
tems that are increasingly more useful and more
effective in supporting decision making by clini-
cians.

Turley suggests a model that incorporates the
elements of Graves and Corcoran’s model—nurs-
ing, information, and computer science—and adds
the domain of cognitive science. Furthermore,
Turley suggests that the nursing science is the foun-
dation on which the other three sciences rest.
Turley’s model also suggests that it is the intersec-
tion of the cognitive, information, and computer sci-
ences that constitutes nursing informatics (Turley,
1996). Nursing science is the raison d’étre of nurs-
ing informatics, and without the needs and context
of nursing science nursing informatics would have
no purpose. Turley’s model has the further advan-
tage of flexibility: the model can be translated to
other health-care science disciplines by changing
the foundational domain.

Nursing informatics has the purpose and the
potential to support and improve the care of
patients and communities through the collection,
management, and communication of information
about and for the patient. As well, nursing infor-
matics can assist in making the contributions of
nursing visible in the medical record and assist the
nurse by providing decision support tools. Nurses
are presented with an increasing array and com-
plexity of information that they are expected to syn-
thesize and incorporate into their patient care
decisions. More information does not necessarily
result in better care unless it is thoughtfully ana-
lyzed, organized, and presented in ways that are
meaningful to nurses and their practice. The tim-
ing, content, and format of the information can
vary with the recipient; the information needs of
clinicians at the point of care are different from the
needs of the manager or administrator, and those
needs differ from the needs of the policy maker.
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FIGURE 9-1 Turley's suggested model for nursing informatics.

Consequently, a pivotal role of the informaticist is
to collaborate with those individuals and groups to
discover their information needs and the decisions
that will result and translate those needs into cre-
ation of appropriate data collection, analysis, and
presentation formats.

Nursing Informatics
Standards of Practice

The standards of nursing informatics practice care-
fully parallel the nursing process (see Table 9-1).
The clinical nurse focuses on assessing the needs of
a patient and the individuals in the patient’s sup-
port system. The nurse then develops a plan of care
based on careful prioritizing of the nursing diag-
noses. Then the plan is implemented and assessed
and evaluated according to the patient’s responses
to the plan. Data collected during evaluation are
thoughtfully analyzed, and appropriate modifica-
tions are made to the plan of care.

The focus of the nurse informaticist is assess-
ment of systems problems as identified by a group of
clinical practitioners; identification of the problems,
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TABLE 9-1 | Comparing the Nursing Process and Nursing Informatics Standards of Practice

Understanding Organizations

NURSING PROCESS

STANDARDS OF INFORMATICS PRACTICE

Assessment:

m Collect data from physical examination of patient
m Collect data from listening to patient and family

m Analyze data

m |dentify patient’s problems related to health status

Diagnoses

m Formulate a nursing diagnosis related to each health
problem

m Prioritize the problems and diagnoses in collaboration
with patient and/or family

Plan:

m Discuss patient’s expectations

m Establish outcome goals for patient in collaboration with
patient and/or family

Implement:

m Set plan of care in action, delegating responsibilities as
appropriate

m Communicate plan of care to other team members

Evaluate:

m Evaluate plan and implementation as ongoing events

m Adjust plan as appropriate in context of data collected

m Return to assessment in context of changing needs and
data collected

Identify the issue or problem:

m Prepare a project charter and initial project plan based on
assessed problems, opportunities, and directives of the
project

m Define business requirements for a new system

m Define the desired functional requirements, or activities
and services, of the new system

Identify alternatives:

m Analyze requirements in terms of data, processes,
interfaces, etc,, the system will require

= Analyze possible solutions in terms of technical,
operational, economic, and timeline feasibility

m Prepare solution recommendation(s) for discussion with
the users

Choose and develop a solution:

m Select a solution in collaboration with users

m Create a project plan, which include timelines, depend-
encies, evaluation milestones, and evaluation metrics

Implement the solution:

= Implement programming of the solution

m At defined intervals, evaluate the developing solution in
collaboration with users

= Implement the fully completed solution

Evaluate and modify:

m Evaluate solution with evaluation metrics

= Implement programming and workflow modifications in
response to feedback

m Evaluate solution after completion of programming
modifications to determine further needs or issues
(Whitten, Bentley, & Dittman, 2000)

opportunities, and constraints; and description of
the outcomes the group desires to achieve. Using the
information gathered during the assessment phase,
the nurse informaticist prioritizes the problems and
constraints; carefully explores alternatives in the
context of time, fiscal, and resource constraints; and
prepares recommendations for the team to consider.
Working closely with the clinicians, the nurse infor-
maticist facilitates and supports the clinical team in
selecting a solution from the options presented,
ensuring that the advantages and limitations of
each solution are explored carefully. Once the clini-
cal team has chosen the most appropriate solution,
the nurse informaticist works with the system pro-
grammers during design of the software solution,
reviewing the progress of the plan with the clinical

team at key junctures. Upon completion of the pro-
gramming process, the system is implemented, and
the evaluation phase begins. Employing evaluation
measures defined during the planning phase, the
nurse informaticist gathers the evaluation data,
analyzes them, and works with the programmers
and the clinical team to define the nature of system
modifications necessary to resolve identified system
issues. The evaluation process and subsequent sys-
tem modification are iterative.

It is important to recognize that the above sum-
mary is just that—a very high-level summary. Just
as the brief description of the nursing process does
not begin to describe the details of interventions
and decisions a nurse makes during an episode of
patient care, the same can be said for the processes,



interventions, and decisions of the nursing infor-
maticist. It is also important to point out that the
process of identifying and implementing systems
solutions necessitates development of detailed
workflow information, and the solutions often
include changes in workflow that are not related to
the software solution. Nonetheless, there is value in
identifying and comparing the parallels between the
nursing processes of patient care and the analysis
processes of information system design and infor-
matics.

Health-Care Data Standards

Data standards are intended to minimize confusion
and assure that data are collected, stored, transmit-
ted, and retrieved in a manner that ensures that the
original meaning is intact and that actions taken in
response to the data are consistent with the original
meaning of the data (Sensmeier, 2006, p. 218). A
discussion of data standards should begin with a
clear understanding of what constitutes a standard.
A standard is an agreed-upon reference point, crite-
rion, or value against which something can be
measured. To be effective, data standards include
discrete, precise definitions, adherence to which is
not optional (Thede, 2003, p. 205). Dr. Thede used
an apt analogy from the 19th century U.S. railroad
industry in discussing her vision of standards. In
the railroad’s early days, standards for track width,
or gauge, had not been established, and each rail-
road company was free to create its own gauge. The
problems associated with multiple widths quickly
became apparent when trains from different rail-
road companies could not travel beyond their own
territory. The problems this created for passenger
and product movement quickly became apparent
and necessitated that the competing companies
come to agreement on a standard gauge. In the
health-care industry, much work is focused on stan-
dard development. Some standards are widely
accepted, and others are evolving. The following
discussion will briefly describe some of the collabo-
rative work currently being conducted in the
United States and globally.

Interoperability is another term that is fre-
quently used in discussions regarding health-care
information systems standards. Systems that can
effectively exchange data and effectively and effi-
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ciently use the data that have been exchanged have
interoperability. Health-care data standards are
designed to support and enable interoperability.

Data standards include “methods, protocols, ter-
minologies, and specifications for the collection,
exchange, storage, and retrieval of information asso-
ciated with health care applications, including med-
ical records, medications, radiological images,
payment and reimbursement, medical devices and
monitoring systems, and administrative processes”
(Washington Publishing Company, 1998). Data
standards encompass four primary areas:

1. Definition of data elements.

2. Determining data interchange formats to
establish how data elements are to be encoded
as well as to assure relationships between data
elements through defining how documents
and information models should be structured.

3. Terminologies, which identify and define the
terms and concepts used to classify and code
data elements and establish relationships
between the concepts and terms.

4. Knowledge representation, as provided by
electronic medical literature, guidelines, evi-
dence-based practice protocols, and clinical
decision support (Institute of Medicine, 2004,
pp. 128-129).

Data Elements

Data elements are the most basic pieces of informa-
tion collected, and in order to be able to use the col-
lected data they must be defined clearly, discretely,
and unambiguously. Definition includes determin-
ing how the data are to be collected, by what soft-
ware application, by what hardware, and when they
are to be collected. It is also important to establish
how the data will be entered into the software sys-
tem, e.g., as free text or by selection of predefined
responses using coded values. Without clearly
defined, consistently entered, unambiguous data,
the ability to recover data with assurance of content
is greatly diminished, as is the potential of the use
of the data in future research.

The question of what data should be collected
was answered in part through the development of
minimum data sets, an example of which is the
Nursing Minimum Data Set (NMDS) (Table 9-2).
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ANA-Approved Terminology Standards (February 24, 2006)

DATA SET

PURPOSE

NMDS (Nursing Minimum
Data Set)

NMMDS (Nursing Management
Minimum Data Set)

TERMINOLOGIES

The NMDS has 3 categories (nursing care, demographics, and service elements) with 16
data elements. This seminal work defined the minimum information that should be
collected for every patient receiving nursing care and contributed to the foundation
necessary for the development of nursing terminologies.
http://www.nursing.uiowa.edu/Nl/collabs_files/Synopsis%20NMDS%20Nov9%202003.pdf

NMMDA was developed to meet the needs of nursing administrators. The NMMDS data
set includes 17 data elements across the categories of nursing environment, nursing
resources, and financial resources, and it is necessary to inform the strategic decisions of
the nurse executive. (Huber D., Schumacher L., & Delaney C. [1997]. Nursing management
minimum data set [NMMDS]. Journal of Nursing Administration, 27(4), 42—48.

PURPOSE

CCC (Clinical Care Classification)

ICNP (International Classifi-
cation for Nursing Practice)

NANDA (North American
Nursing Diagnosis Association)

NIC (Nursing Intervention
Classification)

NOC (Nursing Outcome
Classification)

CCC emerged from a Medicare-funded nursing research study designed to assess and
classify patients to determine the resources required to provide home health services.
CCC comprises two interrelated taxonomies:

m 182 nursing diagnoses and outcomes, modified by an expected outcome or actual
outcome axis, each of which is modified by three possible conditions: improved,
stabilized, or deteriorated.

m 198 nursing interventions modified by four types of action: assess/monitor,
care/perform, teach/instruct, and manage/refer.
http://www.sabacare.com/

International Council of Nurses (ICN) is a federation of national nurse associations
representing nursing in more than 128 member nations. ICNP is a derivative of the ICN,
with the goal of articulating the contribution of nurses around the world to health care
and promoting international standardization of nursing. ICNP includes nursing diagnoses,
nursing interventions, and outcomes.

http://www.icn.ch/icnp.htm

NANDA provides nurses at all levels and in all areas of practice with a standardized

nursing terminology with which to:

= Name client responses to actual or potential health problems, life processes, and
wellness

= Document care for reimbursement of nursing services

m Contribute to the development of informatics and information standards, ensuring the
inclusion of nursing terminology in electronic health-care records

m Facilitate study of the phenomena of concern to nurses for the purpose of improving
patient care.
http://www.nanda.org/

NIC includes the full range of nursing interventions from general practice to specialty
areas. Interventions include physiological and psychosocial, illness treatment and
prevention, and health promotion for individuals, families, and communities as well as
indirect care. Both independent and collaborative interventions are included.
http://www.nursing.uiowa.edu/centers/cncce/nic/index.htm

NOC labels and provides measures for comprehensive patient-focused outcomes that
respond to nursing intervention. The outcomes are intermediate to the achievement of
longer-range outcomes and employ a scale that provides quantifiable information. NIC
facilitates the identification of risk adjustment factors for population groups.
http://www.nursing.uiowa.edu/centers/cncce/noc/index.htm
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OMAHA System

This is a comprehensive practice and documentation tool for multidisciplinary health-

care practitioners in any setting. The three components of the system are problem
classification, intervention scheme, and problem rating for outcome.
http://www.omahasystem.org/

PCDS (Patient Care Data Set)

The PCDS was developed as a data dictionary of elements abstracted from clinical

information systems. The PCDS is multiaxial and combinatorial (a system in which atomic
terms are combined to create more complex concepts or problems or structures).
http://www.duke.edu/~goodw010/vocab/PCDS . html

PNDS (Perioperative Nursing
Data Set)

Developed by the Association of Perioperative Registered Nurses, the PNDS is a
standardized nursing vocabulary that addresses the perioperative patient experience

from preadmission through discharge. It is the first, and to date the only, nursing
language developed by a specialty organization that has been recognized by the ANA as
a data set useful for perioperative nursing practice.
http://www.aorn.org/research/pnds.htm

MULTIDISCIPLINARY

TERMINOLOGIES PURPOSE

ABC (Alternative Billing
Codes)

ABC defines 5-character alphabetic symbols to represent thousands of integrative health-
care products and services. The codes reflect the care delivered by acupuncturists,

behavioral health-care workers, chiropractors, medical doctors, massage therapists,
mental health—care practitioners, midwives, nurses, nutritionists, etc.
http://www.abccodes.com/ali/abc_codes/

LOINC (Logical Observation
|dentifiers Names and Codes)

The purpose of the LOINC database is to facilitate the exchange of laboratory and
diagnostic results, generated by vendor systems, with other clinical information systems.

LOINC creates the translation so that other systems can understand and file the data.
LOINC data are used by practitioners for clinical care, outcomes management, and

research.

http://www.regenstrief.org/loinc/

SNOMED-CT (Systemic
Nomenclature of Medicine
Clinical Terms)

SNOMED-CT consists of health-care concepts, with unique meanings and formal logic-
based definitions, that are organized into hierarchies. The number of terms and attributes
presently enables approximately 1.5 million relationships to be defined in order to

support a robust and discrete terminology system. SNOMED-CT can also be mapped to
other medical terminologies and classification systems already in use.

http://www.snomed.org/

The NMDS identifies a limited set of data elements
that should be collected for every patient. These ele-
ments are clearly defined and serve as a foundation
for further data collection. Fortunately, these data
elements are generally collected by most electronic
medical record systems.

Data elements are the most basic pieces of infor-
mation to be collected, and each element must have
a unique definition in order to ensure clear and con-
sistent meaning. This process is not inconsequen-
tial. For example, “blood pressure” is a term often
assumed to be understood. The term, taken alone,
can have various meanings relative to the context of

the user: a physical therapist may think of blood
pressure in terms of pre- or postexercise; a neuron-
science practitioner may think in terms of the posi-
tion of the client at the time of measurement; the
nurse clinician may evaluate blood pressure in the
context of pre- or postprocedure. It becomes obvi-
ous just how critical it is to have a clear, discrete,
nonambiguous definition of each data element:
“Common data standards are essential to simplify
and streamline data requirements and allow the
information systems that carry the data to function
as an integrated whole” (Institute of Medicine,
2004, p. 132).
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Data can be appreciated best in the data-
information-knowledge continuum. Data are fun-
damental building blocks; they combine into a clear,
objective definition of a specific fact, without
attached meaning. Data are transformed into infor-
mation when they are interpreted or analyzed and
when a structure or organization has been applied.
Information becomes knowledge when it is incor-
porated into the creation of thoughtful relationships
and used to support decision processes meaning-
fully (American Nurses Association, 2001). For
example, assessment of pain at a specific moment
in time provides data. The data gathered during
that assessment gain meaning when placed in the
context of previous pain assessments, and the pain
data become information. Finally, when this
pain assessment information is evaluated in the
context of information regarding recent pain med-
ication administration and other pain alleviation
measures, the nurse develops knowledge regarding
the effectiveness of the patient’s pain manage-
ment plan.

Knowledge work uses transformed information
in the context of specialized knowledge and expert-
ise (Mayes, 2001). Registered nurses are knowl-
edge workers by the very nature of the work they do
and the continual synthesis of information and
knowledge they weave throughout the decision
processes inherent in patient care. Clinical judg-
ment implies that nurses use their knowledge to
interpret information in the context of the individ-
ual patient and apply that knowledge to higher-
level clinical plan development. The electronic
medical record systems and knowledge representa-
tion systems support and enhance the ready access
of the clinical nurse to such data, information, and
knowledge.

DATA INTERCHANGE STANDARDS

Four types of data interchange standards have been
developed in health care. These standards address:

1. Communication between medical devices and
between devices and electronic medical
records (EMRs)

2. Digital imaging communications

. Administrative data exchange

4. Clinical data exchange (Mayes,
Sensmeier, 2006)

w

2001;

Transfer of physiological data from a cardiac
monitor to the EMR is an example of communica-

tion between devices and the EMR. Radiology
departments employ digital imaging communica-
tion every day as they make x-ray films available to
practitioners over the Internet. Administrative data
exchange is an integral part of the billing systems of
hospitals, enabling information to be shared with
payers. Clinical data exchange is woven throughout
an EMR system as, for example, data from the labo-
ratory information system are sent to the EMR for
integration in the patient record. The National
Committee on Vital and Health Statistics, through
its accountabilities under the Health Insurance
Portability and Accountability Act of 1996, recom-
mended adoption of several standards for data
exchange. Table 9-3 is a sample of the more widely
known data standards and includes a brief descrip-
tion of the purpose of the standards. Each standard
addresses at least one type of data interchange. It is
important to know why these standards have been
created and that they are necessary for effective and
safe patient care. The specifics of the standards will
continue to evolve as a result of technological inno-
vations.

Knowledge Representation

Effective data standards are fundamental to knowl-
edge representation, and knowledge representation
is a cornerstone of establishing and communicating
best practices. As new knowledge is discovered,
best practices evolve and change. At this point, the
health-care industry does not have effective techno-
logical processes for quickly translating new knowl-
edge into best practices. However, information
systems, particularly the EMR, offer considerable
promise. A major goal of information system devel-
opers is design of software systems that can trans-
late up-to-the-moment evidence-based practice
guidelines into clinical decision support and pro-
vide that information to practitioners when they
work with the EMR (Institute of Medicine, 2004).
The promise is there, but the timeline for realiza-
tion is not clear at this juncture.

One means of knowledge representation cur-
rently available is electronic linkage to the biomed-
ical literature and other medical knowledge bases.
This level of functionality supports practitioner
access at the point-of-care, providing information to
support clinical decision making. Often the links to
literature, formulary, and other knowledge bases
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BLE Health-Care Data Standards Organizations

STANDARDS ORGANIZATION PURPOSE

IEEE (Institute of Electrical and
Electronic Engineers)

IEEE establishes international standards in a great number of fields, including medical
information devices. The IEEE standards enable communication between medical
devices and computer systems, providing real-time, automatic, comprehensive, and
consistent data capture and storage in computer systems. Equipment that uses IEEE
standards includes monitoring equipment, ECG devices, ventilators, infusion pumps,
and wireless transmission devices.
http://standards.ieee.org/announcements/pr_1073.html

DICOM (Digital Imaging and
Communications in Medicine)

Collaborating with the American College of Radiologists, the National Electrical Manu-
facturers Association has created and maintains international standards for communi-
cation of biomedical diagnostic and therapeutic information in disciplines that use
digital images and associated data. The goals of DICOM are to achieve compatibility
and to improve workflow efficiency between imaging systems and other information
systems in health-care environments worldwide.

http://www.nema.org/prod/med/

ACS (Accredited Standards
Committee)

ACS develops and maintains standards for electronic data interchange and document
structure standards to support business transactions. Within health care, these X12N
standards have been adopted nationally to facilitate administrative functions that sup-
port patient care, such as submission of claims, enrollment of participants, and similar
functions (Accredited Standards Committee, 2003). Given the unique nature of the
health-care environment in the United States, including the privacy provisions of
HIPAA, these standards are generally not used outside of the United States.
http//www.x12.0org/

HL7 (Health Level Seven) HL7 develops specifications for data transmission. The most widely used specification
is a standard that enables disparate health-care applications to exchange key sets of
clinical and administrative data. HL7 supports the exchange of information between
computer applications while preserving the meaning of the original message or
data. The primary focus of HL7 is clinical and administrative data. For example, HL7
supports transmission of medical orders, nursing documentation, and medication
administration records.

http://www.hl7.org/

LOINC (Logical Observation
Identifiers Names and Codes)

LOINC provides a standard set of universal names and codes for identifying individual
laboratory and clinical results and allows users to merge clinical results from many
sources into one database for patient care, clinical research, and management. LOINC
provides the translation of laboratory data, which are usually transmitted using the
internal codes of the specific laboratory system. LOINC codes allow the data to be
read and stored in the electronic medical record. LOINC is also designed to code
hemodynamic and other clinical and medication data.
http://www.regenstrief.org/loinc/

have embedded icons in EMR systems, demonstrat-
ing an immediate level of support for practitioners.
This type of knowledge representation brings the
most recent medical literature to the fingertips of
the practitioner, thereby enabling the practitioner
to evaluate the information in the literature and
appropriately weave it into patient care as the indi-
vidualized plan of care is developed.

An exciting next-generation dimension of clini-
cal practice guidelines is evolving. Generally, imple-
mentation of practice guidelines beyond the local
setting has been severely limited. One limitation is
the lack of standards to support representing guide-
lines in a machine-readable format. A second limi-
tation is that guidelines are not documented in a
language that is nonambiguous, with clear and
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nonredundant definitions. Third, clinical practice
guidelines must have access to stored data of the
patient, and that data repository must contain the
necessary clinical data that will support decision
making. Clinical practice guidelines to date have
been created using the relative simplicity of “if-
then” statements. More recent research, devoted to
creating software that will enable practitioners to
query large databases for best practices, structuring
the query to consider information and context spe-
cific to the subject patient, offers the promise of a
much more dynamic, real-time clinical decision sup-
port system (Institute of Medicine, 2004).

Terminologies

Terminology standards are part of health-care data
standards. Nursing terminologies have special
meaning to nursing practice. A suitable summary
for why nursing terminologies are needed is that “if
we cannot name it . . . we cannot control it, finance
it, research it, teach it or put it into public policy”
(Royal College of Nursing [UK], 2004). This quote
is an apt distillation of the importance of nursing
terminologies and the work that is being conducted
in this field. Collectively, nursing does not have
standard terminology, and this is readily evidenced
within any given hospital or nursing unit that
does not have an electronic documentation system.
To a significant extent, nursing has followed the
medical model, failing to articulate clearly a precise,
unique name and definition for much of the work of
nursing.

Nursing terminology is another critical standard
necessary to the evolving medical record. Nursing
terminology is a standard that is generally more
functionally apparent to practitioners than other
standards because users interact with the terminol-
ogy throughout the electronic documentation expe-
rience. The underlying terminology guides the
selection of data elements to be included in the doc-
umentation screens, the definition of those ele-
ments, and the selection options available to the
nurse.

Standardized nursing terminologies, or lan-
guages, provide important benefits to nursing prac-
tice, which include:

m Consistency in documentation resulting from
the ability to trend or evaluate data longitudi-
nally

m Nursing clinical decision support

m Significantly enhanced nursing research abil-
ity resulting from easier and more comprehen-
sive data retrieval from EMRs and use of data
from multiple geographic sites in research
studies

m Evidence-based nursing practice resulting
from EMRs that support the process of devel-
oping evidence

m Quality assessment and evaluation of practice
resulting from the ease of data retrieval and
subsequent analysis

m Professional billing for nursing services;
unambiguous, consistent, comprehensive doc-
umentation is a necessary prerequisite to bill
for nursing services, and standardized lan-
guages are a cornerstone to realization of that
documentation

m Creating visibility for the care provided by
nurses; the terms, definitions, and classifica-
tions that are inherent in standardized termi-
nologies will ensure that care provided by
nurses will be definitively incorporated in the
patient medical record

m A bridge between the different terms used by
the various care provider professions as well as
a bridge between regional terminology differ-
ences across the country; as our society
becomes increasingly multicultural, the need
for a clearly defined and consistently employed
terminology system becomes more urgent to
help reduce communication ambiguity and
increase patient safety.

Given the benefits that standardized termi-
nologies offer the nursing profession, it may be
surprising to learn that consensus on nursing ter-
minologies has not been achieved. Nursing is a very
complex and diverse profession, and no single ter-
minology has been created to meet the data collec-
tion and documentation needs of the profession.

There is some agreement regarding the func-
tional characteristics and structural attributes of
terminologies. These features include (Henry &
Mead, 1997):

1. The system should be complete and have
sufficient in-depth coverage and granularity
(depth and level of detail) to depict nursing
care processes. For example, the full spec-
trum of nursing diagnoses needs to be incor-
porated.



2. The system needs to be comprehensive,
including each facet of the nursing care
process. For example, it should include risk
factors or the recipient or target of the educa-
tion that is to be provided.

3. Concepts should be nonredundant, without
vagueness or ambiguity, and there should be
no overlapping meanings.

4. Concepts should be atomic, or separable into
their constituent components. For example, a
category should not be “pain” but instead
subdivided into chronic pain or acute pain.

Atomic elements must be able to be com-
bined (compositional) to create concepts.
For example, an atomic element could be
chronic fatigue, which, combined with acute
fatigue, would create the larger concept of
fatigue.

5. The system needs to be able to support hier-
archies of concepts, allowing linking of gen-
eral and more specific terms, and support
multiple “parents” and “children.” For exam-
ple, incontinence may be due to neurogenic
causes or bladder prolapse.

6. Each term and concept must have a clear and
concise definition.

7. The above list is a sample of the considera-
tions and criteria employed in evaluating
or creating a terminology system. This brief
overview provides some insight into a com-
plex process that is highly collaborative,
requiring consensus building and continual
review.

In 1995, the ANA established the Nursing
Information and Data Set Evaluation Center (NID-
SEC) to evaluate standardized nursing and other
terminologies that have been developed by profes-
sional groups or information system vendors. The
purpose was to identify and recognize those termi-
nologies that effectively represent nursing practice
and support documentation of nursing practice
in computer information systems. NIDSEC evalua-
tion criteria incorporate nomenclature, data reposi-
tory (how data are stored), clinical content, and
general characteristics of the system (NIDSEC -
Nursing Information and Data Set Evaluation).
As of February 24, 2006, NIDSEC recognized
two minimum data sets, eight nursing interface
terminologies, and three multidisciplinary termi-
nologies. A brief description of each is included in
Table 9-2.
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Nursing documentation in the paper medical
record has traditionally included one or more flow
sheets as well as narrative notes. Documentation of
patient care in a paper medical record is relatively
unstructured, most specifically within the narrative
notes. Clearly, many health-care organizations have
documentation standards, such as documentation
by exception; however, within the defined standard
there is generally significant flexibility. Narrative
notes have a number of limitations, including:

m Differences in terminology between care
providers, even when the providers are refer-
encing the same topic

m Use of abbreviations and acronyms, resulting
in confusion and misinterpretation

m Differences in writing style and content that
limit the development of continuity and the
ability to trend the clinical condition and
responses of the patient

m Illegible handwriting

m Difficult, very costly, and limited data retrieval
ability

Consequently, employing the use of terminolo-

gies represents a significant change in documenta-
tion practice. Documentation in a well-designed
EMR is completed largely by selecting the appropri-
ate option from prepared selection lists that are
coded to ensure consistent data storage.

Info