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 Foreword 

 The American health care system is challenged on many fronts. Every day, 
there are reports of medical errors and patient safety concerns. The nation 
struggles to provide care for the 15% of the population without health insur-
ance. Costs continue to grow two to three times faster than the cost of living. 
Consumers leave their costly and risky encounters with less and less satis-
faction that they have received the value they feel they deserve and desire. 
The public health system, strained after years of providing care for a medi-
cally indigent population, now faces new challenges in man-made and natural 
disasters. These occurrences and potentials ranging from terrorist threats to 
hurricanes and pandemics play out before us as we watch the public health 
system try to keep up with the enormity of the challenge. Health professional 
education, for many years the envy of the world, has seemed trapped in the 
same challenges facing care delivery and public health. Shortages of workers, 
crowded programs, and research programs that seem out of sync with the 
needs of the public are just a few of the many challenges facing education. 

The major conundrum of health care in the United States is how we can 
spend so much on health care, over 16% of the gross domestic product, and de-
rive such questionable outcomes. Increasingly, the answer seems obvious—we 
do not need more resources. But the resources we have are locked away in 
traditional ways of behaving, jealous institutions, antiquated laws and poli-
cies, professional bias, inadequately shared knowledge, misaligned fi nancing 
arrangements, fear of the unknown, and an absence of vision. In other words, 
tapping the bountiful resources that exist in the nation today and releasing 
their energy to unleash the opportunities for a better system of health care is 
a leadership problem. 

 But where do we get that leadership? Perhaps the best way to begin to 
identify the leadership needs of the future is to generally describe where the 
system of care is headed and see if leadership traits might be matched to an-
ticipate system needs. Today the health care system is focused on acute care 
delivery; as the population ages there will an inexorable shift of attention to 



chronic care. Correspondingly, care that today is characterized by delivery 
in the inpatient or clinic setting will increasingly shift to ambulatory settings 
with more emphasis on home care, community care, and self-care. This will 
force a different consideration of patient care needs, reaching beyond the 
symptoms that present with the patient to the broader context of the psycho-
social behavioral web that shapes disease and disability and should inform 
treatment and management. Learning to live with and manage disease within 
this context will require better care management skills and improved patient 
and family education. The complexity of care will only grow in such a world 
and the team that brings service will be more varied than today’s health care 
team; this will in turn require exquisite group skills and processes. To manage 
patients, teams, and disease within a system will become the hallmark of good 
health care in the future. 

 To scan this future health care landscape in even a cursory manner re-
veals that one health profession is particularly well prepared to lead these 
transitions: nursing. Nurses have always been care managers, and as modern 
professional nursing has defi ned itself, it has grown to include a rich base of 
psychological, sociological, and behavioral science in its care model. Nurses 
have always been about teamwork and managing the various contributions 
of the varied health professionals that serve the patient’s needs. Nurses have 
also excelled at working as team players within systems, producing the best 
possible outcomes within the constraints of resources. Public health is a core 
discipline of every nurse’s training, and nurses have been the dominant pro-
fessionals in many pubic ambulatory settings including the home, school, 
offi ce, and clinic. This book is about how nurses in the three broad areas of 
hospital service, education, and public health can bring their birthright of 
leadership to the reconfi guration of the American approach to health. 

 The book was inspired by the fellows of the Robert Wood Johnson Execu-
tive Nurse Fellows Program and their work in service, education, and public 
health. The book’s organization follows the  leadership compass  used in that 
program to organize leadership skill development. The four points of that 
compass are based on the leadership programs of the Center for the Health 
Professions at the University of California, San Francisco, which sponsors the 
Robert Wood Johnson Program. These four points of the compass are: 

 • Purpose—the vision to lead 
 • People—the passion to work with others 
 • Process—the skills to manage change 
 • Personal—the self-knowledge to thrive 
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 The book begins with an overview of challenges in health care and in 
nursing by the two coeditors of the book. Following this there are three sec-
tions, one each dedicated to service, education, and public health. In each 
section the four points of the compass will be explored by a different nurse 
leader, sharing their challenges, struggles, and success to bring about change 
in health care. 

Shirley S. Chater, PhD, RN, FAAN 
 Chair, National Advisory Committee

Robert Wood Johnson Executive Nurse Fellows Program
President Emerita, Texas Woman’s University 
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 Preface 

 The health care system in the United States is now in considerable peril. The 
rate of cost increases is simply not sustainable by the rest of society, either as 
a tax on public expenditures or as private contributions from employees and 
individuals. But even with these extraordinary costs, the outcomes of this sys-
tem are suspect. Some now estimate that the fourth leading cause of death in 
the country is admission to the hospital, not from the ailment that necessitated 
the admission but because of a medical error, hospital-acquired infection, or 
faulty discharge. Moreover, our incredibly impressive, but expensive, acute 
care system is positioned more frequently to deliver care to individuals who 
are suffering from chronic disease and need quite different interventions. Do 
we really want to treat the raging epidemic of childhood-onset diabetes with 
dialysis and amputation followed by an early death? And if all of this were not 
problem enough, the nation still fails to provide ready access to health care for 
over 45 million individuals. 

 Over the next decade, health care in the United States will change dra-
matically, but to do so in the best possible way will require leadership of an 
uncommon variety. For the past decade the Robert Wood Johnson Executive 
Nurse Fellows Program has focused on developing one of the great untapped 
leadership resources in American health care: the nurse. This book captures 
many of the leadership stories of these fellows and other nurses who are mak-
ing for signifi cant change in America’s health. The three domains of the pro-
gram represent the location where much of the action for change must take 
place. Certainly, the service sector must evolve to respond to needs that are 
more cost aware, more focused on chronic disease, more oriented to teams, 
and more committed to serving patients as customers and partners. Much of 
what must be remade to have a vibrant health sector lies within the domain of 
public health. Can we reinvigorate this population-based approach to health 
and well-being, reactivating communities, schools, and families in ensuring 
their health? If we can, it will be nurses who carry this leadership mantle. 
Finally, will we have enough nurses for the future and will they have the right 



skills, expectations, and values to address this leadership challenge? These 
three domains—service, public health, and education—are where nursing 
will make its leadership contributions in the coming years. 

 Each story told here centers on one of four dimensions of leadership. To 
be an effective leader, knowledge of the environment, vision, and effective 
strategies must come together to give purpose to our work. But these broad 
visions must also be carried out in practical ways that attend to budgets, con-
fl ict, teams, and effective decision making, so that the processes run smoothly. 
Nurses are famous for “getting it done,” regardless of how much they have 
had to do by themselves, but one defi ning element of leadership that is often 
overlooked by nurses is the need to work through other people, developing 
and motivating them along the way. Finally, self-knowledge is essential for any 
leader to be successful, and these personal insights are a part of any leadership 
journey. 

 This book offers insight into a new vision of the leadership roles for nurses 
and provides the practical stories of how some of the nation’s best nurse lead-
ers have acted on that vision. 

Linda Thompson Adams
Edward H. O’Neil   
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3

 The Leadership Compass: 
 Competencies for Health Care 
  Edward H. O’Neil  

 Developing leaders for health care is a challenge. Over the past 14 years, the 
Center for the Health Professions at the University of California–San  Francisco 
(UCSF) has developed a strategy for developing leaders that has proven itself 
in clinical, biomedical research, and education settings. All of the Center’s 
work is built around four interrelated core leadership dimensions, each of 
which has an in-depth set of distinct competences. The art of leadership de-
velopment is blending these into a program that meets immediate needs of 
the participants and stretches them to address the longer-term needs of the 
institution. 

 PURPOSE 

 Proverbs 29:18 warns us that without a vision “the people will perish.” Direc-
tion has always been one of the defi ning marks of an effective leader and that is 
what purpose is all about. The task is how to take where we have been, the chal-
lenges we face today, the desired future state and translate what we have learned 
into a vision that appeals to both the heart and the head, motivating others to 
move forward. This core leadership dimension includes competences in: 

 • understanding the changing environment both internal and external 
 • understanding and responding to organizational mandates 
 • developing and projecting organizational mission 



 • clarifying and using core values 
 • embracing a capacity for creativity in vision 
 • translating vision into effective strategies for action 
 •  moving strategy to action by using short-term objectives, plans, and 

budgets 
 • communicating strategy 
 •  developing an awareness of institutional culture and its impact on 

purpose 
 • developing and sustaining new partnerships and collaborations 

 This is a long list, but there is one more essential trait   for the competent 
leader to project around purpose: adaptability and responsiveness. While 
there will always be some things that one cannot anticipate, purpose prepares 
the leader to respond to the unanticipated with grace and courage. 

 PEOPLE 

 The essential difference between doing a good job and doing a good leader-
ship job is the ability to accomplish work through others. Many people have 
the technical skills to be an effective physician or nurse and many of these 
even have a vision of what needs to be done. Fewer have the ability to create 
relationships that bring others to work in a unifi ed manner. The elements of 
this core leadership domain are varied but include the following: 

 • building effective teams 
 • creating environments for giving and receiving feedback 
 • managing relationships up, down, and to the side 
 • motivating and developing others 
 • building consensus 
 • gaining and using power 
 • developing interpersonal communication skills including listening 
 • having diffi cult conversations 
 • working with diverse populations and needs 
 • building positive work environments 

 Together, these competencies help create relationship capital, which com-
bined, have the power to align and inspire the contributions of those we seek 
to lead. 

4  NURSE EXECUTIVE



 PROCESS 

 Work still needs to be accomplished and it will fall to the competent leader 
to possess an array of technical process skills to accomplish these tasks. In 
all leadership work there is a need to understand the core activity that one is 
leading. There are more generic organizational skills that need to be a part of 
every leader’s toolkit. These include: 

 • designing operational plans to enact strategies 
 •  using project management structures for planning, control and 

evaluation 
 •  using budgeting and fi nancial management principles and techniques 
 • making a relevant business case for an undertaking 
 • managing a change process 
 • managing confl ict within the organization 
 • using negotiation to push a process 
 • working with and through systems 
 • using decision-making techniques 
 • using performance assessments 
 • developing and using process improvement projects 

 These competencies must be linked back to the purpose. Much mischief 
occurs in health care because these core process competencies are not present, 
which can cause the implementation of any strategy to fail. 

 PERSONAL 

 This domain is about the individual as a leader and their personal attributes. 
Few in leadership roles will have success without adequate attention to this 
competency. In many ways this core domain is the key to the successful de-
ployment of the other three leadership domains. The skills in this area vary 
from the most philosophical to the most practical and include: 

 • developing self-knowledge and awareness 
 • developing personal learning and development strategies 
 • managing time and energy 
 • gaining strategic leadership focus 
 • using communication skills interpersonally and publicly 
 • developing a capacity for self-regulation 

The Leadership Compass  5
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 • maintaining integrity and developing trusting relationships 
 • demonstrating courage 
 • valuing leadership style and presence 
 • achieving work–life balance 
 • maintaining resilience 

 The personal is about using the self as an instrument of leadership. The 
real art of leadership is not only the technical acquisition of these skills and 
competencies but also the ability to synthesize the right skills in the moment 
to address a leadership challenge. How and where these skills are taught and 
refl ected upon matters greatly as to how effectively they will enhance the 
 leadership skills of those in our health care systems. 
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CHAPTER 1

 Issues Driving Health Care 
and Nursing 
  Edward H. O’Neil  

 The issues facing the American health care system are large, complex, di-
verse, and interrelated. Before we begin this discussion of how nurses are 
confronting their leadership challenges, it is important to gain a common un-
derstanding of the nature of these challenges. These concerns range from the 
growing cost of care to the quality of the system’s performance and a set of 
demographic drivers that will impact every dimension of the system, from the 
types of care that will be needed to the availability of workers to provide it. 

 COST OF CARE 

 There is perhaps no greater issue in health care today than its cost. By 2005, 
the last year for which we have comprehensive data, the cost of care had 
risen to slightly over 16% of the gross domestic product. This represents a 
per-person annual expenditure of $6,700 and over $2 trillion as an aggregate 
expenditure (Catlin, Cowan, Heffl er, Washington, & the National Health Ex-
penditures Accounts Team, 2007, pp. 142–153). At this size, health care in 
the United States has become the sixth largest economic undertaking on the 
face of the globe, just nosing out the Chinese economy at $1.93 trillion and 
only a few billion dollars short of surpassing the French national effort (The 
Economist Newspapers Limited, 2007). These costs are projected by the Cen-
ters for Medicare and Medicaid Services (CMS) to increase to 19.2% of the 
gross domestic product (GDP) and over $4 trillion by 2016 (CMS, 2007). This 
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 increase is a function of the health care segment growing 2.4% faster than the 
rest of the economy for almost 40 years (CMS, 2007). 

 Health care in the United States costs more than it does in any other na-
tion. In 2004 the United States spent 15.3% of the GDP on health care, and 
the closest nation to this spending was the Swiss at 11.6% (Anderson, Frogner, & 
 Reinhardt, 2007, pp. 1481–1489). Most of the Organization for Economic 
Cooperation and Development (OECD) nations that the United States com-
petes against in the global market spend in the range of 8% to 10% of their 
GDP on health care. All of the other nations represented at this level of expen-
diture provide some universal health benefi t to their citizens. 

 In 1960 the U.S. health expenditures represented only 5.5% of the GDP. 
The expansion to over 16% of GDP represents an enormous transfer of wealth 
to the health care sector. The cost increases in health care strongly correlate 
with decreases in the rate of health insurance coverage (Chernew, Cutler, & 
Keenerr, 2005). Expenditures in health care at this level mean that other pub-
lic investments in areas such as transportation infrastructure or education are 
short-changed. Over the next decade, if health care continues to expand twice 
as fast as the rest of the economy, it will likely endanger the long-term eco-
nomic health of the nation (McKinsey and Company, 2004). 

 For nursing leaders in public health, care delivery, and education this eco-
nomic reality has several important consequences. First, new expenditures 
will come under closer scrutiny, and the economic or business case for any 
new investments will need to be made prominently by any leader needing 
new capital for growth. In education, this added scrutiny comes at a time 
when new capacity is needed to meet rising workforce needs. Public health 
investments often leverage signifi cant contributions to reducing health care 
costs and expanding life, but they take a longer period to demonstrate return 
(Bunker, Frazier, & Mosteller, 1994, pp. 225–258). Care delivery organiza-
tions will require the most focused justifi cation for new expenditures. Much 
of the work here will need to address why the cost of a unit of care in the 
United States is so much more than the cost in other health systems. 

 DEMOGRAPHY 

 Although costs will dominate the health care system’s concern for the next 
decade, demography will be an interrelated factor contributing to a part of 
the cost pressures. The most important, but often overlooked, demographic 
phenomenon will be the simple fact of growth itself. The nation passed the 
300 million mark in population in 2006 and is on track to pass 336 mil-
lion by 2025. This is a function of increased longevity and of immigration 
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(Motherhood, the Fertility of American Women, 2007). This growth will not 
be even across the nation, as large parts of the middle of the country; particu-
larly rural areas, struggle to sustain their populations, while urban centers, 
particularly in coastal areas, continue to expand. Discussed in more detail 
below, the growth will also have different racial and ethnic makeups in vari-
ous regions. 

 As the Baby Boom generation ages toward retirement and moves onto the 
Medicare system they will, because of increasing disability and access to a uni-
versal coverage, begin to consume more health care resources (Yang, Norton, & 
Stearns, 2003, pp. S2–S10). If the health system was operating in an effi cient 
manner it would have a signifi cant challenge in meeting these demands. How-
ever, as the cost fi gures illustrate, this is not the case and the challenges for cost 
containment will only grow as the population ages and requires and demands 
more care. The median age in the United States in 2005 was 36.4 years, rela-
tively young when compared to Japan at 42.9 and the United Kingdom at 39. 
But the over 65-year-old population will grow in the United States considerably 
over the next decade, reaching over 17% by 2040. 

 In addition to an aging population, the United States will also continue on 
its pathway of becoming more diverse. Fueled by immigration, both legal and 
illegal, the United States will become a nonwhite majority country around mid-
century. Most of this growth will come in the Latino or Hispanic population, 
but there will be signifi cant change in the Asian population. African-American, 
white, and Native American populations will grow, but this growth will not 
be fast enough for them to become a larger percentage of the overall popula-
tion. The population changes will be uneven across regions, with the West 
Coast experiencing the most growth in Asian population, the Sunbelt from 
California to Florida experiencing most of the Latino Hispanic growth, and 
the southern states experiencing the largest growth in African Americans. 

 These changes will have a profound impact on health care and nurs-
ing. The growth in population will demand a corresponding growth in the 
capacity of every part of the health care system or a signifi cant change in 
the practice models of service, public health, and education. The combina-
tion of more people and older people will drive a part of the coming crisis 
in the nursing workforce. This impact will be compounded, of course, by 
the retirement of the Baby Boom generation, which has already started in 
nursing. These demands will not be limited to the workforce but will also 
create new demands for care delivery capacity and educational institutions. 
Both of these will require nursing leadership. As the population becomes 
more diverse it will create signifi cant new challenges for public health nurs-
ing both to understand the needs of a more diverse society and to respond 
accordingly. 
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 EPIDEMIOLOGY 

 The disease patterns that cause disease, disability, and death cannot be divorced 
from the demographic trends, but it is important to highlight how these will 
change over the next few decades. At the broadest level the nation, and really 
all nations in the postindustrialized world, have moved over the past century 
from an epidemiology driven by acute disease, particularly those driven by 
infection, to one in which people live longer and die from chronic disease. In 
1900, stroke, heart disease, and cancer accounted for barely 15% of deaths in 
the United States, but today they represent more than 60%. A host of other 
chronic diseases including chronic obstructive pulmonary disease (COPD) and 
diabetes now challenge the nation’s health. 

 The unfortunate development around this transition is that the health care 
delivery system is dominated by the tools to treat acute disorders, not pre-
vent and manage the chronic diseases that now are an increasing part of the 
population’s disease burden. These acute care treatments for chronic disabili-
ties, such as end-stage renal dialysis for diabetes patients, are very expensive 
and often have poor promise for return to a high quality of life. Most other 
countries have moved their health care delivery system to a more primary 
or community-based orientation, which allows them to do a better job of 
preventing and, even more importantly, managing chronicity once it appears. 
A part of this accommodation will move the point of delivery of care from 
highly acute inpatient settings such as hospitals to the ambulatory settings of 
home and community. This transition will be driven by consumer demand 
and availability of new technology, discussed later in this chapter, and the 
unremitting cost pressures addressed earlier. 

 Well over half of the nation’s nurses remain employed in hospital settings, 
and their employment will be under pressure to change and move to other 
settings. This threat to much of traditional nursing will be matched by the re-
covery of demand for the traditional role of ambulatory-based nursing in the 
community, home, and school. To meet these challenges, nursing leadership 
will be needed in education to reorient the curriculum and training locations, 
public health to rebuild the long tradition of the community-based nursing 
professionals, and service to lead the changing strategies as hospitals balance 
their focus on inpatient and ambulatory needs. 

 TECHNOLOGY 

 Technology is a double-edged sword in health care. Many of the lifesaving 
benefi ts of contemporary medicine are mediated by the complex array of 
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biomedical and information-based technology. But most health economists 
point to the proliferation of technology as the principal driver of health care 
costs. Over the past three decades, information and communications tech-
nology has remade the American workplace, delivering an impressive array 
of productivity gains. Unfortunately, these changes have not found their way 
into health care settings, and the complex exchange of knowledge that is the 
basic fabric of health care is still carried out in an antiquated manner in most 
settings. The transactions associated with these exchanges are not merely 
costly in terms of revenue, but are at the heart of much health care quality 
failure as well. 

 The technological revolution looming just beyond the horizon is in the 
world of biomedicine. In many ways biomedicine is still in the discovery 
phase and yet to move into the era in which the new knowledge around basic 
biological science will fi nd its way into technological application. As it does 
it will create the opportunity to match designer drugs to the makeup of an 
individual’s genome. The effi cacy of such interventions will be unsurpassed in 
the history of medicine, as will the cost of the care. 

 These developments in biomedical technology have already begun to com-
bine with the capabilities of information technology. As they continue they 
will create a new generation of care management technology that will provide 
tools that will enable care to move more quickly out of the hospital, allow 
individuals to provide more of their own diagnosis, treatment, and manage-
ment, and create new roles for nursing as they help facilitate the use of these 
new technologies with patients. 

 CONSUMERS 

 A decade ago the consumer would not have been recognized as a strategic 
consideration of which nursing leaders would need to be mindful. However, 
the general lack of consumer or service response by the health care system is 
now motivating new entrants to the delivery of health care to base a part of 
their business plan on their ability to provide customer satisfaction through 
convenience, price, availability, and friendliness. Although many of these new 
health care players are emerging from the private sector, some public institu-
tions are recognizing the need to respond to their customers as a part of their 
overall strategy. 

 It seems likely that as health care costs increase, purchasers in both the 
public and private domains will attempt to press more and more responsibil-
ity for decision making and fi nancial contribution onto individual consumers. 
This is likely to make the satisfaction of those individuals as customers a key 
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to the marketing of all dimensions of health care. This arena of responding to 
consumer service and satisfaction desires is a foreign province for most health 
care institutions. 

 As the largest and most diversely deployed of all health professionals, 
nurses will fi nd themselves in a particularly good position to respond to these 
demands. It will often be nurses who will be the face of the organization, and 
their ability to understand and take on these service missions will be of criti-
cal importance. To do so will mean that the education of nurses will need to 
address this topic and incorporate this value in the way in which all student 
nurses come to understand their roles. In a similar vein, public health nurses 
will carry this value into community-based delivery systems. 

 INTEGRATION OF CARE 

 The U.S. health care system remains a crazy quilt of different professionals, in- 
and outpatient institutions, private and public health, specialists and general-
ists. Much of the cost and poor performance of the system can be attributed 
to this lack of integration. In part this discordance is driven by a lack of the 
technology to integrate the enormous amount of information that is generated 
by the health care system on each individual. But it is also a function of mis-
aligned fi nancial incentives that often reward work at cross purposes. 

 Teamwork is also a vital, but often missing part of the overall integration 
of care for individuals. As demands for more effi ciency and better outcomes 
grow there will be more pressure on all of the sources for integration. 

 Nurses represent one of the great untapped leadership resources around 
the issues of integration. Across the continuum of education, public health, 
and service they have opportunities to use their patient advocacy skills, or-
ganizational perspective, and care management concepts to drive the ways 
teams form and integrate their work. 

 Nursing leaders will need to use these changes in the health care environ-
ment to leverage the reforms in institutions, practice, and policy that will be 
needed as we move forward. Understanding these trends and mastering their 
consequences will be essential for any successful leadership pathway in health 
care. 
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 CHAPTER 2 

 Nursing Leadership 
  Linda Thompson Adams  

 Never doubt that a small group of committed citizens can change the world. 
Indeed, it is the only thing that ever has. 

— Margaret Mead 

 Health care in the United States is a major concern for business and civic 
leaders, policy makers and consumers. The United States spends almost $2 
trillion annually on health care, and costs continue to escalate to levels ap-
proaching a national crisis (Porter & Teisberg, 2006).   Rising cost, mounting 
quality problems, and increasing number of citizens without health insurance 
are not only unacceptable but unsustainable. One strategy to reform health 
care is to invest in nursing leadership to design solutions for current problems 
in all areas of nursing including health services administration, education, 
and public health. Nursing executives in education, service, and public health 
must lead change by redefi ning strategies, practices, and structures to unleash 
stunning improvements in the value and quality of the care delivered to the 
general public. 

 WHY NURSING 

 The size and complexity of the health care crisis in the United States today is 
daunting. But it also creates an enormous opportunity for nurses to respond 
as leaders with solutions. Nurses are a natural group to provide health care 
leadership if only due to their numbers. According to the Bureau of Labor Sta-
tistics, nurses who constitute the largest part of the health care workforce with 
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2 million jobs in 2006 are considered the backbone of the health care system 
(Bureau of Labor Statistics & U.S. Department of Labor, 2008). Furthermore, 
nurses are educated to provide patient care in a holistic, comprehensive way 
and in a variety of roles across the life span from birth to death, providing 
support in labor, consultation on care of the infant and child, care for the 
acute and chronically ill and elderly, and care for the dying and support for the 
family. Patients and families seek advice from nurses to translate information 
imparted by physicians. 

 Nurses have responded to changing economic, technological, and social 
forces in the U.S. health care system by advocating to support a system that is 
just, equitable, and effective for the health of the public. According to Aiken 
(2005), nurses have advocated for some of the most signifi cant innovations 
in modern health care resulting in a more humane and patient-centered ap-
proach to care. Innovations led by nursing include demedicalizing normal 
births, liberalizing visiting hours, family participation in hospital care, and 
providing alternatives to invasive medical intervention at the end of life such 
as hospice care. This advocacy for quality care for patients has infl uenced the 
public’s trust and respect for nursing allowing its infl uence to lead change in 
the health care system. In fact, history has shown that nurses have always been 
consistently in the group of committed citizens on the front line of change 
(Adams, 2006).   

 Today, nurses have an opportunity to reshape, rebuild, and redefi ne how 
health care will be delivered in the 21st century. As nurses transform health 
care, they will also redefi ne the nurse’s role and infl uence on the health of 
the public. Yet, how do we develop nurses who can lead this transforma-
tion of the health care system? Are there resources nurses can use to assist 
them in fi nding their voice, strategic direction, and focus that others will 
embrace? 

 HOW TO LEAD CHANGE 

 Few people ever feel confi dent to lead change. Leaders such as Harry  Truman, 
Florence Nightingale, Martin Luther King Jr., Helen Keller, and Harriet Tub-
man did not set out to make history. These inspirational leaders did believe, 
however, that there was a need for change and that someone had to do it. This 
is where they each took their fi rst small steps to establishing leadership roles. 

 Leadership springs from the pursuit of purpose. Discovering purpose is 
simply a matter of paying attention to what our life has been telling us. Bennis 
(1989) reports that all of the leaders he interviewed agreed on the following 
points: leaders are made, not born, and made more by themselves than by 
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any external means. No leader sets out to be a leader, but rather to express 
him or herself freely and fully. First and foremost, leaders fi nd out what it is 
you’re about. 

 The discovery of purpose is central for leadership development. It is the fi rst 
step along the way to the leadership journey, which requires paying attention 
to that inner voice. Nurses who choose to listen to their inner voice about the 
surrounding external world will follow their own path to leadership by articu-
lating their vision and empowering others to transform health care. 

 To be successful in leadership, nurses must be informed. For example, 
nurses need access to every kind of information available such as health care, 
health policy, health disparities, and health professional workforce issues. The 
nurse must also have the skill to see relationships and interconnections that 
are outside of their typical organizational environment. Recognizing and ana-
lyzing a broad range of information allows the nurse leader to step outside 
the professional box and see how the world is changing. Not all that is going 
on in the transition of health care is pleasant, but all of it must be seen and 
understood for leaders to begin to know how to plan and how to act. But 
knowing is not enough; leaders must also develop the skills for action. Health 
care has been a heavily regulated industry that neither valued nor needed 
 entrepreneurial-type action. This is no longer the case. Entrepreneurship will 
be a critical element of nursing leadership in the emerging future. Finally, 
nursing leadership must be integrated across all areas of nursing including 
education, service, and public health. 

 Education, health services, and public health have organizational systems 
with a life of their own. That is, they act as any living organism does when 
change is introduced: they resist change and ensure survival (Senge, 1990). 
Only when leaders have the courage to meet the challenge of structural change 
head-on do they have a chance of seeing their vision become reality. 

 Leaders, like nurses, come in a myriad of shapes and sizes, with various 
kinds of upbringings, educational backgrounds, and motivating factors. The 
passion that drives one to become a nurse is the same passion that enables a 
nurse to lead. Most nurses have a passion to serve and to heal people by devel-
oping their knowledge, skills, and abilities to achieve results. Clearly, combin-
ing the efforts to serve and to heal carries the potential for leadership. 

 To lead change in a positive direction, nurse leaders must inspire others 
with a purpose or vision. Further, leaders must develop a passion to get things 
done through other people. They must learn how to cope with change, adapt 
to it or even exploit it. Finally, nurse leaders must develop the self-knowledge 
to thrive in situations of uncertainty. 

 Closing the leadership gap within nursing involves developing a clear un-
derstanding of the internal and external forces infl uencing the profession. 
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These forces include: the demographics of the patient population; how to edu-
cate and retain the future workforce; nursing’s infl uence on patient care out-
comes; embracing technology to improve safety and quality of care; managing 
complex health care environments; and, using research to build evidence-
based practice. The responsibility to lead nursing into the future requires a 
systematic approach to develop nurse leaders from a variety of positions that 
they know best: comforting patients in the hospital; mentoring of the next 
generation of nurses in the classroom; preventing disease and disasters in the 
community; and conducting research to discover new ways to manage disease 
and promote the health of the public. 

 LEADERSHIP DEVELOPMENT PROGRAM 

 Emergence as a leader is a developmental process in which capabilities, in-
sights, and skills gained through one’s experience or at one’s level serve as the 
basis for further growth. Leaders go through progressive stages in their devel-
opment as a leader, which is a lifelong process. As nurses progress through 
their careers, they will face challenges. The need for change will always exist 
and groups will need leaders to help them weather the forces of change. Con-
fl ict will always exist and require leaders to manage it. As the circumstances 
of our lives are altered, our leadership skills also need to be refi ned, renewed, 
and further developed. Kouzes and Posner (2002) suggest that leadership is 
an observable, learnable set of practices. Given the opportunity for practice 
and feedback, nurses with the desire to make a difference can develop and 
improve their ability to lead. 

 Examples of leadership challenges are illustrated in this book by some of 
the leading nurse executives in the country. Each author is a nurse who has 
excelled in their career and received national recognition by being invited to 
participate in the Robert Wood Johnson (RWJ) Nurse Fellows Program. The 
RWJ Nurse Fellows Program was developed by the Center for the Health Pro-
fessions at the University of California, San Francisco. Beginning in 1998, the 
Nurse Fellows Program has tested and evaluated which competencies would 
be most effective. 

 The RWJ Nurse Fellows program seeks outstanding applications from 
nurses in executive roles from health services (including patient care service, 
integrated delivery systems, health plans, and other health organizations en-
gaged in organizing and delivering health care), public/community health, 
and nursing education who, along with their employing institutions, are will-
ing to make a three-year commitment to the program. The fellowships are 
intended to offer participating nurses the experiences, insights, competencies, 
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and skills necessary to achieve or advance in executive leadership positions in 
a health care system undergoing unprecedented change. 

 The fellowship is an in-depth and comprehensive leadership development 
program that is structured to acknowledge the unique education and life ex-
periences of experienced executive nurses. The fellowship extends beyond the 
scope of traditional executive programs by focusing on fi ve core leadership 
competencies (i.e., self-knowledge, inspiring and leading change, strategic vi-
sion, risk taking and creativity, and interpersonal and communication effec-
tiveness). Each fellow engages with a leader from within and outside health 
care, combined with a mentor experience designed to provide signifi cant ex-
posure to a top-level executive outside the health care system. Each fellow is 
expected to develop an individual learning plan that will be used as a guide 
for the fellow’s self-directed learning activities throughout the program (Rob-
ert Wood Johnson Foundation, 2007). 

 These nationally renowned nursing leaders share their experiences in nurs-
ing leadership roles in hopes of inspiring nurses and nursing students to take 
on the leadership challenge. Each nursing leader incorporates the leadership 
core competencies to anticipate, create, and act to make the future a reality. 

 With movement, momentum, and a new wave of enthusiasm and energy, 
nursing can create the vision and change needed to create a reformed health 
care system responsive to health needs of the American public. One of the 
most famous nurses of all time, Florence Nightingale, said, “Unless we are 
making progress in our nursing every year, every month, every week, take my 
word for it we are not going forward, we are going backward” (Rivett, 1998).   
I challenge you to take that step forward toward leadership and follow the 
passion you have as a nurse. 
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 Current Issues in the Public 
Health Industry 
  Linda Thompson Adams and Edward H. O’Neil  

 It is cheaper to promote health than to maintain people in sickness. 
— Florence Nightingale 

 HISTORY 

 This quote by Florence Nightingale traces the roots of public health nursing 
to England in the 19th century. At this time, Florence Nightingale assisted 
in organizing nurses to be responsible for the health of people living in their 
neighborhoods. This type of organization fi nds its echo today in many pub-
lic health departments, where public health nurses organize their work by 
groups of census tracts called districts and the nurse is known as the district 
public health nurse (Public Health, 2007). 

 Public health nursing was started in the United States by Lillian Wald in 
the late 1800s. She established the Henry Street Settlement in New York City, 
where nurses lived in the neighborhoods where they worked. The initial focus 
of public health nursing was to provide health care services to individuals in 
their homes who were sick. Lillian Wald recognized that sickness found in 
the home had origins in larger societal problems such as conditions of em-
ployment, sanitation, recreation, and education. Lillian Wald coined the term 
 public health nurse  (JWA, 2007).   

 What is public health? What are the challenges facing modern day public 
health nursing leaders interested in health promotion and disease prevention 
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for the population? What are the strategies used by public health nurse lead-
ers to infl uence health outcomes? This section describes the complexity of 
health problems in the United States today and the importance of the public 
health approach in infl uencing the determinants of health and disease. This 
section includes case studies of challenges faced by contemporary nurse lead-
ers and their approach to seeking solutions to public health problems. 

 DEFINITION OF PUBLIC HEALTH 

 Public health is the science and art of preventing disease, prolonging life, and 
promoting health and effi ciency through organized community effort for: sani-
tation of the environment, control of communicable infections, the education 
of the individual in personal hygiene, the organization of medical and nursing 
services for the early diagnosis and preventive treatment of disease, and the 
development of the social machinery to insure everyone a standard of living 
adequate for the maintenance of health, so organizing these benefi ts as to en-
able every citizen to realize his birthright of health and longevity.

(Winslow, 1920)   

 This defi nition by Winslow is the classic defi nition of public health, which 
implies the concept of enhancing the quality of life of the public. More re-
cently the Institute of Medicine (1988) defi ned the mission of public health, 
as “assuring the conditions for people to be healthy.” This mission is pur-
sued by governmental agencies, public and private health care organizations, 
academic institutions, and community-based organizations using the public 
health or population-based approach. The population-based public health 
model is characterized by concern for the health of a population in its entirety 
and by awareness of the linkage between health and the physical and social 
ecological environment. Public health focuses not only on the traditional areas 
of diagnosis, treatment, and the etiology of disease, but also on the epidemio-
logical surveillance of the health of the population at large, health promotion, 
disease prevention, and access to and evaluation of services (Encyclopedia 
of  Public Health, 2006).   While governmental public health agencies exist at 
federal, state, and local levels, the broadest powers, and most fundamental 
responsibility for securing the public’s health, rests with state government 
(IOM, 1988). 

 The public nature of public health practice means it must depend on social 
values and popular support for both its ends and its means. This makes public 
health practice inherently political in that different values and perspectives 
exist in various communities as to what needs to be done about important 
public policy problems. These sentiments and viewpoints change over time 



and, as a result, the problems to be addressed by public health professionals 
have changed over time as well. The ever-changing agenda of what is im-
portant to public health leaders refl ects the dynamic nature of its two most 
infl uential forces: science and social values. While public health is grounded 
in science, what we choose to do with that scientifi c knowledge is determined 
by social values. Public health leaders understand that health and disease are 
infl uenced by societal factors including where we live, work, and play. 

 ISSUES AND CHALLENGES 

 The interface between public health science and social values is illustrated 
by the interest of the general society and other health professionals in public 
health. Health leaders concerned with public health were limited to a few 
policy makers and leaders working in the public sector of health care until the 
appearance of AIDS, anthrax, SARS, West Nile virus, and a range of other infec-
tious threats of which we are now keenly aware. Civic and community leaders 
are increasingly conscious of how chronic diseases such as diabetes, hyperten-
sion, and asthma take an even greater toll on our health, although some of the 
causes, like smoking and obesity, are largely preventable.  Population-based 
health care is clearly essential in keeping us all healthy and safe. 

 The fi rst public health departments functioned at the state and local levels. 
They were confi ned largely to treating infectious diseases, with some attention 
to maternal and child health. Today’s public health system is a national net-
work with a broad focus that cuts across all levels of government. It addresses 
an array of issues and challenges, including chronic diseases, mental health, 
substance abuse, violence and crime, traumatic injuries, environmental and 
occupational health, health disparities (IOM, 2003), and, more recently, bio-
terrorism (McGinnis & Foege, 1993; World Health Organization, 2007). 
There is a tremendous opportunity for nurse executives to address theses is-
sues and lead change in the public health sector by developing processes to 
create the infrastructure required to respond to these challenges. In addition, 
nurse leaders must develop and inspire a highly skilled workforce who can 
use sophisticated information and data systems to infl uence fi nancial support 
of public health programs. 

 The challenge to public health leaders and policy makers is great. Beyond 
these immediate challenges to public health policy, there is a looming threat 
that may dwarf them all. With increased life expectancies, older Americans will 
consume an ever-growing share of health care dollars, but with a smaller pro-
portion of working-age Americans to provide fi nancial support (Magee, 2007). 
Population-based prevention of chronic illnesses that are characteristic of older 
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adults, rather than individual treatment, is the only approach to maintaining 
the health of large numbers of Americans into their later years that will be 
economically viable. The scientifi c, demographic, and economic forces that are 
converging could well lead public health to preempt clinical medicine in the 
decades ahead as the primary focus of American health care (Magee, 2007). 
The sooner public health leaders begin to frame issues, needs, and concerns, 
the better society can meet the challenges ahead. 
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CHAPTER 3 

 Purpose 
  Maxine Proskurowski  

 If we don’t stand up for children, then we don’t stand for much! 
— Marian Wright Edelman 

 ISSUES IN PUBLIC HEALTH: CHILDREN’S HEALTH 

 Marian Wright Edelman, founder and president of the Children’s Fund, an 
agency that advocates for the poor, minorities, and disabled children, calls for 
adults to vote for children, and to champion education, health, and housing 
programs so that children can grow up in safe, healthy, and nurturing environ-
ments. Her call to action is found in the words: “Investing in children is not a 
national luxury or a national choice. It’s a national necessity.” 

 Even though she and many others call for public health programs to ad-
dress children’s needs, the reality is that many children continue to live in 
poverty and as a result are more likely to suffer from ill health and conditions 
like obesity, mental health problems, and learning disabilities. 

 Our nation’s children are the stewards of our future. If children lead healthy 
lives, they will be healthy adults. This growing recognition that we are respon-
sible for our children’s health has led to the establishment of state insurance 
programs, yet there are millions of children who are eligible and not enrolled 
in these programs, and millions who do not qualify because of their immi-
grant status, or other qualifi cation criteria. 

 The key fi ndings released by the Campaign for Children’s Health Care in 
September 2006 are the following: 
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 •  There are more than 9 million uninsured children—ages 0–18 
years. 

 • One out of every nine children is uninsured. 
 • One out of every fi ve uninsured people is a child. 
 •  The majority of uninsured children—88.3%—come from families 

where at least one parent works. 
 •  71% of uninsured children come from low-income families, with the 

income at or below two times the federal poverty level, $33,200 for a 
family of three in 2006. 

 Currently, 18% of American children live in poverty. Researchers Paul 
Newacheck, Neal Halfon, Anne Case, and data from the 2001–2005 National 
Health Interviews Surveys (NHIS) show that poverty is linked to ill health. 
These studies indicate that 

 •  70% of poor children are reported by their mothers to be in excellent 
or very good health, compared with 87% of higher-income children. 

 •  33% of poor children have at least one of these conditions—mental 
health issues, hearing and speech problems, vision diffi culties. 

 •  Poor children miss more days of school as a result of illness and/or 
injury than nonpoor children.   (Halton N., DuPlessis, H., and Inkelas, 
M., 2007) 

 Most importantly, children who lack access to health care are more likely 
to have unmet needs for care, such as 

 •  The likelihood of not having seen a doctor in the past year is more 
than three times greater for poor children. 

 •  Less than half, 46%, of uninsured children had a well-child visit in 
the last year, compared to 75% of the more affl uent children. 

 •  Many uninsured children with asthma are hospitalized for acute 
asthma attacks that could have been prevented. 

 Poor children carry many burdens. They are at increased risk for ill health, 
for missing school, for low educational attainment. Jocelyn Elders, former 
surgeon general of the United States, stresses the importance of developing a 
universal health care plan for all Americans. She states: “The American health 
care system has become a very expensive ‘sick care system.’ Our public health 
care system is in disarray. It costs too much, delivers too little, and is not cost 
effective, not affordable and certainly not universal.” For children this means, 
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as Jocelyn Elders states: “You can’t educate people if they’re not healthy. And 
you certainly can’t keep them healthy if they’re not educated” (Elders, 2006). 

 To resolve this conundrum, school health programs can play important 
roles in promoting children’s health care so that children, especially the unin-
sured, can come to school healthy and ready to learn. 

 INITIATIVE: SCHOOL HEALTH PROGRAMS 

 Child health professionals at schools across the nation are providing care to 
children. These include 99,000 counselors, 56,000 nurses, 30,000 school 
psychologists, and 15,000 social workers who work daily to help resolve 
children’s psychological, economic, social, and health problems. In many in-
stances, the schools are becoming the default physical and mental health care 
system for children who otherwise cannot access health care. 

 To understand how schools have become public health providers, it is 
important to review the social and economic changes that have prompted 
schools to assume social justice responsibilities. 

 Historical Issues 

 Schools and Immunizations 

 Historically, schools have been assigned the guardian, or police role by the 
state governments to see that children are properly vaccinated. When register-
ing, children must show proof of vaccination; without adequate documenta-
tion, children are barred from attending school. To avoid this, especially for 
low-income and immigrant children, schools around the country offer vac-
cination clinics. As new vaccines are introduced, schools publicize the need 
for the vaccines, encourage families to vaccinate their children, and when the 
vaccines become required, again often offer special clinics. The results are that 
in the 1980s schools nationwide did mass vaccinations for measles shots, in 
the 1990s for Hepatitis B, and currently for Hepatitis A and HPV vaccines. 

 Schools and Contagious Diseases 

 Schools have also historically been responsible for screening students for in-
fectious diseases. Tuberculosis testing routinely occurs in schools, especially 
for immigrant and homeless children. When children test positive, schools 
often arrange for chest X-rays and administer the prophylactic medications to 
ensure compliance and proper care. 
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 School nurses have traditionally screened for conjunctivitis, impetigo, head 
lice, and scabies, and excluded children until symptoms disappeared. Now 
that the American Pediatric Association and Public Health Departments de-
clare that head lice is not a public health issue, and that many diseases are 
viral in origin, schools are relaxing their “police role” in screening and exclud-
ing children from schools. 

 Current Issues 

 Nurses concentrate on new areas for care that have emerged as a result of: 

 •  medical advancements that allow children with multiple medical 
 issues to survive 

 • a rising incidence of diseases with life-threatening implications 
 • an increase in mental health disorders 
 •  an increasing number of children who are living in poverty, are home-

less, migrants, immigrants, or refugees 

 Medical Advances Bring Changes to School Health Programs 

 Children with multiple medical issues who previously died at early ages are now 
students at schools and require skilled nursing care. The main advancements: 

 •  the ability to have tubes in children’s bodies that safely provide liquid 
nutrition and a way to deliver multiple medications 

 • tracheostomies that allow children to be suctioned 
 • specialists in many different medical fi elds 

 All assure that medically fragile students can attend school, provided there 
is adequate nursing care. School nurses must either perform skilled nursing 
tasks, or use their professional judgment to decide if the tasks can be del-
egated to persons who are willing and capable of assuming these responsibili-
ties, and then provide adequate support and supervision. The nurses become 
consultants, case managers, and supervisors as they juggle different physician 
orders, coordinate home and school care, and train bus drivers, teachers, and 
assistants to handle emergencies. 

 Increasing Incidence of Diseases With Life-Threatening Implications 

 In the last 10 years there has been a dramatic increase in health conditions that 
require nurse supervision and have life-threatening implications, including: 
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 • diabetes management 
 • seizures, especially uncontrolled ones 
 • potential severe allergic reactions, especially peanut allergies 
 • asthma 
 • bleeding disorders 
 • genetic and hereditary diseases 

 Depending on the severity of the illness, and the child’s understanding, 
willingness, and ability to do self-care, a nurse must decide the level and in-
tensity of care that is needed for the child to safely be in school. 

 An example illustrates what schools and nurses face every day. A diabetic 
kindergarten-age child with an insulin pump needs at least three people in a 
building who are trained to assist the child to calculate carbohydrate intake 
and insulin dosages, supervise administration of insulin, and be prepared to 
handle diabetic emergencies. The bus driver also needs training, and if the 
child is going on fi eld trips, someone familiar with the diabetes management 
should accompany the child. This scenario can be replicated for children who 
have other illnesses with life-threatening implications. 

 Increasing Incidence of Mental Health Disorders 

 The last 10 years have also seen a dramatic increase in mental health disor-
ders, including: 

 •  rising incidence of autism and related neurodevelopment disorders, 
with which approximately 1 in 160 children born are now being 
diagnosed 

 •  increase in youth gambling, alcohol and drug use, smoking and other 
addictive behaviors 

 •  increase in youth with eating disorders, anxiety, depression, and sui-
cidal ideation 

 • increase in bullying, harassment, and violent behaviors at schools 

 In the United States, about one in 5 children have some type of mental 
health disorder, and one in 10 suffer from a mental health disorder severe 
enough to cause impairment socially, academically, and emotionally (U.S. 
 Department of Health and Human Services, 1999). However, among youth 
suffering from a mental illness with some level of impairment, only about one 
in fi ve, or 20%, are receiving the treatment they need (National Institute for 
Health Care Management, 2005  ). 
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  Nurses, social workers, and counselors attempt to provide calm, nurtur-
ing environments so that these children can feel safe in the schools. How-
ever, the reality is that most school districts do not have enough fi nancial 
resources, or skilled experts, to handle the mental health emergencies that 
occur daily. 

 Increasing Number of Children Who Are Homeless or Runaways 

 In 2001, the National Coalition for the Homeless declared that homeless 
youth are the fastest growing segment of the homeless population. The Fed-
eral Administration on Children and Families statistics show: 

 •  1.5 million youths run away from or are pushed out of their homes 
annually; approximately 200,000 of these youth are homeless and 
live on the streets. 

 • Every day 400,000 children in the nation’s schools are homeless. 
 • 800,000 homeless children are under the age of 6 years. 

 Homeless children are more likely to have worse health than their peers 
who have stable housing. The National Association for the Education of 
Homeless Children and Youth estimates that homeless children are: 

 •  twice as likely to be sick and to be hospitalized than children with 
stable homes 

 • four times more likely to have asthma 
 • six times more likely to have speech problems 
 • more than twice as likely to have mental health problems 

 These children face daily stresses as they try to survive. They usually have 
low math and reading scores, limited social skills, and every time they change 
schools they regress academically by 4–6 months. 

 Increasing Number of Immigrant, Migrant, and Refugee Children 

 In the decade 1990–2000 the population grew by the biggest 10-year nu-
merical leap in U.S. history, mainly because of immigration. Fifty-six mil-
lion Americans, or one in fi ve, are foreign-born or children of foreign-born 
parents. For the fi rst time the biggest minority group, and also the largest 
immigrant group, are Latinos. The name Jose is the number one name for 
baby boys in Texas, number two in Arizona, and number three in California. 
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Although Smith remains the most common surname, the top 50 names in-
clude Garcia, Martinez, Rodriguez, Hernandez, Lopez, Gonzalez, and Peres 
(Roberts, 2004). 

 The challenges faced by many immigrant families are: 

 • less educated parents 
 • low-wage work with no benefi ts 
 • language barriers 
 • discrimination and racism—racial profi ling 
 • poverty and multiple risk factors 
 • lack of social supports 
 •  ineligibility for public assistance programs, including food stamps, 

Special Child Health Insurance Program (SCHIP), and Medicaid. 

 The health profi le of immigrant children shows that the fi rst generation 
children do well at early ages. The babies are born healthy and have high 
immunization rates, but as they reach their teens, adolescent well-being de-
clines. Many immigrant adolescents suffer from dental decay and pain, pro-
longed periods of sadness, and although the majority of teens in immigrant 
families attend school, they are more likely to be behind grade level and not 
to graduate (Fuligni & Hardway, 2004; Hernandez, 2004)  . 

 RESPONSES TO AND RESULTS OF THE CURRENT ISSUES 

 School Nurse Programs 

 Amy Garcia, executive director for the National Association of School Nurses, 
states that “about 20% of students today have medical issues that require 
regular encounters with a school nurse”   (Zaslow, 2006). There are no reliable 
historical statistics regarding school nursing and duties, but the consensus 
nationwide among nurses is that the burden for providing minimum health 
and safety standards for the nation’s children has increased dramatically in 
the last 10 years. Previously, nurses concentrated on health screenings, vision 
and dental referrals, immunizations, and contagious diseases; now there is, 
as nurses call it, “selective abandonment” of historical duties to focus on the 
children with multiple medical, emotional, social, and economic needs. 

 In past decades, most schools had a school nurse. Now, school nurses are 
becoming a dinosaur of the past—few nurses go into this area of public health, 
and when they do they often leave frustrated by constant juggling of respon-
sibilities and despair over not being able to adequately address the children’s 
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needs. As school districts face budget cuts nationwide, school nurses are often 
the fi rst to lose their jobs. This is especially true in states that do not mandate 
school nurses. The federal government requires that children who have health 
impairments need to have a connection with a school nurse, but in many 
school districts this may mean contracting for a few hours of nursing service. 

 The national federal guidelines for school nurses are a ratio of one nurse to 
750 students. Only 12 states comply with this ratio—Vermont has the lowest 
ratio, Utah the highest. 

 A sample (National Association of School Nurses, 2001) shows the nurse- 
to-student ratio as: 

 Florida: one nurse for 2,639 students 
 Oregon: one nurse for 2,000 students 
 New Jersey: one nurse for 601 students 
 New York: one nurse for 1,008 students 
 Michigan: one nurse for 3,611 students 
 Utah: one nurse for 4,952 students 
 Vermont: one nurse for 305 students 

 The current nurse-to-student ratios means that nurses cover multiple 
schools and as a result run from one emergency to another. Their cars be-
come their offi ces. They do not have time to know the needs of the majority 
of students, or to form relationships with parents and families or with staff at 
the schools. Robin Wellwood, a school nurse in Eugene, Oregon states “A suc-
cessful year for me is when no one has died under my watch.” To address the 
current inadequacies—in which the nurses face work overload, and have too 
many duties—school nurses, parents, children, and communities must raise 
public awareness about the need for school health programs. 

 Everyone needs to view the nation’s classrooms through the eyes of a child 
who is hungry, tired, sad, and crying for support and stability. Jocelyn Elders 
speaks about the only club that poor children belong to—the 5 H club, which 
stands for hungry, helpless, hopeless, hugless, hurting club. To break this 
cycle of poverty and allow low-income children to fully participate in school 
and life activities, they need to be well-fed, nurtured, well-educated, and have 
access to health care. 

 The real problem is how we treat the nation’s children and how we limit 
ourselves in coming up with creative approaches to helping them succeed. 
This calls for leadership, for the nurses to speak up, speak out, and do every-
thing in their power to make a difference. If public health nurses truly believe 
the saying, “It is far easier to build strong children than repairing adults” by 
Frederick Douglas, they need to become advocate leaders. 
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 School-Based Health Centers 

 The other school health programs that are addressing children’s health needs 
are the school-based health centers (SBHCs) located at the schools. The SBHCs 
are primary care clinics that provide developmentally appropriate physical, 
emotional, behavioral, and preventive health care to students regardless of 
their ability to pay. 

 SBHCs are staffed like a local pediatrician or family practice offi ce, with a 
secretary or receptionist, nurse, nurse practitioner, and at some sites, a mental 
health therapist. They incorporate the school and student surroundings with 
student artwork on the walls, beanbag or colorful chairs in the lobby, and kid-
friendly music or videos in the waiting area. Students are encouraged to drop 
by or make appointments when they need medical attention or want to learn 
more about a health issue. 

 Currently 1% of the nation’s schools have school-based health centers—1,500 
SBHCs. The SBHC movement celebrated its 20th year of existence in 2006, a 
movement that started as a way to help resolve the rising number of teenage 
pregnancies and sexually transmitted diseases. The founding leaders and the 
health foundations that fi rst sponsored school health centers hoped to start a 
nationwide movement in which health centers would exist in every school. This 
has not occurred, mainly because of funding issues, confusion about the role that 
health centers play, and controversies on providing family planning services. 

 SBHCs are funded in a myriad of ways. Usually schools provide in-kind 
support including space, telephones, electricity, and janitorial services; the 
clinics partner with other entities such as a hospital, a public health depart-
ment, or a Federally Qualifi ed Health Center System to help pay for operating 
costs and provide administrative oversight. The clinic managers must also 
fi nd other local and state funding sources to keep the centers solvent. As a re-
sult, nurses have become business leaders as well as public policy advocates. 

 Every time there is a potential budget cut, school health nurses initiate 
publicity campaigns, which can include taking students to testify at state leg-
islatures, arranging for public meetings, and gathering supporters to infl uence 
policy by writing letters and visiting politicians. Nurses have been forced to 
respond reactively to crises; now the challenge is to react positively and build 
a strong community support base to avoid continual fi nancial and political 
crises. 

 Although health care is expensive, SBHCs are recognized by state and local 
insurance companies as an important and effective partner for health care 
delivery. They are also cost effective—three to four additional dollars are lev-
eraged through local public-private partnerships for every one dollar invested 
by state programs (Oregon, 2007). 
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 Most importantly, health centers provide the following positive impacts: 

 1. SBHCs are prevention and wellness oriented. 
 2. SBHCs see children who otherwise would not get care. 
 3. One in four adolescents who are at risk for adverse health outcomes such 

as teen pregnancies, suicide, and substance abuse can easily and readily 
access services in a setting where they spend the majority of their days. 

 Nationwide satisfaction surveys indicate that 97% of the students appreci-
ate and value the care they receive at the SBHCs, and 60% report they would 
not have received health services without the health centers (Schlih, 2007  ). 

 The SBHC model is one solution for children to access health care; the 
challenge is how to keep this model alive and strong, and it includes fi nding 
strategies to: 

 1. convince communities to adopt SBHC 
 2. secure adequate fi nancial resources, including diverse revenue streams 
 3. build consumer-centered care where local communities, includ-

ing youth, shape the content, quality, delivery, and fi nancing of 
health care 

 School nurses and employees of SBHCs around the country are currently 
analyzing and implementing strategies to strengthen the school health center 
movement. Thanks to a Kellogg Foundation grant, a $15 million dollar na-
tionwide initiative in which nine states and the National Assembly of School- 
Based Health Care are collaborating to improve and sustain access to quality 
services for children, there have been many successes in the last 3 years. 
Among them are: 

 • New Mexico opened 200 new SBHCs in 2006. 
 •  California called for health centers as a solution to children’s health 

problems. 
 •  Oregon earmarked an additional $3.2 million to open 16 new SBHCs 

in six counties that have never had health centers. 
 •  Michigan leveraged Medicaid moneys to help fi nance their health 

centers. 
 •  Maine and Massachusetts are developing reimbursement plans with 

private insurance companies. 

 These successes are a direct result of people championing health care 
solutions and joining forces. The Kellogg Foundation’s mission “helping 
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people to help themselves” has brought national visibility to these issues and 
has empowered local communities to promote and sustain quality health 
care. 

 The Kellogg Foundation grant results show that nurse leaders are emerging 
to inform policy and share best practices nationally. Nurse leaders must con-
tinue to use their energy and expertise to become advocates for school health 
programs, like the SBHCs, by 

 • bringing one’s strengths and resources to the cause 
 • bringing other supporters along 
 •  becoming proactive by initiating or encouraging legislation or policy 

that will advance the cause 
 •  being acknowledged publicly by others for their work on behalf of 

school-based health care 

 This requires a strong vision for a better future, and dedication to encour-
age others to fi nd solutions, even if mistakes are made along the way. 

 Destiny is not a matter of chance; 
 It is a matter of choice. 
 It is not a thing to be waited for; 
 It is a thing to be achieved. 

— William Jennings Bryan 

 School nurses cannot wait and see their jobs disappear or be forced to 
juggle added responsibilities. They must make choices and take action. 

 Richard Rothstein, a researcher at the Economic Policy Institute, and 
author of “Class and Schools: Using Social, Economic and Educational 
 Reform to Close the Black-White Achievement Gap” (2004) calls for three 
programs: 

 1. early education programs 
 2. after-school programs 
 3. fully staffed health clinics in schools serving low-income children 

 These programs, focusing on education, health, and social benefi ts, all can 
improve children’s lives. By forming productive partnerships with other pub-
lic and private agencies, nurses can participate in designing and implementing 
innovative programs that allow children to grow and thrive. 



38  NURSE EXECUTIVE

 PERSONAL EXPERIENCE/LESSONS LEARNED 

 The Minnesota Department of Health, the Henry Street Consortium (Minne-
sota Public Health Department, 2003), lists the following personal character-
istics that contribute to effective public nurse health practice: 

 1. passion, care, and compassion 
 2. creativity, risk taking, resourcefulness 
 3. courage, confi dence, persistence 
 4. adaptability, fl exibility, independence 
 5. positive attitude 
 6. being a lifelong learner 
 7. self-care 

 As I look at nursing leaders, these characteristics are always present. 
 The Robert Wood Johnson Foundation Executive Nurse Fellowship (Rob-

ert Wood Johnson Executive Nurse Fellows Program, 2003) outlines fi ve core 
competencies for nurse leadership: 

 1. self-knowledge and self-renewal 
 2. strategic vision 
 3. interpersonal and communication effectiveness 
 4. risk taking and creativity 
 5. inspiring and leading change 

 Combining the public health characteristics with the nurse leadership com-
petencies, the following emerges for a strong public health nurse leader: 

•  strategic vision: passion, care, and compassion 
•   risk taking and creativity: creativity, risk taking, and resourcefulness 
•   interpersonal and communication effectiveness: adaptability, fl exibil-

ity, and independence 
•   inspiring and leading change: courage, confi dence, persistence, and 

positive attitude 
•  self-knowledge and renewal: lifelong learning, self-care 

 In my own career, I have focused on developing these competencies as I 
have striven to improve health care for children. 

 Strategic Vision: Passion, Care, and Compassion 

 It is in the shelter of each other that the people live. 
— Irish Proverb 
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 The Irish proverb illustrates that together, as communities, we can protect and 
nurture America’s youth. Once an overlying vision exists, then the mission for 
the work becomes clear. Marian Wright Edelman states, “Service is the rent 
we pay to be living. It is the very purpose of life and not something you do in 
your spare time.” 

 Everyone should contribute, in time, money or energy, to make the world 
better than what we currently have. 

 My vision for building strong healthy communities comes from my life 
experiences in three different cultures. As a child growing up in Mexico City, I 
was surrounded by extreme poverty. Children and their families came daily to 
our house to get the leftover food from our meals. Extra pencils, papers, and 
clothes all went to the neighborhood children. 

 I wondered while I was growing up—how did I become fortunate to have 
two working parents, a home, and an excellent academic school where I stud-
ied in two languages and received an International Baccalaureate degree be-
fore this degree became popular in the United States, while others all around 
me did not have the same opportunities? As I could not fi nd an answer, I 
decided to come to the United States, hoping the wealthiest country in the 
world would provide an answer. 

 I studied at Mount Holyoke College in Massachusetts. The college was situ-
ated in a scenic, rural area, yet the closest city was suffering from textile and 
paper mill closures. Yes, the women at the college were encouraged to think 
independently, and strive for excellence, yet local young women had no hope 
for the future. I then decided to continue my search for answers to why social 
and economic disparities exist by studying and working in Sweden. I earned a 
master’s degree from the University of Stockholm and interned for the United 
Nations Food and Agriculture Organization to plan projects that eradicate 
hunger in the developing world. 

 I could now compare three cultures—Mexico, a developing country, but 
where children are better immunized than many American children; the 
United States, a wealthy country that has many social injustice issues; and 
Sweden, where everyone is taken care of from the cradle to the grave. Al-
though I had a comfortable life in Sweden, I decided to return to the United 
States, because I welcome change over security, and adventure over residing 
in a safe, predictable place. 

 I then studied at Creighton University in Nebraska for a nursing de-
gree, because I wanted to diminish health disparities. I have dedicated my 
entire nursing career to addressing social inequalities by fi rst becoming a 
school nurse at the poorest school in the state of Oregon. I have had many 
opportunities to work with immigrants, migrants, refugees, and homeless 
children. 
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 The fi rst migrant family to arrive in Eugene, Oregon from a small town 
in Michoacan, Mexico enrolled their fi ve children at the school on my 
fi rst day of work. Every year more family members have come, and now 
the original children are having their own families. The result is that one 
family in a span of 17 years now has 215 members living in the city. This 
family growth is replicated in immigrant communities around the entire 
country. 

 These immigrants grow and tend the fruits and vegetables we eat, clean the 
houses we live in, and take care of our children while we work. As long as we 
want to pay reasonable prices for the products we purchase, and as long as 
there is hope for a better future, immigrants suffering from poverty in their 
home countries will continue to come to the United States, just as they have 
for the last 300 years. 

 As a bilingual/bicultural nurse I can relate to these families and help them 
navigate through school, employment, immigration, and health issues. From 
my youth I had experience in bilingual education; I could now use that ex-
pertise to write federal and state grants for educational programs. I have also 
become the spokesperson for the Latino community and joined the boards of 
several community agencies so that I can help both the Americans and Latinos 
understand each other, and build a strong, diverse community. 

 The other major societal change has been the growth of the homeless pop-
ulation. In 1990 there were children who were homeless for a few months; 
now I know children who have been homeless their entire lives—12 to 14 
years. These children move from hotels, to cars, to shelters, to friends, to 
other states, and then start the cycle all over again. I call these children the 
“lost generation,” as they do not have opportunities to bond with teachers, 
make friends, join sports activities, or pursue enrichment programs. They 
do not have routines, or regular meals, or a place to hang their jackets, or a 
place to study. These children need advocates—someone to speak for them, 
to demand that they have access to housing, to good schools, and to adequate 
health care. 

 When I meet with my Swedish friends and discuss my daily activities—
fi nding a dentist who will treat a child’s abscessed tooth, or buying medica-
tions for a child who has been wheezing for days, or delivering a food box for 
a family who has not eaten in 2 days—they look at me in wonderment. Their 
response is, “This sounds like Sweden in the nineteenth century.” That state-
ment fi res me up, gives me the passion to fi nd solutions for the twenty-fi rst 
century. We are becoming an increasingly stratifi ed society, where the rich 
are becoming increasingly richer, and the poor continue to fall desperately 
behind, and we must reverse this trend. 
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 Creativity, Risk Taking, Resourcefulness 

 The people who are crazy enough to think they can change the world are the 
ones who do. 

— Apple computer commercial 

 Once the vision exists, a leader must align with other supporters and fi nd 
funds to further the cause. This requires creativity, resourcefulness, and will-
ingness to take risks. As a school nurse for 11 years I learned these skills. 
A yearly budget of $300 and one person’s commitment could not resolve 
poverty. To raise public awareness about the children in this area I spoke at 
community gatherings, visited political and community leaders, appeared on 
radio and television shows, and wrote op-ed pieces for the newspaper. The 
results were positive: one donor, a retired history professor, yearly contributes 
$15,000; churches, service clubs, and individuals volunteer and lead fund-
raising projects; dentists and physicians see children for free. 

 Now that I could mobilize the community, I felt I could expand my hori-
zons. I helped children in one school, but what about the entire district—350 
children versus 18,000 children? I accepted the supervisor position for Health 
Services for the school district. In the year 2000 I walked into a department 
that had a $12,000 defi cit, a staff that had too many responsibilities, dealt 
with too many problems, and needed to be reenergized. As Sheldon King, 
retired CEO from Stanford Medical School recommends, I decided to “seize 
the moment, articulate the vision and my values, and then people as they are 
aligning with me, will understand that I am a leader.” 

 I had a community base of support, now I needed to strengthen and 
expand this base by collaborating with foundations and businesses, con-
vincing the school board and superintendent that we needed more staffi ng, 
and starting new programs that addressed critical children’s needs in mental 
and oral health care. By being courageous and arranging meetings, writing 
proposals, and volunteering for community committees, I again saw results. 
I managed to turn the defi cit into a strong budget with $600,000 in reserves, 
added more nurse time, hired four mental health therapists, and organized 
a community oral health project to provide free dental care to 700 children 
yearly. 

 Now that children in one community had more access to health care, I 
could once again move to a higher commitment level. The Oregon School-
Based Health Centers faced a serious crisis in 2003 when the state legislature 
voted to eliminate funding for adolescent health programs, and 9 of the 40 
health centers closed. A small group of volunteers from around the state had 
previously formed the Oregon School-Based Health Care Network (OSBHCN) 
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to advocate statewide for the advancement of school health care and now 
had the overwhelming responsibility of providing oversight to the remaining 
health centers, and fi nding solutions to the fi scal uncertainties. 

 To assume these responsibilities, I as the president, together with the other 
volunteers, embarked on strengthening the OSBHCN by seeking outside help 
and funding. I applied for a Robert Wood Johnson Executive Nurse Fellow-
ship, and to the Pacifi c Source Foundation for matching funds, both of which 
I received. 

 Now that I had start-up funds, could hire part-time help, and had many 
mentoring advantages through the Robert Wood Johnson Fellowship, I could 
leverage other funds by obtaining a Kellogg Foundation grant for $1.25 mil-
lion for Oregon. These funds continue to leverage other funds with new 
foundations, and the work that previously had been done by volunteers is 
now performed by a full-time executive director, a development director, an 
administrative assistant, and a half-time policy director. The combined ad-
vocacy efforts of many individuals around the state, plus having paid staff 
members who assumed leadership responsibilities, have resulted in the fol-
lowing successes: 

 •  The Oregon governor and legislature reinstated funds in 2003–2005 
to the original $2.7 million, increased funds to $3.2 million in 2005–
2007, and increased to $5.5 million in 2007–2009 for school health 
centers. 

 •  Sixty youth from around the state attend a School-Based Health Care 
advocacy day at the state capital; 14 youth participate in a year-long 
Teen Advocacy Council, videotape their experiences, do local and 
national presentations, and pursue fund-raising activities. 

 •  Oregon sponsors a national conference that brought 600 attendees in 
June 2006, and yearly leads an annual institute. 

 All these accomplishments have occurred because I searched for opportu-
nities to fi nd and nurture allies so that a collective voice could speak for chil-
dren’s health. Bill Hewlett’s philosophy that “creativity is nurtured by being 
receptive and encouraging” means always looking for ways to obtain results, 
and building from one success to another. 

 Interpersonal and Communication Effectiveness: 
Adaptability, Flexibility, Independence 

 Leadership is all about relationships, learning that everyone is talented. 
— Shirley Chater, previous director of Social Security 
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 Mary Wakefi eld, a nurse leader and consultant, declares that, “you can gain 
a lot by giving a little” (Wakefi eld, 2006). She encourages nurses to serve 
on committees and in elected positions. A lot of what can be accomplished 
depends on who one knows. It is therefore imperative to develop relation-
ships within the profession and with public and private agency leaders 
with an interest in health care. As she states,   “You have to get off the porch 
to run with the big dogs.” This may mean attending long meetings for the 
opportunity to talk with others at the breaks; of volunteering on a com-
mittee to learn from others and develop friendships. By stretching, taking 
on added responsibilities, I improve my skills and expertise, at the same 
time that I become known as an energetic leader and make friends before 
I need them. 

 I have volunteered to lead many committees. I respond quickly to com-
munity leaders’ requests. I support others in their endeavors, and in turn 
they support me. In this way, champions emerge—the mayor, the governor, a 
county commissioner, and a state representative all speak strongly for school 
health centers. 

 Two other leadership skills, adaptability and fl exibility, require a nurse 
leader to continue with a mission, despite fi scal and political crises. The 
 futurist Thorton May discusses the “Big Truth” as: 

 • Everything possible today was at one time impossible. 
 •  Everything impossible today may at some time in the future be 

possible. 
 • The future is not something that just happens to us. 
 • The future is something we create.(May, 2005) 

 When I fi rst started my career, I never thought the governor would call 
to seek my advice, or that I would be responsible for orchestrating a Kellogg 
grant for the entire state. The results of my efforts to adapt, to fi nd solutions, 
have meant that for the fi rst time in 20 years both the Oregon state legislature 
and the governor are in agreement that school health centers merit funding, 
because they provide comprehensive health care at sites where students spend 
the majority of their days. 

 Confl icts and tensions arise, funding disappears, social and economic 
changes occur, all of which sidetrack progress and call once again for commit-
ted time, energy, and desire to resolve the problems. The best analogy is Dora, 
a fi sh in the fi lm  Finding Nemo , when she responds to the question, “What do 
you do when things get rough?” with the answer as she fl ips her gills, “Keep 
on swimming. . . . Keep on swimming.” 
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 Inspiring and Leading Change: Courage, Confi dence, 
Persistence, Positive Attitude 

 Success is the sum of small efforts, repeated day in and out. 
— Robert Collier 

 As I have discussed, one success builds upon another. Sometimes the work 
is exciting, other times it is exhausting. The staff members have facilitated 
advisory councils composed of parents, staff, students, and community mem-
bers, planned a parade at a city celebration that won the Best Costume entry, 
sponsored open houses to celebrate 20 years of existence for the health cen-
ters, and are leading a Teen Advisory Council, where high school students are 
learning to advocate for school health. 

 These activities have reenergized and motivated the staff to lead commun-
ity support for school health. However, several people are now complaining 
that these projects are time consuming and may not have an impact on the 
community. This requires patience on my part to continue to convince every-
one that advocacy is a part of our jobs if we want school health programs to 
exist and thrive. The words of Marabel Morgan are apt in this scenario, “Per-
sistence is the twin sister of excellence. One is a matter of quality, the other is 
a matter of time.” 

 I have spent many hours writing grant proposals, and then initiating new 
programs, and in the case of the Kellogg Foundation grant, essentially starting 
a new business. I have learned the importance of building and nurturing re-
lationships, of articulating my vision in many different ways, of fi nding men-
tors to guide me, and of paying consultants for their expert advice on writing 
memorandums of agreement, setting up Web sites, planning public relations 
campaigns, and reviewing nonprofi t applications. 

 I am learning to communicate with many and diverse people, which is 
especially challenging in state and nationwide endeavors. When I encounter 
diffi cult people, I luckily recall the words of Shirley Burke, former staff chair 
to Senator Robert Dole, “Lucky are the fl exible as they don’t get bent out of 
shape” (Burke, 2006). 

 Mary Wakefi eld also advises to maintain cordial relationships with others, 
and to, “Blow up a bridge only if you’re sure you’ll never need to cross there 
again” (Wakefi eld, 2006). 

 My strategies are always to address each issue positively and diplomati-
cally; to not engage in disputes; to diffuse hard feelings by playing to the 
strengths of each individual. 
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 Self-Knowledge and Renewal: Lifelong Learning, Self-Care 

 If you stop learning today, you stop leading tomorrow. 
— Howard Hendricks 

 As a nurse leader I need to expand both the breadth and depth of my knowl-
edge. I need to be well informed in health-related issues as well as current 
local, state, and federal happenings so that I can converse readily with politi-
cians, and business and community leaders. I also need to avail myself of 
the expertise of others. Mentors are important as they guide me, listen to my 
thoughts, and offer advice. Consultants can lessen my workload, and bring 
objective and competent expertise to projects. 

 I share my knowledge, my experiences, my values, my heart, and my wisdom 
with my staff, with the parents, and above all with the children I serve. I continue 
to learn so that I can be open to change and new ideas. I read the  Harvard Busi-
ness Review,  the  New York Times,  the current literature. I thrive on conversations 
with others around current events and am convinced that it is important to know 
what is really going on in this world of constant change to be able to make good 
decisions. I read, I think, I analyze, and then I speak for the cause. 

 Clarence Randall’s thoughts summarize my thoughts about the impor-
tance of being a lifelong learner: “The leader must know that he knows, and 
must be able to make it abundantly clear to those about him that he knows.” 
 Knowledge brings confi dence, and confi dence invigorates one to dream and 
follow the dreams. 

 The fi nal leadership lessons that I adhere to come from the following persons: 
 Sue Hasmiller, Robert Wood Johnson Foundation: 

 Work like a dog! 
 Work like a dog! 
 Work like a dog! 

 Tom Gordon, diversity consultant: “Fall 7 times/stand up 8. Learn. Be 
mindful/helpful. Prepare to soar.” 

 Mary Ellen Withrow, past treasurer of the United States:   “Follow what you 
say you will.” 

 CONCLUSION AND IMPLICATIONS 

 Coming together is the beginning, keeping together is progress. Working to-
gether is success. 

— Henry Ford 
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 When a leader champions a worthwhile cause and collaborates with other 
leaders and agencies, while seeking support and advice from the consumers, 
many positive results occur. In the area of school health, nurse leaders must 
continue to rally for better nurse-to-student ratios, and for community sup-
port for school health programs like the health centers that provide compre-
hensive physical and mental health care to uninsured, low-income, homeless, 
migrant, and refugee children. 

 We have much to do. I will continue to use these competencies as I look for so-
lutions to poverty and children’s right to adequate health care. I learn and adjust as 
I go along; I am open to changes or risks; I work in teams; I seek opportunities. 

 As I continue on my journey, I think of Alfred Tennyson’s words: 

 Forward, forward let us range, 
 Let the great world spin for ever down the ringing 
 Groves of change. 

 If a child suffers, we suffer. If the bell rings, it rings for us to respond posi-
tively to change. 
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 CHAPTER 4 

 People 
  Donna Thompson  

 THE IMPORTANCE OF EFFECTIVE TEAMS 

 There is nothing more gratifying and reassuring than a long-tenured CEO 
and a senior leadership team who have created a vibrant history of organi-
zational success. It is an intoxicating experience to be part of a successful 
turnaround of a once struggling and failing organization. Governing board of 
director meetings that were once fraught with tension, disbelief, and mistrust 
while being further plagued by convoluted and depressing fi nancial state-
ments slowly are replaced by solid and straightforward fi nancials, program 
expansion, and tangible operational results that codify and support the or-
ganization’s strategic direction. The undeniable and compelling new success 
serves as a hypnotic veil that lingers and over time engulfs an organization, 
seducing the board of directors into feeling like this “Camelot” existence will 
last forever. 

 A savvy leader will intuitively build relationships based on trustworthiness 
and responsiveness to the intricacies and peculiarities of each board member 
as well as the opinions of leaders among their staff. Successful leaders have 
repeatedly demonstrated courage under fi re as well as the tenacity to stay the 
course through the toughest times. They have earned their stripes, and hall-
way chatter among staff can easily validate their worthiness. They not only 
have the track record but in some instances have even laid down the tracks 
by successfully navigating the organization through complicated times and 
around unexpected hurdles. The organization is healthy, vibrant, and, in other 
words, their CEO does know how to get “blood out of a turnip.” 
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 Through the leadership of the CEO and while earning support by the gov-
erning board, there is an unwavering and exhaustive investment of gluing 
together an organization for which very few would have the courage to hang 
in for the long haul. The history of the why and how are paraphrased and 
strung together by catchy shorthand phrases that only the long-term histori-
ans around the table understand. 

 Thinking beyond the existing leadership feels almost like a betrayal to the 
current, dynamic, and trustworthy leader and senior team. It is like looking 
for a replacement of a cherished and well-regarded family member. The feel-
ings run deep and the history of the organization is grounded by this CEO’s 
leadership. 

 Why would anyone want to rock the boat when it is obvious that the magic 
of an impressive CEO and team are in place and consistently delivering posi-
tive results for the organization? However, it is because of the defi ned suc-
cesses that the governing board should not take a laissez-faire stance but move 
into action to secure the organization’s prominence and guarantee that future 
accomplishments will not be impeded because of lack of forward thinking by 
the governing board. 

 Surprises are for kiddie birthday parties and impromptu celebrations for 
families and friends. The exit of the CEO may or may not be planned; how-
ever, having a plan in place will assure that the organization will not be caught 
by surprise. Once the announcement has been made that the current CEO 
will no longer be at the helm of the organization, it is the governing board’s 
responsibility to have had a plan in place that guarantees the smooth transi-
tion of one chief executive offi cer to the next. 

 The organization’s strategic plan, the governing board’s annual self- assessment, 
and the CEO’s evaluation of competencies are just a few of the sources that the 
governing board of directors have at their disposal to use as a gauge for assess-
ing the skill sets that the next CEO should easily demonstrate. The strategic 
planning process with the governing board and the senior leadership team is a 
great opportunity to focus on the strategic direction of the organization over the 
next 3–5 years. This brutal focus by the governing board should also create an 
opportunity to assess the executive leadership skills that are required to success-
fully move the organization in the new strategic direction. 

 The phase occupied by the interim CEO has some key areas of focus. The 
governing board and the interim CEO should agree on the parameters of 
decision making. Candid and frequent communication between the govern-
ing board and the interim CEO should strike a balance. This requires careful 
monitoring by the governing board of directors. The interim CEO should 
over-communicate to staff, external stakeholders, and the governing board 
of directors. Staff town hall meetings, employee newsletters, and structured 
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meetings with key staff are just a few of the ways that the interim CEO can 
take the opportunity to assure that key and timely messages are delivered to 
staff. 

 LEADING THE TEAM DURING CHANGE 

 Key messages to staff and external stakeholders should have the purpose of 
moving the organization to stabilization. Strategically guided key messages can 
allow for healing and preparation for change while creating an opportunity to 
welcome the new future. The strategic plan should be used by the organization 
as a unifying guidepost. The interim CEO should not execute changes that 
require long-term follow-through. Rapid or unplanned change of the current 
culture can result in a complicated transition for the incoming CEO. 

 It is the end of June and our not-for-profi t board will be meeting in a week 
to hopefully approve the imminent fi scal year budget. One of the best fi nan-
cial years in the history of the health center network is coming to a close. The 
economic success of the organization has been spearheaded by a long-term 
CEO and his executive team. Everyone is on a celebratory ride, feeling good 
about the accomplishments of the previous year and enjoying the serenity of 
a predictable organization. 

 We completed our second Joint Commission on Accreditation of Health 
Care Organizations (JCAHO) accreditation process 6 months earlier after ab-
sorbing 14 new health centers. The total number of health centers within our 
network is 46. It was quite a challenge to transition a new group of leaders 
into our health network with only 6 months to prepare them and their health 
centers for their fi rst accreditation process. We did achieve an accreditation 
score of 94. The CEO walked out of the conference room and stood in front of 
100 anxious managers, physicians, and staff and proudly announced that we 
received our second accreditation. He talked about the importance of qual-
ity for our patients and families, and in his true fashion let everyone know 
that as a team we were able to achieve this accreditation goal. We champi-
oned around our CEO. He had worked hard to secure the fi nancial stabil-
ity of the organization. This was achieved through a combination of health 
center acquisitions, expanded grant funding, and infrastructure realignment. 
Improvement in clinical quality was equally important and achieving Joint 
Commission accreditation was a major step in that direction. 

 The CEO and half of the senior management team will soon be leaving to 
attend a conference on “Best Practices” in community health centers. Follow-
ing the conference, the senior management team will focus on the upcoming 
fi scal year goals and tactics during our quarterly retreat. The Best Practices 
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conference has become an annual event that the entire senior management 
team looks forward to attending. It almost has become a ritual. In early spring 
we begin the budgeting process and fi nalize it by the end of May. We attend 
the Best Practices conference with 12 other community health center leaders 
from across the country in June. One week later, we bring a new fi scal year 
budget to our governing board of directors for their approval. The senior 
management team meets in the middle of July for the fi rst of four quarterly 
retreats. It is at this July retreat that each senior manager will declare their 
department goals and strategies for the new fi scal year. 

 The Best Practices conference creates a lot of excitement and energy among 
the senior managers. There is usually a lot of bustle around the offi ce for those 
preparing to present at the conference. Everyone gives suggestions in order 
to enrich the presentation. The medical director designed and implemented 
a new provider compensation system 1 year ago. This provider compensa-
tion system will be presented at one of the conference sessions. Our CEO is 
excited about sharing this new standard of compensation that rewards quality, 
customer service, good citizenship, and productivity. It is important for him 
to illustrate that this new method of compensation has improved overall clini-
cal quality. 

 This is a different organization than the one I joined years ago. I’m ap-
proaching my tenth year as a senior leader of what is now the largest Federally 
Qualifi ed Community Health Center network in the nation, recruited 1 year 
after the CEO’s arrival as part of his “turnaround team.” 

 Back then the organization was losing $7 to $8 million a year. Daily we 
were addressing overwhelming crises. Meetings were more like brainstorm-
ing sessions. Ideas fl owed from everyone. Someone always had a solution to 
improve the broken systems. Ideas and suggestions came and went as did 
many of their inventors. It was a revolving door for those who didn’t have the 
sustenance and patience for the long-haul commitment necessary for a sus-
tainable change. If you had an idea or wanted something done, you delegated 
to yourself because that was the only way any issue was going to be addressed. 
Board meetings were unpredictable monthly events. The senior management 
team could not predict how dismal the monthly fi nancials were going to be, 
nor the reaction by the governing board of directors. Everyone had their heart 
in the right place, advocating for the mission of the organization, as we were 
dripping red ink all over the place. The programs were just as scattered. Pro-
gram infrastructure was nonexistent, and any grant funding that was awarded 
to support needed services was viewed by staff more as a detriment than a 
benefi t. Program planning and execution were sporadic and haphazard. 

 An inner calmness has slowly grown over time as we have enjoyed more 
fi nancial stability. I feel like the proud parent, seeing the child start to exert 
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the potential that you knew was always there. I usually experience these sen-
timental feelings in very short spurts before reality kicks in and another work-
related confl ict or crisis is splashed in my face, reminding me that things are 
better but we still have quite a way to go. 

 But I’m really looking forward to this summer. It’s a good time for me 
personally and professionally. My kids are 11 and 14. Nice ages for their ex-
panding independence while I carve out additional morsels of my own limited 
free time. I learned early in my administrative career to grasp and savor those 
“throttle-down” times. No one is going to stand over you and tell you when to 
grab one of these precious moments. They come few and far between. When 
it is available, you have to be ready to reinvest in yourself so that you are pre-
pared for whatever is waiting around the corner. 

 I chose not to attend the Best Practices seminar this year but rather take 
the time to regroup, catch up on paperwork, and enjoy the quiet environment 
that goes along with your boss being out of town with half of your peers. I 
knew that once everyone was back, the roller-coaster ride would start again. 
It was the cycle that I had grown accustomed to over the years. Every senior 
manager would be declaring their goals and objectives for the coming fi scal 
year as team assignments were made. Everyone had a can-do-anything at-
titude, especially at the beginning of the fi scal year when each of us would 
declare giant and ambitious goals that we were sure could easily be accom-
plished by the following June. Interesting enough, we usually landed most of 
those goals. 

 This year we will add two new positions to the senior team. This was part 
of our new team reorganization plan developed during our April quarterly re-
treat. We had tremendous growth with the addition of 14 health centers. Part 
of the reorganization meant a transition of some of my current responsibilities. 
I agreed and supported the transition, but I was also ambivalent about this 
change and had taken the last 2 months working through it with the affected 
staff. Other senior management roles were also being shifted. A previous se-
nior manager would be returning after 3 years with another organization to 
resume her previous role, and another senior manager would be moving to a 
newly developed senior role. All of these changes would be effective in July 
and I assumed would take up much of our retreat agenda. 

 We are a Health Resources and Services Administration Bureau of Primary 
Health Care-supported health center. Federally Qualifi ed Health Centers care 
for people regardless of their ability to pay and whether or not they have health 
insurance. They provide community-based primary and preventive health 
care, as well as enabling services such as transportation, language transla-
tion, case management, and outreach services. Many health centers also offer 
dental, mental health, and substance abuse care. Community Health Centers 
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cared for 13.1 million people in 2004. The Health Resources and Services Ad-
ministration (HRSA) funds over 1,000 health centers nationally.  Health center  
is an all-encompassing term for a diverse range of public and nonprofi t orga-
nizations and programs. Many receive federal funding under section 330 of 
the Public Health Service Act and may also be known as Federally Qualifi ed 
Health Centers. The types of health centers funded under this act are com-
munity health centers (serving medically underserved and low-income people 
and including school-based sites), migrant health centers (serving migrant 
and seasonal agricultural workers and their families), homeless health centers 
(serving homeless adults, families, and children) and Public Housing Health 
Centers (serving residents of public housing). Others meet the requirements 
but do not receive funds and are designated Federally Qualifi ed Health Center 
Look-Alikes by HRSA and the Centers for Medicare and Medicaid Services. 
Federally Qualifi ed Health Centers (FQHCs) and Look-Alikes (FQHCLAs) are 
eligible to receive enhanced reimbursement from Medicare and Medicaid and 
to participate in the 340B Program that enables them to purchase drugs at 
reduced prices and pass that savings on to their uninsured patients. Federally 
Qualifi ed Health Centers also have access to medical malpractice insurance 
through the Federal Tort Claims Act. 

 Health Center requirements are that they be located in a HRSA-designated 
(medically underserved) area or population; operate under a consumer major-
ity board of directors governance structure; provide comprehensive primary 
health, oral, or mental/substance abuse services to persons in all stages of the 
life cycle, provide services without regard for a patient’s ability to pay; charge 
for services on a board-approved sliding-fee scale that is based on patient’s 
family size and income; and comply with all other program expectations and 
requirements and all applicable federal and state regulations. 

 Health centers focus on improving individual patient health and improv-
ing the health status of the entire community. As a Federally Qualifi ed Health 
Center, we have been achieving a surplus following many years of annual 
operating losses. Over the last 10 years of consistent executive leadership, we 
have expanded from 90,000 patient visits in nine health center sites to over 
500,000 patient visits in 46 health center sites. Our primary-care medical-
only model morphed into expanded enabling services, colocated partnerships, 
and provision of specialty services. The complexities of the health center sys-
tem expanded along with the growth in size. Grant revenue increased from 
3% of the operating budget to 23%. We became a recognized leader among 
our health center peers, legislators, and community organizations as well as 
local and federal government entities. We were proud to be the turnaround 
story. After so many years of health care leaders politely nodding and ask-
ing us again, “Who are you?” We fi nally were getting recognized for living 
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our  mission while maximizing limited resources to the fullest. We wore our 
growth as a badge of honor for paving the way for low-income and uninsured 
people to have a true health care home. Our CEO was a recognizable and 
credible leader who championed the rights of the underserved. He also was 
expert in understanding key business strategies that led to the organization’s 
turnaround. Most of all, he was caring and trusting of his employees. He was 
open and honest with his opinions and people quickly gravitated to his story-
telling nature to explain any issue. Because of his early career in community 
organizing, it was mesmerizing to drive through poverty-stricken neighbor-
hoods and listen as he told their neglected story. He could easily host and rub 
elbows with some of the most infl uential people in the nation and quickly 
switch gears and call a staff person and inquire about the health of their ailing 
child or parent that they had shared with him weeks before. 

 Within the last 2 years, we had completed our fi rst capital campaign and 
exceeded our fi nancial target by $1.25 million. Our second 3-year strategic 
plan was in full swing with goals that focused more on quality, growth, infra-
structure, and partnerships rather than making budget, as had been our focus 
during the fi rst six years. We were expanding our patient base beyond the city 
to include the suburbs. 

 It was comfortable and exciting. We were fi nally able to focus on the issues 
that would take us to the next level in our journey to improve the quality of 
care for the underserved in the city and suburbs. Four nights later, the phone 
rang at my house in the middle of the night and everything changed for me 
and the rest of the organization. 

 LEADERSHIP DURING A CRISIS 

 I had spent the majority of my health care career being awakened in the mid-
dle of the night by some type of clinical or administrative crisis, which prob-
ably explains why the phone was always on my bedside table rather than my 
husband’s. That is why it is still surprising to me that I reacted to the ringing 
phone that night by leaping out of bed and running down a fl ight of stairs to 
answer the phone in the kitchen. All I remember is the complete calmness 
of his voice when my peer gave me the unwelcome news of the CEO’s death 
a few hours before. I remember repeating the words but not registering the 
impact. My husband appeared and I watched his animated “Oh, my God” 
expression as he repeated the words that I heard myself saying but still was 
not registering. I asked about my other peers and the CEO’s partner. He told 
me that everyone was still very numb. As he repeated the circumstances of the 
accident, I also heard that two of my peers were present during the accident 
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and could have had the same demise. They were several thousand miles away 
and there was no way that we could easily reach them, nor could they return 
home promptly. 

 As the tragic event was recounted, I interrupted several times to ask my peer  
simple logistics such as the name of the hotel and city they were in as well as 
their phone numbers. It dawned on me that we had never discussed or set pol-
icy on travel, and that as daunting as it was about our CEO, it would have been 
far worse if the loss would had included our medical director and chief fi nan-
cial offi cer. Our strategies had been closely kept within the senior management 
team and randomly documented. We each had our special niches. Collectively 
it was a powerful team. Individually, we each held our own undisclosed meth-
ods to success. We were a team that learned over time to identify and avoid 
pitfalls as we captured and refi ned those strategies that lead to success. This 
knowledge was tucked away in each of our own memory banks, called upon 
when the need arrived. 

 After disconnecting from the long-distance call, I sat in the kitchen and felt 
totally numb and in disbelief. I could not cry. For some reason the tears would 
not fl ow. It would be weeks later before the tears of loss fi nally came. I still 
could not accept the news. The CEO’s family in Chicago had been notifi ed, 
so it was up to me to start the process beginning with the key stakeholders of 
the organization. It was 2 o’clock in the morning, and I decided that the best 
approach was to make a list and start the calls around 5 o’clock. There was no 
sense in waking anyone early. It was going to be a regrettably long day. 

 The board chairperson and the CEO of the health system that was our or-
ganization’s affi liate were the individuals that I chose to call fi rst. I knew nei-
ther very well, and except for cursory conversation at board meetings, I knew 
hardly anything about these two individuals and was sure it was mutual. Our 
CEO totally managed governing board and affi liate relationships. I felt awk-
ward. What a message to give to people you hardly know. 

 I tapped into the nursing skills I had developed over the years from telling 
families tragic news and helping them process the unthinkable. Keep the mes-
sage short and factual. Don’t give too much information. Allow the receiver 
to grasp the tragic news. Carefully select your words—the simpler the better. 
Pace the message and prepare to repeat as many times as the receiver needs to 
process the information. 

 As I was going over these mental notes, I suddenly thought that I did not 
have their phone numbers. We had never thought to put an emergency no-
tifi cation tree of administrative numbers together in case of emergencies. 
I quickly grabbed my palm pilot and found out that I had a number for the 
governing board president but none for the health system CEO. In this day and 
age, ever yone has unlisted numbers, so I thought checking the local phone 
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directory assistance was a waste of time, but I tried anyway. The operator 
asked what city. I had no idea, and then I remembered several years ago hear-
ing someone briefl y mention the suburb where he lived. I said a quick prayer, 
told her the city, and thank goodness his number was listed. 

 It felt comforting to reach out to an experienced health care executive. I 
called him fi rst and used the pacing of words. It was simple and deliberate 
with short factual messages to tell him the tragic news. His own retirement 
was to become effective within a few weeks. The implications of his retirement 
and the news of the loss of our CEO would have to be carefully managed to 
assure that panic and fear would not unsettle these closely affi liated organiza-
tions. I reviewed with him my immediate plans. He provided me with some 
additional advice. We agreed to meet at the offi ce in 3 hours. I could tell he 
was shocked and saddened but his ability to rapidly regroup and go into strat-
egy mode was also evident. 

 As I hung up the phone, my memory went back to April, 3 months prior 
to today’s tragic news. We were sitting at a downtown hotel for our quarterly 
senior management team meeting. The news was hot off the press. The system 
chairman of our hospital affi liate was retiring. Everyone was shocked. What 
tenure! Twenty-eight years with the health system. These days that length of 
service is unheard of in health care. I remember our CEO talking about the 
almost fatal heart attack that the system CEO had suffered months before. The 
heart attack practically occurred at the doors of the emergency room. As our 
CEO sat in his chair, looking extremely healthy, he talked about how lucky 
the system CEO was to survive such a scary event and what an opportunity 
he now had to rethink his priorities and throttle down. “It’s like being given a 
second chance,” he said. Back in the present, we sat in that conference room 
and stared into space for a few moments. I glanced at the medical director, 
who had known the system CEO since his residency 28 years ago. I knew that 
he was the most touched by the news. I think the short silence allowed all of 
us to think about our own choices. That lasted for about 30 seconds and then 
we went back to the roller coaster frenzy of planning. 

 I notifi ed the governing board chairperson and we agreed to meet in the 
offi ce later that morning. We agreed which governing board members we 
each would notify. I and another manager were the only senior staff in town. 
Another senior manager was on the East Coast vacationing, and the remaining 
senior managers were at the conference. Prior to making staff calls, I thought 
about each person and the best possible way to deliver the news. After mak-
ing the calls to the senior manager in town and our human resource manager, 
I made the trek to my offi ce. 

 In retrospect, I can share that we came together as a team and then as an 
organization. We openly took support from our hospital affi liate crisis team. 
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They were present when we told the staff about the tragedy and provided on-
going support over the next 6 months. Our clinics cover about 1,200 square 
miles. One of our managers suggested using our recently installed bioterror 
alert system of communication to arrange a telephone tree so that all staff 
could hear the news at the same time. Later, we would hear from many of our 
staff that it was hard news but comforting that the administrative team made 
sure that everyone heard the tragic news together. 

 The meeting with the governing board chairperson included me, the board 
president emeritus, and the system CEO of our hospital affi liate. It was a diffi -
cult meeting. I made the mistake of gathering us in the CEO’s offi ce. Sitting in 
his offi ce I visualized him at his computer checking his e-mail or gathering all 
of us around his round table for strategy meetings. I imagined that everyone 
in this meeting was half thinking of what our next steps should be and half 
thinking about the last time they were with the CEO. 

 I updated the governing board chairperson on the status of the staff meet-
ings and media announcements that were being planned. I strongly encour-
aged the governing board chairperson that an interim CEO would need to be 
appointed immediately by the board. I told him that the CEO had the talent 
to put together a very strong team, but that was also a weakness and unless an 
interim were named, it would be challenging to keep the organization on the 
right track. Ironically, today was the scheduled governing board of directors 
meeting. The CEO of the health system recommended that two issues would 
need to be completed by the board, the appointment of an interim CEO and 
the review and passing of the new fi scal year (starting in one week) budget. 
Both were accomplished that evening. 

 The next several days were consumed with notifying critical government 
agencies and key leadership partners as the news of the death hit the media. We 
were bombarded with calls. I had never spoken to the media before, but being 
named interim CEO quickly forced me into the role of organization spokes-
person. I was reluctant in talking to the media. I knew of too many health 
care executives who complained of their words being taken out of context. 
I shared my concerns with our director of communications. She quickly ar-
ranged for me to get some preparation and coaching by our media consultant. 
I learned that being vocal about my concerns allowed other experts to assist 
me; otherwise it would be assumed that I knew what to do or did not want as-
sistance. All week it was a combination of newspaper reporters and television 
reporters. By the end of the week, I was out of steam and needed the weekend 
to recover and regroup. However, I got a call on Sunday about another televi-
sion interview. I was asked to offer a location and suggested one of our health 
centers that had been built with the proceeds of our fi rst and very successful 
capital campaign. We met and reviewed the contents of the interview. While 
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I was waiting for the start of the interview, I remembered the groundbreaking 
ceremony that we had the previous year prior to the beginning of construction 
of the new health center. Our CEO insisted that the cornerstone of the health 
center be a Shona sculpture. This special life-size African sculpture stands in 
the middle of the patient waiting area so all patients can enjoy it. The sculp-
ture depicts a family nestled around a mother and her baby. The CEO enjoyed 
picking out the sculpture as his gift to the health center. 

 When the live interview started, I responded to the questions that the 
reporter had told me she was going to ask. Then, during the fi nal seconds 
of the interview, she asked me how I have been personally affected by the 
death. Suddenly, I felt tears welling in my eyes and my mind going blank. It 
was at that moment, live in front of thousands of people, that I felt his loss. 
I heard my voice cracking as I responded. When the interview was over, I 
found myself raising my voice at the reporter and asking her why she asked 
me that last question. I knew at that moment that I was not allowing myself 
to get in touch with my own feelings. I soon sought out the crisis support that 
our hospital affi liate offered and continued that support over the next 3 months 
for myself. 

 The time preceding his wake and funeral service consisted of marathon 
meetings with staff. I encouraged their expression of loss. This process was 
draining but also cathartic. I used this time to speak of the future. We talked 
about the legacy of a leader. It was important for the staff to know that our 
future was contingent on our ability to continue the services that we provide 
to our communities. 

 LEADERSHIP LESSONS FOR TRANSITIONS 

 We used the meetings to celebrate the special ways that the CEO had touched 
many of the staff members’ lives. We prepared printed communication bul-
letins for our staff that provided real time and factual information. Any change 
or rumor was addressed immediately. We worked with our media consultant 
to prepare ongoing communication for other community stakeholders, busi-
ness partners, and government agencies. 

 We needed to assure everyone that the loss of the CEO did not mean the 
loss of the organization. 

Fast forward 3 years.  It is the end of May. The Joint Commission has just 
completed our fi rst unannounced survey. The organization did well. Our non-
profi t governing board will soon be meeting to hopefully approve our 2008 
fi scal budget. We have stretched to 48 health centers serving close to 200,000 
people annually. Our new 3-year strategic plan was completed in January. 
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Our previous plan ended in December. We were able to achieve all of our 
target goals. That plan had been our roadmap over the last 3 years, keeping us 
focused as an organization through our hardest tragedy. 

 Our organization-wide implementation team will be meeting soon to cel-
ebrate 3 years of success. We have invested in these leaders through edu-
cation, mentoring and consistent face time with the senior leadership. Our 
tight and exclusive circle of senior leaders intentionally became inclusive, 
inviting leaders throughout the organization to learn the inner workings of 
how we achieved success. It is great to have empowered leaders beyond the 
senior team who understand the business strategies and can clearly articulate 
these strategies and the rationale. We celebrate those teams that are cross de-
partmental in their approach to achieving goals. The value of senior leaders 
championing these teams while actively mentoring our emerging leaders has 
resulted in a strong cohesive network of leaders throughout the organization. 
We are a stronger organization because we are consciously investing in those 
leaders who can one day step into a senior role within our organization. 
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 CHAPTER 5 

 Process 
  Gwendolyn A. Franklin  

 ISSUES IN PUBLIC HEALTH: THE PROCESS OF LEADERSHIP 

 This chapter provides insight into the process of public health leadership as 
it has been applied in southeast Michigan. The leadership process has been 
demonstrated by bringing to fruition a new collaborative multiagency insti-
tute, known as the Community Health Nursing Institute. 

 Leadership in public health is pivotal to protecting, promoting, and im-
proving the public’s health. “Healthcare is a major public health concern, and 
rapid changes are occurring in an attempt to reduce costs and improve the 
health and wellness of the nation” (Yoder-Wise, 2003). Many people delay 
routine, preventive, and even urgent medical care and eventually present at 
nearby emergency rooms as their last resort. To compound the access to care 
issues in vulnerable communities, hospitals become so overwhelmed with in-
digent care that many of them are forced to close. As millions of Americans 
live without health insurance, public health leaders develop processes to ad-
dress the health of the population in their jurisdiction. Leaders must emerge 
at all levels of public health practice to fi nd innovative methods to assure 
that individuals and the community have every opportunity to obtain quality 
health care in the face of hard economic challenges. 

 Public health practitioners often argue that their work is invisible. However, 
there are processes that take place in public health that need to be brought 
to the forefront and highlighted to demonstrate the extensive effort and suc-
cesses that public health specialists have contributed. These contributions 
are evident in the virtual elimination of vaccine-preventable diseases such as 
smallpox and polio (Department of Health and Human Services, 2004). Some 
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reduction in infant mortality is evident as well, for example, but much more 
work needs to be done in reducing health disparities. 

 Health Disparities 

 The U.S. Department of Health and Human Services (USDHHS) Offi ce of 
Civil Rights (OCR) defi nes health disparities as differences in rates of diseases, 
and differences in health outcomes that affect the health status of certain ra-
cial or ethnic groups (Department of Health and Human Services, 2004). The 
USDHHS leadership has invested effort to “close the health care gap,” and 
eliminate racial and ethnic health disparities as a Healthy People 2010 goal. A 
 USA Today  report on persistent racial disparities quoted Representative Jesse 
Jackson Jr. of Illinois as stating, “Racial and ethnic disparities in health care are 
a major problem throughout America. If we’re to make progress in this high-
priority area we must have a road map that the Institute of Medicine (IOM) 
has the credibility to provide” (Sternberg, 2002). 

 The Institute of Medicine publication titled, “Unequal Treatment: Con-
fronting Racial and Ethnic Disparities in Health Care,” released on March 20, 
2002, was staggering. That report found consistent research indicating dif-
ferences in the rates of medical procedures by race, even when insurance sta-
tus, income, age, and severity of conditions were taken into account. The 
IOM continued to report that racial and ethnic minority populations are less 
likely to have routine health maintenance and to experience health care that 
meets standards lower than those adhered to for other members of the popu-
lation. For example, minorities were less likely to receive proper heart disease 
medication, bypass surgery, dialysis, kidney transplants, maternal and child 
health service, mental health care, and intensive care. Minorities also received 
limb amputations for diabetes and other conditions more often. That report 
concluded that some factors that contributed to racial disparities were low 
income, reluctance to seek treatment, lifestyle choices, inadequate insurance, 
heredity, insuffi cient education, environment, and occupation (U.S. Institute 
of Medicine, 2002). 

 Health disparities in Michigan have been extensively described and docu-
mented. The Michigan Department of Community Health (MDCH) Health 
Disparities Workgroup produced a report demonstrating that Michigan has 
factors similar to the national parameters that contribute to disparities in 
health care. These also include poverty, education level, cultural norms, mis-
trust of the health care system, language barriers, provider cultural compe-
tency, and access to health care (Williams et al, 2005). The Health Disparities 
Workgroup contributors included representation from a cross section of divi-
sions at the Michigan Department of Community Health such as the Bureau 
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of  Epidemiology, Bureau of Family, Maternal, and Child Health, Division of 
Chronic Disease and Injury Control, and the Division of Health, Wellness 
and Disease Control. The purpose of the Health Disparities workgroup was 
to make recommendations about six health categories. Those categories were 
adult immunizations, cardiovascular care, cancer care, diabetes, HIV/AIDS, 
and infant mortality. The fi ndings from that workgroup were reviewed to un-
derstand the impact of health disparities in Michigan. That report described 
cancer incidence data derived from the Michigan Department of Community 
Health Vital Records Section. A summary of those vital records has revealed that 
the incidence of breast cancer is higher for white women than black women 
(123 versus 113 per 100,000 women), but the mortality rate is higher for 
black women compared to white women (nearly 33 versus 23.7 per 100,000 
women) (Michigan Department of Community Health, Vital Records and Data 
Development Section, 2007). For males, the incidence of  prostate cancer was 
distinctly higher for blacks than whites (274 versus 159 per 100,00 men); the 
rate of death from prostate cancer for black males is 45 versus 24 per 100,000 
for white males. In 2003, differences in the incidence of lung cancer in Michi-
gan were 95 for blacks versus 73 for whites, per 100,000 people; mortal-
ity rates were nearly 45 for blacks, versus nearly 24 for whites, per 100,000 
(Michigan Department of Community Health, Vital Record, 2007). If, health 
disparities impact racial and ethnic populations in Michigan, then major met-
ropolitan communities in Michigan must have a disproportionate share of 
people who are in need of quality and accessible health care. For example, in 
2005, Detroit’s population numbered 836,056. Of these, 69% were 18 years 
and older, and 10% were 65 years and over. Of the total population, 82% 
were African American, compared to 12% nationally, 11% were white, and 
5.6%, Hispanic. Of the population 5 years and older, 21% are on disability 
status, compared to 14% nationally. Economically, 57% of the over-16-year-
olds are in the labor force, compared to 66% nationally. Median household 
income is $28,069, compared to $46,242 nationally (U.S. Census Bureau, 
2005). These data facts about Detroit residents indicate risk factors for health 
disparities potentially for 82% of the population. 

 The Michigan Department of Community Health, Bureau of Epidemiology, 
and the Chronic Disease and Epidemiology Section have published the Health 
Indicators and Risk Estimates Surveillance Report by Community Health As-
sessment for Geographic Areas and Local Health Departments. This report is 
called the Michigan Behavioral Risk Factor Survey (MBRFS) for 2005. In that 
study, the health status of Detroit’s population was surveyed by a random-
digit dialed telephone survey of adult residents age 18 years and older com-
pared to Livingston, Macomb, Monroe, Oakland, St. Clair, Washtenaw, and 
Wayne Counties excluding Detroit which is described as Region One. Results 
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of that report indicated that 25% of the respondents living in Detroit were 
more likely to report fair or poor physical health compared to 18% in St. Clair 
and 15% in Wayne Counties. Detroit residents ranked third (13%) compared 
to St. Clair County (14%), which was second highest, and Monroe County 
(17%), which was the highest in the percentage of residents who reported 
poor mental health. Further, 22% of the respondents aged 18–64 living in 
Detroit had no health insurance coverage compared to 17% of those living in 
St. Clair and 12% in Macomb Counties. Twenty-two percent (22%) of Detroit 
residents reported no health care access during the past 12 months due to the 
cost compared to 17% in St. Clair, and 10% in Wayne County. Access to care 
has long been a barrier for Detroit residents, and as a result Detroit residents 
ranked last in reporting that they had a routine checkup in the past year. In 
that survey, 24% of Detroit’s population were more likely to report a disability 
than any other county in that region. These fi ndings are consistent with the 
U.S. Census that reported 21% of Detroiters are on disability status. 

 The results of the Michigan Behavioral Risk Factor Survey also reported on 
the weight status of Michigan residents. By comparison, Detroit residents have 
the highest percentage of obese adults at 38%, compared to Monroe County 
at 27%, and Wayne County excluding Detroit at 26% reporting obesity as a 
risk factor. All of these risk factors, compared to other counties in the region, 
indicate a need for preventative strategies for the people living in Detroit who 
are at great risk for health disparities (Michigan Department of Community 
Health, 2005). 

 THE INITIATIVE 

 We needed to think creatively about how to address complex public health 
issues in Detroit, Michigan. There are many agencies and organizations in ex-
istence that deal with both broad and specifi c health issues in the city and sur-
rounding region. However, it was evident that there were gaps, overlaps, and 
incomplete communication pathways among these agencies. More importantly, 
nursing leadership may have been absent from early efforts at collaboration. 

 To step up to the challenge of transforming nursing leadership in public 
health, two visionary leaders in southeast Michigan, Dr. Phyllis Meadows, 
director and health offi cer of the Detroit Department of Health and Wellness 
Promotion, and Dr. Linda Thompson-Adams, dean of Oakland University 
(OU) School of Nursing, established a partnership to create the Community 
Health Nursing Institute (CHNI). My role as the RWJ executive nurse leader 
for public health was to promote and manage the process so that communica-
tion was ongoing and so that its development continued at a steady pace. 
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 Successful use of process skills was essential in initiating the CHNI. O’Neil 
stated that certain competencies are at the core of successful leadership. 
He has referred to these competencies as part of a “Leadership Compass” 
(O’Neil, 2007). The select technical process skills applied to the creation 
of the institute included (a) making a business case for a new project, (b) 
designing an operational plan to enact strategies, (c) using project man-
agement structures for planning, control, and evaluation, and (d) working 
with and through systems to demonstrate how complex public issues can 
be addressed through well-organized processes. Process is defi ned in this 
context as the ongoing activities and behaviors of health providers engaged 
in conducting care for clients (Stanhope & Lancaster, 2000). Leadership is 
defi ned as infl uencing others to achieve a goal (Yoder-Wise, 2003). The pro-
cess of public health leadership begins with a work plan. The plan should 
be clearly written with objectives that are specifi c, measurable, achievable, 
relevant, and have time frames (Blancett & Flarey, 1995). This plan will 
guide the process to infl uence followers toward the achievement of mutually 
established goals. The work plan process has benefi ts for leadership devel-
opment, because the leader has a myriad of activities that can be ineffi cient 
or ineffective if there is no defi ned outcome or purpose. This plan for the 
Community Health Nursing Institute would keep everyone focused on the 
new vision. 

 Several programs offered through the RWJ Fellowship provided me with 
the knowledge and foundation to prepare for the establishment of the insti-
tute. One of the RWJ seminars was lead by Rashi Glazer, professor of market-
ing at the University of California at Berkeley. He is well-respected for his 
innovative business plans and interactive marketing strategies (Glazer, 2005). 
Glazer’s approach was used in the preparation of the business plan and his 
feedback was key to the relevance and success of the plan. 

 Establishing a partnership among a university, a public health department, 
and a community nonprofi t agency under the auspices of an institute has a 
strong and successful precedent. Taylor and colleagues (1998) reported that 
since the late 1980s, state health departments in New York, California, and 
Massachusetts have had agreements to conduct research, education, and ser-
vice activities through collaborative nonprofi ts established as institutes. Taylor 
also reported that other states including Michigan and Louisiana, and the U.S. 
Centers for Disease Control and Prevention as well, have established similar 
nonprofi t institutes; the Michigan Public Health Institute is one example. To 
further tap Jeffrey Taylor’s expertise, I met with him for a discussion of the 
Michigan Public Health Institute (MPHI) model. I also sought input from in-
dividuals involved with the Michigan chapter of the Hispanic Nurses Associa-
tion, the Arab-American and Chaldean Council, the Michigan Public Health 
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Training Center, and the Greater Detroit Area Health Council. Marla Oros, 
 independent consultant with the Mosaic Group, served as the consultant to 
record, organize, and advise as these partnerships evolved. 

 The public health nurse executive leader continued to articulate the stra-
tegic vision to create a Community Health Nursing Institute designed to ad-
dress health indicators of Detroit residents. Over a 12-month period, this 
plan was discussed on several occasions among the executive leadership of 
the Department of Health and Wellness Promotion, the dean of the School 
of Nursing at Oakland University, and the consultant. This core planning 
team decided that the institute would be designed and well-served by resid-
ing within the university academic system. The institute would have strong 
community partnerships that focus on solutions. This vision is consistent 
with publications from the U.S. Institute of Medicine (IOM) report released 
in 2002, “The Future of the Public’s Health.” That IOM report supports the 
need for innovative strategies with key partnerships that include the offi cial 
health agencies in the public health system, community organizations, aca-
demia, health care organizations, the media, and private industry. Represen-
tatives from these partnerships were invited to form the advisory committee 
for the institute. 

 As a result of those meetings, the Memoranda of Understanding between 
Oakland University School of Nursing and the Detroit Department of Health 
and Wellness Promotion were drafted. Once fi nal approval is granted, the 
CHNI has formally become a part of the university. Once the memoranda 
were in place, the operational plan was designed. That carefully written plan 
included the vision, mission, key activities, core values, and program services. 
These are detailed as follows: 

  Vision:  The Community Health Nursing Institute will be nationally rec-
ognized for its dedication to health status improvement and reduc-
tion of health disparities through development, implementation and 
facilitation of community-based research, education, practice and dis-
semination activities that promote public health nursing and other 
 evidence-based health science. 

  Mission:  the Community Health Nursing Institute is a unique collabo-
ration between the Detroit Department of Health and Wellness Pro-
motion and the Oakland University School of Nursing. The Institute 
will stimulate the creation of innovative programs and health policies 
that are based on public health nursing principles and engage com-
munity stakeholders with interdisciplinary health professionals to 
promote long-term improvements in health outcomes for Detroit resi-
dents. Committed to the reduction of health disparities in Detroit, the 
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 Institute will target the development of evidence-based health promo-
tion and disease prevention on health issues that negatively impact 
under-represented minority and vulnerable populations. 

Key Activities: 
 1. Develop and collaborate with community health partnerships to iden-

tify priority health needs and concerns in the Detroit community. 
 2. Conduct neighborhood-based community assessments in partnership 

with residents and other key stakeholders to identify neighborhood-
specifi c health issues and characteristics. 

 3. Establish a centralized database of neighborhood-level health and 
social indicators, community resources and other data for ongoing 
evaluation of needs and to serve as a resource for community organi-
zations working to improve community health. 

 4. Design community-based health promotion, disease prevention and 
disease management programs targeting high priority needs and 
grounded in public health nursing practice. 

 5. Assist community groups in using health information to effect change 
and develop action programs. 

 6. Conduct community-based participatory research that links the Uni-
versity and other academic partners with community partners to test 
new models of health promotion, disease prevention and disease 
management. 

 7. Provide community education and training by offering community-
based, accessible learning opportunities to advance public health 
practice for nurses and other health professionals, students, and com-
munity members. 

 8. Evaluate the effi cacy of programs and policy to build sustainable 
models of community health practice. 

 9. Disseminate results of program evaluations and research to commu-
nity members and local/national audiences to guide program and 
policy development. 

Core Values: The core values that support the work of the Institute are 
 1. All communities are unique and therefore programs and services 

must be designed to respond to these factors; 
 2. Understanding and respecting diverse populations and cultures is es-

sential to the work of the Institute; 
 3. Supporting and building lasting partnerships is a critical building 

block to enduring health improvement; 
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 4. Research is critical to advancing science and will only be undertaken 
in partnership with communities that agree on the values, benefi ts 
and future application of the research endeavors; 

 5. Educating the future generation of public health nurse and health pro-
fessionals is key to the future of community health improvement. 

 RESULTS 

 The fi rst major outcome of the planning process was a retreat. After the plans 
for the institute were designed and the project management structure was 
written and discussed among the core planning team (health offi cer, OU 
School of Nursing dean, OU director of the doctoral program, and the consul-
tant), the public health/RWJ nurse executive planned a retreat to launch the 
institute. Key partners were identifi ed by the core planning team. Invitations 
were mailed to the following: the chief executive offi cer (CEO) and president 
of Children’s Hospital of Michigan; the vice presidents of community health 
departments from two private medical systems, St. John’s Medical system and 
Karmanos Cancer Institute; community-based organizations serving children 
and youth, represented by Metro Girls Scouts of America; administrative lead-
ership from the Detroit Department of Health and Wellness Promotion, and a 
consultant from the Mosaic Group. 

 The invitation provided a brief statement about the partnership between 
the Detroit Department of Health and Wellness Promotion and the Oakland 
University School of Nursing, and the purpose of the institute. I, as the public 
health nurse administrator and the RWJ nurse executive fellow, followed the 
invitations with personal telephone calls to confi rm attendance and answer 
any questions about the purpose of the retreat. The retreat was attended by 
almost all of the invited guests. The retreat was held at Oakland University, 
and 3 hours were devoted to the discussion, followed by a working lunch for 
the 13 attendees. The agenda included ample time for introductions, an over-
view of health disparities for obesity, cancer, and emergency preparedness, 
presentation of the concept of the institute, the role of community members 
and their reaction, next steps, and a proposed meeting schedule. 

 The group discussion and feedback on the overview of the institute was 
invaluable. For example, the group decided that more data would be needed 
to defi ne the specifi c health disparities to be addressed, to clearly defi ne a 
baseline of health indicators. This baseline data is necessary to understand if 
the interventions have made a difference in the research design. Multiple data-
bases will be obtained from local, state, and federal data sources. Also, epide-
miological data of specifi c diseases, diagnosis, treatments, and outcomes will 
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be useful in program planning. Other members made offers to seek funding 
for support to conduct comprehensive needs assessment at the neighborhood 
level. The name of the institute was discussed at length. The attendees ex-
pressed that the name should refl ect how future nurse leaders are trained, and 
the mission statement should be stronger. Sustainability was also discussed. 
While the focus initially will be on reducing health disparities in the city of 
Detroit, the group decided that at a future point, the institute should focus 
on health disparities in other high-risk population regions outside of the city. 
The participants were engaged in the discussion and networking and created 
a synergy that launched the institute into operation. 

 Institute Programs 

 Agencies within the institute have agreed on fi ve programmatic areas. Programs 
and services that cluster in each of these areas will demonstrate our commit-
ment to promoting healthier lives for Detroit residents. The institute will 

 1. strengthen the public health and community health infrastructure in 
Detroit 

 2. evaluate program effectiveness and promotion of best practices in 
public health 

 3. identify community health concerns 
 4. increase access to health care services and reduce health disparities 
 5. promote healthy behaviors 
 6. develop informed public policy that highlights and engages nurses 

 One specifi c initiative falls under the umbrella of program item 6. Tilson & 
Gebbie (2004) noted that many challenges face the public health workforce 
in the areas of professional entry-level education, recruitment, retention of 
competent staff, and the importance of continuing education. The institute 
will provide Web-based continuing education to maintain and improve the 
competencies that support the standards of practice for public health nurs-
ing. This will include state-of-the-art curricula on emergency preparedness 
specifi cally for nurses. 

 PERSONAL EXPERIENCE 

 This project provided me the opportunity to take risks and become creative. 
Envisioning and articulating this potential change for the future was a sig-
nifi cant risk for me and a momentous accomplishment for the Department of 
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Public Health. Cocreating the institute project transformed the health depart-
ment as it expanded its nontraditional processes of accomplishing sustainable 
goals. Articulating the strategic vision in the form of a business plan to the 
executive leadership at the health department generated receptiveness and 
fostered the opportunity for this leadership project to become reality. Creating 
this new institute became a shared vision. This gave me the opportunity to 
connect broad social, economic, and political changes to further infuse par-
ticipating institutions with a sense of reinvigoration to make changes in the 
health of the community and build the groundwork for policy development. 

 LESSONS ENCOUNTERED/LEARNED 

 As health care moves into the twenty-fi rst century, I can choose to let things 
happen or choose to guide and direct the processes of change within the disci-
pline of public health nursing. The process of leadership is just as valuable as 
the outcome. This project afforded this RWJ fellow an opportunity to work with 
others to develop a clearer vision of the preferred future and to make that vision 
happen. To make the institute a reality, I embraced the journey and invested 
time and energy into applying administrative knowledge and program manage-
ment experience to manage complex processes in the public health arena. 

 The fi rst major lesson learned was how to write the business plan, taught 
by Rashi Glazer in one of the early RWJ seminars. The business plan was a 
20-page document that was developed over a 6-month period of time, and 
the level of detail necessary to write that plan could not be condensed into a 
few paragraphs in this chapter. Yet preparing that business plan was the ini-
tial process of committing the vision to paper and to sharing the vision as a 
well-thought-out design that gave attention to the realities of market trends, 
competitors, customers, benefi ts, and costs. 

 Dynamic executive leadership, within the health department and at the 
university, was required to transform this initiative into reality. This executive-
level leadership had enough infl uence over the stakeholders in the process 
to ensure a high likelihood of success. Support at this level was essential, 
because the process of establishing an institute crosses many organizational, 
political, and long-established boundaries. Also, top-level leadership was ac-
countable for the judicious allocation of resources that were necessary for the 
institute to succeed. 

 Working with and through systems is a process and leadership skill 
whereby the leader must know and understand the strengths and challenges 
of each system and their potential for affecting the outcome. Collaboration is 
an essential standard of professional performance as outlined in the American 
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Nurses Association’s “Scope and Standards of Public Health Nursing Practice” 
(l999). Achieving effective collaboration for this project challenged the leader 
to make time to listen to the planning team members’ input and for trust to 
build within the relationship. The shared decision making that emerged from 
this process ultimately led to a consensus on the major issues and operations 
of the institute. This was far preferable, and much more likely to foster suc-
cess, than if the leader had made decisions in isolation and attempted to move 
the project forward unilaterally. 

 Another profound lesson learned was recognizing that the responsibilities 
of working with and through systems would require the assistance of a con-
sultant. The consultant provided insight, expertise, and another dimension 
of time to pull all of the information together about the design, the structure, 
and the interactions of systems processes that may have otherwise stalled due 
to over-analysis. The consistent dialogue with the Mosaic Group consultant, 
Marla Oros, was invaluable to this accomplishment. 

 CONCLUSIONS AND IMPLICATIONS 

 The RWJ Fellowship made it possible to initiate a change in the health systems 
of southeast Michigan. By providing the structure, enhancing the knowledge, 
and guiding me through the fellowship program, I was able to move forward 
with ideas, overcome the barriers of over-analysis and idealism, and bring to 
fruition the creation of a CHNI. This institute is now actively addressing health 
disparities in southeast Michigan and positioning itself to design, implement, 
and evaluate Web-based curricula for emergency preparedness for RNs. 

 This institute will facilitate a systematic, broad-based approach to collabo-
ration and communication among private industry, community-based organi-
zations, and governmental entities to improve health disparities in southeast 
Michigan. This could be a model for leveraging sustainability resources. 
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 CHAPTER 6 

 Personal 
  Jeannie K. Hanna  

 A retired leader in his or her rocking chair thinks not about wealth or positions 
held or titles earned, but about memories of people successfully mentored and 
developed. 

— Michael Feiner 

 OVERVIEW 

 Occupational health nursing began as industrial nursing in nineteenth-
 century Great Britain and paralleled the rapid growth of industry (Salazar, 
2006). The foundation of occupational health nursing is based on the con-
cepts and principles of public health practice. Public health nurses were actu-
ally the fi rst nurses who worked in manufacturing, department stores, and 
mines. They provided community health for employees and their families. 
Their focus was on preventing and treating communicable diseases (Salazar, 
2006). In the last few decades, the occupational health nursing practice has 
expanded and evolved into a highly specialized fi eld with major emphasis on 
health promotion and prevention of illness and injuries in worker populations 
and on role expansion in clinical education, entrepreneurial management and 
research areas (Rogers, 1994). 

 Comprehensive health and safety programs include programs that im-
pact health and productivity of employees, such as injury/illness preven-
tion programs, wellness interventions, and disease management programs. 
Also included in comprehensive programs are medical surveillance programs 
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 mandated by Occupational Safety and Health Administration (OSHA) stan-
dards such as hearing and respiratory protection. These programs are de-
signed to protect and improve work-related and non–work-related health for 
employees, retirees, and their families (Salazar, 2006). These programs are 
designed to assist employees in promoting health, preventing illness, detect-
ing disease at its earliest stages and rehabilitation (Wachs & Parker-Conrad, 
1990). 

 The occupational health nurse plays a primary role in helping employees 
attain their maximum level of health and improving overall employee pro-
ductivity. Many occupational health nurses provide health care at the work 
site—whether at a manufacturing site, an offi ce setting, or a health care in-
stitution. The occupational health nurse must understand the different types 
of work sites, the expectations and needs of the employer, and the company 
philosophy and culture, along with the regulatory requirements that govern 
occupational health and safety (Salazar, 2006). It is also critical to understand 
business trends and how these may impact the work environment. 

 Occupational health nurses must provide leadership to set strategy, imple-
ment programs, and evaluate the outcomes as they relate to employee health 
and safety. As businesses seek new solutions to the continued increase in 
health care costs, leadership skills are critical for occupational health nurses 
in order to maintain, promote, and restore employee health and to positively 
affect the corporate bottom line. 

 Management’s goal for developing or maintaining occupational health and 
safety programs is often to contain costs. According to the American Associa-
tion of Occupational Health Nurses (2007), as health care benefi t costs are 
increasing at an unprecedented rate, businesses must focus on long-term strat-
egies instead of short-term fi xes for immediate health care needs. A long-term 
strategy for corporate success must include provisions for keeping healthy 
employees healthy, improving the health status of all employees, and creating 
a company culture that supports, promotes and actively engages employees in 
achieving optimal health (AAOHN, 2007) .

 Average employer health care costs rise at an annual rate of 15%. U.S. 
employers typically pay 8%–11% of payroll on unscheduled absences. This 
includes both direct costs (salary continuation, insurance premiums, and dis-
ability benefi ts) and indirect costs (overtime work, temporary help, and lost 
productivity). 

 Obesity and overweight conditions contribute as much as $93 billion to the 
nation’s yearly medical bill, according to studies reviewed by the National 
Business Group on Health, a Washington, D.C.-based non-profi t organi-
zation that represents large companies. Of that amount, the total cost of 
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obesity to U.S. companies is estimated at more than $13 billion per year—a 
price tag that includes $8 billion for added health insurance costs, $2.3 
billion for paid sick leave, $1.8 billion for life insurance and $1 billion for 
disability insurance. According to recent studies on the economic cost of 
workplace obesity, that translates into 39 million lost work days, 239 mil-
lion days where work activity is restricted, 90 million sick days or days in 
bed and 63 million visits to physicians. (Efforts are Growing, 2006) 

 Health conditions caused by lifestyle choices and health and safety prob-
lems have a signifi cant impact on a company’s bottom line. Each company 
must identify these conditions by analyzing their own data from health care, 
pharmacy, disability, workers’ compensation, and absenteeism and then de-
sign benefi ts and wellness programs that are targeted to address these condi-
tions. The health of employees is critical to overall business success. Protecting 
employee health and safety from adverse effects from the work environment, 
and helping employees to make healthy lifestyle behavioral changes will drive 
company profi ts. Companies that focus on the value of human capital un-
derstand improved health yields greater productivity. Companies that focus 
on systematic population health management can improve workers’ health 
and performance. Over time, wellness programs can positively impact absen-
teeism, presenteeism (people who are present at work), and lifestyle-related 
health claims. 

 The best-performing companies utilize data and metrics to drive programs 
and have senior management support of integration of all programs that sup-
port employee health, including benefi ts, disability, workers’ compensation, 
human resource policies, operations, legal issues, information technology, health 
services, wellness, and safety. These companies utilize health outcomes and 
lost workdays more frequently than return on investment calculations as a 
basis for their purchasing decisions and design of programs that support health 
and productivity. 

 The occupational health nurse leader has a unique opportunity to provide 
tremendous value within the complex business environment that companies 
face today. The nurse leader can assist the employer today with integration of 
critical data and metrics, development of standards, protocols, and methodolo-
gies to effectively measure and evaluate program cost effectiveness and quality 
outcomes. Ultimately, the goal is to validate the relationship between health, 
productivity, and health status by documenting a return on human capital in-
vestment. According to fi ndings of The Executive Survey of Workplace Safety 
(AAOHN, 2007), close to 95% of business executives report that workplace 
safety has a positive impact on the company’s fi nancial performance. Of these 
executives, 61% report their companies receive a return on investment (ROI) 



76  NURSE EXECUTIVE

of $3 or more for each $1 they invest in improving workplace safety. Figure 6.1 
helps to illustrate the concepts of investment in prevention along with inte-
gration of processes and actions, which leads to improved  performance for 
employees and the company’s bottom line.   

 A CASE STUDY 

 I began my occupational health nursing career after several years in more tradi-
tional health care settings including the hospital and physician clinics. During 
the fi rst 8 years of my career as a nurse, I worked in the clinical areas of psychia-
try, alcohol and drug abuse, medical-surgical, and ophthalmology. I took my fi rst 
position in occupational health nursing as the nurse at a large manufacturing 
plant as I was completing my masters program in nursing administration. My 
development as an occupational health nursing leader began in that fi rst plant 
setting. I learned about health and safety, production schedules, organizational 
culture, and how critical it is to help employees become and stay healthy. 

 For the past 13 years, I have held various corporate roles with several dif-
ferent employers. I have led the development and implementation of global 
occupational health programs that were focused on regulatory compliance 
and company requirements. I have led teams in designing occupational health 
programs for employee populations in manufacturing, the airline industry, 
sales organizations, and for migrant workers in agricultural settings. The teams 
I have been responsible for have developed and implemented a corporate risk 
management program and worked on integration of disability programs. All 
of these experiences have prepared me for my current role. I am now the Di-
rector of Integrated Health and Productivity for The Hershey Company and 
am a part of a very progressive and innovative benefi t organization. 

 I moved into this new position and was charged with leading the organiza-
tion in development and implementation of a comprehensive health and pro-
ductivity initiative. Efforts to build a foundation for a health and productivity 
culture had been undertaken in the past. There was some skepticism that the 
current initiatives would not be any more successful than those tried in the 
past. My challenge was to motivate the team so this time the initiative would 
be successful. I began this project by fi rst assessing the current environment 
and then making recommendations to move forward. 

 Based on my prior leadership experiences, I believed the best approach 
to take was to utilize a strategic planning model. Time was spent fi rst in re-
viewing the work that had been undertaken in the past. I interviewed staff 
who had been involved in the earlier efforts, analyzed prior documents and 
presentations on recommendations for a health and productivity program, 



FIGURE 6.1 Why is alignment of health, safety, and productivity important?
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benchmarked externally with colleagues and organizations that had been suc-
cessful with building health and productivity programs, and solicited the help 
of an outside benefi ts consultant. 

 After reviewing the U.S. historical data, we assessed the status of the cur-
rent disability, risk management, benefi ts, and occupational health and safety 
programs at our company locations throughout the United States by utilizing 
a survey that was sent to key customers at each location. We reviewed the 
corporate vision so we could make sure our health and productivity programs 
would be aligned to support the overall business strategies. After benchmark-
ing our own data against industry best practices, we were able to begin formu-
lating recommendations for design and implementation of strategies to build 
a health, safety, and productivity team within The Hershey Company. 

 Our next step was to defi ne the purpose and expected outcomes for our 
health, safety, and productivity initiative. The current organizational structure 
for health and safety is decentralized. Through the creation of an integrated, 
cross-functional team we could focus all our strategies on improving health, 
safety, and productivity across the organization. A broad, integrated approach 
would provide synergies of managing programs across disciplines and effec-
tive use of resources. The team approach would help create a process for 
streamlining decision making around initiatives that involve multiple disci-
plines. It would represent a team versus a discipline-specifi c approach. 

 The next important step involved engagement of senior management to sup-
port moving forward with this new strategy for health, safety, and  productivity. 
Several discussions and presentations were held with the key stakeholders, 
the Chief People Offi cer, and the Senior Vice President of Global Operations, 
who both report directly to the CEO. Senior management support is critical 
to the success of such a broad undertaking. The support was obtained and the 
Health, Safety and Productivity team was offi cially launched. 

 Prior to the fi rst team meeting, I met with each of the proposed team mem-
bers to review the mission of the team and the overall composition of the 
team. The mission of the team includes the following: 

 •  Enhance the health and safety of the work environment for our 
employees. 

 • Advance proactive health and safety as a Hershey core value. 
 •  Streamline and strengthen health and safety processes, letting the 

process improvements drive needed resource levels and organiza-
tional structure. 

 •  Improve performance through consistency, best practices, and a com-
mon preventive strategic plan for health, safety, benefi ts, and risk 
management, which will result in: 
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 • better compliance 
 • more effective risk control 
 • competitive advantage 
 • lower costs 
• improved health and productivity

 Figure 6.2 depicts the membership of the Health, Safety and Productivity 
team and outlines the areas of responsibility of each team member. The cross-
functional team members represent: 

 • Environmental Affairs and Safety 
 • Benefi ts 
 • Health Services 
 • Information Services 
 • Human Resources and Employee Relations 
 • Risk Management 

 As the Director of Integrated Health and Productivity, I have responsibil-
ity as the team leader. The senior leadership for the team includes the vice 
 president for Total Compensation and Benefi ts, the vice president for Quality 
and Regulatory Compliance, the vice president and global Chief Customer 
Offi cer, and the Vice President for Manufacturing in North America—all ap-
pointed  offi cers of the company. The executive champions for the team include 
the Chief People Offi cer and Senior Vice President for Global Operations. 
Additional team resources that are consulted on an as-needed basis include 
Human Resources Policy, Communications, Legal, and Security. The time 
spent getting to know the key stakeholders was time well spent. By achieving 
their buy-in up front, it will help when there are tough issues that need to be 
addressed. It also helps to establish credibility and trust.   

 To build consensus within the team, the fi rst two meetings were led by 
Human Resource professionals skilled in organizational development and 
team building. During these sessions, the team established a set of ground 
rules to govern how we would treat each other and how we would work 
together as a team. Because our individual goals were already established 
for the year, we reviewed each team member’s individual goals to ensure 
we were aligned within the team mission, team objectives, and strategies to 
achieve each objective of the team. The objectives and strategies for the team 
are outlined in Table 6.1. 

 Once the team was aligned with the mission, purpose, objectives, and 
strategies we began work on developing a set of goals for 2007 and metrics 
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TABLE 6.1 Objectives and Strategies

Focus strategies on prevention 
and improving health and 
productivity.

Develop global strategic plan for health & safety.
Identify resources and skills required across the 
 organization.

Focus benefi ts and health promotion on prevention, 
education, and well-being.

Drive accountability across 
organization.

Establish a core value related to health & safety.
Create a mechanism to drive accountability through 
performance management process and incentives at 
all levels.

Embrace international and industry standards for 
global health & safety excellence beyond compliance.

Build a benefi ts platform that rewards participation 
and healthy lifestyle choices.

Ensure consistency and 
compliance globally.

Develop and implement global health & safety 
 standards.

Create procedures, guidelines and tools that are region 
specifi c.

Execute a global audit program across disciplines
Foster networks of health & safety professionals across 
the company to support regional projects and pro-
mote sharing of best practices.

Drive effi cient, effective 
management across 
organization.

Conduct risk/hazard assessment of all job tasks.
Identify priority gaps to be addressed.
Build a centralized absence management program to 
track all types of absences for salaried and hourly 
employees.

Develop and implement Information Services systems 
that:

  enable common core business processes while sup-
porting regional requirements;

  produce enterprise-wide performance metrics;
  facilitate communication between health & safety 

 professionals and line and senior management;
  deliver cost-effective and targeted health & safety 

 programs;
Drive performance through health & safety 
scorecard

for measuring our progress. We are working on global standardization of all 
policies, procedures, and processes to 

 • ensure consistency across all Hershey locations 
 • ensure compliance with local regulatory and company requirements 
 • ensure systematic management of health and safety. 
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 Our 2007 initiatives include: 
 •  minimizing the effects of our company’s reorganization on health, 

safety, and productivity by developing a checklist to help locations 
manage dramatic changes such as downsizing and closing of plants 

 • leading development of a company core value on health and safety 
 •  development of a corporate scorecard for health, safety, and produc-

tivity that is consolidated across all parts of the business, is global, 
and shows historical trends 

 •  lead development and implementation of a global tobacco-free work-
place policy 

 •  lead development and implementation of programs that support re-
ducing the number of occupational incidents and workers’ compen-
sation costs 

 We are leading the strategies to build a company culture where health and 
safety will not be compromised and where our programs are sustainable. We 
are benchmarking with the “best in class” companies. Experience from other 
companies that have undertaken a health, safety, and productivity approach 
demonstrates that we are embarking on a 3–5 year journey to ingrain the cul-
ture, change processes, and see signifi cant improvement in our results. 

 At our fi rst quarterly meeting with senior management and our executive 
champions, we reviewed the process that we went through to focus our collec-
tive energy on projects and programs that will drive improvements in health 
and safety. We discussed that today with the senior management commitment 
and the shared vision of this cross-functional team, we now have the focus 
that our company needs on health, safety, and productivity. Our manufactur-
ing and sales organizations are applying the correct diagnostics, such as pro-
active training, auditing, and supervisor and plant manager focus, along with 
needed corrective actions such as holding individuals accountable for health 
and safety through discipline for violations of policy and actively engaging 
employees so they better understand unsafe and unhealthy behaviors. This 
team is very passionate and committed to making a difference. As a team we 
will drive the results for the company by developing programs, procedures, 
and tools to help our locations deliver sustainable results. The focus of all our 
efforts during this fi rst year is building a company culture that is the founda-
tion for our long-term results in health, safety, and productivity. 

 LESSON LEARNED 

 So what have I learned from my occupational health nursing journey? I’ve 
learned becoming a true leader takes a lifetime of learning and growing. The 
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process begins with developing self-knowledge and awareness about who you 
are, what you value, what drives you, and what you are passionate about. 
Once you understand self, then you can begin to effectively lead others. 

 An effective leader provides direction to the team by identifying where we 
have been, what are the challenges for today, and what does the future looks 
like. The leader of a high-performance team must be able to translate the 
purpose and vision of a project into a picture that appeals to the heart and 
mind of each team member so there is consensus among the team players 
about a shared vision for the organization. This was accomplished through 
the initial one-on-one meetings that I had with the team members and key 
stakeholders. 

 Leadership involves supporting, motivating, and mentoring others so they 
can develop their own self-awareness. Great leaders believe in the abilities of 
others and leverage the strengths of others to help the team accomplish their 
collective goals. A quote from Ken Blanchard holds true—“none of us is as 
smart as all of us” (Blanchard, 1999). 

 Leaders must be able to set a strategy and build the case from a business 
perspective. Timing is everything to the success of a project or program. An 
effective leader can “read” the organizational climate and knows when the 
environment can and will be supportive of a new project. The ability to know 
when to move forward and when to be patient and wait is a critical success 
factor of a true leader. Keeping the team motivated during the waiting period 
is also a key skill. Knowing how diffi cult it had been in the past trying to 
move this initiative forward, I knew that this project would not be successful 
if I did not pay attention to the organization’s readiness for change and at the 
same time keep the team connected and believing that this time we would be 
successful. 

 CONCLUSIONS AND IMPLICATIONS 

 Throughout my professional career I have been fortunate to be able to utilize 
my nursing knowledge in a variety of nursing roles—both traditional and 
nontraditional. My early clinical experiences led me to the specialty of occu-
pational health, where I’ve spent the majority of my nursing career. My roles 
in occupational health have all been diverse. My fi rst position was as a tradi-
tional occupational health nurse delivering direct care and health education, 
and ensuring regulatory compliance for health and safety in a manufacturing 
plant. I then led the development and implementation of a start-up occupa-
tional health program within a large hospital system. This new program de-
livered clinical occupational health services for local employers and provided 
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contract nurses at the work site for employers. From managing and market-
ing these services, I next moved into a corporate role where I was the lead 
health care professional responsible for setting corporate policy and ensuring 
compliance for occupational health globally for 60,000 employees. From this 
role with a manufacturer of medical products to an entrepreneurial company 
setting up clinics for an airline to other corporate roles in the chemical, phar-
maceutical, agricultural, automotive, and food industries, my nursing skills 
have been the foundation for my leadership development. I’ve learned how 
to think and act strategically, make high-level decisions, implement complex 
projects, infl uence others, communicate effectively, problem solve, and de-
liver health care through benefi t design. My personal journey has taught me 
the value of enhancing and understanding my leadership skills so I can help 
infl uence the health of people—the core of public health nursing. 

 Being an avid reader and constant learner on leadership, I recently stum-
bled upon a book that captured the heart and soul of what I believe is key to 
being a leader. The book is called  The Velveteen Principles—A Guide to Becoming 
Real.  The book is based upon the journey for the Velveteen Rabbit in Margery 
William’s enduring fable. The book really hit home for me as the legacy that 
I hope to leave behind. 

 If you become more  Real  in your own life and bring that to your relation-
ships, you are practically guaranteed to leave behind an inspiring example 
for others. Your life’s message will encourage everyone you touch to live 
with a sense of wonder, curiosity and openness, rather than cynicism and 
fear. It will say, “I was  Real.  And you can be  Real,  too.” (Raiten-D’Antonio, 
2004) 

 When asked what I do for a living, I often hear the response “so you’re 
not a real nurse now.” I proudly respond “yes,  I am still a nurse !” I am a nurse 
who combines my training, experiences, knowledge, skills, and leadership 
to improve people’s health. Occupational health nursing requires a leader 
that can translate the language of health into the language of business. I’ve 
been blessed with both nursing and business leaders and with parents who 
have seen the potential in me that I could not often see myself and have 
given me opportunities and direction that have stretched me beyond my 
comfort zone. They’ve believed in me and challenged me to develop and 
understand my own personal leadership skills, to take risks, to be adaptable, 
to trust my instincts, to believe in others, to be courageous, to fi nd my voice, 
and to believe in my dreams! My passion is nursing and yes, I’ll always be 
a NURSE! 
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 Current Issues in the 
Education Industry 
  Linda Thompson Adams and Edward H. O’Neil  

 Nursing education, traditionally, has operated as an independent entity. Stan-
dards are set and accredited based on an academic platform rather than a prac-
tical one. Yes, clinical practice is a component and new nurses must show 
competency in their skills, but overall the way in which nurses are educated 
needs to be restructured in order to properly prepare nurses for the 21st cen-
tury and satisfy the current and future needs of health care organizations. 

 Currently, there exists a disconnect between nursing education programs 
at the university and the needs of hospitals and health care organizations. It 
has become increasingly more apparent that leadership representatives from 
both the academic and health care arenas need to engage in discussions and 
commit to achieving cohesiveness of skills and knowledge to ensure that the 
required competencies for clinical practice are mastered in the educational 
setting. Working together with hospital personnel, nurse educators can de-
velop coursework and simulation scenarios to mirror real-life issues and pa-
tient complications. Collaborating on the design and development of nursing 
education ensures that nurses will be better suited to fi t into the hospital envi-
ronment and increases the safety of both patient and health care workers. 

 Collaboration, as simple as it may appear, is anything but and requires re-
spect and consideration of internal and external forces which tend to hamper 
its progress towards achieving set goals. As health care needs change, univer-
sities strive to provide programs to meet these demands and are faced with a 
continuously burdensome shortage of faculty. Universities compete with the 
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very same health care organizations they aim to serve for qualifi ed individuals 
to teach in their programs. However, due to funding restraints, they are un-
able to match salaries and there is little or no incentive for nurses to become 
full-time faculty. Furthermore, there are even fewer prepared nurses who pos-
sess the skills and techniques necessary to become teachers of their profession 
in an academic setting. 

 Hospital organizations have their own hurdles and complexities which 
impede progress towards accomplishing collaborative objectives. It is diffi -
cult for hospital leaders to assess future needs when they are already facing a 
shortage of nursing staff. Many nurses are required to work overtime, which 
puts both patient and nurse safety at risk. Attrition rates for nurses in their 
fi rst year are alarming and as positions become vacant, current nursing staff is 
shuffl ed around to fi ll in the gaps, which in turn causes job dissatisfaction and 
adds to the initial problem to be solved. 

 Revamping nursing programs is crucial to the success of collaborative ef-
forts and transitioning nursing students to nursing professionals. One of the 
key areas to examine when reorganizing nursing education programs is the 
way in which students are taught. Over the past three decades, extensive 
research has been conducted to identify which teaching methods are most 
effective and coincide with optimal student learning potentials. Studies on 
conventional didactic teaching methods have been shown to be less effec-
tive than alternative interactive approaches. Typical teaching styles that merely 
pass on information are not very effective because much of the knowledge is 
not retained long-term. It is more about rote memorization than reaching a 
level of true understanding for the material and then being able to apply the 
knowledge and put concepts into practice. 

 Alternative interactive approaches to teaching involve engaging students 
in hands-on activities or by utilizing simulation learning management sys-
tems which allow for a real-life application and an opportunity for students 
to experience a clinical setting and practice mastering specifi c skills. This, 
in turn, reduces the potential of putting patient safety and well-being at risk 
when students enter the workforce. Simply reading about scenarios or being 
lectured to in a classroom does not provide students with the same knowledge 
and understanding as having participated in an engaging activity or hands-on 
situation. 

 Technology is driving the future of health care and nurses must be familiar 
with informatics and equipment. Introduction of such advanced technology 
begins at the university level and is becoming an integral part of how nurses 
are educated. Health care organizations benefi t from divulging information to 
universities as to which direction their technological adaptations will fl ow. 



 Nurse educators in universities and administrators in health care or-
ganizations have a shared responsibility to work together to develop and 
implement a comprehensive nursing education curriculum. The disconnect 
between the two must be remedied and the barriers to a successful collabo-
ration addressed if the current tide of faculty and nursing shortages is to be 
shifted. The problem has reached a pivotal point and each brings its own 
strengths and contributions necessary to balance the burden and begin to 
move in a more positive and productive direction. 
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 CHAPTER 7 

 Purpose 
  Janis P. Bellack and Jeanette Ives Erickson  

 Without purpose we would not exist. It is purpose that defi nes . . . and purpose 
that binds us. 

  The Matrix Reloaded,  2003 

 A SENSE OF PURPOSE 

 Without purpose, nursing education would exist in a vacuum, unclear 
about why or to what end it exists. A sense of purpose is essential for creating 
a context of meaning and direction for nursing education, guiding intention-
ality, and serving as both beacon and benchmark. 

 In his recent book,  A Larger Sense of Purpose,  Shapiro opines that “univer-
sities, like other social institutions . . . ought to serve interests that include 
but move beyond narrow self-serving concerns. The . . . Latin phrase  non 
nobis solum,  ‘not for ourselves alone,’ echoes this thought” (2007, p. 13). Both 
higher education and health care systems espouse a commitment to serving 
the broader interests of community and society, but as Shapiro but notes, 
“this is one of those ideas that, while applauded in principle, is easily lost in 
the challenge of meeting one’s day-to-day responsibilities. This makes it even 
more important to pause once in a while to adjust our sails and correct our 
course.” 

 Being clear about purpose and staying true to and on course with it re-
quires continual mindfulness about why individuals and organizations engage 
in a given endeavor. For nursing education, clarity about and commitment to 
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the purposes of both higher education and health care are essential. In fact, 
the purpose of nursing education must connect with the purposes of both 
higher education and health care, each reinforcing the other. For example, if 
one of the purposes of nursing education is to prepare a well-qualifi ed nursing 
workforce to meet the public’s need for high-quality nursing care, then the 
impact of meeting the public’s need for that care reaffi rms and sustains one of 
nursing education’s core purposes. 

 The Dual Context of Higher Education and Health Care 

 As a higher education enterprise with an overarching duty to serve a public 
purpose, nursing education has specifi c aims to prepare new graduates to 
enter the profession, to contribute to the body of nursing knowledge through 
research, and to serve the community through application of knowledge 
through nursing practice for the ultimate purpose of improving health and 
health care of the public. As such, nursing education’s purpose also is shaped 
by the overarching purpose of health care to improve the health of the public 
through effective systems of care delivery. Because nursing education oper-
ates within these dual systems of higher education and health care, academic 
nurse leaders and nurse educators must be familiar with and ever mindful of 
the respective purposes of each. To pay heed to only one or the other would 
compromise the purpose of nursing education, which must of necessity be 
responsive to the broad, sometimes overlapping, sometimes confl icting, pur-
poses of higher education and health care. 

 Both higher education and health care, as well as nursing education, espouse 
a purpose of human betterment and share a vision of improving the quality 
of life and well-being for all. In particular, higher education advocates educa-
tional preparation for work and citizenship, the development and transfer of 
knowledge to enhance economic development and global competitiveness, 
and service outreach to improve the quality of life in the community and soci-
ety. Its primary reasons for being are learning and the development and explo-
ration of ideas. Although higher education’s end goal is increasingly becoming 
more instrumental—preparing knowledgeable, skilled workers and contribut-
ing to economic and social development—colleges and universities continue 
to preserve as well—at least in the core arts and sciences disciplines—their 
historical commitment to learning and knowledge development for their own 
sake, absent a need for application to solving real world problems. 

 Health care, on the other hand, has as its espoused primary purpose the 
delivery of high-quality, accessible, and affordable care to improve the health 
of communities and reduce the economic burden of illness. In the case of for-
profi t sectors of both higher education and health care, a further purpose is 
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continuous economic growth and payoff for investors, with the “purer” goal 
of learning or knowledge for its own sake as secondary or nonexistent. Nurs-
ing education, as a practice discipline, is most closely aligned with the applied 
purpose of higher education, and the service purpose of health care. 

 Higher education today is bombarded by multiple forces, the vast major-
ity of which also affect nursing education. These forces impinge on and can 
divert attention from nursing education’s core purposes. Specifi cally, nursing 
education is faced continually with expectations for adding more and more 
to the curriculum, including such areas as genetics, quality improvement, di-
saster preparedness, geriatrics, alternative and complementary therapies, and 
public policy, among others, on top of an already burdened curriculum. The 
impact of technology on program delivery through e-learning, simulation, 
and clinical information and management systems has been profound, and 
the emergence of for-profi t and corporate universities is addressing consumer 
demand for education that is accessible, timely, convenient, and in a grow-
ing number of instances, customized. Nursing education also faces a myriad 
of student issues, including often inadequate precollegiate preparation for a 
nursing curriculum that is increasingly complex and rigorous, generational 
differences between students and faculty and between students and employ-
ers, the need to recruit and retain a more diverse faculty and student body, 
student resistance to a growing emphasis on learning “how to learn” in place 
of acquiring content-specifi c knowledge for immediate application, and often 
litigious responses to unwelcome academic decisions. 

 Nurse educators themselves are faced with an array of ever-increasing ex-
pectations and stressors, including changing teaching methodologies (“guide 
on the side” versus “sage on the stage”), use of new technologies for teaching 
and learning, a push for research and scholarship supported by external fund-
ing, the need to remain current with the profession and education in general 
while developing a specialized program of scholarship, salary inequities com-
pared with the practice sector, and a serious faculty shortage created by aging 
of the nursing professoriate and more attractive opportunities outside of aca-
demia for nurses with advanced degrees. 

 Further, the historic commitment of higher education to certain core val-
ues, including shared governance; critical, and often lengthy, inquiry; and 
collaborative decision making often confl icts with the needs and expectations 
of health care to meet its own purpose of care delivery through the rapid 
production and development of a skilled workforce. Nursing education fi nds 
itself having to balance these confl icting contexts, and its purpose must refl ect 
a commitment to both. 

 Fundamentally, the overarching purpose of nursing education is to prepare 
cadres of learners to enter the profession as competent beginning practitioners 
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of nursing and educated citizens of a global world, and to do so for the ultimate 
benefi t of the public. However, this purpose will vary among and be guided 
by the nature of particular institutions in which nursing education takes place. 
Such differences as public versus private; secular versus religious; not-for-profi t 
versus profi t-driven; type of institution—liberal arts, comprehensive, research-
intensive, or specialized; as well as local and regional contexts, will shape the 
purpose of both the nursing education organizational entity and the individu-
als who work within it. Goodness of fi t, or lack of it, between the organization’s 
purpose and the individual’s commitment to it will determine to a greater or 
lesser degree the success of the organization in achieving its purpose. To be 
successful, the majority of nurse educators who are part of the nursing educa-
tion unit must agree with its purpose and operate in ways consistent with that 
purpose. 

 Further, while all nursing education entities—programs, departments, 
schools—share a common purpose to prepare the next generation of nurses 
and to serve both their institutions and their communities, differences exist 
with respect to the degree of emphasis placed on the traditional three-fold 
mission of colleges and universities, namely, teaching, research, and service. 
Teaching, even in research-driven institutions, is still the primary purpose of 
colleges and universities, especially in the eyes of the public and taxpayers. 
Increasingly, the teaching mission is undergoing change, shifting from an in-
structional model to a learning model, with new modes of delivery emerging at 
a rapid pace. At the same time, traditional notions of research as discovery are 
giving way to broadened defi nitions of scholarship that embrace integration, 
application, engagement, and teaching forms of scholarship (Boyer, 1990). 

 The service purpose of nursing education is shaped by the broader institu-
tional mission. Invariably, service includes service to the institution, typically 
shared governance, and committee work, but may also involve outreach ser-
vice to the community, service to the nursing profession at the association or 
organizational level, and increasingly, service in the form of clinical practice, 
including the delivery of nursing services by the nursing education unit itself, 
often in nurse-managed centers or affi liated community-based settings. 

 In sum, purpose is the  why  of nursing education, its  raison d ’ etre.  When 
faced with new opportunities, a clear sense of purpose enables the academic 
nurse leader to decide whether to proceed, and often, how to proceed. For 
example, if an institution’s purpose is to prepare nurses and other health pro-
fessionals at the graduate level, while the local health care delivery sector is 
demanding more entry level RNs, the response to a request to establish an ac-
celerated BSN program for post-baccalaureate applicants must be made with 
consideration of the overall purpose of the institution and its existing commit-
ments that were made to refl ect that purpose. The institution may decide to 
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reaffi rm its purpose of preparing nurses and other health professionals solely 
at the graduate level and decide against offering undergraduate preparation, 
or conversely, may revisit and redefi ne or modify its purpose to incorporate 
the preparation of nurses at the post-baccalaureate level. Failure to revisit and 
reaffi rm or modify the institution’s purpose prior to deciding what types of 
programs to offer decouples purpose from process and renders meaningless 
the institution’s espoused reason for being. 

 The Effective Academic Leader: Grounded in Purpose 

 The effective academic nurse leader understands the need for a clear purpose 
in building on what has come before, facing the challenges of today, project-
ing where to go in the future, and inspiring and motivating others to join. The 
effective academic leader helps others to continually link their work to the 
broader vision and purpose of that work—for example, not simply teaching 
classes and supervising students, or engaging in research and publication, 
or serving the institution, profession, or community—but being continually 
mindful of the reasons, or purposes, that give both direction and meaning to 
these aspects of the educator’s role. Thus, teaching is linked to the preparation 
of the next generation of practicing nurses to meet the public’s need for high-
quality nursing care, research is guided by the institutional goals of expanding 
nursing knowledge to improve the public’s health while also advancing the 
worth and reputation of the institution and the individual researcher, and 
service focuses on serving the internal governance and development needs of 
the institution as well as giving back to the local community to improve their 
health and health care, while also advancing the contributions of the nursing 
profession to benefi t society. Thus, preparing new graduates, expanding nurs-
ing knowledge, meeting the institution’s operating needs, engaging in com-
munity service, and advancing the nursing profession all share in common the 
larger purpose of improving the health of individuals, families, communities, 
and society. 

 The role of the nursing education leader is to clearly and compellingly 
articulate the nursing education unit’s as well as the broader institution’s pur-
pose along with the core values that give meaning and direction to that pur-
pose. The effective leader is able to create a clear sense of where the institution 
or program has been and where it is going, and in so doing, motivate the 
faculty and staff to willingly and enthusiastically join the leader in helping the 
institution fulfi ll its purpose in a continually evolving way. 

 The effective academic nurse leader must have a broad understanding of 
both higher education and health care, as well as nursing education, and be 
well versed in the current state of their contexts and knowledgeable about the 
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trends that are likely to affect their shared and independent purposes, in both 
foreseeable and distant futures. In today’s rapidly shifting environments, this 
is not an easy task. A clear sense of purpose, however, provides a guidepost 
for sustaining both focus and commitment, which in turn assists the academic 
leader in making decisions consistent with that purpose. 

 Purpose, however, is a necessary but insuffi cient guidepost for operating 
within today’s resource-constrained environment of nursing education. Pur-
pose answers the why but not the what or how for the academic nurse leader. 
Unfortunately, nursing education today continues to be governed by traditional 
paradigms, typically pursuing solutions that require more resources rather than 
engaging in efforts to imagine new possibilities, redefi ne what must be learned 
and how it must be learned, reallocate existing resources, and develop new 
tools and techniques to maximize both capacity and desired outcomes. Nurs-
ing education programs look suspiciously upon each other as competition for 
scarce resources rather than focusing their efforts on creating a synergistic sce-
nario of suffi ciency for all, in which their common purpose along with a com-
mitment to sharing resources—with each other and to and from their clinical 
partners—allow for new forms of nursing education and student learning to be 
designed, tested, modifi ed, and continually improved. 

 The context in which nursing education currently fi nds itself—one of 
growing nursing workforce shortages and an even more critical nursing fac-
ulty shortage—calls for redefi ning purpose from the narrow perspective of 
individual institutions to the broader one of responding to societal needs. It 
also calls for engaging in strategic thinking and action to create new scenarios 
of nursing education and practice, and new—and different—partnerships to 
achieve the profession’s shared purpose of a well-qualifi ed nursing workforce 
to meet the public’s health care needs. 

 Even if nursing education programs double or triple their current enroll-
ments, projected demands for nurses in the current health care system will 
not be met. Such projections assume the continued delivery of nursing care 
and the continued education of nursing students as they are, instead of as they 
might be. Relying on a status quo forecasting model will not get the profession 
where it needs to go to respond effectively to societal needs. Rather, effective 
academic and practice leaders must envision—and try out—new models of 
both education and practice in ways that are complementary and synergistic. 

 While clarity of purpose is necessary to guide effective academic and practice 
leaders, corresponding innovations in strategy and action also are necessary; 
without them, neither education nor practice will advance. In the education 
arena, this calls for rethinking current assumptions about what is needed, that 
is, more faculty, more clinical sites, and more resources to meet the demand for 
more graduates. Such assumptions mask the fact that a clear purpose guides 
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not only what to do—produce an adequately prepared nursing workforce to 
care for the public’s health needs—but how to do it, and specifi cally, how to do 
it in more effective and effi cient ways. A clear sense of purpose enables focus on 
more than producing the greatest number of nurses in the shortest time pos-
sible. Rather, purpose ensures that the knowledge, skills, and values needed for 
the delivery of safe, competent, and high-quality nursing care to individuals 
and groups guide not only the why, but the what and how of nursing educa-
tion. A clear sense of purpose pushes the thinking about scarcity of faculty, 
clinical sites, and fi scal resources in a new—and entirely different—direction. 

 Barriers to Transformation 

 Certainly there are barriers that work against such strategic thinking and 
transformational change. Perhaps the greatest barrier is the institutional iner-
tia and snail’s-pace decision making that characterize higher education, made 
worse by a labyrinth of rules and regulations for enacting change. Regulatory 
barriers, especially the regulations that govern the approval of nursing educa-
tion programs at the state level, are especially onerous. 

 The historic chasm between nursing education and nursing practice that 
began with the shift of nursing education to colleges and universities—a nec-
essary move to advance the profession but one with unanticipated and un-
intended costs to the critical link between educators and practitioners—has 
created an unwieldy system of nursing education in which nurse educators by 
and large are visitors to the clinical setting rather than an integral part of it, 
often to the detriment of student learning. 

 Revisioning the Future 

 Despite these barriers, opportunities exist for rethinking—and retrying—the 
way nursing education is organized, structured, and delivered. In 1997, Nor-
ris offered a visionary look into the future for higher education, positing revo-
lutionary strategies for the knowledge age of the twenty-fi rst century. A full 
decade later, most of mainstream higher education and nursing education 
remain at what Norris (1997) calls the misleading leading edge ( a “quality 
era ”), an era in which the focus is on information, characterized by technology 
that is not seamless or coherent, curriculum and learning structures and pro-
cesses that offer only modest alterations of traditional ones, and purpose that 
is driven by competition rather than collaboration. At the misleading leading 
edge, there is overemphasis on analysis rather than vision, incrementalism 
instead of transformation, and strategic planning instead of strategic thinking 
and action. 
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 Instead, the effective and purpose-driven leader must create a vision of the 
future by thinking in future tense: imagining what might be, engaging in con-
tinual strategic thinking and action, projecting a range of simultaneous pos-
sible scenarios, thinking of success as a variety of possible futures rather than 
a single preferred future, and positioning for next steps instead of attaining 
specifi ed goals (Norris, 1997). As Norris notes, “The only way a learning enter-
prise can establish a sense of relative assurance is to develop competencies that 
allow it to take advantage of emerging opportunities before others do” (p. 13). 
He goes on to say that “no single path or . . . strategy will do” (p. 13). 

 The effective nurse leader, whether in education or practice, must be able 
to engage multiple others in creating alternatives to current educational struc-
tures and practices. Such strategic alliances will be essential in the future for 
addressing both workforce and faculty shortages and will require strong lead-
ership to convince nurse educators to let go of the notion that nursing educa-
tion must be the controlling partner and that nurse educators know best what 
students need to learn to become competent beginning practitioners. 

 Effective academic nurse leaders engage themselves and their constituents 
in continuous strategic thinking, not once-a-year or once-every-fi ve-years 
strategic planning. They encourage faculty, staff, students, clinical partners, 
advisory boards, and other strategic partners to “continually question the 
assumptions about the future that emerge” from ongoing strategic thinking 
(Norris, 1997, p. 10). Using Norris’s paradigm, effective nurse leaders fi nd 
ways to consider, create, and test a range of possible futures through such 
avenues as: 

 •  convening the program’s best thinkers to engage in imaginative think-
ing about alternative futures for nursing education, and challenging 
them to think beyond existing structures and processes 

 • constructing possible scenarios of what the future might look like
•  engaging a broad range of stakeholders in dialogue about the possible 

scenarios and involving them in “participatory strategy setting” 
 •  building capacity by developing needed competencies and overcom-

ing barriers to change 
 •  deciding on and launching new initiatives, capitalizing on those as-

pects most amenable to experimentation and change (instead of at-
tempting to change the entire program or academic culture) 

 •  redesigning or redirecting existing processes to support the new 
initiatives 

 •  reallocating existing resources to support the new initiatives while 
also securing the investment of new resources, especially from strate-
gic alliances 
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 A CASE STUDY 

 Given the opportunity to establish a new baccalaureate degree program, con-
sistent with the vision and purpose of the educational institution’s mission to 
prepare leaders for sustainable careers in health care, Massachusetts College 
of Pharmacy and Health Sciences (MCPHS) initially reached out to chief nurse 
executives in several of the Boston health care systems to ascertain their inter-
est in partnering with the college to design a program and curriculum that 
would prepare new graduates for both contemporary and future nursing prac-
tice. With concerns expressed by other area nursing programs about a short-
age of faculty and capacity constraints in clinical settings, MCPHS wanted to 
ensure there was both interest and capacity on the part of potential clinical 
partners. The reception was enthusiastic, accompanied by expressions of sur-
prise at being invited to cocreate the program, gratitude for being included 
from the start of the planning process, and enthusiasm to work with MCPHS 
to design and implement a new model of BSN education. 

 The planning process began with and was grounded in the respective mis-
sions of the two institutions (see Exhibit 7.1). Further, the particular mis-
sions of Massachusetts General Hospital (MGH) Patient Care Services and the 
School of Nursing at MCPHS provided specifi c purposes to serve as guides as 
the program and its operational facets were developed (see Exhibit 7.2). Con-
tinual reference to the overall purpose of each partner institution as well as its 
nursing-specifi c purposes was critical to the development of a program that 

EXHIBIT 7.1 INSTITUTIONAL MISSIONS

Massachusetts College of Pharmacy and Health Sciences provides a unique 
academic environment to guide and support students toward successful, sus-
tainable careers and leadership in health care. As a private independent insti-
tution with a long and distinguished history of specializing in health sciences 
education, the College offers traditional and non-traditional programs that 
embody teaching excellence, active scholarship and research, professional ser-
vice, and community outreach. The College embraces a set of core values that 
refl ect commitment to preparing competent, caring, ethical health profession-
als and scientists to meet the public’s need for high quality health care and 
cutting-edge knowledge development.

The Massachusetts General Hospital exists to provide the highest qual-
ity care to individuals and to the local and distant communities we serve, to 
advance care through excellence in biomedical research, and to educate future 
academic and practice leaders of the health care professions.
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is responsive to the multiple drivers and constraints of the nursing education 
environment and to the continually evolving health care system.   

 Commitment from the top in each institution was essential to establish-
ing and sustaining the partnership. The senior nurse leaders—sponsors—in 
both institutions, through a round of strategic negotiations, agreed on a set 
of guiding principles that would foster collaborative association between the 
two entities in which resources, knowledge, and expertise were both shared 
and reciprocal. Initially, we explored our shared goals for the MCPHS–MGH 
clinical partnership and developed fi ve key principles. They included a com-
mitment to: 

 1. Engage collaboratively to inform nursing education through clinical 
practice and infl uence clinical practice through nursing education, 

EXHIBIT 7.2 NURSING VISION AND VALUES

MGH Patient Care Services Vision and Values

Vision—As nurses, health professionals, and Patient Care Services support 
staff, our every action is guided by knowledge, enabled by skill, and motivated 
by compassion. Patients are our primary focus, and the way we deliver care 
refl ects that focus every day. We believe in creating a practice environment that 
has no barriers, is built on a spirit of inquiry, and refl ects a culturally-competent 
workforce supportive of the patient-focused values of this institution.

Values—It is through our professional practice model that we make our 
vision a demonstrable truth everyday by letting our thoughts, decisions, and 
actions be guided by our values. As clinicians, we ensure that our practice is 
caring, innovative, scientifi c, and empowering, and is based on a foundation 
of leadership and entrepreneurial teamwork.

MCPHS School of Nursing Vision and Values

The nursing program’s vision is to create an environment of partnership 
whereby nursing education, practice, and scholarship connect for the educa-
tion of nurses, the advancement of health care, and the profession of nursing.

The future of nursing rests with those entering the profession. The beliefs 
and values that sustain our program are expressed at every level of the edu-
cational experience. Our curriculum, built on the core values of respect, lit-
eracy, practice, and integration, will sustain and enhance resiliency as well as 
personal and professional growth. We are dedicated to the advancement of all 
engaged in this endeavor, and we foresee signifi cant personal and professional 
growth outcomes for students, faculty, and clinical partners.
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 2. Provide a solid, functional and rigorous foundation for evidence-
based nursing practice, 

 3. Create a teaching-learning partnership that enables students to de-
velop and integrate the core competencies of critical thinking, com-
munication, assessment, and technical skills, 

 4. Promote individual and collective development of faculty and clinical 
partners through collaborative teaching, practice, service, and schol-
arship, and 

 5. Mentor students in the transition from student to entry-level practi-
tioner of nursing. 

 These principles then served to guide the next stages of our developing 
partnership model. 

 Convening the Best Thinkers 

 Convening the best thinkers among the faculty and clinical staff was an impor-
tant initial step in validating the collective vision as well as providing an oppor-
tunity for all stakeholders to share in developing the curriculum and learning 
structure. The initial task force consisted of clinical educators and clinical nurse 
specialists from MGH and nurse educators from MCPHS. As the work was 
being shaped, input was sought from clinical staff nurses and preceptors. The 
sponsors guided the initial process by outlining the broad purpose and guid-
ing principles, as noted earlier, and then delegating the crucial work of devel-
oping the curriculum structure, process, desired outcomes, teaching–learning 
methods, and implementation strategies to an appointed group of clinicians 
and educators. The sponsors also outlined a commitment to a new model that 
would provide student immersion in daily practice through intensive rotations 
of 4–6 weeks, following didactic immersion and then integration in each clini-
cal nursing course, rather than confi ning immersion to an end-of-program 
capstone experience. Further, the model was designed to also enhance the pro-
fessional development and satisfaction of clinical staff serving as educators by 
engaging them actively in the design and execution of the nursing  curriculum. 
The group was then given its charge along with parameters and limitations 
(e.g., resource constraints, commitment to not displacing existing clinical 
placements of other schools, etc.) for developing the program. 

 Together, both education and practice partners developed the curriculum, 
using the American Association of Colleges and Universities of Nursing (AACN) 
 Essentials of Baccalaureate Education for Professional Nursing Practice  (1998) as a 
guiding document. In addition, the group committed to design a program to as-
sure that students would be prepared for the new graduate role in today’s  complex 
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health care environment. This commitment had the dual purpose—and bene-
fi t—of grounding nursing education in real world practice, with the expectation 
that new graduate orientation time, costs, and turnover would be reduced and 
satisfaction, competence, and confi dence increased in the new graduate role. 

 To assist the strategic thinking group early in the collaborative process, two 
consultants were retained, one a former national association leader now based 
in Boston who was already consulting regularly with the clinical partner on 
the use of clinical narrative to enhance meaningful, purpose-driven clinical 
practice and staff satisfaction. She was able to identify key individuals from 
the clinical environment to include in the group and assisted in helping both 
academic and clinical members bridge the gap between education and prac-
tice in terms of language, norms, role expectations, and other structural and 
process differences that often contribute to miscommunication and misunder-
standing between the two environments. 

 In addition, Dr. Patricia Benner was employed to conduct a workshop 
with the strategic thinking group, which included the leader and core faculty 
group from MCPHS, leaders and potential clinical faculty from MGH, and the 
other consultant. The decision to innovate a new model of nursing education 
stemmed in part from Benner’s (1984) belief that “nurses graduate with little 
understanding of the strategies for clinical skill acquisition” (p. 185). Benner 
further notes that clinical educators “need to be expert at making visible the ex-
plicit guidelines and principles that will get the novice into the clinical situation 
in a safe and effi cient manner. As . . . students advance . . . they need teachers 
who can themselves demonstrate advanced clinical judgment” (p. 185). Thus, 
the commitment to engage masters-prepared clinicians as clinical faculty was 
founded on the belief that students would have opportunities to witness fi rst-
hand how a highly competent, actively practicing clinician assesses for patient 
responses that deviate from the norm, and how clinical judgment provides the 
foundation for developing and implementing the plan of care, and continually 
evaluating and modifying it based on the patient’s response. 

 Constructing Possible Scenarios of the Future 

 Purpose-driven leaders are able to think systemically about the future and 
imagine a future that is malleable rather than fi xed. Johnston, Rogers, Cross 
and Sochan (2005) note that futures may be  possible  (what may happen), 
 plausible  (what could happen) , probable  (what likely will happen), or  preferable  
(what we want to happen). Norris (1997) suggests there are multiple versions 
in any of these categories. 

 Our commitment was to imagine a plausible future within existing resources 
and constraints, and then to create a preferable future by developing an  innovative 
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approach to clinical nursing education beyond the traditional model of one 
 instructor for 8 to 10 students, with the instructor a guest in the setting rather 
than an integral part of it. Time on learning is compromised under such an 
 arrangement, as students often need to wait for the instructor to be available to 
supervise any nursing skill interventions. In our shared partnership model, whose 
purpose is to maximize learning, improve learning effi ciency, and create a path-
way to future employment while reducing time and costs of the transition from 
student to practicing RN, clinical instruction is provided by master clinicians in 
the nursing settings where they actually practice. Thus, they have familiarity with, 
and credibility and ownership for patient care being provided by the students for 
whom they serve as the responsible clinical instructor. 

 During the Benner workshop, the group worked collaboratively under 
Benner’s guidance to review the proposed curriculum and further explore the 
proposed teaching–learning structure and methodology for the clinical learn-
ing experiences at all levels of the nursing curriculum, which were developed 
using the  Essentials  competencies of critical thinking, communication, assess-
ment, and technical skills, as well as Benner’s  novice to expert  framework. A 
goal was set to graduate students at the advanced beginner level, prepared to 
move to the competent level within 18 months to 2 years. 

 Engaging Stakeholders 

 Throughout the process of program development and curriculum design, a 
wide array of stakeholders was engaged in the process, some more directly 
and intensively than others, to assist with “participatory strategy setting.” 
The primary stakeholder group included, as noted earlier, core faculty from 
MCPHS, master clinicians from MGH who would serve as clinical faculty, and 
key operations personnel from both institutions. This group had frequent and 
ongoing contact with the sponsors. 

 Other stakeholders invited to learn about and provide input to the devel-
oping model included staff from the state board of nursing, other potential 
clinical partners from the community, and senior leaders at the two partner 
institutions (presidents, chief operating and fi nance offi cers). Going forward, 
the intent is to also involve students, and eventually alumni, to provide feed-
back for ongoing improvement and redesign in response to changing needs. 

 Building Capacity 

 Capacity building focused on not only developing the curriculum and  teaching–
learning strategies, it included the development of a sound affi liation agreement 
that encompassed our shared principles and commitments, the  selection of 
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 clinical faculty and their development in clinical teaching and evaluation prin-
ciples and methodologies, reorienting traditional core faculty, and developing 
logistics for communication and support of faculty and students. 

 In addition to commitment to a new model of BSN education, the spon-
sors worked to develop an affi liation agreement that supported the goals and 
desired outcomes of the partnership and assured the necessary support and 
infrastructure for doing so. A major hurdle was to determine how to support 
the costs associated with release time for clinical faculty, which was viewed 
as mutually benefi cial. By expanding and enhancing the master clinician’s 
knowledge and skill set to include the educator role, the MGH sponsor viewed 
the change in role focus as an opportunity for the clinician’s renewal as well 
as further professional development. The MCPHS sponsor saw the partner-
ship as an opportunity to reduce the high number of clinical teaching contact 
hours to enable core faculty to focus additional effort on scholarship, and 
in some cases, practice, while also reducing the total number of core faculty 
needed to support clinical education, especially critical in this era of faculty 
shortage. 

 Master clinicians were recruited by MGH to serve as clinical faculty, using a 
set of mutually established criteria. These well-qualifi ed MGH clinicians hold 
clinical faculty appointments at MCPHS, and share clinical teaching, men-
toring, and student evaluation responsibilities. They also have opportunities 
to provide input on curriculum evaluation and improvement and  teaching–
learning strategies, and participate in classroom and seminar instruction. The 
latter often occurs through the sharing of clinical narratives but also involves 
sharing didactic teaching responsibilities. Thus, the partners share in the in-
vestment in the overarching purpose of nursing education as well as in stu-
dent success. 

 Development of the clinical faculty in teaching and evaluation principles 
and methodologies occurs in several ways. MCPHS core faculty conduct work-
shops specifi c to the nursing program around such topics as developing clinical 
learning objectives, teaching and evaluating student performance, and han-
dling diffi cult student situations. Clinical faculty are invited to MCPHS faculty 
development seminars, and MCPHS has made a commitment to support the 
cost of clinical faculty enrollment in online continuing education coursework 
related to educational methodologies for both classroom and clinical learn-
ing, from the program’s professional development budget. In turn, MGH has 
committed to provide release time for clinical faculty to enroll in such course-
work. Further, each clinical faculty member works closely with a seasoned 
MCPHS nurse educator, with the educator mentoring the clinician in clinical 
teaching while the clinician mentors the educator in the latest clinical practice 
developments. 
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 Reorienting traditional core faculty for their new roles as partners in 
the shared curriculum and teaching–learning process has been part of ca-
pacity building. Nurse educators have had to acclimate to a shared voice 
model, rather than reserving for themselves the traditional dominant voice 
in determining the most effective clinical teaching and evaluation strate-
gies. However, the benefi t has been to provide greater fl exibility, and thus 
satisfaction, in the core faculty role by increasing time available for scholarship 
and other commitments. Going forward, we envision that the clinical–core 
faculty partnership will also provide collaborative opportunities to engage 
in clinical research, and greater interface between education and prac-
tice in responding to the changing environments of both education and 
practice. 

 Infrastructure capacity has also been an important part of our partnership 
model, in two key ways—the integration of clinical simulation and the use 
of Blackboard™ courseware. A state-of-the-art eight-bed clinical simulation 
unit, along with a 10-station health assessment lab on the college campus has 
enabled students to learn assessment as well as basic and advanced technical 
skills in a safe learning environment. MGH clinical faculty assisted in identify-
ing the critical technical competencies students needed to be equipped with 
prior to beginning their actual clinical rotations. As a result, lab and simula-
tion experiences help students prepare for exactly those skills the clinicians 
expect them to have, and in turn, ensure students are ready to apply their 
knowledge and skills in the real world of practice. 

 The use of Blackboard™ courseware, supported by MCPHS, allows all fac-
ulty, including clinical associates, access to curriculum materials and teaching–
 learning resources while serving as a vital communication link between the 
two institutions. Further, clinical faculty have electronic as well as on-site 
access to the MCPHS library and its division of learning resources, while in 
turn, MCPHS faculty and students have access to the rich array of professional 
development resources available through MGH. 

 Launching the New Initiative 

 Sponsorship from key leaders in both education and practice arenas becomes 
especially critical during the launch phase, as barriers, confl icts, and rough 
terrain are encountered—“the devil is in the details.” The program admitted 
its fi rst class in fall 2005 as freshmen, and the collaborative clinical learning 
model was launched in summer of 2006, with the introduction of clinical 
narratives and simulation learning. The fi rst clinical immersion experience 
occurred in summer 2007, and will continue through spring 2008, upon 
completion of which the fi rst class will graduate. 
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 The program method was developed by a triad model of MCPHS core fac-
ulty, MGH clinical faculty, and MGH clinical associates. As noted earlier, clinical 
faculty from the MGH nursing staff are masters-prepared clinicians from a range 
of clinical areas within the institution. Clinical associates are  baccalaureate-
 prepared experienced staff nurses in the various clinical practice areas. 

 The model provides for each clinical faculty member to supervise fi ve to 
seven BSN students, with the ratio dependant on unit and patient acuity, and 
assisted by two clinical associates who provide individual instruction, guidance, 
and support to students during their clinical learning time. Core faculty make 
regular visits to the clinical sites to confer with clinical faculty and clinical associ-
ates and engage with students about their learning. Thus, students benefi t from 
this shared involvement and commitment from both education and practice. 

 As the initiative was launched, key leaders from both institutions commu-
nicated regularly, sharing progress, potential roadblocks, and unanticipated 
issues, as well as ideas for ongoing improvement. For example, it became 
apparent during the students’ fi rst clinical immersion experience in summer 
2007 that they were unfamiliar with the meaning of Magnet status, earned 
by MGH several years ago. In response, information and a web resource for 
nursing students on Magnet status were provided and will be included in 
orientation of future classes, emphasizing how the purpose of Magnet status 
is to recognize excellence and innovations in professional nursing that pro-
mote high-quality patient care, including the benefi t to student learning and 
socialization. Going forward, our aim is continual reinvention of the shared 
partnership model. As we learn what works and what needs to be changed, 
we will respond accordingly. 

 Redesigning and Redirecting Existing Processes 

 In addition to the commitment to a new model of BSN education, the spon-
sors worked to develop an affi liation agreement that supported the goals and 
desired outcomes of the partnership and assured the necessary support and 
infrastructure for doing so. A major hurdle was to determine how to support 
the costs associated with release time for clinical faculty, which was viewed 
as benefi cial to both clinical and education partners. By expanding and en-
hancing the  master clinician’s knowledge and skill set to include the educator 
role, the MGH sponsor viewed the change in role focus as an opportunity for 
the  clinician’s renewal as well as development. The MCPHS sponsor saw the 
partnership as an opportunity to reduce the high number of clinical teaching 
 contact hours to enable faculty to focus more on scholarship, and also reduce 
the total number of core faculty needed to support clinical education, especially 
critical in this era of faculty shortage. Because we are early in the  unfolding 
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of the process, we will continue to evaluate its effectiveness in achieving our 
shared vision and purpose. 

 Reallocating Existing Resources and Investing New Resources 

 Nursing education is an expensive undertaking. As programs moved out of 
hospital settings and into colleges and universities, the cost of nursing edu-
cation for individuals rose and continues to rise dramatically. Traditionally, 
nursing education programs have expected hospitals and community-based 
settings to provide opportunities, space, and resources to support student 
learning experiences in the clinical environment, still the predominant model 
in use today. The cost of this teaching–learning paradigm to the care delivery 
system is born solely by the system, with the only expectation of return on 
the investment being students as potential future employees. In locales with 
multiple nursing programs, the burden on the care delivery system can be-
come onerous. 

 Our partnership was designed to address resource issues, reduce the burden 
on the clinical learning environment, and improve student learning processes 
and outcomes in two ways: (a) reallocation of a selected number of budgeted 
nursing faculty lines at MCPHS to pay institutional stipends to MGH to com-
pensate MGH clinical faculty time spent teaching and supervising students, 
and (b) investment of new MCPHS resources in simulation technology to as-
sist and support students in mastering an array of basic and more advanced 
nursing skills prior to actual patient care assignments in the clinical arena. 

 The payment of institutional stipends involved several iterations of nego-
tiation between the sponsors, considering cost and expense realities for the 
school and the health system, while being ever-mindful of our shared purpose 
of educating a cadre of well-qualifi ed, ready-to-work new graduates. Dollar-
for-dollar payment to MGH for actual clinical faculty release time was not 
feasible, especially given disparities in compensation between education and 
practice sectors and the need to limit the number of students with clinical 
faculty in the various clinical placements; this despite nurse educator salaries 
at the 75th percentile for the North Atlantic region, among the most competi-
tive in the Boston market. Nevertheless, both sponsors believed fervently that 
the new model would ultimately reduce costs for both institutions, especially 
in retention and satisfaction of clinical staff and faculty as well as orienta-
tion of new graduates. On several occasions, we committed out loud to each 
other—“We are going to do what it takes to make this work.” 

 In turn, MCPHS agreed to pay a “per student, per rotation” fee from exist-
ing faculty lines; orient MGH clinicians to the curriculum, teaching- learning 
expectations, student evaluation, and clinical teaching-learning strategies 
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through online or instructor-led programs to assist their development as clini-
cal educators; support participation of clinician faculty in professional devel-
opment opportunities related to clinical teaching and evaluation; and provide 
ongoing assistance and support to clinician faculty by the MCPHS core fac-
ulty. Such a partnership between education and practice is essential in fulfi ll-
ing nursing education’s ultimate purpose. 

 Our agreement called for MGH to provide qualifi ed clinicians to serve as 
clinical faculty for groups of fi ve to seven students, teaching and supervising 
the students’ clinical immersion experiences for 30 to 36 hours per week, plus 
time for preparation and evaluation. This model of clinical education is used 
for all inpatient and ambulatory clinical learning experiences throughout the 
BSN program, and not only during the fi nal clinical rotation as is the case 
in most nursing programs. MGH agreed to accommodate up to 75% of the 
students from any given class, based on the system’s ability to provide clinical 
faculty and learning experiences appropriate to student learning objectives. 
Clinical experiences may occur on day, evening, and weekend shifts (during 
the clinical immersion experiences, students attend classes on campus only 
1 day per week, thus allowing fl exibility in scheduling their clinical hours). 
While this has challenged classroom utilization on campus as it does not fi t 
the traditional academic scheduling model, we found ways to work around 
the model and capture available space to meet program needs. Also, MGH has 
offered to provide some classroom space on-site during the clinical immer-
sion weeks, thus easing the diffi culty of travel between MGH and MCPHS in 
a congested Boston transportation system. 

 To achieve the purpose of adequate student clinical skills preparation prior 
to the clinical immersion experiences, the vision and purpose of the clinical 
partnership model was presented to MCPHS administrators, and the MCPHS 
sponsor advocated successfully for investment in a state-of-the-art clinical sim-
ulation laboratory and a full-time lab manager/instructor. In this simulated en-
vironment, students learn through constructed patient care scenarios the skills 
agreed on by the core and clinician faculty, and in so doing, are well-prepared 
to begin the intensive, immersive clinical learning experiences. Feedback from 
both students and clinical staff indicate that our shared purpose of better stu-
dent preparation for the actual clinical environment is achieving our desired 
outcomes, thus reinforcing the investment of these new resources in maximiz-
ing student learning and, ultimately, readiness for beginning nursing practice. 

 CONCLUSIONS 

 Use of the Norris (1997) model has been helpful in guiding our process, 
and keeping the process connected to our shared vision and purpose. Going 
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forward, the sponsors will continue to provide leadership and monitoring 
of the partnership and its benefi ts and progress. The sponsors, as academic 
and practice leaders, will continue to articulate and advocate for sustaining 
our “supercharged alliance,” which will assure we remain true to our shared 
purpose of educating the next generation of professional nurses in this new 
model of teaching–learning. We also will continue to engage key stakehold-
ers, including students, in ongoing dialogue, evaluation, adjusting our sails, 
and correcting our course as needed. Keeping sight of our ultimate shared 
purpose—the delivery of safe, competent, high-quality nursing care for the 
public through continuous preparation of a qualifi ed new graduate nursing 
workforce—also assures that our respective institutions are able to achieve 
their related yet distinct purposes. 

 Continual connection of strategic thinking and action with our vision and 
purpose ultimately is aimed at achieving an innovative, effi cient, and sustain-
able model of nursing education. As Norris (1997) advocates, as purpose-
driven leaders, we will continue to think forward to imagine what might be, 
engage in perpetual strategic thinking, try out multiple scenarios “all at the 
same time,” and position (and reposition) for next steps, in a continuous loop 
of learning and adjustment. Although our model has not yet achieved full im-
plementation, and we do not yet know whether ultimately it will be success-
ful, we fully expect that both education and practice partners will continue to 
lead through our shared “purpose in action.” 
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 CHAPTER 8 

 People 
  Sara Barger  

 The supply of nursing faculty is a limiting reality as schools and programs 
struggle to respond to the overall nursing workforce crisis facing the nation. 
The responses on the part of leaders will of course be highly varied, but this 
case study demonstrates the core relationship between those leadership strat-
egies in the general domain of people and the development needs of faculty. 

 BACKGROUND 

 Ask anyone in a leadership position in nursing education what is their num-
ber one concern and the most likely answer will be fi nding qualifi ed fac-
ulty. But what if that issue were reframed from “fi nding qualifi ed faculty” to 
“growing qualifi ed faculty”? This case study describes the current state of the 
faculty shortage in the nation, the southern region, and one southern state. It 
describes one college’s efforts to address the problem, and how accomplishing 
work through others can result in viable solutions to the thorniest of issues. 

 The problem of the faculty shortage becomes clear when data from the 
latest national sample survey of registered nurses are examined. The average 
age of faculty in BSN or higher programs is 50.4 years. Thirty-eight percent 
of nursing faculty is 55 years or older (U.S. Department of Health and Health 
Services, 2004). 

 The 2006 survey on vacant faculty positions conducted by the American 
Association of Colleges of Nursing (AACN) found that, of the 329 AACN 
members responding (55.3%), 66.6% had vacancies and another 16.7% had 
no vacancies but needed additional faculty. Moreover, an earned doctorate in 
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nursing or a related fi eld was a requirement for a faculty position in 53.7% 
of the nursing programs. When administrators were asked to rank the major 
reasons precluding schools of nursing from hiring additional full-time faculty, 
inability to recruit qualifi ed faculty because of competition for jobs with other 
marketplaces ranked number three, and unavailability of qualifi ed applicants 
for faculty positions the geographic area ranked number four (Fang, 2006). 

 A 2006 survey of schools in the southern region conducted by the South-
ern Regional Education Board’s Council on Collegiate Education for Nursing 
yielded similar results. With a response rate of 55%, from the 532 institutions 
that offer undergraduate and graduate nursing programs, administrators indi-
cated that they had 384 unfi lled positions. There were 283 retirements during 
that same year. The respondents anticipated that 596 faculty would retire by 
2009. 

 Within Alabama, the picture is much the same; an aging faculty workforce 
and too few doctorally prepared faculty members to replace them. In Decem-
ber 2006, a survey of nursing education programs within the state of Alabama 
was conducted by the Alabama Center for Nursing (Alabama Board of Nurs-
ing Center for Nursing, 2006). Nursing program administrators were asked to 
respond to questions regarding the number of qualifi ed students turned away 
due to a lack of suffi cient numbers of faculty. The results were staggering. In 
2006 alone, 4,046 qualifi ed applicants to Alabama nursing programs were 
turned away because of a lack of suffi cient numbers of faculty to accommo-
date the number of students. Program administrators estimated that a total of 
391 graduate-prepared faculty will be needed within 5 years. This includes 
228 faculty needed to accept all qualifi ed applicants who had been turned 
away. In addition, 163 faculty members are needed to fi ll faculty positions that 
are vacant now as well as faculty positions that will be vacant due to retire-
ments. While there is much agreement on the scope of the problem, there has 
been less movement to implement viable solutions. To address the problem, 
I built my strategy around the four interrelated core leadership dimensions, 
particularly the people dimension. This is not surprising, given that my per-
sonal defi nition of leadership is getting things done through others. 

 The story at the University of Alabama’s Capstone College of Nursing is 
not unique. Enrollment in the college soared over the last 5 years from about 
500 students to more than 1,200. At the upper division, the college went from 
promoting 80 students annually to promoting 176 into the upper- division 
nursing courses. During that time some positions were added and others 
turned over, resulting in a continuous state of faculty recruitment. Since nurs-
ing programs throughout the United States were facing similar issues, we were 
all competing for the same small pool of doctorally prepared faculty, and there 
simply were not enough to go around. 
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 However, we were very successful in recruiting bright, young, and clini-
cally competent masters-prepared nurses from the local area into instructor 
positions. While they did not have teaching experience, they had a wealth of 
clinical experience, were eager to learn, and were excited about the faculty 
role. I met with each new instructor individually and explained that she would 
remain at the instructor level and would only be eligible for a one-year renew-
able contract without a doctorate. My belief was that after a year of teaching, 
these instructors would be so enamored with the faculty role that they would 
rush to enter doctoral programs. While they did love the faculty role and had 
looked at doctoral programs, they did not rush to apply. Three to four years 
later, not a single new instructor had entered a doctoral program. 

 A review of the data for our own college was rather alarming. Within just 5 
years, our percentage of doctorally prepared faculty had gone from 82%–60%. 
In addition, a review of the profi les of our doctorally prepared faculty indicated 
approximately two-thirds could retire within 5 years. Finally, we continued to 
have limited success in recruiting doctorally prepared faculty from outside the 
area. Clearly, a new strategy was needed. 

 STRATEGY 

 Several exploratory sessions were held with the leaders in the college; both 
those in formal administrative positions and those at the senior ranks of the 
professoriate. All were concerned about the future of the college if we were 
unable to increase our numbers of doctorally prepared faculty. We explored 
reasons why the younger faculty members, unlike their senior counterparts, 
had not rushed to enter doctoral programs soon after entering academe. Sev-
eral themes emerged. These instructors were young women with young chil-
dren. They were motivated by different values than their senior counterparts. 
Also, since the college has had several unsuccessful years in recruiting doctor-
ally prepared faculty, the masters-prepared instructors felt no sense of urgency 
that they were likely to lose their position to someone with a doctorate. They 
were also concerned with the cost of doctoral education, particularly because 
we were encouraging them to get degrees from diverse institutions. With these 
themes in mind, the groups explored strategies and identifi ed several with a 
high potential for success. First, at the time of the instructors’ annual evalua-
tions, when goals were being set for the next year, they would be encouraged 
to include doctoral education in their goals. If they were enrolled in a doctoral 
program, they would be able to have two contracts of 3 years each. Thus, 
with adequate progress, they could be assured of 6 years of employment. A 
percentage of the merit raise for all instructors would be tied to enrollment 
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and progress in doctoral study. Thus, those instructors not enrolled would 
receive smaller raises than those who were. It was also determined that the 
college would be able to give a lighter teaching load during one semester of 
each academic year to instructors enrolled in doctoral study. 

 These plans were shared with instructors during meetings of the under-
graduate faculty. Interest in doctoral study grew as instructors requested in-
dividual meetings with the dean to discuss their plans and began requesting 
references for the institutions to which they were applying. 

 At the same time, the Alabama State Nurses’ Association’s (ASNA) strate-
gic planning committee appointed a special task force to look at the faculty 
shortage throughout the state of Alabama. Heading the task force was a well-
respected nursing leader from the public health sector who had retired. It was 
critical for me to be a part of this important initiative. The task force’s fi rst 
action was to collect data. I and a faculty member from the college designed 
a survey instrument to be administered to all nursing programs throughout 
Alabama. The survey was administered and tabulated by ASNA. The fi nd-
ings were consistent with the situation within my own college; large num-
bers of retirements, with more expected within fi ve years, and current vacant 
positions. 

 The task force reviewed the current law that provided scholarships for 
“graduate education of nurses.” A bill revising the existing legislation was 
drafted. Important components of the revision included preference given to 
students pursuing a career in nursing education. The amount of the scholar-
ship was increased from $3,000 to an amount not to exceed $20,000. More-
over, the amount to be appropriated for these scholarships was increased from 
$57,000 to $900,000. I and a senior faculty member from the college met 
with a member of the Alabama House of Representatives from our district. A 
physician himself, he was very supportive of the need for this funding and of-
fered to fi le the bill himself. The bill was passed by the House but never came 
to a vote in the Senate. Despite the fact that this bill did not pass, $500,000 
was included in the state’s education budget to fund scholarships for stu-
dents pursuing graduate degrees to become nursing faculty. These funds will 
provide scholarships for faculty from my own college and for faculty at other 
nursing schools throughout Alabama. 

 WORKING THROUGH OTHERS AS A KEY 
LEADERSHIP STRATEGY 

 The leadership compass developed by the Center for the Health Professions 
at the University of California, San Francisco (UCSF) was built around four 
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interrelated core leadership dimensions. “The essential difference between 
doing a good job and doing a good leadership job is the ability to accom-
plish work through others” (O’Neil, 2006). A number of elements of the 
“people” leadership domain were an important part of the program to en-
large the number of doctorally prepared faculty at Alabama. 

 One of the most important dimensions of people leadership is motivating 
others by connecting them to the work, developing their skills, and inform-
ing them of their progress, and this was clearly a central part of what went on 
within the college. In this context it was important for all faculties to inter-
nalize the challenge and need for advanced education. Senior faculties were 
connected to their work as they reviewed the current status of the college, 
existing trends, and future probabilities. They engaged in the process of not 
only looking at what existed, but also at what strategies led to a high probabil-
ity for success. Junior faculty were connected to the work through providing 
realistic opportunities for them to get additional education and then inform-
ing and rewarding them for that progress through the annual goal-setting and 
merit raise process. 

 This fi rst step in the process makes it possible to develop others in the 
organization for their own improvement and to achieve institutional goals. 
Clearly the college needed to increase the number of doctorally prepared fac-
ulty. However, instructors had not seen this as a personal goal for themselves. 
By tying this goal for the organization to the goal-setting process for instruc-
tors, institutional goals are met and junior faculties improve their status in the 
organization. In other words, the strategic direction and needs of the college 
became the strategic goal of individual faculty members. Their success was 
made to contribute directly to the success of the college. 

 The process used in this case study also built effective teams to address a 
pressing problem and sustain institutional action. Senior faculty and admin-
istrators were engaged in a process of determining the state of the college 
regarding adequate numbers of doctorally prepared faculty and then identify-
ing strategies to assure the desired result. As recognized leaders in the college, 
they rose to the challenge of developing plans with a high probability of suc-
cess. Moreover, after the meetings, they talked with instructors individually 
and encouraged them to apply for admission to a doctoral program. This al-
lowed everyone to contribute to the situation and prevented scapegoating on 
the problem of one group by the other. 

 At the state level, it was important to understand how to legitimately gain 
and use personal and institution power to advance the work of the organiza-
tion. In this case, the goals of ASNA were consistent with the goals for my 
college. By being a part of the ASNA task force, I was able to help set the direc-
tion for the work of the task force and the resulting legislation. My expertise 
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in developing the survey instrument enabled me to use that power to obtain 
important data and infl uence strategy, while advancing the goals of my own 
college. It should also be noted that having interacted with my member of the 
Alabama Legislature on many previous occasions gave me access and credibil-
ity to this legislator that otherwise would have been impossible. Such align-
ments of interest allowed us to generate some new power around the issue. 

 The outcomes of this effort are already evident. Moreover, the experience 
has demonstrated an important leadership lesson. The challenges in all of 
health care are enormous; the nursing faculty shortage is just one small part 
of the overall health care crisis the nation now faces, but it offers some insight 
to how leaders might respond to other challenges. We often believe that if we 
could only get more money, the issue could be addressed. While I am always 
for new resources, much of what we were able to do at Alabama was to ad-
dress the situation using our existing resources more creatively. By deploying 
a set of “people strategies,” we were able to get others in the college to see the 
challenge as theirs. The core elements of this were broadening ownership for 
the problem, building intergenerational teams to address the issue, connect-
ing the problem to existing activity such as annual review, and aligning the 
problem with the change agenda of others outside of the Capstone College of 
Nursing. However, our work with people is not over. We will need to continue 
the process of encouraging the nine faculty members who have started down 
the path of obtaining a doctoral degree to continue that journey. At the same 
time, we will need to work with other schools of nursing and other legislators 
to not only increase the funding for nursing faculty scholarships next year, 
but also to support the policy changes needed to gain ongoing support. These 
initial successes have made us optimistic about the future. More faculty mem-
bers mean more students. More students mean more nurses. And more nurses 
means better health care for all of us. 

  REFERENCES  

 Alabama Board of Nursing Center for Nursing. (2006, December).  Analysis of faculty 
needs survey.  Montgomery, AL.: Author. 

 Fang, D. (2006).  2006 survey on faculty vacancies.  Washington, DC: American Associa-
tion of Colleges of Nursing. 

 O’Neil, E. (2006).  The leadership compass: Competencies for health care.  San Francisco: 
San Francisco Center for the Health Professions, UCSF. 

 U.S. Department of Health and Health Services, Health Resources and Services Ad-
ministration. (2004). National sample survey of registered nurses  .     Washington, D.C.: 
U.S. Department of Health and Human Services.



119

 CHAPTER 9 

 Process 
  Michelle Taylor-Smith and Linda Thompson Adams  

 By the year 2020, while signifi cantly less than previously projected, the na-
tional shortage of qualifi ed nursing professionals is still expected to be nearly 
triple that of today (Auerbach, Buerhaus, & Staiger, 2007).   The concern is 
one of the most pressing problems facing nursing executives and health care 
industry leaders nationwide—an entrenched challenge that requires creative 
solutions and strategies. Nurses can take the lead in reversing this workforce 
trend by advocating for new human resource practices, bridging the transition 
from student learner to practicing nurse, and creating organizational vehi-
cles at hospitals and other nurse employer settings in which institutional and 
cross-sector transformations can take place. Such changes have the potential 
to increase the numbers of well-trained entrants into the nursing employment 
pool as well as present opportunities to improve the overall quality of health 
care in the United States. 

 According to Buerhaus et al. (2007), a survey-based report that was co-
funded by the Johnson and Johnson Campaign for Nursing’s Future and con-
tinuing education provider Nursing Spectrum, prolonged nursing shortages 
could have harmful consequences, including reduced “quantity of patient 
care, increase(d) operating and labor costs, and decrease(d) effi ciency and ef-
fectiveness” (p. 854). Confronting these challenges head-on requires nursing 
leaders to commit to ever-evolving processes while leveraging lessons learned 
by other organizations already addressing the issue. In this chapter, the Nurs-
ing Workforce Transformation initiative at southeastern Michigan-based St. 
John Health System, and their partnership with Oakland University’s School 
of Nursing, will be used as a model and case study for what can and already 
has been accomplished in this arena. 
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 OVERVIEW OF THE PROBLEM 

 Nationally in 2006, hospitals in the United States needed approximately 
118,000 registered nurses to fi ll vacant positions, refl ecting a national 8.5% 
vacancy rate (American Hospital Association, 2006). Long-term, govern-
ment analysts are projecting that more than 1.2 million new and replacement 
nurses will be needed in coming years nationally as a result of growth in 
the sector and anticipated position turnover (U.S. Department of Health and 
Human Services,   2002). As identifi ed in the Buerhaus and colleagues 2007 
article cited previously, Harris Interactive surveyed nationwide perspectives 
of physicians, registered nurses, and hospital CNOs/CEOs between 2005 and 
2006 to ask them about the nursing shortage. The polls’ results, Buerhaus et 
al. asserted, showed direct correlations between those shortages that began in 
1998 and present-day viewpoints held industry-wide about the effect they are 
having on quality of care received by patients. What is causing this nursing 
shortage? Several key contributing factors have emerged as having the greatest 
impact: 

  Market Supply and Demand —The aging Baby Boom generation has created 
an increased demand for nursing professionals as they simultaneously leave 
the workplace in retirement as well as require additional health care as they 
live longer. According to the Watson Wyatt Study cited by Crain’s Business 
Detroit (Begin, 2006)   and commissioned by the six major health systems and 
hospitals in southeast Michigan, there is a projected shortage of 18,000 reg-
istered nursed by 2012 in the area. The supply pipeline for educating nurses 
is also inadequate, with a shortage of faculty and an excess of qualifi ed can-
didates compared to available training opportunities. Last year, according to 
the Michigan Center for Nursing (2006), there were a combined 4,298 more 
qualifi ed applicants than available education slots for practical nursing, as-
sociate degrees in nursing, and in bachelor of science in nursing programs in 
the state. 

  Issues of Job Satisfaction —In a survey by the American Nurses Association 
(American Association of Nurses, 2007), 53% of registered nurses indicated 
they “enjoy” their work, while 63% reported satisfaction with their jobs. 
Through ANA’s National Database of Nursing Quality Indicators (NDNQI), 
registered nurses (RNs) report the highest levels of satisfaction in their inter-
actions with peers (67%) and lowest level in regards to their compensation 
(40%). As presented by the Nursing Workforce Transformation Steering Com-
mittee of St. John Health System’s internal study, “2006 Top Box Work Envi-
ronment Survey Scores,” levels of satisfaction among organization leadership 
expressed in work environment studies ran high (above the 60% mark), while 
nursing professionals showed much lower satisfaction levels (30% to 35%; 
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St. John Health System, 2007a).   Factors considered included satisfaction with 
leadership (accessibility, availability, and recognition gained), scheduling (in-
cluding staffi ng and workload), teamwork (confl ict resolution and physician 
relations) and equipment/supplies (access to and conditions of items). 

  New Graduate RN Turnover —Nationally, the new RN turnover rate is es-
timated to be 35% to 65% in the fi rst year post-graduation, a critical factor 
in the nursing shortage at all levels. In a health system like St. John Health, 
which hires upward of 750 new and replacement nurses annually, the fi nan-
cial toll on human resource expenditures as well as patient care is enormous. 
Projecting that the voluntary turnover rate of registered nurses is around 10% 
and coupled with a new RN turnover rate of 30%, the estimated cost of RN 
turnover approaches $20 million at St. John Health per year. 

  Gaps Between Academia and Practice —The absence of adequate knowledge, 
skill, and support levels is directly related to high rates of turnover among 
new hires and recent graduates. There is often a great disconnect between 
what is taught at nursing school, and what graduates fi nd in real-life patient 
care settings—this leads to such problems as job dissatisfaction and poten-
tial patient endangerment. New strategies must be employed to better equip 
nursing personnel to deliver high-quality patient care post-graduation, and 
to recruit and retain students looking for accessible learning options that can 
be integrated into their work, family, and social lives. This will better prepare 
nurses to avoid job burnout and dissatisfaction and is why it is so crucial to 
incorporate schools of nursing in initiatives to address issues of nursing re-
cruitment and retention. 

 Quantifying the problem through numbers can help to illustrate the extent 
and scope of the looming scarcity of nurses. The U.S. Department of Health 
and Human Services (2002) reports the following statistical information as 
it pertains to the current context and future outlook for the national nursing 
shortages and the impact on the health care industry as a whole: 

  275,000 —Anticipated shortage, represented in number of nurses, by 
2010 

  83.2% —Percentage of licensed RNs who are actively employed in 
nursing 

  56.2% —Percentage of nurses who worked in hospital settings in the year 
2004 

  45 to 75% —Percent of nurse work time spent on non-direct patient care 
activities 

  43 —Age, calculated in years, of the average RN 
  31% —Percentage of hospitals using internal agencies to meet staffi ng 

needs 
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  20% —Percentage more paid for agency rather than regular staff assis-
tance 

  17% —Present day, average RN turnover rates nationwide 
  12% —Percent of RNs who are less than 30 years of age 

 ISSUES ADDRESSED IN CASE STUDY 

 In April 2006, St. John Health Services (SJHS) of Southeast Michigan hosted 
an internal Nursing Summit. This institutional retreat resulted in the forma-
tion of a steering committee and nurse-led teams tasked with prioritizing the 
organization’s nursing staff needs, devising a 3-year strategic plan to meet 
them, and rolling out three core charters aimed at addressing the following 
related issues that affect health care organizations nationwide: recruitment, 
retention, and transformation of care at the bedside. SJHS’s stated goals were, 
as expeditiously as possible, to reduce the number of nursing vacancies and 
lower position turnover, establish the system as an employer of choice for pro-
spective nursing school students and graduates, and leave lasting impressions 
on patient populations by providing them with the highest quality health care 
experience possible. 

  Nursing Retention —SJHS’s aim was to eliminate issues that motivate nurses 
to leave the organization after their fi rst year of employment. Demonstrating 
concern for nurse safety, providing for their contentment in the workplace, 
and giving higher levels of support were identifi ed as three critical ways to re-
duce the hospital system’s 18% turnover rate and save $46,000 to $64,000 per 
nurse in annual replacement costs. Centralizing recruitment staffi ng models, 
adopting entrepreneurially driven and results-oriented team approaches, and 
introducing fl exible scheduling options to meet new and existing RN needs 
for work–life balance, were targeted as ways to avert issues that typically lead 
to turnover. Education loan forgiveness and other incentive programs were 
also discussed as potential parts of the solution. 

  Nursing Recruitment —In the fall of 2006, SJHS experienced a nurse vacancy 
rate of 9.7%, which was equivalent to 337 positions. Additionally, the organi-
zation was spending $500,000 per month contracting nursing staff members 
through temporary agencies. A recruitment component of the SJHS initiative 
was established to increase recruit satisfaction rates (which directly impacts 
retention), curtail spending related to temporary staffi ng, and increase satis-
faction levels among patients, physicians, and other impacted staff members. 
Standardizing orientation and on-boarding processes and developing early 
detection and intervention plans were also identifi ed as ways to help transi-
tion new nurse recruits into long-term employees. 
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  Transforming Nursing Care at the Bedside (TCAB) —In addition, SJHS focused 
on increasing the levels of effi ciency and effectiveness with which bedside care 
is delivered. The approach encourages collaboration among all service aims 
to better meet patient needs and aims to reduce the amount of time spent on 
noncaregiving related activities. SJHS included in its plans a need to address 
the effects that WHPPD, or Worked Hours per Patient Day, would have on its 
ability to make measurable progress in the targeted areas. WHPPD averages 
are nationally recognized and endorsed by the National Quality Forum and 
measure the number of hours of direct care a patient can expect to receive 
from an RN, along with LPNs and nursing assistants, within a 24-hour period 
(HealthSouth Rehabilitation Hospitals of Western Massachusetts, 2007).   

  Nursing School Partnership —In what evolved into a second phase of St. John 
Health System’s initiative, the hospital strategically partnered with Oakland 
University School of Nursing to supplement their internal interventions. Tra-
ditional professional nursing training programs often leave graduates not fully 
ready to work in fast-paced, demanding patient care settings. This is in part 
because the typical pedagogical approach is focused on theoretical learning 
with an over-reliance on lecture and classroom modalities, usually at an edu-
cational institution campus. New nurses often are not exposed to multidisci-
plinary team environments, have not gained enough fi eld experience, and do 
not receive adequate transitional support to move successfully from student to 
employee. In response, the School of Nursing at Oakland University proposed 
an enhanced nursing training model that could meet the following needs: 
(a) better prepare nurses so they remain working in the fi eld after graduation, 
lowering human resources costs of St. John Health System; (b) improve pa-
tient quality of care and safety by producing nurses satisfi ed with their jobs, 
oriented to customer service, and with real-life patient care fi eld experience; 
(c) expand the faculty pool by integrating the classroom into fi eld training 
opportunities; and (d) standardize curriculum using technology and student 
progression based on competency, and through other development and in-
centive initiatives. The university and hospital began partnering in a range of 
ways to bring these ideas to life and to supplement SJHS’s internal activities. 

 DESCRIPTION OF CASE STUDY 

 The Nursing Workforce Transformation project was offi cially launched in July 
of 2006 (to coincide with the organization’s fi scal-year calendar), involving 
six St. John Health System-run facilities in southeast Michigan. The initia-
tive helped St. John Health System (SJHS) begin to internally alleviate the 
shortage, now of critical proportions, of qualifi ed nursing professionals, 
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which  continues to plague the health care industry nationwide. Other institu-
tions and systems that employ nurses can learn from SJHS’s experiences, and 
leaders in those settings can adapt the lessons learned through the Nursing 
Workforce Transformation (NWT) initiative. By breaking the process into four 
distinct stages, which are outlined below, SJHS was able to get the NWT proj-
ect off the ground: 

  Step One: Vision and Related Calls for Action —Nursing, work-life services, 
and strategic planning leaders participating in the Nursing Summit at SJHS 
identifi ed critical issues and areas to achieve based on the following organiza-
tional vision: “To be the place professional nurses want to work because our 
culture supports providing the highest quality care.” They used brainstorming 
techniques to identify issues needing resolution and uncover opportunities 
for improvement. Grouping and prioritizing issues into appropriate action 
steps allowed for the scheduling and assignment of tasks to corresponding 
teams: Recruitment, Retention, or Transformation of Care. 

  Step Two: Data Collection —Data gathered from internal and external sources 
helped SJHS to clearly identify the issue at hand, defi ne the extent of its im-
pact within the organization, give weight and heft to the proposed project 
and its related initiatives, and provide direction at all points along the pro-
cess from problem recognition to implementation steps and eventual, positive 
resolution of the issue: 

 •   SJHS Work Environment Survey —SJHS employs more than 20,000 in 
the Detroit metro area, offering comprehensive prevention, primary 
care and treatment programs with approximately 3,200 physicians, 
125 medical offi ces, and 10 hospitals placed in six counties. Survey-
ing the day-to-day operations and functioning of its work environ-
ments was crucial to its NWT program. 

 •   Nursing Time and Motion Studies —The Robert Wood Johnson Founda-
tion (in partnership with Ascension Health and Kaiser Permanente) 
conducted a multi-site, phase I study on behalf of St. John Hospital 
and Medical Center in Detroit, Michigan, which focused on docu-
menting how medical surgical nurses spent their time. The results 
were incorporated into SJHS’s plans to increase time spent providing 
bedside care while reducing time devoted to the completion of non-
caregiving tasks (Robert Wood Johnson Foundation (n.d.)  . 

 •   Ascension Health Nursing Shortage Data —SJHS is a member of Ascen-
sion Health, a national, faith-based health ministry sponsored by the 
Sisters of St. Joseph of Nazareth, the Daughters of Charity, and the Sis-
ters of St. Joseph of Carondelet. Ascension Health, one of the largest 
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not-for-profi t Catholic health ministries in the United States, main-
tains acute care facilities in 20 states and the District of Columbia; 
national data provided another benchmarking perspective for setting 
the project’s scale and quantifi able outcomes. 

 Adopting a rationale and forming assumptions that are culled from these 
varied data sources, the SJHS steering committee could view the issue of 
nursing retention from a broader viewpoint and devise methodologies for ap-
proaching the issue that were well-informed and action-oriented. Identifying 
who, what, when, where, and why leads to the construction of initiatives that 
have a greater chance of delivering desired outcomes and moving an organiza-
tion forward to reach its goals. 

  Step Three: Prioritization and Planning —Building a structure that supports 
the carrying out of required processes is imperative if true success is to be at-
tained. SJHS employed the following processes to do just that: 

 •   Prioritize Issues Using a Model of Hierarchy —Employing a ranked 
needs model brings order to the program planning and implementa-
tion process and ensures that the strategies developed to carry out 
initiatives are in concert with the desired end goals and contribute to 
the attainment of the organization’s overall vision. 

 •   Establish Three-Year Operational Plans for Each Critical Area —The es-
tablishment of a longer term day-to-day blueprint for implementa-
tion which addressed each critical area of change helped to set goals 
to track progress and encourage refl ection, reorganization and re-
alignment at regular intervals. 

 •  Develop Critical Area Charters With These Characteristics:  
  •   Description— State the issue, outline ways it impacts the organi-

zation, and provide an overview of desired and/or anticipated 
outcomes. 

  •   Deliverables —Identify all programs and policies that will be put in 
place to effect change in each area of concern. Under its “Reten-
tion” plan, SJHS identifi ed the rolling out of system-wide programs 
that address, among others, workplace violence and safety. In “Re-
cruitment,” SJHS set goals to standardize nursing residency pro-
grams and nursing orientation. With “TCAB,” SJHS targeted the 
development of models of care that were holistic and relationship 
based. 

  •   Time Schedule —Set target dates for initiation, follow-up, and com-
pletion of all steps involved in the improvement process. 
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  •   Success Metrics —Metrics are defi ned measurements that help guide 
and gauge progress. Their role is to incite success and clarify or re-
fi ne the organization’s vision for each area of improvement and are 
generally quantifi able. Metrics set for retention by SJHS included 
“Improvement in FY07 Culture of Safety Survey from FY06” and a 
“10% improvement in Work Environment Scores (WES) scores for 
nursing.” 

  •   Reporting Frequency —Establish guidelines that encourage an ac-
countability culture with regard to project management. Encour-
age collection and sharing of information at regular intervals, be 
it through in-person meetings and/or written communication. 
Set monthly deadlines for project manager reporting to executive 
sponsors and chief nursing offi cers. 

  •   Resources —Set expectations for time commitments from each com-
mittee member that are reality-based. Executive sponsors, as in the 
case of SJHS, will likely spend 5% of their time addressing the is-
sues of each charter, program managers 20%, and fi nance person-
nel, team leaders, and other team members 10% each. 

 •   Factor in Oversight— Avoid operating in a vacuum. Like commu-
nication, oversight mechanisms encourage a checks and balances 
approach that, if leveraged correctly, will lead to an increase in the 
success of any program. In this day and age of heightened regula-
tions, the increased risk for legal ramifi cations that can be brought 
when there are missteps, and an increased sensitivity to and encour-
agement of diversity in the workplace, objective oversight plays an 
even more signifi cant role in the modern patient setting. 

  Step Four: Implementation —Carrying out project-related initiatives, or im-
plementing the process, required that attention be paid to all of the following, 
as illustrated in the case of the Nursing Workforce Transformation (NWT) 
project at St. John Health System (SJHS): 

 •   Organization —The sum of its parts, the Operations Strategy Council 
was responsible for carrying out initiatives and meeting stated goals 
and was headed by the Steering Committee executive sponsor, who 
oversaw the activities of initiative leaders and project manager(s). 
They, in turn, worked closely with the Steering Committee and vari-
ous team members to execute the plan. 

 •   Team Composition —To ensure success, all areas and departments 
within the organization that are affected by stated initiatives must be 
represented and take part in the program development process. At 
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the team level, that includes nurse educators, RNs, fi nance represen-
tatives, project managers, team leaders, and executive sponsors. 

 •   Management Structure —Project managers were empowered with de-
veloping action plans and setting related milestones and outcomes 
measures with input from their teams, providing support for their ex-
ecution, communicating with the appropriate executive sponsor (to 
include tracking and reporting action plans and metrics),  planning 
and facilitating meetings, and coaching team leaders in the use of 
project management principles. 

 •   Project Budgeting —In the SJHS model, fi nance resource person-
nel partnered with project managers and executive sponsors to: 
(a) identify fi nancial needs, (b) recommend specifi c fi nancial re-
sources, (c) calculate the costs and benefi ts associated with the rec-
ommended changes in process, (d) ensure that the fi nancial impacts 
of the undertaking are understood, and (e) monitor expenditures 
and develop related fi nancial reports. 

 •   Communications —Regular communication and reporting lead to a 
higher level of achievement and accountability. Keeping operations 
strategy councils and governing boards abreast of progress fortifi ed 
buy-in, averted misunderstandings, and minimized resistance when 
project modifi cations were needed. 

 •   Process Improvement —Initiatives, by design, cause improvements in 
processes that help streamline day-to-day operations and achieve de-
sired outcomes. An example, in this case, included the initiation of 
programs like “No Nurse Left Behind,” a revamping of system-wide 
recruitment strategies and the establishment of care models that are 
aligned with the goals of the larger NWT project. 

  Second Phase: Bringing in an Educational Partner —Early on, the St. John 
Health System realized it could not address issues related to the nursing 
shortage without involving the primary trainers of nurses, particularly local 
universities and colleges. Dedicated to professionalism through caring, 
commitment and service, the Oakland University School of Nursing (OU-
SON) in Rochester, Michigan, offers undergraduate, degree-completion, and 
master’s degree programs in nursing that are accredited by the American 
Association of Colleges of Nursing, including distance learning and on-the-
job training opportunities. OU-SON became an important collaborator with 
SJHS in support of the NWT project, in part by providing input that helped 
guide and infl uence the program’s overall design. It is not hard to see how 
bridging the gap between nursing education and practice, reducing fi rst-year 
RN turnover, and increasing related retention levels are tied to the success 
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of the educational programs that feed the pool of prospective employees for 
health care organizations. 

 By adopting a shared vision of success, OU-SON and SJHS joined to make 
strides toward achieving those goals together. In soliciting feedback from and 
working closely with representatives of the university, SJHS successfully in-
troduced on-board programs to reduce new graduate RN turnover rates. On-
boarding initiatives provide specialized and targeted support for new nursing 
student graduates as they enter the workforce. Making institutions of nursing 
education an essential and intrinsic part of such processes by, for example, 
setting shared goals and co-implementing activities, exponentially increases 
the likelihood that such projects will make a meaningful impact and con-
tribute to successfully addressing the shrinking pool of new nurses into the 
workplace, expanding rates of attrition and the increasing strain both put 
on health care organizations’ ability to consistently provide quality patient 
care. The partners’ joint efforts at reaching shared NWT goals commenced in 
2006 during year one but was fully launched in the spring of 2007 through 
the implementation of several pilot project components. Activities included 
targeted nurse training cohorts at specifi c SJHS facilities, implementation of a 
new nurse on-boarding program to help transition graduates from school to 
employment, and workplace mentoring opportunities to provide additional 
on-the-job support through one-to-one professional role model relationships 
with experienced nurses. 

 Oakland University designed and developed an enhanced nursing curricu-
lum and training delivery model to meet the workforce and human resource 
needs of St. John Health System, generating lessons germane for employers 
across the county. The goal was to create a larger pool of nurses better-equipped 
to work in patient care settings post-graduation, signifi cantly increase degree-
track openings through Web-based instruction and distance learning oppor-
tunities, offer fl exible training options for a continuum of student types (e.g., 
accelerated to extended nursing programs), expand the faculty pool through 
a range of strategies, and improve nursing pedagogy through virtual clinics, 
supervised   fi eld experiences, and other innovations. Specifi cally, the pilot 
project augmented the existing nursing curriculum at Oakland University’s 
School of Nursing through changes designed for working nurses at St. John 
Health System, so access was convenient and students were supported both 
academically and professionally. 

 This phase of the project provided additional learning experiences to refl ect 
the team environment in which nurses participate, exposed students to the 
multiple perspectives found in a cross-disciplinary setting such as a hospital, 
and prepared new nurses to handle the stressful, fast-paced, complex environ-
ment that differs so greatly from the classroom. The initiative with the School 
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of Nursing at Oakland University created proprietary cohorts of students who 
completed a more extensive clinical experience within a single unit such as 
St. John Health System. Existing nurses at the hospital were compensated 
and supported to serve in preceptor roles. These clinical precept roles were 
linked to development programs to encourage nurses to become educators. 
The purpose was to ease the role transition from student to professional nurse, 
to balance nursing theory with clinical competency, and to improve student 
confi dence and student ability to perform the skills that encompass nursing 
(assessment, teaching, and other theoretical and technical skills) while facili-
tating the progression of the student nurse to assume increasing responsibili-
ties and manage larger numbers of patients. 

 ANALYZING THE RESULTS 

 In less than 1 year through the Nursing Workplace Transformation initiative, 
St. John Health achieved reductions in nurse turnover rates across the board; 
increased its workplace safety and climate score by 18% while exceeding its 
target score by 300%; and adopted nine key dimensions or “Pillars of Suc-
cess,” which support the holistic and relationship-based care philosophies 
that are being employed to bring about change at the bedside. Two pilot units 
at an eastside Detroit site rolled out holistic nursing programs. Two acuity-
adjustable units each at three locations were selected to participate in leader-
ship transformation pilot programs. An equipment management program was 
implemented at two sites, which is expected to allow nurses to spend a higher 
percentage of their time on patient care. 

 By and large, goals set in all targeted areas of improvement have seen some 
or signifi cant improvement. External agency hours were reduced from 35,000 
plus in the third quarter of fi scal year 2006 to just over 25,000 by the same time 
in 2007 and came in at an additional 7,563 hours under target for more than a 
25% decrease in outsourced hours. Responses to questions of satisfaction levels 
among RNs in top-box Work Environment Survey scores improved by 28% to 
surpass the NWT steering committee’s goals for an improvement rate of 10%. 
Top-box refers to the upper-most category of the rating scale of the survey ad-
ministered, while the data was evaluated based on frequency distribution rather 
than average values. Assessing and analyzing the outcomes stemming from this 
initiative can help nurse leaders at any stage of their career fi ne-tune the focus 
of their own current and future efforts in addressing these issues. In the case of 
St. John Health System, results from the NTW Initiative were compiled through 
a system of reporting, tracking, and survey mechanisms. In its third quarter 
report for 2006, the organization documented these achievements: 
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 •   Enhanced on-boarding:  Aimed at addressing the needs of new nurses, 
fi rst-year nurses, and those seeking new assignments, processes were 
launched to standardize hiring and on-site education provision, im-
prove preceptor roles and increase opportunities for mentorship, 
forge stronger alliances with institutions of nursing education, and 
pave the way for more equitable, performance-based development 
programs. 

 •   Adequate staffi ng:  The goal of the FlexChoice program, rolled out in 
November 2006, was to establish a new, internal nursing resource 
pool. By January 2007, 46 nurses had enrolled in the program—
 ensuring experienced staff coverage. Other programs have also been 
launched to stabilize midnight and afternoon shifts. 

 •   Better recruitment and retention:  SJHS established a pilot program, 
in partnership with a local community college, which led to the 
hiring of 20 students as patient care technicians, which helped to 
lighten RN workloads. It also rolled out a fi rst-of-its-kind (in the 
Detroit area), system-wide ER Nurse Orientation Program to attract 
larger numbers of nurses to its emergency care arm. In addition, 
the organization sponsored a November 2006 continuing educa-
tion program that attracted 500 nurses—300 (60%) of whom were 
non-SJHS staff members. Six new nurses were hired from that pool 
of potential candidates, with offers pending for fi ve others and 23 
being actively recruited to fi ll staff positions as of the date of the 
report. 

 •   Improvements in physician-nurse communications:  SJHS’s Providence 
facility began pilot testing of PerfectServe software, which, if suc-
cessful, will be implemented system-wide as a time-saving alterna-
tive to traditional nurse-to-physician paging and communication 
methods. 

 •   More sensitive nursing assignment and scheduling:  SJHS established a 
“No Nurse Left Behind” program to address the needs of nurses who 
cannot withstand the rigors of fl oor nursing by providing more fl ex-
ible staffi ng options that are intended to help nursing staff members 
strike a better home–work life balance. 

 •   Increased quantity and quality of bedside care:  Tracking down sup-
plies, transporting patients, and tending to other nonnursing tasks 
takes staff members away from valuable caregiving activities; SJHS 
recognized and implemented several strategies to lighten their 
noncaregiving load. ( Joseph & Naber, 2007; St. John Health System, 
2007c)   
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 REFLECTIONS ON LESSONS LEARNED 

 Turning attention to the valuable lessons learned from this case study makes 
it obvious the impact such initiatives can have. What follows is a list of key 
realizations and lessons learned during the initial stages of SJHS’s Nursing 
Workforce Transformation program: 

 •   Gathering Relevant Information:  Utilizing internal data and surveys to 
drive program design and customize improvement efforts is crucial. 
Gathering and culling information received from staff members and 
others during planning and execution should be made a top priority. 

 •   Achieving Across-the-Board Buy-In:  Ensuring stakeholder ownership, 
from associate to executive levels, is imperative and must be a  system-
wide effort—one that is incorporated across multiple facilities and 
that crosses disciplinary lines. 

 •   Ensuring Return on Investment:  Deliverables must be clearly defi ned 
and plans to execute them must be effi cient, easily understood, and 
achievable. In that way, facilities will achieve higher levels of return 
on their investment and benefi t from an overall reduction in costs. 

 •   Allocating Adequate Resources:  Underestimating fi gures related to 
timelines, staff hours, and monies required to achieve meaningful 
results is a recipe for failure. Use a Return on Investment (ROI) 
matrix to adequately estimate resource commitments that are based 
on real numbers and will yield tangible results. Such a matrix pro-
vides an internal measuring stick to track achievement of project 
milestones. 

 •   Anticipating Change:  The improvement process is an ever-evolving 
one. Anticipate and be willing to morph and/or adapt plans—the 
continuums along which organizations make signifi cant strides, 
thrive, grow, and achieve success—at every stage in the cycle. 

 •   Building Infrastructure:  Take issues of infrastructure (including soft-
ware, technology, training, and equipment) into due account. Major 
capital outlays and funding must be in place to provide a framework 
upon which to build a better work environment. 

 CONCLUSION 

 Retention. Recruitment. Transformation. By providing a safe and suppor tive 
environment for nurses to perform their jobs, meeting the needs of nurses by 
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creating a desired work climate, and increasing the amount of time nurses 
spend at the bedside providing patient care, organizations can tailor solutions 
to these issues to fi t their own system and reverse the contributing factors to 
nurse dissatisfaction that has fueled the national shortage. 

 Launched in June 2006, the St. John Health System’s Nursing Workforce 
Transformation program offers important lessons for hospitals and other nurse 
employers on how to alleviate nurse human resources dilemmas that continue 
to challenge the health care industry as a whole (St. John Health System, 
2007b).   Utilizing strategic planning techniques, encouraging institutional in-
vestment, and soliciting stakeholder buy-in can help hospitals transform prac-
tices so that they are able to improve recruitment processes, retain valuable 
and qualifi ed nursing professionals, and improve the overall quality of care 
that is delivered to patient populations. A long-term replicable innovation 
of the initiatives described in this chapter was the creation of a model part-
nership between St. John Health System and Oakland University’s School of 
Nursing. This collaboration is demonstrating novel and effective educational 
approaches to dramatically increase the supply of new registered nurses, im-
proving career outcomes of nursing graduates and increasing human resource 
investments for hospitals. 

 Nurse leaders are crucial to such strategies, as differences in perception at 
various levels (from frontline staff to executive and leadership positions) are 
partly culpable for the escalation of the nursing shortage and create barriers 
that prevent organizations from making signifi cant strides forward. Identify-
ing appropriate solutions in this or any situation that calls for great change de-
mands staunch dedication and commitment to process-based evolution and 
a willingness to learn from mistakes made along the way. The rewards have 
potential to benefi t many people—employees and patients alike. Outcomes 
in this project included a reduction in nurse-to-patient ratios, improvements 
in managerial spans of control, and an enhancement of Worked Hours per 
Patient Day (WHPPD). 

 The consensus in the national nursing community is that immediate 
action is required to counter what has now become a shortage, of criti-
cal proportions, of qualifi ed nursing professionals in the workplace. The 
Nursing Workforce Transformation Initiative offers a blueprint for others 
to emulate across the country. In moving forward at St. John Health Sys-
tem, in areas where outcomes did not meet expectations, new goals are 
now being set that take into account defi ciencies in the original plan, and 
fresh perspectives can be gained from the experience. Perceived setbacks 
are being leveraged against gains achieved and are invigorating those who 
have both a direct and indirect infl uence in the implementation of the proj-
ect, and those who are part of years two and three of the initiative from 
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2007 to 2009, during which Oakland University’s School of Nursing will 
assume a larger role. 

 The task at hand for nursing leaders today is a meaningful improvement in 
the quality, quantity and satisfaction level of existing and new nursing profes-
sionals who are available and willing to provide health care nationwide to-
morrow and beyond. Standing fi rm to commitment to process-based change 
and utilizing fi eld-tested best practices can bring such a vision as this into 
reality. Reducing vacancies and lowering turnover among nurses is a challenge 
that all leaders in the nursing fi eld will continue to face for years to come, yet 
a challenge that can be met through clear planning, strategic partnerships, and 
results-focused implementation. 
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 CHAPTER 10 

 Personal 
  Margaret Grey  

 The purpose of this chapter is to describe and discuss the use of self as an 
instrument in educational leadership in nursing. The personal domain in the 
leadership compass focuses on the leader and his or her personal attributes. In 
this chapter, I address the use of self in leading a culture change in a school of 
nursing known primarily for its clinical expertise toward research. 

 THE CONTEXT 

 In 1993, I was recruited from the University of Pennsylvania to the Yale School 
of Nursing to serve as the fi rst associate dean for Research and Doctoral Stud-
ies. At the time, the school had been through a serious university review and 
had emerged with the goal of enhancing faculty research, beginning a doc-
toral program, and managing the budget. I was the fi rst of a series of senior 
faculty recruited toward these ends. The task was clear, to continue my own 
research, to work with faculty to increase research funding especially at the 
federal level, to develop the scientifi c base to support the doctoral program 
and enhance our scientifi c reputation on campus, and to secure funding to 
open the doctoral program. 

 The Yale School of Nursing was founded in 1923 and was the fi rst  university-
based school of nursing in the United States. With a grant from the Rockefeller 
Foundation, Dean Annie Goodrich founded the school as an experiment in a 
focus on academic learning for nursing education rather than hospital service 
(Goodrich, 1932). For many years, the school admitted women who had been 
educated at the best women’s colleges and provided basic nursing education 
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resulting in the master of nursing degree. In the 1930s, the basic program was 
phased out in favor of focusing exclusively on graduate preparation for ad-
vanced practice, commensurate with the university’s Corporation bylaws that 
all professional education at Yale should be focused on graduate preparation 
(Burst, 1998). The history of the school is replete with many fi rsts, including 
what is acknowledged as the fi rst clinical research project in nursing, con-
ducted by then faculty member Rhetaugh Dumas. The school was also known 
for the development of a theoretical approach to the integration of practice, 
education, and scholarship that paid homage to the knowledge that arises 
from clinical practice. 

 By 1993, the school had focused exclusively on the education of ad-
vanced practice nurses in multiple specialties including adult and family 
nurse practitioner, adult clinical specialist, pediatric nurse practitioner, 
and psychiatric clinical specialists. There were approximately 200 students 
and 50 faculty. The great majority of the faculty held master’s degrees and 
was jointly appointed to a clinical agency. Of the 50 faculty, only 15 held 
doctoral degrees and several others were nearing completion. Several of 
the doctorally prepared faculty had held moderately sized grant awards 
($50,000–$100,000). 

 Thus, the vision was to reclaim Yale’s leadership position in clinical nurs-
ing research, build a base of research that would support a strong doctoral 
program, and enhance our reputation on Yale’s campus. The challenges were 
substantial. Nursing was not seen as a research “player” on campus; material 
support for research (e.g., statistical, data management) was nonexistent; and 
faculty were wary of a shift away from the emphasis on clinical practice and 
clinical scholarship. Nonetheless, the dean and the senior faculty knew that 
success was critical and were supportive. 

 While many personal competencies were necessary to effect this change, 
those that were most important in achieving this vision were: developing self-
knowledge and awareness; interpersonal and public communication skills; 
and for me, achieving work–life balance. 

 CASE STUDY 

 It has been said that the essence of leadership is not to manage change, but to 
lead effectively in the face of change ( Johnson, 1998). Clearly, change had to 
happen at the School of Nursing, but in addition to the purpose, people, and 
process skills inherent in building such change, this journey and its success 
was predicated on my ability to grow and change in my own leadership skills 
to make it happen. 
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 To understand this, a bit of personal background is in order. I was raised in 
a middle-class family where “doing your best in everything” was paramount. 
Self-reliance was a valued trait. As my career in nursing developed, my aca-
demic and research career was built around trying to do it all. I spent most of 
my early academic career striving for excellence (read: perfection) in every-
thing. I worked hard, seven days per week almost every week, and rarely took 
time off. I rarely took vacation without calling into work regularly or bringing 
work along. While I eventually learned that some things did not need to be 
proofread three times (letters), I still believed that I needed to touch every-
thing to assure that things were done “right.” I brought these biases and traits 
to my new position at Yale. 

 I knew I had to write grants to support my own work and a training grant 
for the doctoral program. I knew that I had to help the faculty move their 
research funding from whatever it was—small grant to medium, medium to 
large, foundation to National Institutes of Health (NIH). I knew that I had to 
build a support system for the work of grant production and implementation. 
I knew that I had to be able to articulate to the faculty how one managed to 
be a good teacher and clinician while building and maintaining a program of 
research. 

 So the work began along two lines. First was to meet with faculty to under-
stand their programs of research, needs, and plans. Second was to assure that 
my own research continued while the vision and strategy were developed. 
There were not discretionary monies to buy help at the time, so part of the 
strategy had to be how we would garner funds to develop the support systems 
we needed while we developed the faculty. This reality also meant that much 
of the work fell to me. 

 So in the fi rst several years, we set out to engage more faculty members in 
larger research projects and to use the funds generated to develop an offi ce to 
support research. The rhythm of the work involved the following. I met with 
faculty about their work, engaged them in discussions about where they saw 
their research going, and helped them develop new proposals. I read multiple 
drafts of proposals, provided ongoing feedback, and served as the preliminary 
statistician by helping develop analysis plans and running power analyses. 
Over the course of these few years, we doubled our research income, and the 
dean reassigned a staff member to work on grant activity. The Offi ce of Re-
search Affairs was born. My own grant was funded as were several others, and 
combining forces allowed us to hire a biostatistician to support our studies 
and to provide support for faculty without major grant support. 

 It was important also to be seen as a “player” on campus with regard to 
research and science. I was assigned to several key campus committees that 
were related to research, such as Human Subjects Review and Cooperative 
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Research. Having a nurse participate in these committees was designed to 
enhance our scientifi c reputation on campus. Communication about what 
nursing science is and how it contributes to the greater good was crucial to 
our success. Within the school, communication skills became even more im-
portant. Because the majority of the faculty was not doctorally prepared, it be-
came clear that they felt threatened by this change of emphasis at the school. 
They were concerned that their positions would be in jeopardy if they did not 
change from a clinical focus to a more traditional academic research focus. 
Certain aspects of the curriculum, in particular the master’s thesis, were po-
tentially problematic, as each student was required to do an independent proj-
ect. This requirement took an inordinate amount of faculty time that could be 
focused on faculty research development. I was asked to head a task force that 
would make recommendations about the future of the thesis. Clearly, I had 
become the symbol of a culture change that threatened the beliefs and values 
of the faculty. 

 I had always been a good public speaker but relied heavily on extraordi-
nary preparation. Scientifi c presentations of 10-minute abstracts required the 
talk to be fully written out. Suddenly, I could not present myself with pre-
pared remarks. I had to be ready to respond on short notice. I learned quickly 
to be able to do so in front of the faculty. It would be some time before I could 
do that in public. 

 Fortunately, I had the support of the dean, who was well-liked and re-
spected by the faculty. Together, we worked to assure that the faculty under-
stood that adding research to our capabilities did not jeopardize our embrace 
of our strong clinical values. Indeed, the message was that both were impor-
tant values for the school and that different expertise would continue to be 
valued. The discussions about the thesis were prolonged and painful, but in 
the end, the changes that needed to be made were supported by the faculty 
and implemented. Throughout all this time, I continued to do most of the 
work described previously, in addition to teaching and running the doctoral 
program. 

 In 1997, the dean announced her intention to step out of the deanship, and 
a search was launched. A new dean brought new challenges and expectations. 
Another faculty member was recruited to run the doctoral program, and I 
was to focus exclusively on research development. This organizational change 
brought many challenges for me and the organization. It became clear that 
while I was respected by the faculty, many held the opinion that they didn’t 
want to work so hard. Further, as the dean had come from outside Yale, she 
relied on me to explain the Yale culture and to help her articulate her vision 
to the faculty. By this time it became clear that my usual modus operandi of 
doing it all by myself was not going to work. I had to develop much more 



Personal  139

self-knowledge and awareness to be effective in my work and continue to 
expand my communication effectiveness. 

 Developing self-knowledge and awareness was not easy. I was successful, 
so it was scary to change how I did my work. I thought I was a leader who 
developed others, but I learned, painfully, that many saw me as interfering with 
their development because I didn’t let work go to others. I also learned that 
others thought I was too businesslike. I rarely took time to ask personal ques-
tions of others and almost never talked about myself. This behavior created the 
impression that I didn’t really care about the people behind the work, just the 
work. When I learned to be more open and to let work go to others and coach 
them to do it well, we began to see even more growth in our research dollars 
and our ranking. What happened was that people began to believe that they 
too could be successful, that we were all a part of making this new research-
intensive environment live, and that our success was due to all of us working 
together rather than my efforts as the leader; there were new incentives for all 
to participate in the research enterprise. 

 I learned that my public speaking manner did not convey the passion that 
I had for my work. I was so focused on being right that I lost the audience in 
that perfection. I had to challenge myself to learn to speak in public without 
a script. This forced me to let the passion for the need for the work we were 
doing about managing chronic illness to come to the forefront and let the de-
tails fall to the background. The more I did so, the more invitations I received 
to give keynote and other key addresses, raising the profi le of our school as a 
player in the research arena, an important step in an important goal of raising 
our reputation and ranking. 

 While doing all of this, I continued to rely primarily on myself to work 
with faculty. We had hired a statistician and a data manager, but the task of 
reviewing grants was mine. It wasn’t that I thought others couldn’t help, but 
that it was my job. I didn’t seem to be able to extend the delegation of respon-
sibility to the faculty as I had learned to do with the staff. Like a perfect storm, 
a number of events coalesced to make me change. 

 It became increasingly clear that to continue to do everything myself was 
not in service of the organization. I was working all the time and getting further 
behind. My ability to step back and look carefully at our effectiveness was com-
promised. Others were trying to help me change, but like my organization had, 
I was resisting. Then, my body decided to tell me. I had a massive gastrointes-
tinal bleed and had to be hospitalized. Clearly, I could not continue to not care 
for myself or I would be less effective. I fi nally got the message that I needed to 
achieve a balance between my work and my life to enhance my effectiveness. 

 Giving up working every day was not easy, but the best advice was provided 
by a colleague who said, “If you continue to work every day, you will always 
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work every day. The only way to stop is to just stop.” I took 1 day per week 
and got out of the house, so that I wouldn’t be drawn to the desk or e-mail. 
After a month or so, it became clear that when I took that day completely off, 
I had more energy for my work for the next week. I could use myself as an 
instrument of change in the organization in a more effective way. The faculty 
and staff noticed and were more likely to hear a discussion about workload 
now than before. 

 A few years later, the school was ranked in the top 10 in funding from 
the National Institutes of Health and in  US News & World Report.  We had in-
creased our research funding from less than $1 million to over $7 million, and 
from less than 5% of our income to over 30% of our income. The university 
saw the important work that we were doing and was supportive, supporting 
the transition from a Doctor of Nursing Science (DNSc) program to a PhD. 
None of these would have been accomplished in the short 10 years without 
increasing my self-knowledge and awareness, improving my ability to com-
municate, and achieving work–life balance. 

 SUMMARY 

 It might be easy to think that the need for these skills in this situation of lead-
ing cultural change were a function of my own needs at the time. Indeed, 
that is the case, but to learn these skills at a critical time in the organization’s 
development was the key to our success in changing this culture and achiev-
ing our vision of high rankings in research. As we face an increasing nurse 
faculty shortage, the need for our educational leadership to use such skills in 
developing the next generation of leaders is critical. 

 Communication is key. Leaders must articulate a vision and use self in 
bringing others to that vision. No matter what the role held by the leader is, 
the ability to clearly articulate a vision and to persuade others to embrace that 
vision is critical to success. In nursing in particular, with such a history of 
disagreement and strife, the ability to communicate effectively may yield im-
portant results in decreasing some of the controversies in how best to educate 
nurses for the future. 

 Leaders in nursing education must have self-knowledge and awareness of 
how they use themselves in the course of their work. I certainly could not 
have been as effective with leading staff and faculty without improving my 
self-knowledge and learning how to overcome certain perceptions. I never 
envisioned being a dean. But in the time I have been dean, I have used these 
skills, making sure that I take the time to know people and to stay in touch. I 
learn much more about what is on people’s minds by wandering the halls and 
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visiting than I could ever learn in a day of meetings. It’s important that no one 
believes that I am out of touch. 

 As nursing has often been seen as a calling characterized by self-sacrifi ce, 
the achievement of work–life balance sends an important message to my col-
leagues and to the profession. I believe nursing is an intellectual pursuit, so 
self-sacrifi ce is not the model we are trying to put forward. Thus, the model 
of academic leaders sacrifi cing family life in order to effect change in nursing 
and health care simply is not what the system needs. Most importantly, the 
next generation who must take over do not view work as my generation has. 
They believe in and want to have a balance between work and their personal 
lives. If we persist in demonstrating that the only way to lead is to work all the 
time, then we will lose an entire generation of new leaders we are responsible 
for educating. 
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 Current Issues in the Service 
Industry 
  Linda Thompson Adams and Edward H. O’Neil  

 How could the U.S. health care system, which is largely a private system 
and characterized by arguably more competition than any other health care 
system in the world, be performing so poorly? Why are costs among the high-
est in the world even though many citizens do not have health coverage? 
How could costs, already so high, still be rising so rapidly? Why is quality so 
uneven? Why is there growing evidence of alarming quality problems in the 
system? These are just a few of the issues facing the health care system today. 

 Hospitals and health care organizations in the United States are on a colli-
sion course with patient needs and economic reality (Porter & Teisberg, 2007). 
Rising cost, mounting quality problems, and increasing numbers of citizens 
without health insurance are unacceptable and unsustainable in today’s soci-
ety. One strategy to reform health care in America is to invest in nursing lead-
ership development. According to the Bureau of Health Professionals, nursing 
is the largest group of health care professionals, with a workforce of 2.9 mil-
lion (U.S. Department of Health and Human Services, 2004).   Nursing execu-
tives in health care service must lead change by redefi ning strategies, practices 
and structures to unleash stunning improvements in the value and quality 
of the care delivered to the general public. This section describes the major 
issues confronting hospitals today. It follows with examples of nurse leaders 
working to transform the system of care within their health care institutions. 

 Despite major advances in technology and treatment options, the U.S. 
health care industry remains mired in complex, deeply rooted challenges 
 (Porter & Teisberg, 2007). A variety of market forces and systemic defi ciencies 
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are undermining the quest to deliver the best possible care in the most effi -
cient and cost-effective manner. There are signifi cant pressures on the system. 
Hospitals strive to fulfi ll their mission while maintaining their profi t margin. 
They cope with workforce shortages and scarce resources amid rising compe-
tition and demand for services. They routinely grapple with issues related to 
capacity and access to care, patient safety, technology adoption, staff satisfac-
tion, reimbursement, and retaining top talent. The industry’s vital signs are 
raising red fl ags and nurses in leadership are needed to design sustainable 
solutions to the issues, equip teams with evidence-based practices and design 
processes to improve performance and management systems. 

 Is this an impossible mission? Can nurse leaders overturn a century of 
tradition in terms of workfl ow, culture, fi nancial management and maintain 
quality and safe care? Can we speed up the process of change and effectively 
spread the gains across an entire service line, hospital or integrated delivery 
network? Perhaps the question should be:  can we afford not to?  The need for 
large scale change is not going away. Patients continue to utilize emergency 
rooms as their primary care center without follow up or leave overcrowded 
emergency rooms without being seen. Medical and technological advances 
continue to outpace the required adjustments in process and education. 

 An aging and informed populace places higher expectations and added 
strain on the system. An unacceptable percentage of revenue continues to slip 
through the cracks of a fractured charge capture system. In addition, although 
we have made strides in reducing medical errors, recent reports underscore 
lingering problems with the quality of patient care. To top it off, health care 
providers increasingly fi nd themselves in the unfamiliar and often untenable 
positions of having to compete for physicians, staff, patients, resources, and 
dollars. 

 In this competitive and complex environment, average performance in 
terms of quality and fi nancial indicators is no longer enough to ensure long-
term viability. It is admittedly tough to manage through turbulent times. But 
if health care organizations cannot stay ahead of the game now, how can they 
compete with new complexities and expand into areas such as digitization 
and personalized medicine? The answers—like the issues—are multifaceted 
and are an opportunity for nursing leadership. 

 Nurse leaders must work with hospital organizations to redesign processes 
and address the human side of change. New technology, clinical breakthroughs 
and digitization will only carry us part of the way on a journey to transform 
care.  So what will it take to transform health care?  

 Solving today’s problems and ensuring a viable system for the future will 
require a fundamental shift in mind-set and management models. It will take 
the combined power of proven best practices, evidence-based process  control, 



change management techniques, and leadership strategies. It will take a guide 
who has traversed the territory, knows the obstacles and can customize a road-
map to reach the destination. For those ready to take the lead in shaping 
a stronger health system for the future, please learn how other leaders ad-
dressed some of the challenges, developed solutions and obtained real world 
examples of success. This section shares a few inspirational, real world stories 
of nursing leadership. 
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 CHAPTER 11 

 Purpose 
  Jeanette Ives Erickson  

 To accomplish great things we must fi rst dream, then visualize, then plan . . . 
believe . . . act! 

— Alfred A. Montapert 

 OVERVIEW 

 Leadership is a critical factor in today’s busy and challenging health care envi-
ronment in achieving a variety of outcomes including: excellence in patient- and 
family-centered care, professional development, the advancement of nursing 
as a clinical discipline, and staff satisfaction. All nurses, through formal and 
continuing education, have been introduced to the art and science of leadership 
and education and the application of these skills in the delivery of patient care. 
It is within the context in which we practice that determines how those skills 
are applied. 

 A leader analyzes situations and works to solve problems in creative ways, 
even if it means breaking the rules within moral boundaries. A leader antici-
pates problems and opportunities before they arise and takes risks in explor-
ing new approaches. Nursing leaders possess a passion for nursing and the 
ability to inspire an optimistic vision for the future. In health care, the best 
leaders are committed to improving patient care. Best practices must be rec-
ognized, encouraged, and supported. 

 Nurses utilize critical thinking skills and effective communication strate-
gies to react to and infl uence the future. The application of these skills is 
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 dependent upon the area of practice at any given time. For example, a staff 
nurse will use these skills in working with the interdisciplinary health care 
team. A chief nurse will use these skills in working with their nursing col-
leagues, other disciplines, administrators, the media, and politicians. Nurse 
leaders at any level in the organization understand the concepts of power and 
infl uence and incorporate that understanding into their interactions with pa-
tients, families, staff and others. 

 Nursing leadership in health care is necessary because nursing is the back-
bone of the health care system. Nurses know that the health care system in 
this country and in the world would not exist without them. Nursing leaders 
need to continually identify opportunities to improve care, implement new 
initiatives, and monitor existing programs and services. In health care today, 
quality and safety are our highest priorities. We need to commit to a culture 
of quality and safety while maintaining a competitive edge in the marketplace. 
No one knows better than nurses the enormous economic pressure on hos-
pitals today. Nursing leaders need to identify strategies that meet the needs 
of patients and families, maintain and enhance clinical excellence, improve 
quality and safety, and meet our fi nancial targets. 

 Leadership, an essential component of all nursing roles, is defi ned by 
Kouzes and Posner (2003) as “challenging the process, inspiring a shared 
vision, enabling others to act, modeling the way and encouraging the 
heart.” 

 Three of the 10 leadership competencies cited by Kouzes and Posner speak 
directly to the articulation of a clear strategic direction and purpose. (See 
Exhibit 11.1). In their writings, they focus on the critical importance of nurse 
leaders mastering these competencies and describe components of an infra-
structure that supports this work. This chapter will focus on how to translate 
these three competencies into reality. 

 BACKGROUND 

 Setting the strategic direction for a service, department, or institution is an 
integral part of a leader’s work. No matter what term is used—whether pur-
pose, mission, or calling—leaders want to do something signifi cant, to accom-
plish something no one else has yet achieved. What that something is—the 
sense of meaning or purpose—comes from within. No one can impose a self-
 motivating vision on another person. It is important to clarify your own vision 
of the future before enlisting others in a shared vision. To create a climate of 
meaningful participation, you must fi rst believe in something yourself. Before 
you can inspire others, you must fi rst  be  inspired. 
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 One of the fi rst steps in setting a direction is to discover and appeal to a 
common purpose. Why do people come to work or stay with an organization? 
They want to respond that they like the work they do and fi nd it challenging, 
meaningful, and fulfi lling. This is grounded in the mission. A well-defi ned 
mission statement succinctly describes the reason why the organization exists. 
It sets a direction for organizational planning, decision making, and allocation 
of resources. When nurse leaders listen with sensitivity to the aspirations of 
others, common values that link people together are identifi ed. The best or-
ganizational leaders are able to communicate the meaning and signifi cance of 

EXHIBIT 11.1 LEADERSHIP COMPETENCIES

Inspires a Shared Vision and Purpose: engages others in the dynamic  process 
of integrating mission and values in the drive towards inventing the future.

Thinks Strategically: critically evaluates, synthesizes, and interrelates 
information from internal and external sources when solving problems and 
making decisions.

Transforms Vision to Reality: gets results by managing strategy to action 
in the context of continuous change; assumes responsibility for achieving out-
comes; willingly offers to take on new responsibility.

Communicates Effectively: leads others in two-way communication both 
verbally and in writing; uses effective listening skills by demonstrating atten-
tion to and conveying an understanding of the ideas and opinions of others.

Enables and Empowers Others to Act: creates and sustains an environ-
ment that integrates the values of shared decision making into clinical and 
administrative practices; celebrates achievements of others.

Establishes Collaborative Relationships and Promotes Teamwork Within 
and Across Departments: creates strategic internal and external alliances to 
drive towards organizational goals.

Seizes Opportunities: takes decisive action on emerging opportunities in 
a rapidly changing environment; removes barriers to achieve outcomes and 
facilitate the work of others.

Recognizes, Develops, Implements and Shares Best Practices: demon-
strates enthusiasm and openness to change based on new knowledge and 
utilization of internal and external expertise.

Acts with Integrity and Demonstrates Ethical Behaviors: demonstrates 
principled leadership; walks the talk.

Develops Oneself: demonstrates commitment to self-awareness, balance, 
lifelong learning and teamwork.

Adapted from Kouzes and Posner (2003)
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the organization’s work so people understand the important role they play in 
creating it. When leaders clearly communicate a shared organizational vision, 
they empower those working to achieve it. And they enroll others in pursuit 
of the vision. 

 HOW DO WE BUILD A SHARED VISION? 

 Building a shared vision is only one piece of a larger undertaking—developing 
the governing ideas of an institution, its vision, purpose, and core values. Peter 
Senge, in his hallmark book,  The Fifth Discipline  (1990) notes that these govern-
ing ideas answer three critical questions: What? Why? and How? Taken together, 
all three governing ideas answer the question, “What do we believe in?” (Senge, 
1990).   

 Core values are necessary to help people with day-to-day decision mak-
ing. Purpose is abstract. Vision is long-term. People need “guiding stars” to 
help them navigate and make decisions on a daily basis. But core values must 
be translated into concrete behaviors. (Senge, 1990). An organization’s value 
statements have implications for strategic planning, as organizational results 
are the sum of the decisions and behaviors of the individuals making up the 
organization. The decisions and behaviors of each person are directed by the 
person’s own values and those of the organization.  (See Exhibit 11.2).

 STATISTICS 

 It is more important than ever that nurse leaders clearly articulate the impor-
tant work of the profession and create a robust pipeline of future nurses. Some 

EXHIBIT 11.2 THE FIFTH DISCIPLINE

Vision is the “What? ”—the picture of the future we seek to create.
Purpose (or mission) is the “Why? ”—the organization’s answer to the ques-

tion, “Why do we exist?” Superior organizations have a larger sense of purpose 
that transcends meeting the needs of shareholders and employees. They seek 
to contribute to the world in a meaningful way, to add a distinct value.

Core values are the “How? ”—How do we want to act on the path toward 
achieving our vision? A company’s values might include integrity, transparency, 
honesty, freedom, equal opportunity, leanness, merit, or loyalty. They describe 
how a company wants life to be on a day-to-day basis while pursuing its vision.

Reprinted from The Fifth Discipline (Senge, 1990)



Purpose  153

of the most compelling numbers in health care today are the predictions re-
lated to the growing nursing shortage. According to Auerbach, Buerhaus, and 
Staiger (2007), the nursing profession will reach a shortfall of 340,000 nurses 
by 2020. Today, 1 in 10 nursing jobs is unfi lled in the United States. It is pre-
dicted that this nursing shortage will be more severe and last longer than any 
other shortage previously experienced. (Bureau of Labor Statistics, 2003). 

 Nursing has an image problem. Surveys of high school students and adult 
career-switchers show that only 3% of adults would choose nursing as a  career. 
Yet, year after year, the Gallup survey tells us nursing is the most trusted pro-
fession (Gallup News Service, 2006). How can we overcome the deep-rooted 
stereotypes and barriers that are keeping people from choosing nursing as a 
career? Key factors contributing to the shortage are: differences in the work 
environment compared to past shortages, an ongoing struggle with the image 
of nursing, recruitment of new nurses, retention of current nurses, and regu-
latory and policy changes that negatively impact recruitment or speed the 
attrition of nurses. 

 Making visible the contributions nurses make in the lives of patients 
and families is a critical step in reversing the nursing shortage. The Ameri-
can Nurses Association (from the ANA Nursing Social Policy Statement) de-
fi nes nursing as “the protection, promotion, and optimization of health and 
abilities, prevention of illness and injury, alleviation of suffering through the 
diagnosis and treatment of human response, and advocacy in the care of indi-
viduals, families, communities and populations” (American Nursing Associa-
tion, 2003). 

 According to the ANA (2003), essential features of professional nursing 
include: 

 • provision of a caring relationship that facilitates health and healing 
 •  attention to the range of human experiences and responses to health 

and illness within the physical and social environments 
 •  integration of objective data with knowledge gained from an appre-

ciation of the patient’s or group’s subjective experience 
 •  application of scientifi c knowledge to the processes of diagnosis and 

treatment through the use of judgment and critical thinking 
 •  advancement of professional nursing knowledge through scholarly 

inquiry 
 • infl uence on social and public policy to promote social justice 

 There is no silver bullet to solve the nursing shortage. It is going to require 
a multifaceted approach. In addition to providing a strong, positive work en-
vironment and competitive salaries, having nurses speak about the profession 
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in high school classrooms and getting nurses out in the community to talk to 
young people and potential career-switchers is an important step in recruit-
ment of the next generation. “Shadow a nurse” programs are effective in at-
tracting young people to the profession—participants have an opportunity to 
observe fi rsthand the important work nurses do with patients and families. 

 A CASE STUDY 

 When I assumed the position of senior vice president for patient care and 
chief nurse at the Massachusetts General Hospital in 1996, the organization 
had just undergone a “re-engineering” initiative that had created a sense of 
concern among staff. A new hospital president was hired a few months before 
my appointment. He valued nursing and the other health care disciplines and 
worked collaboratively with me to create an environment in which staff felt 
valued, powerful, and recognized. 

 In 1996, Patient Care Services was comprised of many disciplines func-
tioning largely in silos. My immediate challenge was to identify strategies to 
bring down those silos and get the disciplines talking to one another, working 
with one another, and more importantly, heading in the same strategic direc-
tion. To bring about this transformation, I used a number of high-leverage 
strategies I like to think of as the seeds of change. It took years for these seeds 
to grow, and they required ongoing care and cultivation. 

 The processes I employed to create a new culture and strategic direction 
included: 

 •  retreats, where we articulated a shared vision, guiding principles, and 
long-term strategic goals 

 • a description of a patient care delivery model 
 •  articulation of the components of a professional practice environ-

ment 
 •  the design and implementation of the Staff Perceptions of the Profes-

sional Practice Environment Survey to measure key characteristics of 
a healthy practice environment. 

 Let’s examine each of these processes more deeply. 

 Development of a Strategic Plan 

 Aligning the 4,200-strong leadership and staff comprising Patient Care Ser-
vices (PCS) around a common purpose and direction is accomplished through 
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the Patient Care Services strategic planning process. (See Figure 11.1.) Strate-
gic goals are driven from the foundation of the hospital’s mission and Patient 
Care Services’ vision, values, and guiding principles. These governing ideas 
and statements guide our daily work.   

 The process is a dynamic one and is informed by a multitude of informa-
tion sources, including patient and staff feedback through formal and informal 
channels; care delivery models; external and internal trends and regulation; 
professional standards; the environment of care; credentialing and privileging 
requirements; and fi nancial, quality, and safety indicators. Patient Care Ser-
vices’ strategic goals are continually assessed and reassessed as new informa-
tion from these sources becomes available. 

Hospital Mission

Vision. Values,
and

Guiding Principles

Strategic Goals
and

Initiatives

Evaluated by:
• Plan
• Do
• Act
• Check 

Informed by:

•  Patients
•  Staff
•  External and internal
    trends and 
    regulations
•  Care Delivery 
    models
•  Environment of care
•  Professional
    standards
•  Credentialing and
    privileging
•  Financial, quality &
    safety indicators

FIGURE 11.1 MGH Patient Care Services strategic planning process.



156  NURSE EXECUTIVE

 In addition, the strategic goals, initiatives, and tactics are continually eval-
uated through the Plan-Do-Check-Act (PDCA) process of performance im-
provement. Likened to the steps in the nursing process with which we are 
all familiar, the steps in the PDCA process guide refi nement of the strategic 
plan. 

 Description of the Patient Care Delivery Model 

 The Patient Care Delivery Model is interdisciplinary and patient- and family-
centered. It articulates a care-delivery system that is supported by a philosophy 
of care and an environment that enhances patient outcomes. These elements 
include staffi ng patterns, strategies for aggregating patient populations, reim-
bursement methods, and effective communication systems that report and 
document outcomes of patients’ hospitalizations. 

 Patient care is expected to be of the highest quality, comprehensive, acces-
sible, supportive, and personalized. An important aspect of the vision state-
ment for Patient Care Services says, “Patients are our primary focus, and the 
way we deliver care refl ects that focus every day.” Patient- and family-centered 
care optimizes this relationship. It creates a care-delivery system that is cen-
tered on the patient.   

 The diagram (Figure 11.2) depicts the patient and family at the center of 
our work. Involvement with the patient and family is central to professional 
practice at Massachusetts General Hospital (MGH). Value is placed on the dy-
namic and therapeutic interactions that occur between the nurse, the patient, 
and the family. 

Patient & Family
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Health
Professionals

Social
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NPMD
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Nurse
Manager

Patient Care 
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FIGURE 11.2 Patient and family centeredness.
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 Decisions about care and the environment of care are made at the practice 
level by clinical staff and unit leadership through the patient care delivery 
model (Figure 11.3). Published previously by Nevidjon and Ives Erickson 
(2001), this model places the authority, responsibility, and accountability for 
the nursing care of patients and families with registered nurses. Nursing care 
is prescribed by a registered nurse and delivered by a registered nurse (or 
delegated to competent nursing assistants, when appropriate). Accountability 
for nursing care and outcomes of nursing interventions is always assumed 
by the registered nurse assigned to the patient. Patient care is infl uenced by 
the patient’s overall health status and a variety of contributing biophysical, 
psychosocial, and cultural infl uences. Within the nurse-patient relationship, 
the nurse creates a therapeutic environment that ensures mutual trust, safety, 
privacy, and respect. 

 As a nurse comes to know a patient and the patient’s unique response to 
certain situations, the nurse designs a care plan based on that knowledge and 
best practices. The nurse’s practice has two components:  doing for  and  being 
with. Doing for  includes assessment, diagnosis, planning, intervention, and 
evaluation of outcomes;  being with  refers to behaviors that create an environ-
ment where patients can heal. The diagram in Figure 11.3 illustrates this as-
pect of nursing practice. Nursing care requires nurses to be present to patients 
and families—to listen, to know, to advocate for throughout the health care 
experience. Our culture encourages professional autonomy and clinical deci-
sion making and supports interventions that promote optimal patient care 
across a variety of health care settings. Nurses are creative in their approach to 
care and use knowledge to improve outcomes. They optimize patient strengths 
and provide support for limitations. Nurses at MGH are afforded an environ-
ment that optimizes professional practice and enhances patient care. 

 The nurse–patient relationship, central to the work of nursing, is based on 
mutual trust and respect and is therapeutic in nature. The partnership forged 
between a nurse and patient (family and community) is essential to promoting 
health, managing illness, and negotiating changes in lifestyle patterns. Nurses 
identify concerns related to the human experience (i.e., birth, health, illness, 
and death) and engage in clinical reasoning processes to identify problems, 
defi ne outcomes, and generate interventions based on goals shared by the 
nurse, the patient, and the family. 

 Articulation of the Components of a Professional Practice Model 

 The MGH Professional Practice Model (PPM) was developed to provide a 
comprehensive view of professional practice and the discipline-specifi c con-
tributions of providers engaged in patient care. It is developed around nine 



FIGURE 11.3 MGH Patient Care Delivery Model.
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 essential elements, including vision and values, standards of practice, narra-
tive culture, professional development, patient-centeredness, clinical recogni-
tion and advancement, collaborative decision making, research, innovation, 
and entrepreneurial teamwork (see Figure 11.4).   

 The Professional Practice Model refl ects an organizational commitment to 
teamwork in an effort to facilitate optimal patient care. The Professional Prac-
tice Model is an interdisciplinary model, in which each discipline articulates 
its contribution to professional practice. The model is the infrastructure that 
supports clinicians as they care for patients and infl uences the development of 
a culturally sensitive practice environment. A collaborative governance model 
supports clinicians and helps advance professional participation in decision 
making. Active participation in practice, teaching, and research occurs within 
all disciplines. 

 Staff Perceptions of the Professional Practice Environment Survey 

 Once the Professional Practice Model was developed, evaluating its effective-
ness became an important goal and led to the creation of the fi rst version of 
the Professional Practice Environment Scale. In 1998, the Staff Perceptions of 
the Professional Practice Environment Survey (PPE) was fi rst administered to 
provide an assessment of eight organizational characteristics determined to be 
important to clinician satisfaction. The survey allows clinicians an opportu-
nity to participate in setting the strategic direction for Patient Care Services, 
helps provide information on trends, provides feedback on established goals, 
and identifi es opportunities to improve the environment for clinical practice. 
Survey data is used to identify strengths and opportunities to improve the 
environment of care for clinicians, patients, and families. 

 The original Staff Perception of the Professional Practice Environment 
Survey was developed as a 35-item scale designed to measure eight charac-
teristics: autonomy, control over practice, clinician-physician relationships, 
cultural sensitivity, communication, teamwork, confl ict-management, and in-
ternal work motivation (Table 11.1).   

 The organizational characteristics we chose are documented in the litera-
ture as important in determining clinician satisfaction with the professional 
practice environment. The survey contains questions designed to measure 
staff’s agreement with statements about each organizational characteristic. Re-
sponses are measured on a 4-point Likert scale. Overall satisfaction in each 
category is measured on a 6-point Likert scale. And strategic goals are mea-
sured on a 6-point Likert scale indicating their level of importance and how 
well they are working. Comments can be added throughout the survey and 
are qualitatively analyzed and presented as themes in the fi nal report. 



FIGURE 11.4 MGH Professional Practice Model-Components.
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TABLE 11.1  Patient Care Services, Organizational Characteristics, and Defi nitions

Organizational
characteristic

Defi nition Source

Autonomy The quality or state of being 
self-governing and exercis-
ing professional judgment in a 
timely fashion

Aiken, Sochalski, & Lake, 
1997

Clinician-MD 
 relations

Relations with physicians that 
facilitate exchange of important 
clinical information

Aiken, Sochalski, & Lake, 
1997

Control over practice Suffi cient intraorganizational 
status to infl uence others and to 
deploy resources when necessary 
for good patient care

Aiken, Havens, & Sloan, 
2000

Communication The degree to which patient care 
information is related promptly 
to the people who need to be 
informed through open channels 
of  communication

Shortell, Rousseau, Gillies, 
Devers, & Simons, 1991

Teamwork/leadership A conscious activity aimed at 
achieving unity of effort in the 
pursuit of shared objectives

Zimmerman, Shortell, 
Rousseau, Duffy, Gillies, 
Knaus, et al., 1993

Confl ict manage-
ment/handling 
disagreements

The degree to which managing 
confl ict is addressed using a 
problem-solving approach

Zimmerman et al., 1993

Internal work 
 motivation

Self-generated motivation com-
pletely independent of external 
factors such as pay, supervision, 
and  coworkers

Hackman & Oldham, 1980

Cultural  sensitivity A set of attitudes, practices, 
and/or policies that respects and 
accepts cultural differences

The Cross Cultural Health 
Care Program, 2000

 Psychometric evaluation of the PPE (Ives Erickson et al., 2004) described 
the tool as a reliable and valid measure of staff perception. That means the tool 
measures what it was created to measure, and its fi ndings are useful and gen-
eralizable to the whole. The tool monitors how staff perceives organizational 
performance at the macro (system) and micro (unit/department) levels. 

 Data from the Staff Perceptions Survey inform our strategic direction. Data 
are shared at three organizational levels: department-wide (Patient Care Ser-
vices), discipline-specifi c, and by individual unit. One important outcome 
of the survey is the dialogue that ensues between managers and clinicians 
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regarding the results of the survey. Successful strategies employed over the 
years include: 

 • sharing results at staff meetings to generate a discussion 
 •  identifying areas for change and innovation linking specifi c strategies 

to outcomes 
 • understanding trends over time 
 • evaluating the impact of changes made based on survey results 
 • identifying best-practice environments 

 Receiving feedback from staff is important, so survey results are presented 
in a variety of forums. This is also an opportunity to share ideas on how to 
address issues identifi ed in the survey. Realistic goals and specifi c interven-
tions can be developed, implemented, and then evaluated for effectiveness 
over time. 

 LESSONS LEARNED 

 As we began our journey, we focused on key elements of doing well for our 
patients and their care providers. What we did not know was that we were 
preparing to become a Magnet hospital. The importance of working in a pro-
fessional practice environment has been well documented since the fi rst Mag-
net hospital study (McClure, Poulin, Sovie, & Wandelt, 1983). In this study, 
autonomy, control over practice, and collaborative relationships with phy-
sicians were identifi ed as essential components of professional practice and 
critical to creating work environments that act as magnets for talented clinical 
staff, and indeed those were the key elements of our work. 

 The components reviewed above (strategic plan, patient-care delivery model, 
professional practice model, and staff perception survey) are interconnected 
and form a solid infrastructure to support nurses and other members of the 
health care team to do what they do best—care for patients and families and 
each other. 

 Nursing leaders should always look for opportunities to improve patient 
care. Patients and families are always at the center of our thinking. “What 
does the patient need?” is the question we need to ask. Patients need a strong 
nursing presence. Nurses need to be able to practice autonomously, have 
the appropriate resources to do their job, and have good relationships with 
other members of the health care team. Nurses need to be equal partners 
with their physician colleagues, whether at the bedside or at the planning 
table. Collaborative governance, our communication and decision-making 
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structure, is vital in ensuring that the voice of clinicians at the bedside is 
heard. 

 Establishing the components of a supportive professional practice environ-
ment takes time and work and focus. But the benefi ts are great. Once achieved, 
it is important not to forget the fundamentals. It is tempting to relax discipline, 
forget essential routines, or ignore the rules when you feel you have achieved 
your goals. As Tom Peters says, you must always “stick to the knitting” so erosion 
of the professional practice environment doesn’t occur (Peters, 2003; Peters & 
Waterman, 1982). 

 CONCLUSIONS AND IMPLICATIONS 

 Leadership is complex. Some of it is taught in formal settings—other aspects 
are learned in the moment. Nursing leadership requires focus, a personal con-
nection to the organization and the people, and a passion for advancing the art 
and science of the profession. 

 In today’s specialized world, we are often tempted to compartmentalize 
our lives, putting professional interests in one corner and other matters in an-
other. With the rapid changes occurring in health care, nursing leadership can 
be a source of great strength. Nurses must emerge as dynamic leaders who can 
guide health care organizations to create healing environments for patients, 
families, and the health care team (Porter-O’Grady & Malloch, 2006). 

 Leadership is not about power or control or ego. Leadership is about meet-
ing the challenges of our time with passion and focus. It is about living life 
with a purpose—a strategic purpose. The foundation of strong leadership is 
the ability to articulate a vision that can be embraced and understood by an 
increasingly diverse community. Consensus may not always be possible, but 
a shared vision is essential. I’m often told that staff nurses relate to me as a 
leader because I haven’t lost sight of my identity as a nurse or my passion for 
nursing practice. And equally important is the ability to advocate for nursing 
to administrators, public policy makers, fi nancial experts, and the media. 

 Understanding how to communicate in a timely, professional, and appro-
priate manner is a key factor in effective leadership. Some issues may require 
lengthy explanations for one audience, streamlined information for another, 
and only brief comments for another. A good leader knows how to com-
municate, when to communicate, what to communicate, and to whom to 
communicate. 

 Do not underestimate the importance of listening. What are patients, fami-
lies, staff, and colleagues telling you? And, more importantly, what  aren ’ t  they 
telling you? Becoming a good listener takes practice and attention. 
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 All of the important lessons should be articulated in a strategic plan to trans-
late a vision into reality. Respect from staff, colleagues, peers, and administra-
tion is necessary in achieving goals and earning the needed buy-in to deliver 
results. This comes from their ability to be aligned with and articulate the key 
messages for both today and tomorrow. 

 As a leader, I have always emphasized the importance of strategic planning. 
You have to know where you are headed and be able to motivate your team 
to  want  to take the journey with you. And it is just as important to be a tacti-
cal planner — to be able to identify every step the team must take in order to 
realize the shared vision. 
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 CHAPTER 12 

 People 
  Susan R. Lacey and Karen S. Cox  

 In April of 2007 Dr. Ed O’Neil, the Director for the University of California 
San Francisco (UCSF) Center for Health Professions, provided incredible clar-
ity for the pervasive framework for organizational leadership within the health 
care industry in the center’s monthly online newsletter (O’Neil, 2007). He 
lays out the conundrum of trying to deal with the ever-mounting pressures 
encountered within health care organizations by increasing and valuing man-
agement over that of leadership. Not only is this way of conducting business 
adding layers upon layers of additional costs; managing rather than leading 
will not create the new health care system for which our industry is in great 
need and which every major report, such as the Institute of Medicine (2001) 
and the Commonwealth Foundation, (2007) indicate is critical and urgent to 
sustain our systems of care and to improve quality outcomes for patients. 

 Much of the fl urry of activity in health care today is centered on trying to 
manage not only the day-to-day operations of an organization—which is 
 prudent—but also to manage processes and people. Nothing could be farther 
from what we need to be doing today than the latter. As we try and grapple with 
decreasing profi t margins; nursing shortages; quality improvement edicts such 
as reporting, transparency, and pay for performance; and various other man-
dates and regulatory issues, the tighter we try and reign in these complexities, 
the more they seem to spiral out of our control, particularly since we continue 
to use worn-down management paths to fi nd ways to get it right in health care. 
In this chapter we offer two specifi c touchstones for consideration as you seek 
ways to lead in these turbulent times. The fi rst will parallel the work of an airline 
industry giant, Southwest Airlines. The second will translate how you can use 
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the basic  principles (e.g. the 14 forces) of Magnet certifi cation even if pursuing 
Magnet status will never be part of your organization’s future. 

 Each of these two either individually or in concert can create a new level of 
inspiration for your organization for everyone involved. Your staff awaits your 
leadership; in fact, they hunger for true leaders to emerge and guide them out 
of this health care wilderness. Further, the patients and families who enter your 
facility do so with a willingness to trust those you lead to care for them and 
with an implicit contract that in the case of their care, you will get it right. 

 SOUTHWEST AIRLINES: NOW, WHY 
DIDN’T WE THINK OF THAT? 

 In the past 10 years there has been a push toward looking at other industries 
for solutions to health care problems. Specifi cally, there has been enormous 
energy to use lessons learned from the aviation industry to increase quality 
outcomes, which in the case of health care translates into reducing errors and 
more specifi cally reducing death and injury. Yet there are other valuable les-
sons to learn from the airline industry that would serve us well as we try to 
satisfy the perpetual “quality soup” and “war for talent” we all seem to be stew-
ing in today. Take the case of Southwest Airlines; the only employee-owned 
airline in the industry—and the one airline that continues to surpass all of the 
other carriers in customer service, effi ciency and competitive edge both fi s-
cally and operationally—which translates into money and safety! Now, who in 
the health care business is not interested in those crown jewels? If we want to 
improve the lives and care of our patients, we must focus on our employees. 
It is really that simple. 

 One needs only to scan the latest business section, where other airlines are 
regularly mentioned moving in and out of Chapter 11 protection and to note 
that the one airline never mentioned in these terms is Southwest Airlines. 
What is the lesson from Southwest that is key and applicable to a chapter on 
leadership in service organizations specifi cally related to nursing? The answer 
is simple; the leaders at Southwest get it. By getting it, we mean that they real-
ize they hold a great public trust as an airline—whose business is both high 
risk and high volume, which sounds fundamentally like the business of health 
care today. But Southwest leaders do not stop at understanding this pact with 
their customers. They extend this thinking to include the notion that, if you 
take care of your employees, your employees will take care of your custom-
ers! They empower their employees to fi nd ways to correct a problem, either 
real or perceived on the spot; they provide upward mobility and recognition 
to employees, and an environment that expects and nurtures mutual respect 
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that is lateral and vertical; they reward innovation; and key to their success, 
employees reap the tangible benefi ts of satisfi ed customers in that the business 
model Southwest uses is based on profi t sharing. 

 Since 1987 Southwest has consistently posted the lowest ratio of com-
plaints per passengers boarded, and yet if you read Colleen’s Corner, written 
by the president of Southwest Airlines in May of 2007, she indicates they 
understand that “we are only as good as your most recent fl ight with us,” “that 
complacency could be our own worst enemy,” (Colleen’s Corner, 2007, p. 12) 
and speaks to new initiatives underway in customer service— New  initiatives 
from the highest-ranking airline in customer service, what a concept! 

 Health care executives from time to time pay lip service to this way of 
thinking. There is great enthusiasm for books such as  Servant Leadership  
(Greenleaf & Spears, 2002), and  Good to Great  (Collins, 2001), which are 
phenomenal books. In addition, health care has tried to achieve major shifts 
that look at process, not people, when trying to discern how a sentinel event 
occurred. However, when it gets to crunch time—which in many ways re-
fl ects the  daily  world of health care—we revert to the paternalism of trying 
to strong-arm employees into doing more with less, while being safe, and on 
top of this we demand our employees be nicer to improve an arbitrary score 
on patient satisfaction surveys. This is nothing more than trying to manage 
human resources in a way that contradicts human nature—treating people 
like commodities. So, we continue to pour new wine (new ideas and concepts 
such as aviation safety and servant leadership) into old vessels (hierarchical 
administrative structures and processes), and we wonder why things do not 
improve. In the words of Albert Einstein, “Insanity is doing the same thing 
over and over expecting different results” (Einstein, 2007). 

 For those of us who might say it is not realistic to use a model such as 
Southwest Airlines because our organizations cannot be employee-owned, 
this is true; however, this is but one tenet of the airline’s mantra. It is more 
about building relationships within organizations that are built on trust and 
mutual respect and where innovation is praised and rewarded, not stifl ed and 
rejected. Health care organizations can create the Southwest “feel” by empow-
ering employees to make the care experience safe and worthy of praise. 

 You do not have to give an employee a dividend check to make them feel 
like they have a stake in the organization. Recognition is relatively inexpen-
sive, and paths to upward mobility can and should be created especially in 
light of our growing consumption of health care goods and services, as 77 mil-
lion Baby Boomers are poised to cripple an already burdened system. Sending 
out for pizza when you know that a unit has had a particularly horrifi c shift 
is budget dust compared to not recognizing that staff are working through 
lunches and breaks to the point that a tired and exhausted seasoned nurse 
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walks out the door and takes his or her wealth of knowledge with her. Each 
time a staff nurse leaves it costs the organization, on average, one year’s salary 
to replace that nurse (estimates run between $30,000–$70,000, depending on 
specialty area and geographic region of the country). Look at your voluntary 
turnover rate (and be honest), then calculate the difference in springing for 
some well-deserved lunch or even fruit and cookies when your staff are work-
ing to their emotional and physical breaking points. 

 If you begin with the notion that to take care of your patients and families you 
must provide what employees need, particularly on the front lines of care, then 
you are on your way to a better organization already. Far too many leaders choose 
to take the easy and traditional path to fi scal health, by cutting the very heart of 
an organization’s primary care providers—nursing staff. These leaders use talk-
ing points that include their brilliance in management, which have led to chart-
busting productivity numbers while not reducing staff nurses, but when pushed 
for details they admit they have made signifi cant cuts in support personnel, which 
in turn place other nonclinical functions back on the nurse, such as more secre-
tarial and custodial work. Having a nurse who makes $25 per hour clean a room 
after a midnight delivery on a mother-baby unit while call lights go unanswered 
and medication administration gets backed up is penny-wise and pound-foolish. 
These cost-cutting measures are a temporary fi x to a complex industry for which 
the end products can literally be life or death. Although this may yield a quick 
return, the long-term impact could be losing a patient and potentially an entire 
extended family’s health care business for years to come. If your organization is 
in the position of being the only game in town, then it is especially important not 
to squander this unique position within your community. 

 As the leadership of Southwest Airlines knows, “we are only as good as 
your most recent fl ight (patient encounter) with us.” If patients have a good 
experience without incident they are likely to tell 5 people, whereas if they 
have a bad experience they are likely to tell 20 people, at the grocery store 
and their place of worship—which is not good for business or the industry. 
To learn more about Southwest, we highly encourage your entire health care 
team from housekeeping to staff nurses to your board of directors to read  The 
Southwest Way: Using the Power of Relationships to Achieve High Performance,  
by Jody Hoffer Gittel (2002). Then provide opportunities for individuals to 
answer one simple question, “How can we apply these principles to our orga-
nization?” It will enlighten and rekindle your passion about why you wanted 
to be a nurse and a nurse leader at the beginning. 

 In March of 2007, the Agency for Healthcare Research and Quality (AHRQ) 
released the fi ndings from a meta-analysis of 94 observational studies conducted 
between 1990 and 2006, which suggests that increased nursing  resources in hos-
pitals are associated with decreased patient mortality, shorter length of stays, and 
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lower risk of adverse events (Kane, Shamliyn, Mueller, Duval, & Wilt, 2007). It 
is time we shift the research question from describing the link between the num-
bers of nurses and patient outcomes to isolating which specifi c nursing actions 
or interventions are linked to these measurable patient outcomes (Clarke, 2007). 
We need no additional data to support what we should do as leaders. It is time 
to translate this research to the bedside by pilot-testing new and innovative ways 
to deliver high-quality, nurse-intensive care. If we have consistently found that 
more registered nurses are linked to better nursing outcomes, can we not assume 
that it is not simply the numbers of bodies on staff that translates into improved 
outcomes—but, rather  what  nursing actions these greater number of nurses are 
doing? This is an area of science where funding is only beginning to emerge. 

 We know that nurses spend roughly 20% of their time with patients. The 
balance of their day is primarily spent “hunting and gathering” and navigating 
their own system to support their practice in caring for patients who are more 
complex than ever before. Patients who once would have been admitted to an 
intensive care unit are now regularly admitted to a general medical/surgical 
unit and length of stays continue to decrease. Can we even imagine models 
of delivery where nurses actually spent 80%–90% of their time with patients? 
This single change alone could revolutionize what happens in the work envi-
ronment for nurses, who time and time again have indicated their great desire 
to provide safe, quality care (Reineck, 2007). As the nursing shortage intensi-
fi es we need leaders who—in consultation with experts at the bedside, not paid 
external consultants—create new models of care to maximize the professional 
nurse’s time, energy, and knowledge. The fi rst order of business is not to form 
a task force of mid- or higher-level managers to discuss ad nauseum the pros 
and cons of the latest health care delivery fad. We should go to the source—the 
nurses themselves. They live and work in this world every day and are some 
of the most resourceful professionals in the entire workforce. They have the 
answers. We must ask them, but we must be willing to then  do!  

 MAGNET CERTIFICATION: USING THE 14 FORCES 
TO RECHARGE YOUR ORGANIZATION 

REGARDLESS OF YOUR OFFICIAL PURSUIT 

 Some of you may read this section’s heading and have the inclination to disregard 
the contents by thinking that your organization is small and not well resourced, 
so Magnet status is out of the question. But we encourage you to think beyond 
formal pursuit and focus on the fundamental principles of Magnet, which is what 
makes it so rich. Your organization can use the Magnet forces as part of your strat-
egy toward attracting and retaining high-quality employees (Lacey et al., 2007). 
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 When discussions of the Magnet certifi cation application process are held 
with nurse executives, one of the most frequently cited reasons for not pursuing 
Magnet is that their organization has no tangible research infrastructure, nor 
potential for these resources. In a word search through the summary for the 14 
Magnet forces the word  research  is not found. What  was  found repeatedly was 
support for nurses to drive their practice environment from the nursing unit 
up. As you look at these forces in summary below (Exhibit 12.1) see if this is 
not what may be occurring at your institution now, or if this is not the case, 
how you could create an environment that refl ects these forces. If you look 
closely you will see considerable parallels with the Southwest Way. Again, it is 
all about the people. Magnet just focuses primarily on nursing service depart-
ments, and after all, isn’t that why you are reading this chapter? No, your orga-
nization may never have the resources it takes to seek this formal certifi cation, 
which includes application fees and volumes of manuals for review; however, 
the principles are fundamental to all types of organizations both in and out of 
health care that want to grow and prosper in today’s competitive markets.   

EXHIBIT 12.1 FOURTEEN FORCES

Force 1: Quality of Nursing Leadership

Knowledgeable, strong, risk-taking nurse leaders follow a well-articulated, 
strategic, and visionary philosophy in the day-to-day all levels of the organiza-
tion, convey a strong sense of advocacy and support for the staff and for the 
patient. (The results of quality leadership are evident in nursing practice at 
the patient’s side.)

Force 2: Organizational Structure

Organizational structures are generally fl at, rather than tall, and decentral-
ized decision making prevails. The organizational structure is dynamic and 
responsive to change. Strong nursing representation is evident in the organi-
zational committee structure. Executive-level nursing leaders serve at the ex-
ecutive level of the organization. The Chief Nursing Offi cer typically reports 
directly to the Chief Executive Offi cer. The organization has a functioning and 
productive system of shared decision making.

Force 3: Management Style

Health care organization and nursing leaders create an environment support-
ing participation. Feedback is encouraged and valued and is incorporated from 
the staff at all levels of the organization. Nurses serving in leadership positions 
are visible, accessible, and  committed to communicating effectively with staff.

(Exhibit continued on next page)



Force 4: Personnel Policies and Programs

Salaries and benefi ts are competitive. Creative and fl exible staffi ng models 
that support a safe and healthy work environment are used. Personnel policies 
are created with direct care nurse involvement. Signifi cant opportunities for 
professional growth exist in administrative and clinical tracks. Personnel poli-
cies and programs support professional nursing practice, work/life balance, 
and the delivery of quality care.

Force 5: Professional Models of Care

There are models of care that give nurses the responsibility and authority 
for the provision of direct patient care. Nurses are accountable for their own 
practice as well as the coordination of care. The models of care (i.e., primary 
nursing, case management, family-centered, district, and holistic) provide for 
the continuity of care across the continuum. The models take into consid-
eration patients’ unique needs and provide skilled nurses and adequate re-
sources to accomplish desired outcomes.

Force 6: Quality of Care

Quality is the systematic driving force for nursing and the organization. 
Nurses serving in leadership positions are responsible for providing an en-
vironment that positively infl uences patient outcomes. There is a pervasive 
perception among nurses that they provide high-quality care to patients.

Force 7: Quality Improvement

The organization has structures and processes for the measurement of 
quality and programs for improving the quality of care and services within 
the organization.

Force 8: Consultation and Resources

The health care organization provides adequate resources, support, and 
opportunities for the utilization of experts, particularly advanced practice 
nurses. In addition, the organization promotes involvement of nurses in pro-
fessional organizations and among peers in the community.

Force 9: Autonomy

Autonomous nursing care is the ability of a nurse to assess and provide nurs-
ing actions as appropriate for patient care based on competence, professional 
expertise, and knowledge. The nurse is expected to practice  autonomously, 

EXHIBIT 12.1 (CONTINUED)

(Exhibit continued on next page)



consistent with professional standards. Independent judgment is expected to 
be exercised within the context of interdisciplinary and multidisciplinary ap-
proaches to patient/resident/ client care.

Force 10: Community and the Health Care Organization

Relationships are established within and among all types of health care orga-
nizations and other community organizations, to develop strong partnerships 
that support improved client outcomes and the health of the  communities 
they serve.

Force 11: Nurses as Teachers

Professional nurses are involved in educational activities within the organiza-
tion and community. Students from a variety of academic programs are welcomed 
and supported in the organization; contractual arrangements are mutually ben-
efi cial. There is a development and mentoring program for staff preceptors for all 
levels of students (including students, new graduates, experienced nurses, etc.). 
Staff in all positions serve as faculty and preceptors for students from a variety of 
academic programs. There is a patient education program that meets the diverse 
needs of patients in all of the care settings of the organization.

Force 12: Image of Nursing

The services provided by nurses are characterized as essential by other 
members of the health care team. Nurses are viewed as integral to the health 
care organization’s ability to provide patient care. Nursing effectively infl u-
ences system-wide processes.

Force 13: Interdisciplinary Relationships

Collaborative working relationships within and among the disciplines are 
valued. Mutual respect is based on the premise that all members of the health 
care team make essential and meaningful contributions in the achievement of 
clinical outcomes. Confl ict management strategies are in place and are used 
effectively, when indicated.

Force 14: Professional Development

The health care organization values and supports the personal and profes-
sional growth and development of staff. In addition to quality orientation and 
in-service education addressed earlier in Force 11, Nurses as Teachers, em-
phasis is placed on career development services. Programs that promote for-
mal education, professional certifi cation, and career development are  evident. 
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 IT’S THE LITTLE THINGS 

 Over the last decade we have conducted multi-site research about the work en-
vironment, asking what nurses need (Santos & Cox, 2000; Santos et al., 2003), 
as well as the Robert Wood Johnson Foundation’s major report,  Healthcare’s 
Human Crisis: The American Nursing Shortage  (Kimball & O’Neil, 2002). We had 
the pleasure of conducting focus groups with staff nurses who were asked to 
provide details about what would improve their ability to provide high-quality 
nursing care. At fi rst, mid-level and senior nursing executives thought their re-
quests would involve substantially more staff, which for many was an untenable 
proposition. But this was not the case. What nurses wanted was actually shock-
ing, even to us. Here are some examples of what nurses were requesting. 

 1. additional thermometers (so they would not have to search for one 
when they did vital signs) 

 2. one additional scale (on the other end of a very long nursing unit) 
 3. more readily available clean linens or other basic supplies 
 4. their manager to stop calling them for general, nonemergent ques-

tions when they were at home trying to sleep after working all night 
(how inconsiderate!). 

 5. their nursing manager to know their name (how sad!) 

 Pretty astonishing, wouldn’t you say? Not one single focus group (with 
over 30 held throughout the country) asked for more staff or a major piece of 
equipment. The only way you can know what your staff wants is to ask them. 
But please be aware, if you ask them you must be willing to listen and do. And, 
if you cannot do what is asked, then there needs to be a reasonable explana-
tion for why their requests can’t be granted,  coupled  with a viable alternative 
negotiated with them. If you fail to follow through your staff will lose faith in 

Competency-based clinical and leadership/management development is pro-
moted and adequate human and fi scal resources for all professional develop-
ment programs are provided.

Copyright © 2004 by the American Nurses Credentialing Center, Silver Spring, 
MD. All rights reserved. Adapted from Magnet Recognition Program Application 
Manual 2005.
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you as a leader, and regaining that trust will be a diffi cult proposition. Again, 
it is not always saying yes—but rather, always listening and attending to the 
needs of your frontline employees. When you do, remember the old adage, 
when you have these town hall meetings or focus groups—and, we hope you 
will—you have two ears and one mouth, listen twice as much as you talk! 

 GOING UP? WHAT’S YOUR ELEVATOR 
MESSAGE TO YOUR CEO? 

 We encourage you to discuss your nursing service leadership plans with the 
CEO and COO. Before you do, you must do your homework in translating 
what you can save the organization if you do basic things like focusing on 
patient care rather than nonnursing tasks. Have a plan. It is said that you 
should never go into a meeting with a problem, either urgent or brewing, 
unless you have created several legitimate solutions, hopefully created based 
on staff nurses’ input infused with your expertise. If you have anxiety related 
to having these discussions, be willing to conduct a healthy self-study or a 
candid critique by a valued colleague on why previous requests and conversa-
tions have not gone well, then work with a coach to role play your next CEO 
interaction so that you have your “elevator message” down to a science. If you 
wanted to be a professional singer, you would not think twice about hiring a 
voice coach. Be diligent and methodical in your life’s work. Running around 
trying to put out fi res is rarely as productive  or successful  as good fi re preven-
tion, and, unless you seek pleasure from high anxiety, is far less enjoyable. 

 Consider yourself the exception. You want to learn new ways to improve 
your leadership not only for your own professional growth, but for the in-
dividuals who work very hard each and every day providing patient care. 
Individuals who do not want to change their thinking or doing enjoy the 
status quo. It is safe and secure and it can be highly lucrative. We are not 
insinuating that you should not make a good salary for what you contribute 
to the organization—quite the contrary. However, if you are keeping your 
job because you are keeping staff nurses down or in their place, then that is 
a different matter and you can determine that. The fact that you are reading 
this book and specifi cally this chapter means you are the exception in the 
league of nursing leaders. You want to gain momentum to translate your dis-
sonance (when you know what you are experiencing is not as it should be) 
into a legacy of leadership. What would you rather be said about you when 
you move to the next professional level—(a) he/she took the money and ran, 
or (b) he/she left a legacy of trust and mutual respect that fi ltered throughout 
the organization to change lives for staff and most importantly for patients? 
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The choice is yours. We need pioneers now in nursing more than ever. Are 
you a nursing pioneer? 

 LEADING OTHERS INTO LEADERSHIP 

 For some of you gardening may be one of your pastimes and hobbies. The one 
thing you know is that simply planting bulbs in the ground and walking away 
will not yield the beauty of what is possible if you nurture and tend to your 
garden. A similar way of thinking can be applied to how you tap into potential 
leaders within your organization. 

 People come and go in leadership positions within our organizations. It is 
the very nature of employment. A visionary leader is one who seeks out the 
potential leaders around him or her. Even though they may not be ready to 
assume a leadership position right at the moment, you can grow, nurture and 
encourage them to become the leaders of the future. Nursing leaders do not 
have to be the best clinical experts on the unit. In fact, they may not be the 
best choice at all. You should seek out passionate, visionary, yet organized 
individuals and provide them with the organizational support they need to 
become good leaders. You can do this through internal mechanisms such as 
on-site conferences or educational sessions about leadership, or provide funds 
for them to participate in external conferences or the academic enterprise 
so they can determine if this is a path they might want to pursue. Having 
someone who has been developed and coached into assuming a new role 
within your organization if the day comes when they are needed is quite a dif-
ferent approach than simply fi nding yourself 1 day one manager down on 3 
East—with no one to take his or her place. Being proactive about this growing 
new leaders creates an organic approach to your entire organization, which 
should be lively and dynamic. What an investment for your people and for 
your health care system! 

 WILL YOUR ORGANIZATION BE 
READY WHEN YOU ARE? 

TIME TO MOVE ON! 

 Most likely the time will come in your career where you are ready to move 
on to another level of leadership or you may fi nd that the organization is no 
longer a match for you philosophically and you feel a need to change direc-
tions. Or in some cases you just may want to retire. If you truly care about 
your organization and the people you are leading you will consider this as part 
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of the life cycle of your career trajectory and help prepare for such a transition. 
If you are a teacher you do not simply walk out of the classroom mid-lecture, 
and if you are a staff nurse you do not walk out in the middle of your shift and 
leave your patients and coworkers to fend for themselves. Likewise, you as a 
leader should have a succession plan. 

 Chances are you are working with intelligent and insightful nurse manag-
ers and directors. Do you see future leaders right in front of you? If so, you 
should be actively coaching and mentoring them to be your possible succes-
sor, even if this person does so in an interim capacity while your replacement 
is being sought. What a gift to give your organization and the person you have 
helped to aspire to a new level of responsibility. 

 Leadership is about working in the present with an eye on the future. What 
does the leadership world of nursing need now and in the long term? The an-
swers are within you. Seize every opportunity to stretch in your thinking and 
application of new ideas. It certainly cannot be harmful to an entire industry 
sorely in need of new ideas and new ways of doing things. 
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 CHAPTER 13 

 Process 
  Gaurdia Banister  

 LEADERSHIP PROCESS: A JOURNEY, NOT A DESTINATION 

 Arthur Ashe said, “Success is a journey, not a destination. The doing is often 
more important than the outcome.” Often organizational focus is more on 
outcomes and not enough on the methods and processes that will make the 
outcomes a reality. Success is more about the journey—the process—and less 
about the destination. Deciding where to go—the goal—is less diffi cult than 
getting there. A leader or anyone else is less likely to succeed if they do not 
have good process skills. It is the things you do along the way of life—the 
journey—that make goals and destinations possible. Doing the journey well 
almost always gets you where you want to go. 

Much has been written about the concept of leadership, perhaps because 
most meaningful human progress has been ushered into existence by an ef-
fective leader. The success or failure of any organization or initiative is depen-
dant in large measure on the caliber of its leadership. It is no wonder then 
that leadership has been scrutinized and dissected in every imaginable way in 
order to fi nd the most effective leadership traits and characteristics. 

According to Dr. Edward H. O’Neil, the Center for Health Professions at 
the University of California at San Francisco has developed a strategy for de-
veloping leaders with proven results that are built around four interrelated 
core leadership dimensions. The dimensions are  purpose, people, process, and 
personal with each having an in-depth set of competencies. Considering the 
state of the health care delivery system, effective leadership will be essential 
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in addressing the myriad problems facing nursing leaders today and in the fu-
ture. Using a case study approach, the dimension of  process will be examined 
from the perspective of addressing a key nursing and health care challenge: 
the nursing shortage and the lack of diversity. 

 Setting the Stage 

The nation’s nursing workforce is in crisis. Some of the causes of the current 
and emerging shortages of nurses are well documented: the aging population, 
the aging nursing workforce, declines in relative earnings, and an inability 
to attract diverse applicants (National Council of State Boards of Nursing, 
2002). A U.S. Health and Human Services report (2002a) predicts that the 
nursing shortage of 6% in 2000 will grow to 12% in 2010 and then accelerate 
rapidly. By 2020, the nation’s nursing needs will fall short by 29%. 

Racial/ethnic minority populations are increasing at a much faster rate than 
the representation of minorities in the nursing profession. Twelve percent of the 
nation’s nurses come from racial and ethnic minority backgrounds. While the 
number of minority nurses increased in the years between 1996 and 2000, these 
numbers have not kept up with the 30% minority rate in the general popula-
tion. For example, African American registered nurses represent 4.9% of the total 
RN workforce and yet African Americans represent 12.1% of the general popula-
tion (U.S. Department of Health and Human Services, 2002b). Between 2000 and 
2020, the percentage of total patient care hours physicians spend with minority 
patients will rise from approximately 31% to 40% (U.S. Department of Health and 
Human Services, 2003). The fact that the nation’s health professions have not kept 
pace with changing demographics may be as great a cause of disparities in health 
access and outcomes as the lack of health insurance. The U.S. Census Bureau data 
shows that America’s population is growing increasingly diverse. In 1900, only one 
in eight Americans was of a race other than white. Today the ratio is one in four. By 
2070, an estimated one in two Americans will be African American, Hispanic, Na-
tive American, or Asian /Pacifi c Islander (American Hospital Association, 2007). 

Research indicates that U.S. racial and ethnic minorities are less likely to 
receive even routine medical procedures and are more likely to experience a 
lower quality of health care. The Institute of Medicine (IOM) report,  Unequal
Treatment: Confronting Racial and Ethnic Disparities in Healthcare, concluded 
that “(al)though myriad sources contribute to these disparities, some evi-
dence suggests that bias, prejudice, and stereotyping on the part of healthcare 
providers may contribute to difference in care” (Smedley, Smith, & Nelson, 
2002). From this alarming report, the IOM recommends many strategies, one 
of which is increasing the number of minority health professionals as a key 
strategy for eliminating health disparities. 
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The Sullivan Commission convened in April 2003 to serve as the focus for 
strategies to increase diversity in the health professions. The commission was 
composed of 16 leaders in health, business, higher education, law, and other 
fi elds. The Sullivan Report,  Missing Persons: Minorities in the Health Professions, rec-
ommended a number of strategies to make education and training in the health 
professions more attainable and more affordable for minorities, including student 
scholarships versus student loans; reducing dependency on standardized tests for 
admission; and enhancing the role of 2-year colleges (Sullivan, 2004). 

Finally, the National Advisory Council on Nurse Education and Practice 
(NACNEP) has identifi ed increasing the racial/ethnic diversity of the RN work-
force as one of the measures necessary to ensure the availability of a workforce 
appropriate to meet the nursing needs of the population and has initiated a 
national action agenda to address those issues. Recommendations issued from 
this group focused on four broad themes: education, practice, leadership, and 
cultural competency. The four major goals issued based on these themes are: 

• Enhance the efforts to increase the recruitment, retention, and gra-
duation of minority students. 

• Promote minority nurse leadership development. 
• Develop practice environments that promote diversity. 
• Promote the preparation of all nurses to provide culturally compe-

tent care. (U.S. Department of Health and Human Services, 2000) 

A culturally diverse workforce, that is, a workforce composed of people 
from varied backgrounds, is essential in the health care setting to meet the 
needs of the nation’s diverse population. Lack of diversity not only contrib-
utes to workforce shortages, but it may contribute to poorer health care if the 
professionals providing care are not familiar with cultural differences. Pro-
moting diversity is one of a health care organization’s key human resource 
considerations, because diversity creates an environment where thoughtful 
decisions are based on different life experiences and perspectives and brings 
to the workforce a more comprehensive range of knowledge and abilities. It 
is this openness and ability to furnish culturally sensitive care that improves 
patient outcomes (Shea-Lewis, 2002). 

 THE INITIATIVE/CASE STUDY 

 Don’t be afraid of the space between your dreams and reality. If you can 
dream it, you can make it so. 

—Belva Davis 



184  NURSE EXECUTIVE

The Health Alliance—Creating Workforce Diversity initiative began as a pilot 
project in 2002 and continues today. It was designed to link disadvantaged 
youth in the District of Columbia to careers in nursing. This initiative was 
based on the need to develop the full potential of local youth and to help meet 
the critical nurse staffi ng needs. 

In an attempt to improve the quality of health care and better serve the 
needs of the community, Providence Hospital, the Urban Alliance Founda-
tion, and the University of the District of Columbia Nursing Division formed a 
partnership to address the common goal of providing economic opportunities 
to disadvantaged youth and providing a pipeline for more persons in nursing 
careers. 

The three partners have strong histories of providing care and service to the 
disadvantaged populations in the District of Columbia. Providence Hospital 
(PH), the oldest continuously operating hospital in the nation’s capital, serves 
a largely African American patient population. The hospital is also a Catholic 
facility serving the needs of the poor and underserved. More than 83% of the 
patients are African American. The Urban Alliance (UA) was founded in 1996 to 
create employment and educational opportunities for economically disadvan-
taged Washington, D.C. high school students. UA helps students with their fi rst 
steps in the professional work experience, building partnerships with schools 
and the business community. The University of the District of Columbia (UDC) 
is an urban land-grant institution of higher learning offering quality, affordable 
post-secondary education to any qualifi ed resident of the District. 

This nursing career initiative was designed to recruit students, many with 
disadvantaged backgrounds, interested in health careers. The initiative would 
subsidize their educational costs, provide them with stable employment in an 
acute and long-term care setting, support them in their nursing studies with 
academic tutors and nurse preceptors, and guarantee them employment upon 
graduation.

 The Process in Leadership: Vital Steps 

 It is not a question of how well each process works, the question is how well 
they all work together. 

—Lloyd Dobens and Clare Crawford-Mason,
Thinking About Quality

Effective leadership is diffi cult to achieve and maintain because it requires 
being good at so many things. A leader must know where to go and how to 
get people where he or she is going. Assuming the leader can get a group or 
organization to the agreed upon place or goal, the ability to maintain this 
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progress will depend on the leader’s ability to continually use an appropriate 
level of resources while satisfaction remains among workers, leaders, and the 
community being served. This is a tall order. Increasingly leaders are being 
replaced after short tenures because satisfaction among workers, other lead-
ers, and the served community cannot be maintained. 

Purpose, people, process, and personal are four interrelated core leader-
ship dimensions. Among them, a case can be made that a good process is 
the conduit through which the other leadership dimensions fl ow. Leadership 
process is more about the way you go about leading. It is the steps you take 
to get things done. If a leader consistently follows a thoughtful and appropri-
ately detailed process, the organization can expect the leader to be successful 
in achieving the organization’s goals and purpose with people that possess the 
right personal attributes. 

In a real sense, the four interrelated core leadership dimensions are the di-
mensions we seek in all employees. The leader with the good process is more 
able to attract and satisfy employees with core leadership dimensions. 

As one can imagine, there are many process skills for an effective leader 
to utilize well. Depending on the goal or issue, differing process skills may 
be required, and each process skill may have a varying relative value. For in-
stance, a given project may require more confl ict management than another. 
If process skills were a fi nite number like one thousand, the best and most 
effective manager would want to be reasonably good in a thousand process 
skills. But it is not reasonable to expect that a leader will excel in every process 
skill in order to be effective. However, a wide range of process skills is vital to 
the success of any goal or project. 

The Health Alliance—Creating Workforce Diversity initiative is being used 
to demonstrate some of the technical process skills that the competent leader 
will use to accomplish organizational goals or projects. This initiative, like all 
initiatives, has a particular set of process skills, each with a relative value to its 
achievement. As this initiative is reviewed, only a few of its required process 
skills will be discussed. These include: 

• making a relevant business case for an undertaking 
• managing confl ict 
• working with and through systems 
• using decision-making techniques 
• developing and using process improvement techniques 

However, by no means is this meant to imply a cookie cutter approach. 
One size does not fi t all in the leadership process. Leadership is complex and 
multifaceted.
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 Making a Relevant Business Case 

 The very essence of leadership is that you have to have vision. You can’t blow 
an uncertain trumpet. 

—Theodore M. Hesburgh 

When the Health Alliance Program was fi rst conceived, as the project leader, 
I found it relatively easy to make the business case for the initiative. The 
nursing shortage was in full swing and everyone knew about it. At Provi-
dence Hospital, millions of dollars were being spent on supplemental staff 
due to nursing vacancies. The need for increasing the diversity of nursing, 
particularly due to health disparities, was also well documented. Providence 
Hospital is a faith-based institution with a mission to serve the poor and 
underserved. So assisting disadvantaged youth who had dreamed of becom-
ing registered nurses was considered a community benefi t and was clearly 
aligned with our hospital’s mission. Each of the students who would enter 
the program were on a track to not only improve their own personal quality 
of life, but also the quality of life for their families. Furthermore, in some in-
stances, some of the students would be the fi rst in their families to graduate 
from college. At that time, the cost that ranged between $3,000 and $10,000 
per student per year seemed like a bargain compared to the cost of overtime 
and contract employees. Upon graduation the students would be obligated 
to work at Providence Hospital a minimum of 2 years after receiving their 
RN license. 

However, over a period of 5 years, the business case to continue this initia-
tive would be constantly tested. The initial pilot group of six students struggled 
with serious and sometimes overwhelming social, fi nancial, emotional, em-
ployment, and academic issues. Many of the students had never held a job 
before. General work requirements such as coming to work on time or even 
showing up for work at all became a problem. Some of the students were not 
academically prepared for the college environment despite hours of tutoring. 
Each semester the students’ grades would be reviewed and one or more stu-
dents would receive a grade of a D or F. An entry exam was taken by each stu-
dent to determine their readiness for the intensive nursing curriculum. Ninety 
percent of the students in the pilot group, as well as the students recruited in 
years two and three of the initiative, were required to take remedial courses 
that would extend their time in the program for 1–2 years. This program, ini-
tially designed to assist students in obtaining a 2-year associate degree, would 
take up to 4 or 5 years to complete in some instances. For some students, 
their home environment was so disruptive and dysfunctional that they could 
not concentrate on their studies. At least one student became homeless while 
participating in the program. Two students in the initial group later dropped 
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out of the program. Multiple improvements in the selection process of students 
reduced the attrition rate, but it is still a concern. 

For each setback, the business case to continue with the program required 
readjustment. This kind of program had never been tried in the metropolitan 
D.C. area. Doubters in management respond best to a well-documented busi-
ness case. A prospective leader must always know the facts and fi gures that 
will satisfy the decision makers. The decision maker may not love the initia-
tive, but if the facts and fi gures add up, he or she is less likely to reject the pro-
posal. This is a process skill that requires great attention. There is the skill of 
knowing what data are necessary in presenting the most compelling business 
case. To garner continued support for this project, in addition to outlining the 
actual costs of the program, it was also effective to highlight supplemental staff 
costs, staff satisfaction, the impact of continued staffi ng vacancies on quality 
and patient satisfaction, and the benefi t of the program to the students as well 
as the community at large. When expected results in the initial plan were de-
layed or not achieved, the business plan had to be modifi ed and presented to 
maintain funding and support from the partners. Few projects are approved 
or continued without a good business case being presented. 

 Developing and Using Process Improvement Techniques 

Process improvement strategies were used throughout this initiative. As the proj-
ect leader, each component of the Health Alliance initiative was evaluated and 
reevaluated to determine the effectiveness in reaching the goal: graduate RNs. 
The following is a listing of the process improvement changes that were made. 

• Admission process modifi ed: In the beginning of the program, applicants 
were mainly accepted if they fi lled out a simple application expressing 
interest in the program. After several of the early students dropped 
out of the program, it was determined that the application process 
should be more selective and thoughtful. The application to apply for 
the Health Alliance program was restructured. Potential students are 
required to have (a) two letters of recommendation—one letter from 
a professional reference and one letter from an academic referral; (b) 
an offi cial transcript from the student’s high school; (c) two essays to 
gauge the student’s writing ability, and (d) the experience of partici-
pating in a “Nurse Shadow Day” at Providence Hospital, at which the 
potential students spend time shadowing a nurse to see what he/she 
does in caring for patients. The dropout rate has been reduced. 

• Addition of pre-entry study skills and time management workshop:
Some of the students seemed to lose focus during the program. The 
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program was modifi ed so that students taking remediation classes 
during their fi rst semester would not carry a full load, as these are 
very demanding courses, especially for students who have been away 
from school. A training program is presented to strengthen the stu-
dents study and time management skills. This was developed to help 
them as they prepare for the more academically challenging courses 
that lie ahead. Listening to students and interpreting what they were 
really saying is vital to modifying the program. Often students com-
plain about something, but you have to know that the solution is not 
always going to come from where they think it will come. Effective 
leaders hear many concerns. The most effective leaders can translate 
even harshly presented concerns to broader system issues that need 
addressing. 

• Enhancement of a Student Project Contract: At the beginning of the 
program all students were asked to sign a contract outlining the 
goals, requirements, and expectations of the program. The contract 
was revised to ensure that all program requirements and expecta-
tions were listed explicitly so that there are no questions or ambigu-
ity. Furthermore, each component of the contract is reviewed with 
each student to ensure their comprehension, and then signatures are 
obtained. Too often, leaders act on what they believe is implied in a 
relationship instead of clearly stating and writing expectations. We 
realized that the program would have less confusion in expectations 
by simply writing down our expectations in more detail. Leaders 
should get in the habit of putting expectations in writing that are 
easily understood by the reader. This is a process skill that is easier 
said than done, as word meaning is often a source of disagreement. 

• Improvement on the communication and coordination among the project’s 
partners and between the program partners and students: In the begin-
ning, the three sponsors of the program communicated through a 
representative from each sponsor. The representatives were individu-
als who had many other responsibilities. Quickly, the sponsors de-
termined that a project coordinator would be needed to manage the 
initiative. A new position was created and funded, titled project coor-
dinator. The position was introduced to serve as the link between all 
the project partners facilitating communication and collaboration. In 
addition, the project coordinator relays and explains pertinent infor-
mation and/or concerns between the program partners and students. 
Leaders spend much of their time assessing the need for resources. 

• Increased support and individualized attention for the students: The 
students struggle with a number of serious social, emotional, and 
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academic issues. In order to be successful in the project, they 
needed more intensive support. To this end, a case manager was 
introduced to the program to provide coaching on life and job 
skills, and to assist with tutoring. If there is a situation outside of 
the case manager’s realm of expertise, the case manager will fi nd 
and provide information on helpful resources, or in some cases, 
access to a local professional such as an academic tutor or clinical 
therapist, to resolve the issue. This is another example of when 
leaders must make sure that the support structures are in place to 
ensure the success of the program or project. 

• Creation of a written evaluation form to monitor and record the students’ 
progress: Increasing the level and frequency of student evaluations 
was determined useful in dealing with the dropout rate for students. 
The students are assessed upon completion of each key step in the 
program timeline. Specifi cally, assessments are done upon comple-
tion of the 6-week Certifi ed Nursing Assistant (CNA) course and at 
the end of each semester in school. A quarterly written evaluation 
would include a report of the student’s grades and class attendance, 
comments and performance appraisals from the student’s work nurs-
ing supervisors, and comments from the case manager assigned to 
each student to address any social or emotional issues or concerns. 
This process provides an effective mechanism for evaluation and 
communication of the project goals. 

• Increased skill development in the workplace: The students were initially 
frustrated that they would remain employed as CNAs in a long-term 
care setting for their entire nursing training. A progressive employ-
ment experience was incorporated into the project that would enable 
students who have completed their fi rst year of nurse training to be-
come student nurse technicians. This position allows the student to 
work in the acute care facility of Providence Hospital. A leader must 
always be sensitive to the needs and concerns of all stakeholders. 

This initiative required constant review and modifi cation. Being good at 
process improvement requires good listening and communication skills, good 
analysis and judgment skills, and good collaboration skills. Listening to the 
students was sometimes diffi cult. Some could not communicate their con-
cerns well. Sometimes what they talked about required interpretation to de-
termine what was needed to resolve the situation. Because some staff were 
reluctant to work with this group of students because of their perceptions 
about the disadvantaged, great patience and effort was required to get these 
staff to work with the students. 
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It was gratifying to note positive results from program modifi cations. 
Sometimes the slightest positive result gave the programs leaders great joy. 
We understood that we were dealing with a population with many hurdles to 
overcome. There are many hurdles to overcome to improve our national health 
care systems. In many ways, the diffi culties are greater than dealing with disad-
vantaged students. It can be said that the improvement of health care systems 
in America is one large and continuous process improvement project. 

 Managing Confl ict 

 Leadership has a harder job to do than just choose sides. It must bring sides 
together. 

—Jesse Jackson 

As discussed earlier, there are three partners in this initiative, Providence 
Hospital, the Urban Alliance, and the University of the District of Columbia. 
Each partner has remained committed to the program and the program goals. 
However, due to the attrition rate of the students, one of the partners who 
was responsible for recruiting the students asked that recruitment efforts be 
stopped. Their board of directors had issued a mandate to them. 

In retrospect, this was a logical step. My organization, Providence Hospital, 
was only partially affected by the attrition rate because we were not paying 
the students’ tuition until they were accepted into the nursing program. The 
Urban Alliance had been picking up all of the tuition expenses for the reme-
dial courses, and a large number of those students were not successfully mov-
ing on to the nursing curricula. The decision to stop recruiting the students 
caused a great deal of anxiety, frustration, uncertainty, and confl ict among the 
partners. Furthermore, the decision by the board coincided with the award of 
the federally funded grant to increase the number of students that were cur-
rently enrolled in the initiative. The receipt of the award helped to validate the 
concept of the program, and suddenly the program’s future was in jeopardy. 

Managing confl ict became an invaluable leadership process strategy. Sev-
eral meetings were held with members of the board, fi nance offi cers, and staff 
from the Urban Alliance. There was a thorough review of the fi nancing of the 
project. There was even a discussion during the negotiations to decline the 
grant award for 1 year until the issues could be resolved. A compromise was 
achieved because fundamentally all the partners cared deeply about the welfare 
of the students. We had come too far to turn back. In each meeting my role was 
to facilitate a discussion of the pros and cons of each decision. An environment 
of trust, collaboration, and cooperation was stressed. In the end, it was decided 
that the Urban Alliance would not recruit new students; however, our other 



Process  191

partner, the University of the District of Columbia suggested that students from 
their program would be ideal candidates for the program. Most of them were 
from disadvantaged backgrounds, were minorities, and had already overcome 
many of the barriers that the students out of high school faced. This truly 
turned out to be a win-win situation for everyone. 

 Working With and Through Systems 

 To manage a system effectively, you might focus on the interactions of the parts 
rather than their behavior taken separately. 

—Russell L. Ackoff 

Since there were three partners, each had a different set of expectations and 
requirements related to their organizations. Negotiating these systems in lead-
ing this project was at times daunting, confusing, and frustrating. Frequently 
it felt like entering a maze and trying to determine whether the next step was 
up or down, to the right or to the left. Each had their own set of rules that 
had to be followed. In the hospital, a number of departments were involved, 
including human resources, fi nance, nursing education, patient care services, 
and more. With the University of the District of Columbia, there were numerous 
challenges with course schedules, class availability and sequencing, access 
to professors, and registration issues. Lastly, the Urban Alliance partner had 
its own set requirements and deliverables to its board members and funders. 
The Urban Alliance had an extremely fl exible system and frequently compro-
mised to eliminate some of the system issues. Some contentious and delicate 
negotiations occurred to maneuver the students through the various systems. 
One of the key leadership tactics was to review and discuss how the partners 
could work together to accomplish the goal. For instance, student selections 
would occur early enough to plan accordingly for workplace orientation, or in 
some instances a special orientation was held for the students. Several accom-
modations were made to assist the students in getting the appropriate class 
schedule, and when this was not possible alternative courses were identifi ed 
to support the nursing curriculum. 

Whenever differences exist between groups (organizations, departments, 
professions), there will usually be challenges for leaders to overcome created 
by those differences on the way to workplace or system change. 

 Using Decision-Making Techniques 

 Leadership should be born out of the understanding of the needs of those who 
would be affected by it. 

—Marian Anderson 
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As part of the process, a meeting was held monthly with the partners to evalu-
ate the status of the students. A report was given on each student’s academic 
status, including information such as grade point average, test results, tutor-
ing needs, and other academic concerns. The students’ work performance 
was also reviewed, including tardiness, absenteeism, caregiving activities, re-
lationship with supervisor and mentor, and more. The students’ social and 
emotional challenges were also reviewed in great detail. Many of the students 
struggled with issues of low self-worth and a lack of self-confi dence. Almost 
any setback would cause the students to doubt their ability to succeed in the 
program. All of the students were assigned a case manager in order to chal-
lenge these concerns head-on. 

As the facilitator leading these discussions with the partners, the fate of 
each student’s future in the program was in our hands. The decisions had 
to be consistent, fair, objective, and defensible. Some of these sessions were 
heart-wrenching. In some instances, students who were known to be talented 
with so much potential were released. In each meeting, the needs of each part-
ner and the needs of each student were weighed carefully. Each partner had 
made commitments of fi nancial resources, personnel, and time. In releasing a 
student, the emotional consequences weighed heavily. 

 RESULTS FROM WHAT HAS BEEN DONE 

 Outcomes 

Since the beginning of the program, 72 students have entered the Health Al-
liance Program. Of that, 36 have successfully completed the certifi ed nursing 
assistant program. Five students are currently enrolled in prerequisite classes 
in preparation for entry into the RN program. Twenty-four students are in 
their fi rst or second year of nursing school and receiving excellent grades. 
In May 2007, the program had its fi rst RN graduate, and she is currently 
studying for the National Council Licensure Examination-Registered Nurse 
(NCLEX). She is interested in becoming a labor and delivery nurse but has 
decided to complete 1 year of medical surgical nursing prior to entering into 
that specialty. 

In order to address the high attrition rate, intensive tutoring sessions on 
study skills were included in the tutoring program along with test-taking 
skills. The partners are in the process of evaluating the current tutoring con-
tract with regard to the improvement of academic outcomes. 

The partners have also expanded their recruitment efforts to include individu-
als who are more mature, up to 28 years of age, and who have life skills to draw 
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on as they prepare and progress through the program. Participants have also 
been recruited from the nursing program at UDC. Those individuals that would 
benefi t from the academic and social supports provided by the Health Alliance 
program have been targeted. One-on-one study classes will be coordinated for 
those students with special study/test-taking diffi culty. In addition, group classes 
will be offered to help students study for the required exams and NCLEX. 

A new case coordinator with over 25 years experience in nursing education 
has been hired. Her background includes teaching nursing theory as well as 
clinical practice, and she has worked with students from diverse ethnic and 
economic backgrounds. Her management areas of expertise are wide-ranging 
and include program creation and management, and policy and standards de-
velopment. She has a commitment to professional excellence and has a strong 
record of improving student retention and academic success. 

We would like to note that although each student is supported on the path-
way to become a registered nurse, some of those that have voluntarily dropped 
out or were terminated from the program have remained in the health care 
fi eld as certifi ed nursing assistants. This has met a need in the community and 
has helped these disadvantaged men and women secure stable employment. 

In July 2005, the program received an $800,000 federally funded grant 
to increase enrollment in the Health Alliance–Creating Workforce Diversity 
initiative and to ensure that the fi nancial resources needed to support the 
students are in place. Private funding has also been obtained. 

 PERSONAL EXPERIENCE/LESSONS LEARNED 

As the project leader for the Health Alliance Initiative, there have been a num-
ber of lessons learned throughout this 5-year journey. I have been profoundly 
changed by my experiences in leading the Health Alliance–Creating Work-
force Diversity project. One of the key leadership lessons is an acknowledge-
ment and appreciation of the blessings and opportunities I have had. As a 
person of color from a disadvantaged background, I am no different from the 
students in our program. I was one of the lucky ones, for which I am truly 
grateful. In working closely with these students, it is quite apparent that they 
have so many barriers blocking their path to success. Many of them who 
either dropped out or were released from the program have potential, have 
talent, have character, but the obstacles are overwhelming even when given 
resources and support for their aspirations. In leading, there must be passion, 
and in this program, my passion and the passion of the partners helped us to 
fi nd answers to make this program successful despite setbacks and at times 
challenges that seemed insurmountable. 
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Another important lesson is that the term cost must be measured more 
broadly than just dollars and cents. In this program, the students’ lives were at 
stake. Their ability to achieve success in the program was tied to their ability 
to become contributing members to society. Reaching the goal of registered 
nurse not only allows them the fi nancial resources to care for themselves and 
their families, but the students also become role models for others. As a mem-
ber of this society and as a leader, there is an obligation to help others reach 
their goals and dreams. 

As mentioned earlier, the fi rst graduate received her associate degree in 
nursing in May 2007. It is anticipated that there will be at least 10 graduates 
next year, given how well the students are currently performing. The other 
students that are now in the pipeline are also performing well. Perseverance 
and patience are vital lessons in this leadership process. When you know in 
your gut that something is right, you must remain true to your convictions. 
We live in a society that worships the quick fi x. Sometimes this thinking has 
to be suspended. One could have easily been discouraged with the number of 
obstacles and challenges that affected this project. While it is exciting to have 
fi nally reached some success, it is also exciting that some of the students who 
were released or dropped out are excited about the progress and achievements 
they made while in the program. Some are working certifi ed nursing assis-
tants or patient care technicians. They did not reach their dream this time, 
but in some cases they feel the accomplishment of that dream is still within 
their grasp. 

The importance of communication as a leadership lesson cannot be mini-
mized. Communicate, communicate, and communicate more. This project 
had a number of stakeholders: board members, faculty, nursing leadership, 
administrators, nurse mentors, tutors, grant writers, funders, patients, family 
members, and students, as examples. It was essential that everyone receive 
timely and accurate communication about the initiative. It was also important 
to tailor the information to each individual audience. Each stakeholder was 
looking through a different lens in assessing the successes and challenges of 
the initiative. In order to continue to garner their support, effective commu-
nication of even the failures and how the failures led to improved processes 
helped to solidify support. 

Another leadership lesson is the importance of fl exibility. When the pro-
gram was initially created, the obstacles, challenges, and barriers that would 
be faced were not conceivable at the time. Throughout this leadership journey, 
there have been a number of changes, modifi cations, additions, and deletions 
to the program. The current success and sustainability of the program is due 
to the ability to be fl exible in making changes to address the environmental 
conditions.
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Fundamental in the leadership process is the need for constant evaluation 
and reevaluation. Evaluation was used systematically to assess and reassess 
the program outcomes and objectives. This information was vital in making 
changes to the program. 

Sr. Irene Kraus, former chairperson of the board of the American Hospital 
Association, was fond of saying, “No margin, no mission” (Walker, 2005). It 
sounded odd coming from a nun, but cost-benefi t analysis is really important. 
Finding the balancing point between margin and mission will remain one of 
the most diffi cult challenges for any leader. Frequently over the course of this 
program, the worth of the investment was discussed. The leader must con-
sider the cost to society to have a family remain trapped by the welfare system 
versus giving a person a profession and a means to get out of poverty, care for 
their family, feel accomplished, and increase their self-esteem in the process. 
Perhaps the value of such initiatives is priceless! 

 CONCLUSIONS AND IMPLICATIONS 

This initiative is really about making the life journey of individuals better 
while helping the community get to a destination—improved nurse staffi ng lev-
els and increased diversity of the nursing staff to reduce health care disparities. 

 A Typical Participant in the Pilot Project 

Leadership needs purpose to keep it striving to improve the process. Purpose 
for any program is tied to the individuals served. Monique (the name has been 
changed) is a student in the program. Her story gives purpose to leadership. 

Monique is an 18-year-old, single mother of a 1-year-old. As a young 
mother, Monique faced many challenges. She grew up with a drug-addicted 
mother in unstable and unsafe housing conditions, and recently, her mother 
was evicted from their shared apartment. Without formal child care available, 
Monique was forced to depend on unreliable friends for child care assistance. 
Monique is now living out of a suitcase, staying with friends, but determined 
to make a better life for herself and her child. Despite these problems, Mo-
nique fi nished high school and joined the Health Alliance program. In July 
2004, she completed a CNA course at Providence Hospital and passed her 
certifi cation exam. She began work at Carroll Manor and enrolled in UDC 
taking remedial classes. She is working at Carroll Manor as a CNA and is 
achieving A’s and B’s in her UDC coursework. Urban Alliance staff is helping 
Monique fi nd suitable and affordable child care and safe housing. 
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 The Program’s First Graduate 

Shanel DeBruce, the fi rst graduate of the program, said, 

Choosing a career path has been very diffi cult, but I have known for quite 
some time that I would enjoy working in a health care environment. I take 
pleasure in caring for those who need medical and/or physical attention, 
especially mothers and their newborns. For that reason, I decided that I 
would pursue a career in nursing. . . . Getting into a program that will 
accommodate my needs so perfectly is my calling to become an excellent 
nurse, and that is why the Health Alliance Nursing Program has caught 
my interest. . . . I am very determined to become a nurse and I have also 
become fi xed on the idea, so I know there is nothing that will stop me from 
achieving this goal. . . . As a result of being involved in the program I have 
a source of guidance. I feel that I am being pushed to achieve my goals and 
me having the extra push is what I need to succeed. In the past few months, 
I have learned that when I fi nd myself in need of help that I should not be 
afraid to ask. 

There is comfort when the people served including our patients give testi-
mony that speaks to the worthiness of our leadership efforts. The ultimate suc-
cess or failure of this initiative is dependant on effective leadership to maintain 
the interest and achievement of the students and the support of the partners. 
The life stories of the students provide one incentive to lead. Improving the 
quality of health care through improved staffi ng and reducing health care 
disparities provides another. Process skills give the leader a good chance at a 
successful journey. 
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 CHAPTER 14 

 Process 
  Valentina Gokenbach  

 The concept of process within the realm of leadership should not be confused 
with management processes that are functional activities enacted to complete 
work. Within the context of a leadership discussion, management processes 
take on a new meaning and incorporate the depth and breadth of leadership 
skill and strategy that lace through the components of the process to bring 
achievement of goals to a higher level of success. For example, a management 
process such as the creation of a budget can be improved when leadership 
skill and fi nesse is applied. This could be through the inclusion of staff at the 
point of service or the exploration of input from individuals from departments 
or industries outside the organization. This new intelligence could provide 
valuable insight as well as improve engagement and support of the budget 
in development. The creation of a new service in a health care organization 
known as Safety City USA is an example of processes that through applied 
leadership resulted in a wildly successful program that has become the cen-
terpiece for community outreach. 

 ISSUES 

 Several issues within the environment provided the impetus for the creation 
of Safety City USA. These included a community need for safety program-
ming, regulatory requirements, and an increase in competition coupled with 
a decrease in market share. A discussion of the issues follows. 
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 Community Need for Safety Programming 

 In the United States, unintentional injury remains the number one killer of 
children. According to National Safe Kids, it is estimated that as many as 90% 
of unintentional injuries can be prevented. During the summer of 2004, more 
than 2.4 million emergency room visits by children age 14 and younger in the 
United States were due to unintentional injury (Centers for Disease Control 
and Prevention, 2006), and 2,143 children died (National Vital Statistics Sys-
tem, 2007). 

 A child’s death or injury is a terrible tragedy for the family and the community. 
Perhaps less well known is the economic toll unintentional injury exacts on soci-
ety. In 2000, unintentional injuries and deaths of children ages 0 to 14 cost society 
$58 billion in medical bills, in lost wages of the children’s caregivers, and in the 
future productivity of the children who died prematurely (Miller et al., 2005). 

 Nearly 60% of total child unintentional injury and deaths in this time pe-
riod involved drowning, biking, falls, motor vehicle occupant activities, and 
pedestrian incidents (Safe Kids Worldwide, 2007). While these statistics are 
signifi cant and staggering, they only account for a percentage of the total 
number of unintentional injuries per year. Each year, approximately 1,000 
children under the age of 12 die because of fi re and almost 8,000 are seriously 
injured. In addition, approximately 8,000 youngsters are seriously injured or 
killed in motor vehicle crashes nationwide. It is estimated that 90% of these 
injuries are preventable. 

 The state of Michigan has a particular problem with injury in comparison 
to other states. Michigan has shown the least amount of improvement in the 
prevention of accidental injury and deaths. Unfortunately, Michigan ranks in 
the bottom half of the United States (30th) in unintentional injury deaths 
that occur in May–August for children ages 0–14. Michigan’s death rate is 
4.32 deaths per 100,000 (2000–2004). This is above the national death rate 
of 3.67 deaths per 100,000 for the same time period (Safe Kids Worldwide, 
2007). (See Figure 14.1.)    

 It is not known whether this is due in part to a lack of adequate program-
ming or the lack of consistent, funded programming. Many agencies such as 
the fi re departments and police departments have attempted safety fairs to 
improve the knowledge base of the community; however, there is no guar-
antee that the capture rate is enough to make a noticeable difference in out-
comes. School systems have also attempted to include safety programming, 
but without a defi ned curriculum that is often left to the individual teacher 
to develop and include. There is even less of a focus within this community 
on injury prevention in the senior population.  Prevention of these tragedies 
is the goal of Safety City USA and the reason it was created. 
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FIGURE 14.1a The death rate for accidents and trauma in Michigan ranks very high in com-
parison to other states.

FIGURE 14.1b Michigan has been unsuccessful in reducing death rates related to accidents 
and trauma.
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 The implementation of a program such as Safety City USA would provide a 
systematic approach to safety education and training and provide a methodol-
ogy that could reach all of the targeted children from potentially all schools 
in the southwest region of the state. This fi xed site facility would serve as a 
destination site for the provision of safety programming for all age groups. 
Over time, it is the goal to continue to expand the knowledge base of the com-
munity as new students and citizens attend courses. 

 Regulatory Requirements 

 Currently, the hospital within this case study is the only accredited Level 1 
trauma center in the county. The American College of Surgeons (ACS) con-
tinues to increase the requirements of community education in the areas of 
injury prevention and safety as part of the ACS Level 1 designation. Review 
of the current educational offerings revealed a robust focus on community 
education; however, the desire of the organization was to establish a program 
that was unsurpassed in the industry. The creation and inclusion of a program 
such as Safety City USA would certainly more than achieve this lofty goal. 

 Competition for Health Care Services 

 The hospital is feeling the pressure of a changing market. Weakening of the 
Certifi cate of Need laws in the state, coupled with population shifts, have al-
lowed for the over-bedding and expansion of health care facilities in direct 
competition for the same patient population. A decrease in market share of 
3.3% was realized during the calendar years of 2005 and 2006. It became 
clear that creative programming targeted to capture new market shares would 
be needed to increase exposure and advertising of the organization. It is well 
documented that females are the predominant decision makers in regard to 
the management of health-related issues in the family. 

 A program such as Safety City USA could accomplish these goals through 
preventative programs dedicated to saving the lives of children. The plan was 
to provide hospital information for all the children to take home following 
their experience at Safety City. This information, coupled with a positive life 
experience could begin a positive relationship with the parents, leading to 
future use of the hospital and services. 

 THE STORY OF SAFETY CITY USA 

 Safety City USA is a freestanding interactive learning center designed to 
provide prevention programs targeted at the reduction of injury in all age 
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groups. Through the use of both traditional classroom education as well as 
hands-on practice, participants are educated about safety-related injuries 
and prevention strategies. Kids get to learn how to escape from a burn-
ing building, they learn about the dangers of strangers; they learn how to 
protect themselves from other hazards and also how to get help if neces-
sary. Programs also are available to the elderly population, new parents, 
and anyone who would like to learn about lifesaving or safety. The goal of 
Safety City USA is to help  individuals, from little children to seniors, make 
safer choices and learn to protect themselves. All programs are designed to 
be age-specifi c and can be customized to the needs of the particular school 
or community. 

 Educational programs are presented by nurses, fi remen, and policemen, 
which also helps to maintain the credibility of the material presented. Classes 
offered at Safety City USA include senior safety, self-defense, Internet safety, 
certifi ed sitter classes, protect your babies, animal and pet safety, CPR, family 
and friends, stranger danger, fi re safety, good touch and bad touch, suicide 
prevention, hazards of drunk driving, and drug awareness: what every par-
ent should know. During daytime hours school-age children can participate 
in fi eld trips with curriculum aimed at fi re prevention, home safety, and bike 
safety. During evening and weekend hours particular Scout troops and com-
munity groups can experience the program after school. Children can even 
celebrate their birthday parties while learning how to keep themselves safe. A 
comprehensive week-long summer camp program is also available, which is 
focused on summer hazards such as weather and water safety. 

 Inception of Safety City USA 

 The inception of Safety City USA began with the interest of a group of nurses 
from the Emergency Center and Trauma divisions, who presented a unique 
concept based on a trauma prevention program in Ontario, Canada. This fa-
cility was a freestanding, interactive learning center funded by the Canadian 
government, designed to teach kids about safety. It was a requirement that all 
Canadian students attend programs at Safety Town at key points during their 
grade school and high school education. After visiting Safety Town, a local 
fi refi ghter was the catalyst behind the Safety City USA program. Based on his 
experiences in the fi eld, he felt that he wanted to make a difference in the lives 
of others by attempting to prevent unnecessary injury and death. Through 
tears he told compelling stories of how he had watched too many children 
die unnecessarily, all of which could have been prevented. This was his life’s 
mission, but he needed a partner to help share the vision and make a program 
like this a reality. It became instantly apparent that this was not only a project 
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that would be nice to do, but also a program that could positively impact the 
community in a profound way. 

 Advantages of the Program 

 Apart from the obvious and profound opportunity to save lives and improve 
the quality of life for the community, many other advantages were apparent. 
This program would provide a unique opportunity for the hospital to partner 
with other community agencies, including the fi re and police departments 
as well as local government. This alignment would improve political capital 
for the hospital in future endeavors as well as provide positive exposure and 
marketing of the hospital. 

 Barriers 

 Money was the greatest barrier. Reducing margins and limited capital bud-
gets prevented the funding of extraneous, unbudgeted projects, especially in 
the middle of a budget year at a time when the organization was performing 
below budgeted projections. It was clear that in order to proceed, there would 
need to be extremely creative approaches to fi nding capital and accomplishing 
the work needed to build a facility. 

 Space was another barrier. The hospital campus was already congested, 
with every inch of space accounted for and a waiting list for the creation of 
other projects. It was also the goal to attempt to build a facility off-site that 
looked more like a destination location for fun activities rather than a sterile 
hospital environment. Unfortunately an off-site location would be expensive 
and possibly cost-prohibitive. 

 Last, there were varying degrees of support from individuals in the orga-
nization who found it diffi cult to conceptualize the program and realize the 
potential, especially in light of economic pressures. The response from the 
hospital director was very supportive in concept although it was clear that 
there would be limited funding if any. Rather than dampen spirits, these barri-
ers represented tremendous personal challenges and growth opportunities. It 
became a personal goal to overcome the barriers and to build Safety City USA 
for the greater good of the community. 

 LEADERSHIP PROCESSES 

 Leadership processes begin in the mind of the leader far before the execution 
of the process begins. The leader must have a clear vision of the goal and be 
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able to articulate that vision to the team. This requires that the leader refl ect 
and develop a comprehensive plan to communicate along with the identifi ca-
tion of personal thoughts and feelings that could contribute either positively 
or negatively to the progress (Murphy, 1996a). Within the context of Safety 
City USA the components of the plan included the creation of a compelling vi-
sion and mission, the development of a strong team, identifi cation of funding, 
and developing plans to address facility, program development, marketing, 
and staffi ng. 

 Development of the Mission and Vision 

 Jeffries (1996) stated that in order to capture the hearts of a team, the vi-
sion and mission need to have a spiritual quality, and the vision and mission 
need to be clear to the leader, who then has the responsibility of transferring 
the passion to the team. A project such as Safety City USA lends itself to the 
creation and transference of a spiritual vision and mission. A draft of the vi-
sion and mission was crafted for presentation to the working team at the fi rst 
meeting. In order to empower the team and increase the level of engagement, 
the plan was to present the ideas in draft form and allow the team members to 
decide on the fi nal statements. The following mission and vision are the result 
of the work of the team following the infusion of the ideas of the leader. 

 The Mission 

 The mission of Safety City USA is to signifi cantly reduce death and injury 
in children and adults, secondary to unnecessary accidents and trauma, and 
concurrently improve the quality of life for all. 

 The Vision 

 It is the vision that Safety City USA will be the leading injury prevention pro-
gram in Michigan, providing safety education to over 295,000 individuals on 
an annual basis and providing the benchmark for prevention of injuries and 
death in the state. This will be accomplished through the use of interactive 
educational experiences in a fun and warm learning environment. 

 Establishment of the Team 

 No leader can work in isolation to achieve any goal without the support of an ef-
fective team. “The term team implies a strong, cohesive, complementary group 
of people who pull together in support of the leader’s vision and  aspiration” 
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(Katzenbach, 1998, p. 4). The belief in this statement alone does not ensure 
success of the team. Although there are many critical success factors necessary 
for a team to succeed, the centerpiece is an effective collection of team mem-
bers with complementary skills and organizational responsibilities. In regard to 
leadership process as it relates to team building, this is the critical step. As the 
leader possesses a grasp of self, they also must understand the power of others 
and that power in relation to the critical needs of the project. 

 As the leader of this initiative, it was critical for me to fi rst of all identify 
individuals that might share a passion for a project such as this. Individuals 
were chosen for their past work experiences that clearly displayed an interest 
in giving to others. Several members of the team led particular charity walks 
and supported philanthropic opportunities, which demonstrated the joy of 
personal giving. There would certainly be a good degree of personal commit-
ment to this project. 

 Members of the team were also selected for their expertise and authority in 
particular areas necessary for the completion of Safety City USA. These indi-
viduals represented the hospital as well as the community organizations. Dis-
ciplines included the fi re chief, the assistant fi re chief along with the fi reman 
who presented the project, representation from the police department, hospi-
tal administration, two managers from the buildings and facilities department, 
the trauma coordinator, and the surgical chief of trauma services, trauma edu-
cator, several representatives from the public relations areas and the founda-
tion, and leaders from the rehabilitation department. It was believed that this 
team would be able to address all of the internal (within the hospital) and 
external (within the community) issues as they surfaced. Once the team was 
established, work began in fi ve major areas of focus, including operations, 
facility planning, program development, marketing, and philanthropy. 

 Operations 

 One of the fi rst steps to the creation of a program or service is the develop-
ment of the strategic plan. It is relatively easy for a leader to perform a routine 
task such as this independently, with some help from the marketing depart-
ment or Web sites. To infuse leadership into the process, asking for insight 
from the team on the document provided for greater alignment as well as 
improved the potential for engagement. The development team of Safety City 
USA was included in many components of the strategic plan. 

 The fi nancial pro forma was created with the help of the fi nance depart-
ment. Several analyses were conducted to identify the break-even point as 
well as the price point for programs. Once the fi nancial pro forma was created, 
the development team was asked to provide insight into selection of the most 
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reasonable volume target. This strategy could serve the leader in two impor-
tant ways. First of all, the team members feel valued that their input is critical 
to decision making; however, even more important is the collaborative effort 
and motivation to achieve the goals identifi ed by the team. 

 Following the opening of Safety City USA, the team remained engaged in 
the fi nancial success of the organization through the monthly review of the 
fi nancial statements. Defi cits were identifi ed, along with strategies to modify 
programming and achieve fi nancial targets. This approach provided a proac-
tive methodology for the maintenance of a positive bottom line. 

 A critical decision to be made by any leader is to ensure that the manage-
ment of a department or program continues under the direction of individu-
als who are engaged in the project and care about the outcome. Without the 
emotional connection to a department, given fi nancial pressures, it becomes 
easy for programs to be eliminated. With the passion inherent in this program, 
it was clear that the manager and associated parent department needed to 
care. Oversight and management structure were established with several goals 
in mind. It was important to the success of the project to align Safety City 
USA within the domain of a department that valued the initiative. With this 
outcome in mind, Safety City USA was to report to the trauma coordinator 
within the Department of Surgery, who was also on the development team, 
with a matrix relationship to the chief nurse executive. The close alliance with 
the trauma department provided a liaison between the trauma physicians, the 
emergency staff, and the prehospital providers such as EMS and the police 
department. 

 Last, within the realm of operations, the notion of staffi ng was an easier 
decision. Since there was no funding for staffi ng positions, there would be 
no permanent, hired staff, and all programs would need to be taught on a 
volunteer basis. The team was also included in the brainstorming as to how 
to handle the necessary staffi ng needs. It was decided that scheduling could 
be conducted via the established physician referral line through a dedicated 
phone number that triggered a script written for Safety City USA. Since the fa-
cility is located off-site in a retail mall, on-site presence for tours and programs 
was more problematic. The trauma coordinator decided to physically move 
her secretary into the site to provide visibility through the day. The goal ulti-
mately was to hire the appropriate staffi ng as demand increased and revenues 
were suffi cient to support salaries. 

 Facility 

 Without funding, this barrier seemed the most unachievable of all. Persever-
ance and a true commitment to the creation of the program with the intent 
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to save lives became the driving mantra that kept the team moving. The facil-
ity representatives on the team were the magicians through these challenges. 
With luck, a small storefront became available in the retail mall owned by the 
hospital. The director of the facility was approached with the concept and a 
reasonable rent and cost structure was agreed upon. 

 The next barrier was construction, and without any funding it seemed im-
possible to achieve. The team developed a plan to approach several local busi-
ness leaders who wanted to become part of this wonderful endeavor with the 
opportunity to be recognized through sponsorship and naming opportunities 
in the facility. For example, a local interior design shop built the kitchen and 
was recognized by a large brass plaque bearing the name of the company for 
all guests to see. The park area was named for a donor who provided signifi -
cant funding. A sponsorship wall is also in the plans for the near future that 
will be proudly displayed at the entrance for all who helped build Safety City 
USA. A total of 68 local companies worked in various capacities for a period of 
3 months to bring the project to fruition. The collaboration and coordination 
was nothing but amazing. This was clearly another example of sharing the vi-
sion and engaging a community. (See Figure 14.2.)   

 The acquisition of furniture and equipment would also need to be accom-
plished without available funding. A list of necessary items and furniture was 
developed and publicized to the hospital staff for donations. Every item on 
the list was secured through donations. Local furniture stores also found out 
about the needs through some of the contractors and offered to outfi t the facil-
ity. Audiovisual equipment was both donated and purchased through founda-
tion money. 

 There would also be other services necessary to maintain the facility and 
operations of Safety City USA, including maintenance, security, and catering. 
Sharing the vision of Safety City USA with these departments quickly engaged 
their services. Several members from these departments were added to the 
ongoing governance committee. 

 Program Development 

 Program development was one of the easier, more enjoyable exercises for 
Safety City USA. A task force of the development team was identifi ed for their 
expertise in the area of education and programming and charged with the de-
velopment of a philosophy of education and creation of appropriate classes. 
The overall philosophy surrounded the vision to teach all citizens about safety, 
with the goal of decreasing injury and death and improving quality of life in a 
proactive way. With this in mind, programs were developed for school children 
at three times through the course of their primary education. Age- appropriate 



FIGURE 14.2 68 companies and hundreds of volunteers gave of their time and materials to build Safety City USA.
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programming was developed to meet the learning needs of the particular age 
group. These include the very young (ages 5–7), middle school (ages 10–12) 
and teenagers early in the high school years (grades 9–10). This programming 
would also ensure consistent attendance at Safety City USA because schedules 
could be created for the schools several years in advance with the expectation 
of educating the upcoming, matriculating classes. The team also selected the 
type of educational programming and the related learning tracks identifi ed for 
presentation. 

 The senior population was also considered a target for potential programs, 
as well as other adults. Demographic data showed an aging population in 
the adjacent community that could benefi t from this initiative. This approach 
would optimize the utilization of the facility and help to generate the neces-
sary revenues to maintain the program. 

 Last, weekend birthday parties and summer camps were identifi ed as po-
tential programs that would serve as a method of reaching a greater target 
audience and increase revenue and utilization. Programs for special popula-
tions were also developed to provide inclusion of all potential learners. It was 
an incredible experience to watch the pride and self-confi dence of the fi rst 
handicapped child to successfully escape through the window of a simulated 
burning bedroom to safety. 

 The team presented their proposal to the larger project team for input and 
suggestions. In relationship to the leadership approach to this process, once 
again the team was empowered to create the product and then valued for their 
input. This synergistic approach allowed for the development of an attractive 
array of offerings but also provided for a focus on the community and con-
sumer value. In a discussion about results-based leadership, Ulrich, Zenger, 
and Smallwood (1999) identify the need to begin thinking about what the 
consumer would fi nd valuable and develop programs and products in a way 
to please them and not the organization. 

 Philanthropy 

 Gunther, McGrath, and Keil (2007) proposed that a great degree of the fail-
ure of new business ventures or elimination of new programs is related to the 
under-estimation of costs and the resulting under-funding. It is the responsi-
bility of the leader to plan for worst-case scenarios and to develop strategies 
to support new programs until they become successful. This also needs to be 
done without the introduction of doubt that would undermine the positive 
outlook of the team. In response to Safety City USA, the back-up funding 
source would be philanthropy. This was easily a program that appealed to the 
community and had a potential draw for funding. To help with this strategy, 
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a member of the foundation was included in the development team to help 
with cultivation of donors, writing of grants, and presentation of the con-
cepts to the appropriate audiences. In this case, money was raised to support 
the program for 2 years through lean revenue periods during the start-up 
phase. Money could be transferred from the restricted fund account to meet 
the defi cits on the operational side. Money was also secured for scholarships 
for children who could not afford the modest entry fee for the programs. 
Another benefi t to the focus on philanthropy was the increased visibility to 
the community. 

 Marketing and Promotions 

 As there was no money for program development, there was certainly no 
money for formal marketing. The marketing experts on the team were able 
to develop a comprehensive marketing strategy that capitalized on press re-
leases and media opportunities. Safety City USA was utilized by the media as 
a backdrop for every news story that focused on community and safety topics. 
Logos and fl yers were developed in the hospital for local distribution through 
schools, community groups, and organizations. The most effective market-
ing approach was the development of a “road show” concept, whereby team 
members would present at school board meetings and teacher gatherings. 
This strategy was achieved through creative, visionary thinking that focused 
in on the specifi c target markets that would be the most likely to benefi t from 
the programs. 

 There were also many events to celebrate the opening of Safety City USA, 
which included political fi gures, local leadership, hospital leadership, and the 
education community and members of the fi re and police departments. A 
special thank-you event was also hosted for all of the contributing business 
owners and workers. 

 Status of Program 

 Safety City USA opened its doors on January 2, 2007 and is a tremen-
dous success. Although far from projected revenue targets, the number 
of  children visiting the programs has more than doubled every month. 
Analysis of the progress demonstrated the greatest interest in the school 
programs and special groups such as Boy and Girl Scouts. The birthday 
parties have not been very successful, but another effort at marketing is 
planned to pique the interest of this program. Summer camps had initially 
low numbers but continued to increase, resulting in enough attendees to 
run the program. 
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 The increased interest in Safety City USA (see Figure 14.3 at the end of this 
chapter) has led to the need for customized programs. This has been handled 
in a modular way, with classes being arranged to meet the needs of special 
groups. Senior programs are now in development along with evening adult 
courses. The certifi ed baby-sitting class continues to be a success. 

 The governance board has begun to look for a larger facility that could 
be operational by the year 2010. Several local community groups have ex-
pressed interest in partnering with Safety City USA. Joint venturing will 
depend on the amount of land available and the funding to build a new 
facility. 

 LESSONS LEARNED 

 All leadership processes provide invaluable learning experiences if evaluated 
by the leader. Learning opportunities are present regardless of the results 
of the program or process; however, it is the level of emotional intelligence 
within the leader that allows for the internalization of the wisdom (Murphy, 
1996b). In regard to leadership lessons learned, this was personally a tremen-
dous growth opportunity in several areas. 

 Risk Taking 

 This project was a risk for the organization, which translates into a risk 
for the leader and the team advocating for the project. It would have been 
easier and safer to embrace the safety training concept with the fi re and 
police departments and offer some classes and staff to teach the classes in 
the hospital or the affi liating organizations. Instead, making the commit-
ment to take the risk to build an entire facility in support of a new concept 
made this project all-encompassing and real. The personal outcome was an 
increase in self-confi dence and a sense of accomplishment and pride for all 
involved. 

 The Power of a Vision 

 Safety City USA would not be a reality without a strong vision of the out-
come. In this case, the power of the vision united, excited, and motivated the 
group. It also reinforced the belief that if you set your mind to a target and 
look at sights and opportunities of a much higher order in the universe, it be-
comes easy to achieve. This is what fueled the determination of the group to 
persevere through all the tough times and disappointments along the way. 
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 Sharpening of Operational Skills 

 The execution of an interesting program such as this, which reached beyond 
the hospital walls to the community, provided an opportunity to sharpen 
operational skills that may be applied differently in various organizations. 
The issues of policy and procedure within community organizations are 
very different from those of the hospital. It was challenging to navigate the 
strategic course while engaging the community partners. In addition, the 
focus on philanthropy was new for many members of the team. 

 The Magic of Synergy 

 Selecting the team and building a team are processes, but what surfaces as a 
tremendous lesson was experiencing the magic of synergy and how the syn-
ergy unlocked the passion within the team members. This team of phenom-
enal loving and caring people ranked personally as the most inspiring and 
successful team throughout the course of 35 years in leadership positions. All 
members became one and shared the same dream and desire to work tirelessly 
toward the accomplishment of this goal on such a grand scale. The team mem-
bers spent many hours on weekends and off-shifts to complete the construc-
tion, cleanup, and necessary work. These team members requested to remain 
together to become the oversight committee to guide the progress of Safety 
City USA. The team’s focus has changed to fund-raising and program expan-
sion. Many friendships have also been created throughout this experience. 
The level of support and collaboration between the fi re and police depart-
ments, community leaders, and local business owners has also improved.   

 The Importance of Giving of Self 

 The greatest lesson learned as a leader is the notion that life is not about 
the leader, it is about what the leader can do to help others. Helping others, 
whether it is through giving to others, mentoring, supporting, or coaching, 
is what transcends the leader and the team. Once leaders begin to let go of 
torturous self-interest and ego, there is nothing that cannot be achieved. 
This experience has forever transformed the lives of the team in many ways, 
but it has especially transformed the life of the leader in what has been 
learned about personal self and the power of transformational leadership. 

 CONCLUSION 

 The story of Safety City USA is clearly a salient example of a nurse-led ini-
tiative that despite multiple challenges rose to a level of success and status 
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that could not have been anticipated. Nurse leaders, however, face many 
inherent barriers to achieving status equal to those of other leaders in the 
organization. Perhaps this is due to the primarily female nursing population 
or academic preparation that is largely different from the business world. 
Regardless of the reasons, it is the responsibility of nurse leaders to accept 
challenges, take risks, and personally believe in themselves as the gateway 
to achieving success. After all, once you have dedicated your life to saving 
the lives of others, everything else pales in comparison to the value of that 
commitment. 
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 CHAPTER 15 

 Personal 
  Patricia Reid Ponte  

 Leading an organization or program of patient care in one of today’s health 
care settings—be it a hospital, ambulatory clinic, rehabilitation center, nursing 
home, or palliative care or hospice facility—is a tremendous honor that is full 
of challenges and opportunities for creativity. With their executive colleagues, 
nurse leaders in such roles impact social, economic, political, and personal 
dimensions of the lives of the many people who work in the organization or 
are served by it. As one of the institution’s leaders and a member of its senior 
executive team, the nurse leader shares accountability for the organization’s 
operational viability and role within the community. As the head of a prac-
tice discipline, the nurse leader is responsible for the creation of a practice 
environment that assures excellence, compassion, and respect for all who are 
served by the health care organization and for the professional and support 
staff it employs. 

Based on my experiences as a nurse leader in a comprehensive cancer cen-
ter and multiple professional organizations, I believe there are four areas that 
must command a nurse leader’s full attention and energies. I call these a nurse 
leader’s key commitments, because nurses leading service organizations must 
commit their time, knowledge, and energies to making each of them a prior-
ity and championing them within the organization. These key commitments 
include: (a) implementing patient- and family-centered care and having it 
defi ne the way care and services are delivered; (b) assuring interdisciplin-
ary collaboration within a respectful, inclusive, transparent, and blame-free 
culture, (c) instilling a philosophy that promotes continuous improvement 
and the use of technology to support practice, and (d) making leadership 
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development a priority for all professional staff who hold leadership positions 
within the organization. 

Nurse leaders in service organizations must also cultivate personal leader-
ship competencies that allow them to lead successfully and fi nd joy and chal-
lenge in the process. These competencies include developing a disciplined 
approach to self-knowledge, one that is achieved through personal values 
clarifi cation, introspection, and continuous self-improvement; cultivating the 
ability to foster trust within work teams and the organization as a whole; and 
learning to integrate personal and professional life commitments. Nurse lead-
ers who master these competencies fi nd they not only lead successfully, but 
also continue to grow and remain open to new ideas and opportunities. 

In this chapter I describe the elements of the four key commitments and 
examine the personal competencies that nurse leaders must master to lead 
successfully. 

 KEY COMMITMENTS FOR NURSE LEADERS 
IN THE SERVICE SECTOR 

 Commitment to Patient- and Family-Centered Care 

Depending on the way it is interpreted, patient- and family-centered care has 
the power to transform the way organizations operate and meet the needs of 
those they serve. In organizations that are truly committed to implementing 
it as a model of care, patients and families are valued as partners in all do-
mains of the organization, and the provider–patient relationship is marked by 
social equity, transparency, and joint decision making. In these organizations, 
patients and family members work side-by-side with administrators and cli-
nician leaders, helping establish the organization’s priorities, collaborating 
on decisions about the care environment, and participating in initiatives to 
improve care and service delivery. New employees are educated about the 
elements of patient- and family-centered practice during orientation, and job 
descriptions, performance reviews, peer review processes, and supervisory 
guidance are imbued with clearly articulated expectations regarding the be-
haviors, norms, and values that assure patient- and family-centered care in 
day-to-day practice. The organization’s priorities include strategies to con-
tinuously improve the delivery of patient- and family-centered care, and the 
board of trustees knows what it means and expects senior offi cers and man-
agers to provide supports to assure its ongoing implementation. 

In organizations where the commitment to patient- and family- centered care 
is minimal, the term simply becomes words in the organization’s  philosophy
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or mission or values statement. Were you to look closely at such organizations, 
you would likely fi nd they are missing strategic priorities to operationally de-
fi ne what patient- and family-centered care means, behavioral standards or 
expectations to guide interactions with patients and families, and governance 
structures or activities to assure that the perspective of patients and families is 
represented in decision making and that patients and families are treated as 
partners in care planning and delivery. 

Creating an organization that has patient- and family-centered care at its 
core must be a key commitment of every nurse leader in the service sector. 
It is not a solo act, however. Rather, it requires the commitment and energies 
of leaders at every level. Its implementation cannot be assigned to a single 
individual as a nursing leadership project, nor can it be assigned to the realm 
of a single department, like social work or patient advocacy. Instead, all mem-
bers of the senior clinical and administrative teams, along with the board of 
trustees, must embrace patient- and family-centered care wholeheartedly and 
directly participate in its implementation. 

When is an organization ready to fully commit to patient- and family-
centered care? In general, organizations are ready after their senior leaders 
have studied the concepts that underlie this model of care and have a vision 
of what it would take to make it a best practice for their organization. Visit-
ing organizations that have truly implemented it, reviewing the literature to 
understand what it means in theory and practice, and recruiting leaders or 
consultants who have guided its implementation in other settings are all ap-
proaches that leaders can use to jump-start the introduction of patient- and 
family-centered care within their organization. Nurse leaders play a key role 
in this process and must champion the model and use their leadership posi-
tion to assure it takes hold as a strategic priority, for without having patient- 
and family-centered care fi rmly embedded, high-quality, safe patient care is 
extremely diffi cult to achieve. 

As a fi rst step toward implementing a patient- and family-centered organi-
zation, the executive leadership team and the board of trustees must explicitly 
communicate their intent to have the model become the way the organiza-
tion conducts its business. Next, the chief nursing offi cer, chief executive or 
operations offi cer, chief medical offi cer, and others in comparable positions 
must collectively and consistently develop strategies, operational structures, 
and processes that make patient- and family-centeredness tangible to others 
in the organization. 

One early strategy involves identifying patients and/or family members 
who are interested in participating in specifi c organizational initiatives, such 
as policy development, program implementation, or building or renovation 
projects. With the guidance and support of the senior triad (i.e., the CNO, 
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CMO and COO/CEO), having patients and family members participate in 
these processes makes it clear to all involved that the patients and/or family 
members add invaluable information and perspectives. 

A good second step toward implementing patient- and family-centered care 
involves the formation of a patient and family advisory council or other simi-
lar forum. Such a group should consist primarily of patient and family vol-
unteers, who chair the group and serve as members. It is imperative that the 
executive triad be included as full voting members—consistently attending 
council meetings and actively participating in the council’s decision- making
and priority-setting activities. Their involvement signals the organization’s 
commitment to the formation of partnerships among patients, families, or-
ganizational leaders, and staff, and is crucial for the successful evolution of a 
patient- and family-centered organization (Connor, Reid Ponte, & Conway, 
2002; Dana-Farber Cancer Institute, 2006; Ponte, 2004). 

 Commitment to Interdisciplinary Collaboration Within a 
Respectful, Inclusive, Transparent, and Blame-Free Culture 

The work of planning and delivering high-quality, safe, and effective patient- 
and family-centered care is by defi nition an interdisciplinary process. Good 
leadership is no longer considered a solo act; rather, it demands a commit-
ment to leading in partnership with others. For interdisciplinary leadership to 
be successful, however, executive leaders must develop a joint understanding 
of what it is, and agree on the areas of responsibilities that are shared and 
those in which accountability rests with one member of the group. 

An organization truly committed to interdisciplinary leadership and gov-
ernance typically has a leadership triad at its highest level that consists of 
its most senior nurse, physician, and administrator. Other physician-nurse-
administrator triads provide joint leadership at the service and unit level. This 
type of leadership structure typically strengthens decision making around 
priority setting, resource allocation, improvement efforts, and the practice en-
vironment, because it assures that the perspectives and needs of all constitu-
ents are equally valued and represented at the table. The effectiveness of each 
triad, however, rests in its members’ ability to jointly and equally develop the 
mission, strategies, business practices, and care commitments of the areas it 
oversees, and to clearly decide which aspects of management and oversight 
rest within the domain of each individual leader. 

While using leadership triads to lead and manage clinical practices, ser-
vices, and organizations helps assure a more collaborative environment, it 
requires a disciplined approach to decision making and priority setting. De-
veloping and maintaining such an approach is hard work that requires careful 
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planning and consideration, as well as the time and commitment of leaders at 
every level. Strategies that facilitate shared decision making and promote in-
clusiveness can make the process easier. Four of these strategies—framing the 
issue for better decision making, collaborative practice agreements, attaining 
diverse perspectives through transparency and inclusiveness, and promoting 
a culture of accountability rather than blame—are explained in the next sec-
tion (Ponte, Gross, Winer, Connaughton, and Hassinger, 2007; Ponte, 2004; 
Reid Ponte, 2005). 

 Collaborative Leadership Agreements—A Methodology for Proactive 
Relationship Planning and Accountability 

When leaders come together to lead an organization, a service, a team, or a 
project, they often come with a belief that leading together will naturally fall 
into place—after all, they are each good, strong leaders with plenty of experi-
ence. Often, however, collaborative leadership does not happen so seamlessly 
or effortlessly, and in many cases, it does not happen at all. To be successful, 
leadership dyads and triads must take a proactive approach toward defi ning 
collaborative leadership methods and develop a framework for shared plan-
ning, decision making, priority setting, and when applicable, day-to-day man-
agement. Exhibit 15.1 highlights issues that should be addressed as soon as 
a leadership dyad or triad is formed. Resolving these issues at the start of the 
leadership relationship and revisiting them periodically thereafter assures that 
each member of the dyad/triad holds the same expectations regarding shared 
and individual accountabilities, roles, management processes, and outcomes. 

Nurse leaders who are members of leadership dyads/triads are well posi-
tioned to introduce and champion the use of leadership agreements or other 
methods to specify shared accountabilities and leadership processes. Addressing 
these and other issues proactively helps leaders avoid making decisions based 
on assumptions that are not held by everyone and prevents missteps in com-
munication that compromise collaboration and create confusion among staff. 

 Framing Issues for Better Decision Making 

Before involving others in a discussion about care, resources, or priorities, 
leaders of an interdisciplinary management team must fi rst work together to 
plan a strategy to guide the discussion. A key element of this strategy involves 
framing the issue, since posing a dilemma or problem to a large group for 
decision making can be a waste of time if the issue is not well-articulated. 
Leadership teams may fi nd the following eight steps helpful when framing an 
issue for a broad group of constituents (Ponte, 2004, p. 483) 1:
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 EXHIBIT 15.1 PLANNING FOR COLLABORATIVE 
LEADERSHIP

 1.  Determine the appropriate membership of the leadership dyad or 
triad. Examples include:
a. Physician-Nurse-Administrator
b. Medical Oncologist-Surgical Oncologist-Radiation Oncologist
c. Physician-Nurse
d. Pharmacist-Physician
e. Social Worker-Nurse
f. Social Worker-Physician
g. Administrator-Clinician
h. Administrator-Administrator
i. Clinician-Patient-Family Member

 2. Determine the domain of accountability that is shared by the leader-
ship team (e.g., clinical services, a clinical practice, a unit or fl oor, a 
program or a project, a care plan)

 3. Identify each leader’s unique domains of accountability (e.g., ac-
countability for one or more specifi c disciplines, roles, parts of the 
program, or other functions)

 4. Determine decision-making parameters: consensus versus majority 
vote versus one member of the dyad/triad holds ultimate accountabil-
ity and decision-making power (due to the organizational  structure). 
Parameters will vary with each dyad/triad.

 5. If the team agrees that decisions must be made through consensus, 
determine steps to be taken if an impasse occurs.

 6. Determine how the team will communicate with one another:
a. Establish a routine meeting schedule and meeting location
b. Plan meeting agendas in advance
c. Agree on how, when, and where to establish priorities
d. Determine how team members will communicate about issues 

that warrant immediate communication (via paging, phone call, 
or a face-to-face short encounter)

e. E-mail guidelines for communicating with one another
 7. Determine how the dyad/triad will communicate to others

a. Process for sending e-mails, memos, and letters from the leader-
ship dyad/triad. Determine when it is appropriate for one member 
of the dyad/triad to communicate independently about a shared 
domain of accountability

(Exhibit continued on next page)



1. Create the context: Why has the problem come to the leaders? Why is 
it important now? 

2. Determine the assumptions: What do we believe to be true about the 
problem or issue? 

3. Describe the criteria that must be met: What must be solved? What as-
pects are beyond the scope of the current discussion? 

4. Identify principles to guide the decision: The principles should clarify 
values and provide a frame for decision making. For example, the 
leadership team might assert that the discussion and decision should 
satisfy the following: ensure a patient- and family-centered outcome; 
involve the perspective of frontline staff; refl ect a systems approach, 
principles of a fair and just culture, and teamwork; improve the work 
environment; and support diversity. 

5. Present straw models for consideration: What are some possible solu-
tions or approaches? Presenting straw models gives the group some-
thing to respond to, can spark constructive debate, and often adds 
effi ciency to the process. 

6. Defi ne metrics that will demonstrate sustained improvement or resolution:
Be clear from the onset of the process about what measures will dem-
onstrate improvement over time and how data collection and analysis 
will be resourced. 

7. Defi ne a time period for refl ection: Group members need time to con-
sider their decision before making a fi nal commitment. Be clear about 
the time interval that is being allotted for refl ection, however, so that 
procrastination does not occur. 

8. Identify leaders and accountability for implementation: Identifying ac-
countability for implementing a decision or plan is a critical piece of 
framing the issue and is essential to good group process and team-
work. This step includes defi ning an implementation timeline and 
clarifying responsibility for monitoring progress and outcomes. 

b. How will meetings be conducted? Which meetings will be co-
chaired and which will be chaired separately?

c. Defi ne how contact with the media will be handled.
 8. Determine timelines for all facets of shared work
 9.  Identify metrics that will be used to monitor the effectiveness of the 

dyad/triad
10. Defi ne how the dyad/triad will be evaluated and which groups/indi-

viduals will be asked to provide feedback (e.g., staff, peers, super visors)

EXHIBIT 15.1 (CONTINUED)
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 Attaining Diverse Perspectives Through Transparency and Inclusiveness 

As noted earlier, interdisciplinary leadership models foster an environment 
that encourages collaboration and the sharing of ideas and perspectives. Such 
an environment is also fostered by transparency in decision making, in which 
the processes used to make decisions are clearly defi ned and the input of staff 
at all levels is welcomed. Committing to transparency as a behavioral standard 
takes courage and discipline on the part of organizational leaders. It often 
starts with creating a governance structure that is participative and inclusive, 
and that assures that the diverse perspectives of all staff are heard and help 
shape organizational priorities, strategies, and operations. 

Listening intently to staff, patients, and families is a leadership skill that 
does not come naturally to many leaders, particularly those who believe that 
a more important aspect of leadership is public speaking and learning to re-
spond verbally to staff, patients, families, and other leaders. Some leaders feel 
staff often complain without cause; others believe that as leaders they should 
have the answers and that only they know what is best. As a result, the impor-
tance of listening is often underestimated and the skill of listening intently is 
never developed. 

Whenever staff become upset or concerned about an issue, leaders must take 
the time to stop and listen and not assume that staff are fabricating the problem 
or simply trying to be diffi cult. Taking time to listen requires discipline. It helps 
if a forum is already in place that allows staff to routinely interact with leaders 
at the unit, service, and organizational level. Shared governance structures that 
allow professional staff to lead in partnership with organizational leaders, and en-
courage support staff to participate in the development of policies and processes 
impacting the practice environment also help assure good listening and facilitate 
dialogue that promotes transparency and the sharing of diverse perspectives. 

 Promoting a Culture of Accountability Rather Than Blame 

Nurse leaders in the service sector must champion the adoption of a fair and 
just culture within their organizations. This means removing the phenomenon 
of blaming individuals when mistakes happen, replacing it with a  systems-
based approach to understanding risk and error, and developing systems that 
assure accountability at the individual, program, and system levels. Commit-
ting to a fair and just culture, or one that promotes accountability rather than 
blame, also involves designing and implementing a set of principles and be-
havioral standards for managers, professional staff, and leaders to follow in 
their interactions with staff, patients, and families. These principles should be 
drawn from the science of systems thinking, error mitigation, and safety. 
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One of the behavioral standards must address the need for respect and 
compassion. Principles of a fair and just culture cannot be introduced into 
an organization unless there is a commitment by senior executives and 
boards of trustees that everyone served by the organization and those who 
work in it feel respected in every interaction. For some individuals, the con-
cepts of respect and compassion are elusive and/or completely  opposite 
from the way they have been socialized as individuals and professionals. 
Their fi rst impulse when a mistake happens is to fi nd someone to blame—a 
reaction that unfortunately is part of our societal culture and that is viewed 
by many as normal. Creating a process to replace this with one that pro-
motes an environment of accountability and respect can transform an 
organization. 

Organizations that embark on the journey toward establishing a fair and just 
culture can start by following these 5 steps: (a) develop an understanding that 
removing blame does not absolve individual or organizational  accountability;
(b) commit to respect as a prevailing value of the organization; (c) create 
principles of a fair and just culture that are experienced from the bottom up 
(see Exhibit 15.2 for an example of principles adopted by the author’s orga-
nization); (d) assure that executive leaders and board members understand 
and support the principles and live the behavioral standards of respect (this 
includes educating leaders about when to apply the methodology of a root 
cause analysis); and (e) measure the effects of the new principles continuously 
over time (Connor et al., 2007). 

Moving toward such a culture not only strengthens the relationship be-
tween the organization and its staff, but also has a profound effect on patient 
safety and the quality of care that is provided to patients and families. 

 Commitment to a Philosophy That Promotes Continuous 
Improvement and the Use of Technology to Support Practice 

Driving an organization’s mission requires a solid understanding of best prac-
tices in systems thinking and a commitment to continuous improvement 
and learning. Identifying and analyzing problems and creating sustained im-
provements requires highly specialized knowledge and skills in the areas of 
industrial engineering, human factors analysis, process improvement method-
ologies, team leadership, and other related bodies of knowledge. The techni-
cal and cognitive skill set needed to analyze systems and processes and then 
improve them is not learned through experience, nor does it come naturally 
to most clinical and administrative leaders. For this reason, leaders who are 
accountable for patient care practices and programs require the support of 
a cadre of experts in process improvement as they unearth and examine the 
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EXHIBIT 15.2 DANA-FARBER CANCER INSTITUTE—
PRINCIPLES OF A FAIR AND JUST CULTURE

Background

It is inevitable that people will make mistakes or experience misunder-
standings in any work environment. When events occur that cause harm or 
have the potential to cause harm to patients or staff members, or that place 
the Institute at legal, fi nancial or ethical risk, a choice exists: to learn or to 
blame. Dana-Farber Cancer Institute (DFCI) is committed to creating a work 
environment that emphasizes learning rather than blame.

Dana-Farber Cancer Institute recognizes the complexity and interdepen-
dence of the work environment in all aspects of its operations, including pa-
tient care, clinical operations, research, support services and administration. 
The intent is to promote an atmosphere where any employee can openly dis-
cuss errors of commission or omission, process improvements, and/or sys-
tems corrections without the fear of reprisal.

It is well documented that most errors, whether or not they cause harm, are 
due to breakdowns in organizational systems; however, when an error takes 
place, individual culprits are often sought. Blaming individuals creates a cul-
ture of fear and defensiveness that diminishes both learning and the capacity 
to constantly improve systems.

Most errors take place within systems that themselves contribute to the 
error. In spite of this, it is diffi cult to create an institutional culture that in-
tegrates the understanding that systems failures are the root cause of most 
errors. Learning from errors often points to benefi cial changes in systems and 
management processes as well as in individual behavior.

In the context of promoting a fair and just culture, what does it mean? A 
fair and just culture means giving constructive feedback and critical analysis 
in skillful ways, doing assessments that are based on facts, and having respect 
for the complexity of the situation. It also means providing fair-minded treat-
ment, having productive conversations, and creating effective structures that 
help people reveal their errors and help the organization learn from them. 
A fair and just culture does not mean non-accountable, nor does it mean an 
avoidance of critique or assessment of competence. Rather, when incompe-
tence or sub-standard performance is revealed after careful collection of facts, 
and/or there is reckless or willful violation of policies or negligent behavior, 
corrective or disciplinary action may be appropriate.

Applying these principles creates an opportunity to enact the core values 
of the Dana-Farber Cancer Institute. In order to have the greatest impact and 

(Exhibit continued on next page)



achieve the highest level of excellence, staff must be able to speak up about 
problems, errors, confl icts and misunderstandings in an environment where it 
is the shared goal to identify and discuss problems with curiosity and respect. 
To achieve excellence, unwanted or unexpected outcomes and ineffi ciencies 
of practice must be used as the basis for a learning process. Respect must be 
shown to all people at every level of the organization.

PRINCIPLES OF A FAIR AND JUST CULTURE

1. DFCI strives to create a learning environment and a workplace that 
support the core values of impact, excellence, respect/compassion 
and discovery in every aspect of work at the Institute.

2. DFCI supports the efforts of every individual to deliver the best work 
possible. When errors are made and/or misunderstandings occur, the 
Institute strives to establish accountability in the context of the sys-
tem in which they occurred.
• We commit to creating an institutional work environment that is least 

likely to cause or support error.
• We are proactive about identifying system fl aws.

3. DFCI commits to holding individuals accountable for their own per-
formance in accordance with their job responsibilities and the DFCI 
core values. However, individuals should not carry the burden for 
system fl aws over which they had no control.

4. DFCI promotes open interdisciplinary discussion of untoward events 
(errors, mistakes, misunderstandings or system failures resulting in 
harm, potential harm or adverse outcome) by all who work, visit or 
are cared for at the Institute.
• We commit to developing and maintaining easily available and simple 

processes to discuss untoward events.
• We commit to eliciting different points of view to identify sources of 

untoward events and to use the information to improve the working and 
care environment.

• We commit to fostering an interdisciplinary teamwork approach to the 
analysis of untoward events and to the actions taken to address them.

• We believe that individuals are responsible for surfacing untoward 
events and for contributing to the elimination of system fl aws.

• We commit to analyzing episodes of institutional or patient harm or 
 potential harm in an unbiased fashion to best determine the contribu-
tions of system and individual factors.

EXHIBIT 15.2 (CONTINUED)

(Exhibit continued on next page)
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• We seek solutions that promote simplifi cation and standardization 
wherever possible.

5. DFCI acts to improve all areas of the workplace by implementing changes 
based on our analysis of problems and potential or actual harm.
• We know that actions designed to address the root causes of untoward 

events will improve the effectiveness of our work environment and the 
safety of care. We commit to identifying and assigning responsibility for 
implementing those actions to specifi c individuals or groups.

• We commit to developing timely and effective follow-up and an effective 
organizational culture through education and systems for ensuring on-
going competency.

6. DFCI commits to a culture of inclusion and education.
• We commit to fostering a culture that is concerned with safety in re-

search, clinical care and administration through continuous education, 
proactive interventions and safety-based leadership.

• We believe that patient input is indispensable to the delivery of safe care 
and we commit to promoting patient and family participation.

7. DFCI will assess our success in promoting a learning environment 
by evaluating our willingness to communicate openly and by the im-
provements we achieve.
• We commit to monitoring actions and attitudes for their effectiveness in 

supporting a culture of safety and modifying actions as needed.

Principles adapted with permission from Allan Frankel, MD, and the patient safety leaders at 
Partner Healthcare System. Source: Frankel, A., Gandhi, T.K., and Bates, D.D.W. “Improving 
patient safety across a large integrated health care delivery system.” (2003). International Journal 
for Quality in Health Care, 15 (Suppl. 1), 31–40.

myriad complex systems and processes that require monitoring and con-
tinuous improvement and work to stay abreast of technology changes and 
advances in systems of care. 

Over the last two decades, health care leaders have begun to appreciate the 
critical role that technology can play in improving processes and assuring safe 
environments. Robust information systems applications, medical device tech-
nologies, and ergonomic equipment help increase the effi ciency and safety of 
patient care and of those who deliver it. The adoption of systems and technolo-
gies that support practice must proceed as rapidly as possible in all health ser-
vices sectors, particularly in organizations that provide direct care to patients 

EXHIBIT 15.2 DANA-FARBER CANCER INSTITUTE—
PRINCIPLES OF A FAIR AND JUST CULTURE (CONTINUED)
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and families. Although capital dollar constraints demand that health care orga-
nizations continually triage and prioritize their purchases, certain technologies 
should be at the top of every hospital’s list. These include technologies that 
streamline and improve the safety of medication administration, equipment 
tracking devices, equipment that offers ergonomic advantages to care provid-
ers, and technologies that support long-distance care and communication. 

 Commitment to Leadership Development 

Developing knowledge and leadership skills is by necessity a continuous, 
ongoing process. Nurse leaders in the service sector who make continuous 
learning a priority for themselves and for nurses on their leadership teams 
often fi nd that complex problems, decisions, and initiatives are effectively ad-
dressed, and that the principles of collaboration, transparency, and inclusive-
ness gradually become the organizational norm. 

Given the unique culture, climate, and structural attributes of each institu-
tion, the fi rst step in designing a plan for leadership development for a team or 
an organization is to defi ne principles or expectations for organizational behav-
ior. Over the past few years, I have worked with the leaders of the patient care 
services department at my institution to identify the following principles: 

• Communication is open and transparent. 
• Different opinions are respected. 
• Every voice is valued. 
• Leaders are dedicated to serving the greater good, not personal 

ambition.
• Accountability is built into every decision (i.e., determine who is ac-

countable for what). 

These principles are based on a framework developed by noted anthropolo-
gist Angeles Arrien (2005). The framework describes essential character traits 
for living and leading in a collective and is based on archetypal anthropologi-
cal evidence. Our efforts to apply our principles of organizational behavior to 
our interactions were facilitated by two executive coaches, who worked with the 
leadership team collectively and individually as challenging situations arose. The 
coaches emphasized the importance of incorporating honesty, courage, respect, 
authenticity, and compassion into our relationships and interactions with others. 
They also emphasized the importance of self- refl ection and of asking the question, 
“Why does a particular situation challenge me, and do I have any blind spots?” 

The coaches also provided us with a methodology for engaging in encoun-
ters involving challenging, diffi cult, or confl ict-laden situations. The meth-
odology helps leaders prepare for diffi cult conversations by identifying key 
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principles and steps. For example, the methodology instructs leaders to begin 
diffi cult conversations with a succinct and clear statement of “what is at the 
heart of the matter” and to describe how the other person’s behavior im-
pacts them. In addition, before the end of the interaction, the leader should 
describe agreements that were reached as a result of the conversation. These 
principles, as described by Connaughton and Hassinger (2007), have helped 
members of the entire leadership team become more effective in dealing with 
confl ict and/or troubling situations and behaviors. 

Having a common lexicon for managing relationships and the inevitable 
confl icts and challenges that relationships consistently pose not only helps 
team members develop their leadership skills and abilities, but also enhances 
the team’s infl uence on the organization as a whole. 

 PERSONAL LEADERSHIP COMPETENCIES 

Competency 1. Gaining self-knowledge through a disciplined approach 
involving personal values clarifi cation, introspection, and continuous 
self-improvement 

Effective leaders are constantly striving to be better at what they do. This in-
volves, at the minimum, developing awareness and the habit of self-refl ection. 
The fi rst step in the journey to self-knowledge, continuous self-improvement, 
and ongoing personal leadership development involves identifying your per-
sonal values. Understanding what is important to you and why not only helps 
you identify your personal goals, but also helps you recognize strengths and 
talents that can help you achieve them. Leaders who understand their own tal-
ents and propensities also learn to appreciate where they need help and how 
to surround themselves with people who have complementary strengths. 

Recognizing talents that you lack is also critical. In First Break All the Rules,
Buckingham and Coffman (1999) note that areas of “non-talent” are most 
often manifested by skills or cognitive areas that pose a struggle for the in-
dividual. A non-talent only becomes a weakness when a person is in a role 
where success depends on excelling in the non-talent area. For example, a 
non-talent in public speaking is of little consequence in and of itself. It be-
comes a weakness only if you are in a role where public speaking is critical 
to your success. Leaders who fi nd themselves in such a position must make 
a conscious effort to attain competency in the area of non-talent. Often, this 
means seeking the help of a colleague, friend, partner, or coach who can help 
you recognize your talents and non-talents and develop a plan to increase 
your effectiveness in areas critical to your success. 

Gaining self-knowledge requires commitment and an ability to access your 
own internal as well as external resources. Sharing your commitment and 
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stating it publicly to your team or with those in your household can help you 
stay the course. Explicitly declaring your desire and commitment to improve 
and focus on an issue, acquire knowledge, practice new skills, and seek feed-
back will help you be successful since you and those around you will better 
understand what you are doing and why. 

My own experiences with seeking self-knowledge offer an illustration of its ben-
efi ts. Following an annual executive coaching session, I became acutely aware of 
some of my strengths and weaknesses. I realized that one of my inherent strengths 
is setting a vision and describing a theoretical end-point, but I was weak in pro-
viding clear and focused direction and support at the specifi c, operational level. I 
also realized I have a tendency toward inclusiveness and consensus—a wonderful 
characteristic, but one that if left unchecked can compromise the timeliness of de-
cision making and result in procrastination and ineffective leadership. I commit-
ted to begin working with an executive coach to better understand my strengths, 
talents, and areas of weakness, and to develop a plan to improve and monitor my 
behaviors. The insights I gained and the action plan I developed are shared in 
Table 15.1. Naming my weaknesses, developing an action plan to address them, 
and documenting my progress helped me remain aware of my personal develop-
ment goals and of the steps I needed to take to achieve them. 

Competency 2. Creating trust within a collective 

A successful leader is a trusted leader. As a fi rst step toward establishing trust, 
nurse leaders must take time to assess whether trust exists within their teams. 
As Stephen M. R. Covey (2006, p. 46) notes, “trust means confi dence, and the 
opposite of trust—distrust—means suspicion.” When distrust is at play, mem-
bers of a team continuously direct their energies toward determining motives 
and arranging safety nets to protect themselves from the fallout of the leader’s 
actions. This is an extremely corrosive team dynamic and will inevitably result 
in ineffectiveness and apathy. 

Nurse leaders must also engage in self-refl ection to determine whether they 
are acting in a consistent and congruent manner, an essential element of in-
tegrity. Covey suggests individuals can bolster their integrity by taking the 
following steps: make and keep commitments to yourself; stand for some-
thing; be open; clarify your intent internally and with others—(i.e., your 
motives, agendas, and behaviors) (Covey, 2006). 

To develop trust within their work teams, nurse leaders must also take time 
to obtain team members’ perceptions of their leadership abilities and style, in-
cluding whether they have established a rapport with their team members and 
are “in synch” with them. Daniel Goleman (2006, p. 85) describes such rap-
port as “social intelligence.” Like others, he believes individuals can develop 
greater social intelligence over time. 
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TABLE 15.1 Author’s Annual Coaching Grid, September 2003

My Strength Potential  Pitfall Action Progress—3 Months

• Inclusiveness
• Over-process, 

deadline slips

• Make a conscious 
choice regarding 
boundaries—that
is, who gives input, 
who makes deci-
sions, time frame. 
Finally, trust self

Decided to create a 
small work team to 
solve a complex issue

• Thoroughness • Indecisiveness

• Create process with 
clear objectives and 
time line

Using a more disci-
plined approach to 
writing and sharing 
work plans

• High degree of 
intuition/radar

• Don’t trust self 
without data

• Consciously note 
what I sense, and 
act decisively

When I perceive some-
thing, validate it more 
routinely

• Compassion

• Enabler of dys-
function in others·

• Inadequate delega-
tion of work lead-
ing to exhaustion

• Act decisively in 
face of confl ict; stay 
centered; be willing 
to disengage

• Raise the bar of 
expectations for 
others with clarity; 
trust they will push 
back if necessary

Have been more atten-
tive to my authentic 
reactions and my re-
sponses to situations at 
work and have begun 
sharing these compas-
sionately with my 
coworkers and staff

• Determination/
self-confi dence 
in ability to 
solve problems

• Cannot fi x every-
thing; entangle-
ment with others

• Stay centered and 
aware of boundar-
ies, what is mine, 
what is not. “Know 
when to fold ’em”

I am handing off issues 
to others and more 
clearly articulating 
what I expect

• Stamina/
resilience

• Over-commitment 
to activities

• Use a disciplined 
approach to saying 
yes and no to new 
work; eliminate 
work not in align-
ment with core 
mission

Am clearer about what 
I prioritize and why 
and then proceed with 
perseverance

• Humility

• Missed oppor-
tunities to lead 
powerfully

• Understand the 
difference between 
humility and lead-
ership

Have continued to be 
humble but not hold-
ing back
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Competency 3. Integrating personal and professional life commitments. 

A key competency for nurse leaders involves developing a methodology or 
approach to healthy living. This competency requires a commitment to stay-
ing up-to-date with knowledge and science pertaining to physical, mental, 
and spiritual health, organizational behavior, and approaches to managing 
the priorities, opportunities, and challenges of a professional leadership role. 
Some of the methods that I have found helpful in managing my personal and 
professional commitments are described in more detail below. 

 Personal Health—A Model for Balancing the Physical, Mental, 
and Spiritual Domains of Health 

Nurse leaders can use different frameworks to guide their efforts to improve 
who they are and what they do. A framework I have found particularly helpful 
is based on proactively assessing and redefi ning my commitment to my physi-
cal, mental, and spiritual health. Over the years, I have realized that unless I 
pay attention to each of these dimensions, my performance in every sector of 
my life suffers and the joy and satisfaction I experience is diminished. 

While most people share similar defi nitions of physical and mental health, 
the defi nition of spiritual health varies across individuals. Many people agree, 
however, that tending to the spiritual dimension of health is critical to their 
overall well-being. A related area involves understanding and managing one’s 
own energy and using it selectively and smartly to meet demands. Loehr and 
Schwarts (2003, p. 4) note that “Energy, not time is the fundamental currency 
of high performance.” They suggest that only when we are fully engaged do we 
perform at our best. To be at our best, we must draw on four related sources 
of personal energy: physical, emotional, mental, and spiritual. Just as we build 
physical capacity through disciplined training, repetition, and strengthening 
routines, we can also strengthen our emotional, spiritual, and mental capaci-
ties by continually nurturing and stretching our abilities in these areas. 

Nurse leaders who avail themselves of the support and guidance of coaches 
or psychological and spiritual counselors, and who engage in physical train-
ing, are more likely to realize who they are, where they are in life, and where 
they want and need to go. Being open to evolving as a person and leader, and 
always moving toward a sense of personal mastery as defi ned by Peter Senge 
(1990), helps leaders develop a habit of self-refl ection and build a foundation 
of personal integrity and authenticity. Experience alone is insuffi cient to build 
this foundation; however, it can provide an invaluable context for self- refl ection 
and learning and help leaders acquire self-knowledge. This is illustrated in the 
next case study. 
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Case Study 15.1: Stopping Dead in My Tracks 

After fi nishing my last meeting, I commented to my executive 
assistant, Deborah, that the day had gone well, and that I was look-
ing forward to attending an event that evening with my husband, 
Bill. Before I could pick up the phone to call Bill, my cell phone 
rang. Bill was on the other end and greeted me with the words, 
“Luke has been shot in the head.” 

Thinking I heard him incorrectly, I said, “What do you mean?” 
“Luke has been shot,” he repeated. “I just arrived at his house to get 
Matt [our son] and found that something terrible has happened. 
They’re putting Luke in the ambulance now and they say he’s head-
ing to the medical center. Get here quick.” 

I immediately thought there must have been some kind of  accident. 
Luke had somehow been shot, but he must be okay, I thought. It 
couldn’t be too bad. I knew I needed to get home, but before I left I 
wanted to contact the nurse leaders at the hospital Luke was headed 
for. I knew them well and wanted to tell them that a friend, a 17-year-
old boy who might be in terrible condition would be arriving shortly, 
and to ask them to please do everything possible to help him. I quickly 
called to Deborah, “Call Diane at the medical center and get me a cab. 
Tell them it’s urgent. Matt’s best friend has been shot; I don’t know 
how and why, but I need to get back home. Matt is okay.” 

Our town is only 8 miles from my place of work. On a good day 
and with little traffi c, I can get home within 20 minutes. After hear-
ing what happened, the taxi driver broke my commuting record. I 
arrived at Luke’s house to fi nd his mother, Sally, a wonderful friend, 
arriving at the same time. I quickly discovered that Luke was  already 
in an ambulance and on his way to the emergency room. 

Over a very short time, I began to unravel what happened. Luke 
had gotten a gun from a locked gun cabinet, taken it to his room, 
and shot himself in the head. He was apparently still alive in the 
emergency room, and his mom and dad, Sally and Joe, wanted 
desperately to get there. But there was so much going on that it 
was hard to sort out what to do fi rst. The police were still there; 
Luke’s older brother, grandparents, uncles, and aunts needed to be 
contacted; and most importantly, Luke’s younger brother, who had 
found Luke, needed support. Finally, we agreed that Joe and Sally 
and I would leave immediately for the hospital, and Bill would fol-
low with Luke’s brothers once his older brother arrived. 

On the way to the hospital, Joe and Sally and I agonized, prayed 
out loud, cried, and hoped for the impossible. When we arrived, it be-
came clear that Luke was essentially dead, but because of the bullet’s 
path, he would live until taken off the ventilator. A  compassionate,
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young neurosurgeon spoke to us before we saw Luke and told us 
there truly was no hope. Sally immediately said, “We want to donate 
his organs.” Her focus and generosity in the face of personal tragedy 
took my breath away. 

The next 6 hours were surreal. As I stood beside Sally and Joe and 
looked down at Luke lying on the stretcher, I sometimes talked to 
myself out loud, saying again and again, “How can this be? It can’t 
be real.” The nursing staff and social workers stood nearby through-
out this time and skillfully addressed all of our concerns and ques-
tions. Luke’s hands were warm and his face was peaceful, as if he 
were sleeping, but he was not there, nor would he ever be again. 

Throughout this time, my mind often turned to worrying about 
my son, Matt, who by all accounts was now aware that something 
terrible had happened. He and his friends, who had always been 
welcomed by Luke’s family and spent hours at their house, fi nally 
understood that Luke had tried to kill himself. What they didn’t 
know was that he had been successful. For the next day or two they 
thought that perhaps Luke would get better and survive. Instead, 
the process of stopping the ventilator and waiting for donor pro-
curement processes to occur were underway. Eleven days after the 
shooting, Luke was buried. 

Throughout those 2 weeks and for the next year and a half, we 
were all in agony about Luke’s suicide and constantly recalled our 
lives and decisions before and after that tragic moment. We continu-
ally asked ourselves whether any of us—if only we had been more 
educated, more attentive, more defi nitive, or more compassionate—
could have averted this terrible outcome. 

In time, several things became clear to me—some immediately 
and some later. As I thought back on other tragedies and losses that 
I and others have experienced, I realized that none of them had hit 
me with the force of this tragedy, even though some, like the 9/11 
terrorist attack, had been so much more damaging to humankind. 
This loss, however, had stopped me dead in my tracks. I did not 
return to work for 2 weeks. I was focused solely on what was hap-
pening with Matthew, my son Jon, Bill, Luke’s mom, dad, brothers, 
friends, relatives, and the community. I simply hunkered down into 
the most terrible place, but one where I knew I needed to be. 

This tragedy and loss has taught me much about personal lead-
ership at work and at home, about clarity of purpose in my per-
sonal and professional life, and about what I value most in life. I 
learned, fi rst, that you cannot anticipate what might come your way 
in terms of loss or challenge, but if you survive, you will clearly be 
stronger because of it, especially if you seek the help of a coach or 
counselor and are open to learning and improving who you are. 



236  NURSE EXECUTIVE

Second, I learned that my relationship with my husband trumped 
all else, including my relationship with our sons. That is, Bill and I 
pledged that in spite of whatever might happen, the primacy of our 
relationship would give us the strength to forge through anything 
and to be helpful to others. Third, this tragedy helped me learn to 
value the time I spend with those I love and care about. I learned 
the value of simply sitting beside my teenage son, even if we don’t 
converse. What is important, I began to realize, is making the time, 
taking the time, and focusing on the person I am with. I had never 
spent time this way before. I do now, routinely. Fourth, I learned 
much about mental health and depression. Before Luke’s death, 
I thought I knew a lot about mental health, just because I was a 
health professional and must have absorbed it through osmosis. In 
reality, I did not know the signs and symptoms of teenage depres-
sion. I do now. I also understand the importance of learning about 
health issues that might affect those around me. 

Perhaps one of the most important things I learned is to stop 
when I begin to feel role overload, role strain, or simply overdone 
one way or another in either my personal or professional life. I un-
derstand now that the schedule I follow on a day-to-day basis is pri-
marily contrived by the decisions I make, and that at any given time, 
I can decide to stop, not do something, do something different, or 
simply change my mind. The fi rst act in this deliberative process is 
to stop and determine the consequences of proceeding or not, then 
weigh the impact of a new path and make a conscious choice to do 
it or not. Since having this realization, I have learned it is okay to 
change plans at the last minute, to decide not to attend a meeting, 
to golf with my husband and brother-in-law instead of working on a 
chapter that is due in a week, to go to bed early instead of staying up 
with company when I am on vacation, to not work on a day I return 
from the West Coast on the “Red Eye,” and to make an appointment 
with my trainer instead of going to a professional meeting. These 
decisions never come easily or without careful consideration and 
the necessary communication, but I venture to say I have become a 
more successful leader and person since I’ve learned to make them. 

This tragedy also gave me insight into how I react to anxiety and 
frustration. Through it I learned that I own my own reactions and 
that something as simple as breathing deeply can help me control 
them. I now make a point of practicing deep breathing routinely, 
particularly when I anticipate needing to respond or react to a stress-
ful situation. I’ve learned that how I react is totally up to me, and 
that I have the power within myself to be the best I can be and to 
help others do the same. When I am at my best, I now realize, others 
are more likely to be as well. 
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Finally, I have learned that I have the strength to weather any future 
loss—of a person, of freedom, or of my own health. During the ago-
nizing months after Luke died, I came to realize that if my family and 
I could endure the pain that we experienced when we lost Luke, we 
could handle anything that comes our way, even the loss of one an-
other. Although it might feel impossible on many levels, we know we 
have done it once and would be able to do it again. This clarity allows 
each of us to make the most of each moment and to know deep in our 
hearts that we are strong and capable. Now, when the phone rings and 
I hear Matthew on the other end saying “Mom,” and then hesitating, 
I still hold my breath, but the fear that once was there in the months 
following Luke’s death has dissipated and has been replaced with the 
knowledge that I will be able to deal with whatever he will say. 

 Professional Health—A Methodology for Balancing Role 
Responsibilities With Professional Commitments 

A key competency for nurse leaders is the ability to methodically and pro-
actively integrate one’s personal and professional commitments, priorities, 
and goals. Nurse leaders who are invigorated by challenging assignments and 
prominent roles must fi nd a way to assure they do not accept positions and 
projects that will ultimately collide in time, space, or energy. Although learn-
ing to integrate competing commitments is an essential skill for nurse leaders 
if they intend to lead productive and joyful lives, doing it well does not neces-
sarily come naturally, but instead requires thought, skill, and commitment. 

While the demands and expectations that come with some commitments are 
unforeseen, most are blatantly obvious at the outset. It is essential that leaders 
take time at the start of any new opportunity to identify what it will require 
and to assess their ability to maintain the required energy, commitment, and 
focus. Leaders should also ask themselves whether the opportunity demands 
skills—such as public speaking—that lie outside their areas of strength, and to 
consider whether they want to decline the opportunity or want to use it as a way 
of stretching themselves by doing something that is not comfortable or easy. 

Over the years, I have learned the value of carefully considering the op-
portunities that come my way and evaluating how they match my interests, 
talents, and the time I have available. One example of this occurred last year 
when I was invited to accept a nomination to become a Magnet commissioner 
for the American Nurses Credentialing Center (ANCC). In considering the 
nomination, I had to decide whether I would be able to take on this new re-
sponsibility and do it justice while still fulfi lling my other roles. 
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To place my decision in context, I need to go back to an earlier time when I 
was asked to join the board of the Massachusetts Organization of Nurse Execu-
tives (MONE). I had been a MONE member for years and had long aspired to 
become a board member; however, the invitation to join the MONE board came 
at a time when I was thinking about moving into a higher-level position at work. 
After some deliberation, in which I evaluated whether I could handle both chal-
lenges, I decided that the opportunity offered by MONE was manageable and 
made sense from a number of perspectives, and I accepted the invitation. While 
serving as a board member over the next 5 years, I also assumed the role of CNO 
at a comprehensive cancer center, completed a Robert Wood Johnson (RWJ) 
Nurse Executive fellowship, and became a fellow of the American Academy of 
Nursing. At the end of the 5 years, I also became president-elect of MONE. 

I found myself refl ecting on these earlier activities as I considered the Mag-
net commissioner nomination. I realized my accomplishments of the previous 
5 years not only complemented one another, but also created a synergy that 
had resulted in my being offered another incredible opportunity. (A wonderful 
colleague, who I had met during my RWJ fellowship, had recommended me as 
a candidate for the ANCC Magnet commission seat.) Since the position as Mag-
net commissioner carries a 4-year commitment, however, I needed to carefully 
consider whether I would be able to fulfi ll a commissioner’s responsibilities, 
should my candidacy be accepted, while also meeting the obligations of my 
other roles. I knew that during the 4 years, I would also maintain my role as 
a senior executive at the cancer center, and during one of the years, would be 
president of MONE, another rigorous and time-consuming role. 

My deliberations were aided by a formal decision-making methodology 
that I often use. The methodology is described in Exhibit 15.3 and consists 
of a simple tool that forces me to consider and weigh the implications of 

EXHIBIT 15.3 DECIDING WHETHER TO ACCEPT A 
PROFESSIONAL OPPORTUNITY

Directions: Criteria for deciding whether to accept an opportunity are listed 
below. Each criterion is weighted from least important (1) to most important 
(3). The weight is noted in parentheses at the end of each statement:

• Advances and is synergistic with current role and work priorities (3)
• Adds to personal growth and development or to those who directly 

report to you (1)
• Highlights organization, positioning it positively in the community (2)
• Realistically manageable from time management perspective (3)

(Exhibit continued on next page)



my decisions. After applying this methodology and consulting with my col-
leagues, family, and friends, and with my boss, the CEO of the cancer center, 
I decided to accept the nomination to the ANCC commission. My nomination 
was ultimately accepted by the ANCC board. 

At present, I am about 1 month away from passing the gavel of the MONE 
presidency to my capable successor and I have just completed a year as a  Magnet

• Frequency of the opportunity to engage (1)
• Financially feasible at personal and/or organizational level (2)
• Matches your own talents, interests, and strengths (3)

1. Think about each criterion in relation to the opportunity you have 
been presented and assign it a score of 0, 1, 2, or 3. A score of 
zero means the criterion is not applicable to the opportunity or 
your decision-making processes; a score of 3 suggests the criterion 
should weigh heavily in your decision.

2. For each criterion, multiply the score you assign by the weight to 
obtain an item score.

3. Sum the item scores to obtain an overall score. The higher the 
overall score, the more compelling the opportunity. The range of 
possible overall scores is 0 to 45. A score of 0–15 is considered 
low, 15–30 is moderate, and 31–45 is high.

The following example illustrates how a particular opportunity would 
be scored:

Criteria Weight Your Score Item Score

Advances and is synergistic with current role and 
work priorities

3 3  9

Adds to personal growth and development or to 
those who directly report to you

1 3  3

Highlights organization, positioning it positively 
in the community

2 1  2

Realistically manageable from time management 
perspective

3 2  6

Frequency of the opportunity to engage 1 3  3

Financially feasible at personal and/or 
organizational level

2 1  2

Matches your own talents, interests, and strengths 3 3  9

OVERALL SCORE 34

EXHIBIT 15.3 (CONTINUED)
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commissioner. We have also had an incredible year at our comprehensive can-
cer center. I believe I made the right decision when I accepted the nomination 
to be a Magnet commissioner, because the role has enriched me personally 
and has allowed me to gain experience that enhances my performance in other 
roles. Although you would need to ask my family, peers, colleagues, and boss 
for their perceptions of my performance during the past year, I believe I have 
been able to lead well within each of my professional domains and have con-
tributed signifi cantly and positively in all of the professional arenas I operate 
in as well as within my family. The decision-making methodology I used when 
making the decision is one I continue to draw on whenever I am asked to take 
on a new role or to signifi cantly expand my responsibilities. 

 SUMMARY 

My aim in writing this chapter was to provide nurse leaders with an appre-
ciation of the critical goals, competencies, and commitments that come with 
being a leader in the service sector. In addition to creating organizations that 
are patient- and family-centered, and that prize interdisciplinary collabora-
tion, transparency, continuous improvement, and leadership development, 
nurse leaders must develop self-knowledge and learn to integrate their per-
sonal and professional commitments if they are to be truly successful and fi nd 
joy in their personal and professional lives. 

 NOTE 

1. From “Nurse-physician co-leadership: A model of interdisciplinary practice  governance,” 
by Patricia Reid Ponte, 2004, Journal of Nursing Administration, 34, p. 483. Copyright 
2004 by the Journal of Nursing Administration. Reprinted with permission. 
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